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ABSTRACT

FACTORS INFLUENCING WOMEN'S CHOICES OF

OBSTETRICAL CARE IN A NORTHERN

DISTRICT OF THE PEOPLE'S

REPUBLIC OF BENIN

By

Carolyn Fishel Sargent

The intent of this study is to determine the factors which

influence women's utilization of cosmopolitan and indigenous maternity

care options in a Bariba region of the People's Republic of Benin. The

study seeks to address issues pertaining to health care decision—making,

the status of women, and to provide a thorough description of the

indigenous obstetrical system.

Research methodology included eighteen months of participant

observation in the District of Kouande, administration of interview

schedules to 40% of the women of reproductive age in the primary

research site of Pehunko and structured and unstructured interviews

with eighteen midwives in six Bariba villages.

The majority of Bariba women are found to deliver at home and to

maintain a preference for the customary ideal of a "solitary delivery,"

in which the parturient delivers unassisted except in difficult

deliveries, when a midwife may be called. Nonetheless, seven years of

statistics indicate a slow increase in clinic utilization; clinic



patrons are primarily drawn from among wives of civil servants and

wealthy traders.

The study asserts that in attempting to delineate the factors

influencing Bariba obstetrical care preferences, it is necessary to

consider a set of salient factors. In general, the set of factors

shown to influence obstetrical care choices are conceptualized as

monetary and non—monetary constraints and incentives which interact to

facilitate or to inhibit choice of a maternity care option. The data

indicate that an understanding of the implications of delivering alone

is integral to comprehending preferences for birth assistance. Further,

the implications of solitary delivery derive from concepts of witchcraft

as a causative agent of misfortune and to infanticide practices related

to delivery of witch babies.

The conceptual dichotomy of the public and domestic domains is

utilized to consider sex roles in Bariba society, where males are

identified with the public and females with the domestic domain of

activities. Reproductive processes are found to comprise the primary

arena in which women control decision-making. Moreover, professional

specialization in reproductive disorders provides a rare avenue for

women to transcend the limitations of sex. By selecting the national

health service delivery option, women's customary realm of responsi—

bility is diminished and this effect constrains women from utilizing

the national health service.

The study proposes that clients select a practitioner based on

the definition of the problem to be treated, and on the degree of

similarity in attributes (homophily) between themselves and the



practitioner. Absence of homophily operates as a constraint to clients

evaluating alternatives for obstretical care. Choice of practitioner

is also suggested to be related to expectations held by clients

regarding attributes, techniques and practices characteristic of a

competent midwife.

In considering clinic utilization in contrast to home delivery,

the factors of central importance are categorized as l) role modeling

and 2) boundary maintenance behavior. The significance of role

modeling derives from the fact that the original clinic clientele

consisted of southern civil servants transferred north who were

habituated to cosmopolitan health care. This clientele served as an

example of innovative behavior to the local population. Boundary

maintenance behavior refers to the selection of health services as a

means for Bariba and non-Bariba to maintain ethnic distinctions.

Increasing clinic utilization by peasants and traders is suggested to

be a precursor to the breakdown of boundary maintenance behavior and to

represent a facet of the process of national integration.



A Yaayi Ganigi, Yaayi Yo, Yaayi Baaba Ngobi Yon Sika, avec mes profonds

remerciements et surtout a Kora Zaki Zaliatou, avec affection.
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CHAPTER I

PROBLEM STATEMENT AND THEORETICAL PERSPECTIVE

Introduction
 

Throughout the Third World, a notable trend has been the

proliferation of parallel health care systems in which cosmopolitan

medical services coexist with a variety of indigenous health care

services. Among the most ubiquitous of such services are those which

provide maternal and child health care. Within the domain of maternal

and child health services, an increasing number of options are

available to client populations, including hospitals, private clinics,

missionary health services, indigenous herbalists, diviners, midwives,

injection dealers; hence decisions must be made regarding the preferred

choice among the existing alternatives. The choice is not necessarily

conceived as an absolute preference or rejection of one medical system

in contrast to another. Rather

When new forms of medical care, scientific medicine included,

are made available to people whose health problems previously have

been met solely or largely by an indigenous system, the basic

decision they have to make is not whether to accept the new or

adhere to the old. Instead, they have now a variety of options

open to them that can be, and almost always are, exercised on a

situation basis (i.e., the course of action that seems most

appropriate for the particular at hand.) The strategies that

underlie these decisionmaking processes have come to be called

the 'hierarchy of resort in curative practice'. . . . (Foster and

Anderson 1978: 248).

Alternative utilization of maternal and child health services,

and in particular, obstetrical services, represents one arena within



which to study this "hierarchy of resort in curative practice."1

Obstetrical care is broadly defined here to encompass prenatal care,

delivery assistance and postpartum care, fertility counseling and

infant care, and thus refers to a range of widely sought-after services.

Correspondingly, a consideration of the utilization of obstetrical

services in an area such as rural Africa highlights a number of

significant issues.

Among these are the delineation of patterns of utilization of

cosmopolitan and indigenous practitioners; the efficacy of different

alternatives (including modes of measuring or evaluating 'efficacy');

and the role for indigenous healers in national health plans. All of

the above issues are relevant to determining the most feasible methods

of delivering Optimum health care to rural African populations. It

might be argued, for instance, that integration of indigenous midwives

in a national health service would have a twofold effect: it would

provide an effective screening and referral system in a context where

there is an insufficient number of physicians and nurse-midwives to

assure care for the client population; and it would offer an obstetrical

care alternative which meets client expectations of the midwife role.

An additional topic of significance which is related to the

utilization of obstetrical services in rural Africa is the role of

women in the household, as professional specialists, and in society in

general. In the West African setting, childbearing is fundamental to

a woman's status, and reproduction is thus of particular concern to

women. Moreover, specialists dealing with reproductive functions tend

to be female. Research on factors influencing choices of obstetrical

assistance, then, has implications for the study of decision-making,



the provision of health care to rural African populations, the cross-

cultural study of the status of women, and the study of indigenous

midwifery.

Problem Statement
 

The intent of the research presented in this dissertation is to

determine the factors which influence the utilization of obstetrical

services in a Bariba region of the People's Republic of Benin.2 The

research focused on that social field which includes a set of alter-

native health care, and specifically obstetrical care resources, and

comprises all healers, clients, relatives and advisors who impinge on

or participate in health-seeking behavior and the healing process.

This research project was developed as an observational experiment

(Freedman et a1. 1978: 10—22), contrasting the village of Pehunko,

where customary birth practices prevail, and the administrative center

of Kouande, site of the district maternity clinic, where usage of both

indigenous midwives and national health services is more common.

Data on health service utilization in the People's Republic of

Benin are scarce; also lacking are clinical and analytical studies of

the comprehensive role of the indigenous midwife in providing repro-

ductive counseling and treatment, and prenatal and neonatal care, both

in Benin and in West Africa in general. Such data are potentially

valuable both in supplementing information on beliefs and practices

surrounding health-seeking behavior in Africa, and in contributing to

planning of maternal and child health services which meet the actual

and perceived needs of rural African populations. Moreover, this

research attempted to develop a thorough description of the indigenous
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Bariba obstetrical system. The latter was considered valuable both to

supplement the relatively scant data on indigenous midwifery and to

provide information on the prevailing birth practices.

The research is also intended to provide an understanding of

the context for change in birth practices by demonstrating that Bariba

midwifery is a therapeutic system comprising a shared set of values,

beliefs and practices. Viewed from this perspective, Bariba midwifery

represents one choice, currently the prevailing alternative, for

obstetrical assistance. A detailed presentation of the context of

indigenous midwifery is imperative in order to comprehend the weighing

of alternative obstetrical care settings and services, the goals and

expectations of clients and practitioners, and resulting preferences.

The Bariba case is particularly interesting to consider because

of the contrast between the apparent attraction of maternity services

in other countries and regions, and the reluctance to use maternity

clinics and the verbal depreciation of their value by rural Bariba.

It is difficult, with the inadequate statistics available, to discuss

rates of utilization of maternity clinics. There does seem to be a

trend towards increasing use of the Kouande clinic, although only a

small percentage of district women regularly rely on its services.3

Dispensary services, on the other hand, are more consistently utilized,

especially for child care and treatment of endemic diseases. In

comparison, other observers elsewhere have noted that obstetrical

services tend to attract clients more quickly than other services, due

to the (alleged) observed benefits of improved care (cf. Maclean 1976,

Foster, 1962, Landy 1977). It is intriguing, then, to consider the

reasons for the slow increase in utilization of the national health
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obstetrical services in the region in which this research project was

undertaken.

In subsequent portions of this chapter, the structure of the

arguments to be set forth in the discussion of the above issues will

be presented, beginning with a description of the study community and

methods of data collection. This section will be followed by a

discussion of the general theoretical perspective and the major

hypotheses to be considered in the ensuing presentation. The hypotheses

will be examined in light of the Bariba data but have implications wider

than this delimited context, as subsequent arguments will suggest. The

hypotheses under consideration fall into several major categories:

Assumptions Underlying the Mbdel of Health Services Utilization

1. People usually do have choices to make; they have given wants and

values and will select the most effective means to reach a goal or

set of goals.

2. A primary consideration affecting a decision will be comparative

costs of alternatives; these costs may be conceptualized as both

monetary and non-monetary costs.

Features of the Mbdel
 

l. A multi-factor model of utilization of health care services is more

explanatory than single-factor models previously devised by other

analysts of health service utilization.

Features of Clients Seeking Obstetrical Care
 

1. Social characteristics such as education and occupation are related

to preferences for obstetrical assistance and setting; thus most rural

women, other than wives of civil servants and wealthy traders will

prefer home deliveries except in obstetrical emergencies believed to

surpass the competence of indigenous midwives.

Features of Practitioners (Midwives)
 

1. Clients will select a practitioner based on the degree of homophily

(similarity in attributes) between themselves and the practitioner.

Absence of homophily is considered to operate as a constraint to

clients evaluating the desirability of alternative obstetrical

assistance.



2. Choice of practitioner, moreover, will be related to expectations

held by clients regarding attributes, techniques, and practices

characteristic of a competent midwife.

Features of the Disorder
 

1. Clients will select a practitioner or service on the basis of the

definition of the problem to be treated and correspondingly, on the

basis of decisions regarding the type of practitioner most competent

to deal with the disorder as diagnosed.

2. Where a shared definition of the problem is absent, a service cannot

offer care addressing the perceived needs of the population and will not

be a preferred choice to a majority of the population.

Features of the Decision-Making Process

1. women's decisions regarding choices of obstetrical assistance are

not precipitous but are the outcome of cultural expectations, past

experiences and existing alternatives.

2. The domain of reproduction represents one of the primary arenas in

which women control decision-making.

The Study Community
 

The primary research in Pehunko was selected because of its

location as a crossroads market center, through which communications

from surrounding villages and towns flow regularly. Because of the

regular transmission of information among the populations of the

settlements in this region, it was hypothesized that reports concerning

obstetrical care alternatives would circulate, and women would be aware

of the options available to them and have at least a basis for evalu-

ating the various alternatives. Moreover, from the perspective of

studying a population's choice of alternative health services, Pehunko

was considered appropriate due to its location at the intersection of

several settlements housing maternity facilities and dispensaries. In

Pehunko itself are a government nurse for curative medicine and a nurse

for endemic diseases (i.e., leprosy, TB, meningitis). Pehunko, then,
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seemed to serve as an illustrative site to investigate the alternatives

available to a Bariba woman seeking maternity care and to examine the

factors involved in her choice of a midwife. An additional consider-

ation was Pehunko's historical significance as a Bariba chiefdom;

because of the continuing importance of Bariba traditions in Pehunko at

the time the research proposal was developed, it was believed to be a

productive site for observing both Bariba obstetrics, and rituals and

customary practices which might illuminate facets of Bariba healing.

Pehunko is located in the northwestern Atakora province; the

Bariba5 are a major ethnic group in this province, accounting for

approximately 200,000 of the over 365,000 inhabitants, and occupying

a wide area which stretches from the western border of Nigeria, to the

eastern edge of the Atakora mountains, and from Randi in the north to

Kouande in the south (see Figure 1).

Numerous ethnic groups inhabit the Atakora, including the Somba,

Yoabu, Pila—Pila, Fulbe, Dompago and Berba. Among these, the Bariba

have a lengthy history of prominence. The Bariba, who have been

characterized as a feudal society (Lombard 1965), are patrilineal and

display a decentralized social organization linking a superior pro-

vincial chief with chiefs of other provinces and with lesser chiefs.

Incorporated thus in Bariba society were the ruling wasangari nobles,

commoners (baatombu), slaves of varying origin, Dendi merchants, Fulbe

herders, and autochthonous ethnic groups. ("Dendi" is a term long used

by the colonial administration to refer to Mande, Sarakolle, Hausa, and

other Muslim settlers who were usually traders.)

Islam spread throughout the Bariba region primarily via these

"Dendi" traders from Bornu and the Sudan (Lombard 1965: 38); Lombard



FIGURE 1.-— Map of People's Republic of Benin*

* Taken from The Atlas of Africa, Editions Jeune Afrique, 1973.
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points out that whereas elsewhere in West Africa, the upper or ruling

class is usually Muslim, among the Bariba, the aristocracy tended to

remain animist and the subordinate Fulbe and Dendi to be Muslim.

However, Islam has been gaining strength among the aristocracy of the

Pehunko region. Pehunko is a stronghold of Islam in the surrounding

districts; I estimate approximately 24% of the population in the village

is nominally Muslim. The economy of Pehunko and of the entire region

is almost completely agricultural, based on staple food crops of yams,

sorghum, and millet with increasing dependence on cashcrops of peanuts,

cotton, and rice. Additionally, Pehunko is an important cattle market.

Currently, the name Pehunko refers both to a Commune, or

agglomeration of villages, and to "Pehunko Center," the village which

originally was known by that name (derivation: $2352, rock; 32253,

black). The Commune of Pehunko comprised twelve villages at the time

of the study (the District is now being reorganized). Of these

villages, five are Fulbe villages and were dropped from this study

because of the necessity for focusing on primarily Bariba healing

practices.

Data Collection
 

It quickly became apparent that political and logistical

difficulties would inhibit extended interviewing of midwives and women

of reproductive age in the seven Bariba villages, as originally planned.

As a compromise measure, midwives in six villages were interviewed by

means of interview schedules and informal conversations and observations

over a period of a year (see Figure 2 for site locations). Of the 19

midwives interviewed, ten were selected because they had been identified
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as part of a government effort to find and train indigenous midwives.

The others came to my attention through references from their clients

or friends.

The primary difficulty in studying midwives, as will become

clear in subsequent discussion, involved arranging first-hand obser-

vations of the midwives assisting at deliveries. Because the midwives

resided in villages located up to 20 kilometers from Pehunko (on roads

sometimes passable only on foot) where I was based, and because mid-

wives were rarely called before a woman was in advanced labor, it was

extremely difficult to arrange to be present at deliveries in villages

other than those in Pehunko center.

Constraints also deterred interviewing women of reproductive

age. These constraints derived both from sampling difficulties related

to recordkeeping in the Commune and to political tensions. I began

attempts at designating a sample by drawing on Commune census data.

The population of the Rural Commune of Pehunko is officially listed as

12,228 inhabitants and the population of "Pehunko Center and Neighbor-

hoods" as 2,114, of whom 1,113 are male and 991 are female. However,

when I counted the inhabitants enrolled in the Commune census, I found

1409 listed, of whom 780 were women. The Mayor of Pehunko urged me to

adopt the latter figures. Originally, I intended to draw a random

sample of women of reproductive age in Pehunko in order to determine

reproductive histories, including patterns of utilization of birth

attendants. However, problems arose in attempting to track down

villagers listed in the census. Many names had been falsified, men

were recorded as women, the dead had not been eliminated, and new

family members over 14 (the eligibility age for taxes) had not been
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added. Thus I was obliged to abandon efforts at formal sampling based

on the census.

Instead, I followed networks of my own, in both aristocratic

and commoner families, expanding through the networks of those families

and adding others whom I was able to find through the census reports.

The number of women of reproductive age listed in the census of Pehunko

Center (277) was used as the guideline for the size of the sample of

women of reproductive age whom I interviewed. I attempted to interview

at least 277 women but was only able to arrange interviews with 117

women (42%). These women were drawn from the six major neighborhoods

of Pehunko (see Table 1).

TABLE l.--Number of Women Interviewed by Neighborhood

  
 

Neighborhood Estimated # Women Repro. Age # Women Interviewed*

Sinawararou 80 25

Pehunko Center 90 66

Gbankerou 10 9

Tance 15 6

Pehunko Gando ll -

Zongo 52 17

Unknown 19 -

* (See appendix A for age breakdown of women interviewed)

Demographic data were extremely difficult to obtain on the

Pehunko agglomeration. Census data were clearly not reliable and the

political situation did not permit census-taking as part of the

research. Since the 1972 military takeover of the national government

by Mathieu Kerekou and the subsequent attempts to educate the country's

population regarding the prevailing socialist philosophy, the national

government has become an increasing presence in northern rural areas.

Due to suspicions regarding government roles in tax collection,
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marketing, ideological formation, and education a systematic effort to

collect demographic data was initially deemed unfeasible. This tenta-

tive conclusion was intensified when a mercenary invasion of the

country during the research project (January 16, 1977) led to a

vigorous radio broadcasting campaign to alert Beninois to be wary of

speaking with or showing hospitality to foreigners, who might be

mercenaries or spies. Some demographic data were obtained, nonetheless,

by means of a small survey of household size. These data were obtained

towards the end of the research project, by interviewing women who had

participated in a survey of women of reproductive age and gearing the

questioning towards the size of the group for whom the woman cooked,

washed, etc. On occasions when the head of the household was present

or appeared during the discussion of family size and composition,

however, the woman was ordered to cease providing answers immediately.

Such data as were obtained will be dispersed throughout the text where

relevant.

In addition to interviewing in Pehunko, some interviewing was

undertaken in the village of Kouande, the district capital where the

maternity clinic for the district is located. In spite of its position

as district capital, Kouande was even more difficult to obtain data on

than Pehunko, possibly due to political conflicts among district

officials at that time. The only information which could be obtained

was that the urban portion of the Commune of Kouande had an official

population of 17,739; Kouande Center, where the clinic was located, had

a population of about 3,100. Population figures for the rural portion

of the district were unavailable and there were no available statistics

on the breakdown of males and females in the district population. Thus
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it was not possible to accurately estimate the proportion of the

district population which utilized the district clinic. Interviewing

in Kouande basically took the form of participant-observation and inter-

viewing of women delivering at the maternity clinic over a two-month

period.

In discussing constraints on data collection, it is also

necessary to note that many customary Bariba activities such as

drumming in accompaniment to rituals and to horseriding and praise-

singing were restricted by the national government as part of the

national campaign to end "mystification" and "power of the chiefs."

Thus traditional Bariba celebrations such as Gani, (New Year) when

horse races were held and tribute delivered to the chiefs, were not

observed during the research period. Similarly, spirit possession

cults, which rely on drumming to assist the cult members in dancing and

entering a trance state, were required to obtain permission from the

revolutionary council (and, it is claimed by cult members, to pay the

delegates prior to receiving permission to meet.) During most of the

research, cult meetings were infrequent and/or held deep in the bush,

surrounded by secrecy. This of course restricted observation of cult

sessions and interviews with members, who were for the most part already

hostile to any interest shown in their affairs and were suspicious of

questioning regarding cult activities. Most data on spirit cults were

obtained from two generous midwives, one of whom refused to directly

discuss issues of ritual import but delighted in taking me to her own

cult dance and to funerals so that I could watch; the other midwife was

willing to answer questions and pantomime behavior for me, although she

did not take me to any cult meetings.
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This research project was organized as a collaboration between

myself and Professor Eusébe Alihonou, Agrégé, Director of the Department

of Obstetrics and Gynecology at the National University of Benin, and

was designed as a concomitant medical evaluation of maternal and child

health and anthropological investigation of indigenous midwifery in the

sample villages. Again, due to the political situation, it was not

possible to consistently pursue the medical aspects of the study as

planned. Dr. Alihonou was obliged to devote an unexpected proportion

of his time to political reorganization meetings in the capital and his

efforts to find a sixth-year medical student to work with me were

thrown awry when the university year was suddenly rescheduled and

students dispersed for vacation or national volunteer service. Nonethe-

less, Dr. Alihonou collaborated in the preparation of questionnaires on

reproduction and obstetrical care and contributed to the evaluation and

interpretation of various findings regarding midwifery practices. He

also organized a team to conduct prenatal examinations for the women

of Pehunko; this was meant to be one facet of a long-term study which

did not in fact materialize; the results of the one set of consultations

which are pertinent to the research are cited in the text where

appropriate.

Theoretical Perspective
 

The analysis of health-seeking behavior in the context of

multiple health care alternatives has been addressed in the framework

of the larger issues of culture contact, social change, and diffusion

of innovations, among others. Anthropologists who have considered the

utilization of therapeutic options in such contexts have included

Foster (1958, 1962), Gould (1957), Erasmus (1952), Colson (1971), and
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more recently Riley (1974) and Janzen (1978).

As Foster and Anderson noted in a recent work, one prevailing

interest in the history of medical anthropology has been the "social—

aspects-of-technological-change model" (1978: vi) as exemplified by

Saunders (1954), Paul (1955), Erasmus (1952) and Foster (1958, 1962).

Such studies focused on the introduction of western medical services

into traditional societies, and emphasized that health and disease are

aspects of total culture patterns and that social factors influence

health care decisions. Studies such as Foster (1958, 1962) and Paul

(1955) attempted specifically to deal with planned or directed change;

for example, Foster's Problems in Intercultural Health Programs treated

the ". . . formal, planned interchange of medical and associated ideas

and practices across cultural and subcultural boundaries. . ."

(1958: 3) and addressed such topics as cultural, social and psycho-

logical barriers and motivations to change, cultural aspects of medical

systems, social aspects of medical systems, and the implications for

intercultural health programs of cultural and social factors. These

works were more directed towards illustrating the importance of

cultural and social factors in influencing technological change than in

developing specific models of the process of choosing among health care

alternatives.

Reviewing the literature in a search for more directly compar-

able data and useful explanatory models of the selection of therapeutic

options, I found that much of the existing research (with notable

exceptions which will be discussed below) has relied on single—factor

models. In a similar review of the literature, Colson classifies the

generalizations and hypotheses frequently used to explain the issue of
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differential utilization of health services in two categories: these

are "features of the disorder" as independent variables, and "features

of the patient" as the independent variables (Colson 1971: 227). One

hypothesis which falls into the category of "features of the disorder"

is what Foster termed the "folk dichotomy." The essence of this

hypothesis is that the use of modern as opposed to indigenous sources

of therapy would correspond to the supposed origin of the disease. A

disorder of natural origin would be in the domain of the modern thera-

pist, whereas for a disorder of supernatural origin, the client would

seek traditional health care (Colson 1971: 227).

Another set of hypotheses which Colson includes in the category

of "features of the disorder" suggests that choice of a service or

therapy is based on previous evidence regarding the efficacy of the

alternatives available. E. Fuller Torrey, for instance, suggests that

behavioral disorders might most successfully be treated by indigenous

practitioners whereas the outcome of treatment for somatic disorders

would be more successful with modern therapy. Erasmus postulated the

selection of western medical therapy to be "a matter of observed

frequencies of successful outcomes" (Colson, 227). Such hypotheses

imply that on the basis of differential efficacy, individuals will

select a particular therapeutic option, thus lending support to the

idea that evaluation based on empirical observation influences the use

of health services (cf. Erasmus 1952: 267).

Other generalizations which should be mentioned arising from

the study of differential utilization of services include the concept

of "shotgun" therapy (Colson 1971: 228) which describes individuals

simultaneously using a number of types of therapies; and Gould's
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hypothesis which suggests that indigenous practitioners would be

consulted for chronic ailments, whereas doctors would be sought for

acute disorders . . . ("folk medical practices . . . were employed

whenever the person's complaints were classifiable as a chronic non-

incapacitating dysfunction while doctors were being sought for com—

plaints classified as critical incapacitating dysfunctions.") (Gould

1957: 508).

Among those hypotheses regarding "features of the patient," the

most significant to mention here are the concept of relative wealth

and of relative acculturation. "Relative wealth" refers to the rather

evident fact that insufficient resources might inhibit prospective

clients from utilizing a service; it does not, however, deal with

situations where wealth is sufficient but the client nonetheless

prefers not to use the service in question. From acculturation theory

is derived the hypothesis that the selection of medical services

depends on the degree of acculturation of the client. Colson notes

the shortcomings of this approach, stating that "the basic factor . . .

is usually implicitly the relative degree to which one is involved in

some forms of behavior that are not traditionally part of one's own

culture." The problem is that "use of modern medical facilities is

frequently employed as a measure of acculturation, which makes the

acculturation argument tautological" (Colson 1971: 228).

I intend to show that a multi-factor model is more explanatory

than the models proposed by the writers mentioned above; although those

models certainly contain pertinent insights into factors influencing

utilization of services, they are too limited in scope. Rather, I will

suggest that characteristics of the client, service, therapist and the
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condition interact in affecting the resulting choice. A set of salient

factors, including values and beliefs, exists and may change, varying

with the situation (for example with residence of the mother or rank of

child). In addition, the co-occurrence of variables may result in one

factor affecting or altering another. The client may be viewed as

weighing such factors in terms of the relative monetary and non-monetary

costs; certain combinations of factors carry differential degrees of

risk, uncertainty and benefit.

The overall approach to be utilized is derived from rational

choice theory, as presented in Heath (1976) and incorporates related

ideas of Rogers and Shoemaker (1971), Barth (1967, 1969) and Riley

(1974). In the perspective of communications, Rogers and Shoemaker

(1971) attempted to integrate anthropological literature in developing

an interdisciplinary model of the adoption of innovations which provides

a pertinent perspective to the topic in question. In their work, Rogers

and Shoemaker stated that innovative decision-making differs from other

kinds of decision-making situations in that by definition, an innovation

is an alternative which is perceived as "new" by the client population

(Rogers and Shoemaker 1971: 99; see also Zaltman and Duncan 1977: 13).

Elaborating on this concept, Zaltman and Duncan defined change as the

relearning by individuals or groups (1) in response to newly perceived

requirements of a given situation requiring action and (2) which

results in a change in the structure and/or functioning of social

systems (1977: 10). Innovation, in turn, is referred to as a subset

of change characterized by its being an entirely new situation or

phenomenon that the individual, group or organization is encountering

(13). "New" can be a problematic concept, but not unduly in the
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instance of utilization of maternity clinics, which were imposed by

external agents and differ radically in structure, functioning, and

philosophy than any indigenous institution.

Rogers and Shoemaker developed a model of the diffusion of

innovations based on the premise that communication is essential for

social change. Although this model is intended to present an inter—

disciplinary approach, it is not entirely applicable to this research

because of its lack of emphasis on the effects of culture and social

organization on diffusion; the diffusion of innovations model was also

originally based on data from western societies, but since 1960, has

been increasingly supported by research in Africa and Asia (1971: 83).

However, two components of the model prove useful in regarding the

data on choice-making between health care alternatives. Particularly

explanatory is the concept of relative advantage, which the authors

subsume in a paradigm of the "innovation-decision process" under

"perceived characteristics of innovations." According to Rogers and

Shoemaker:

Relative advantage is the degree to which an innovation is

perceived as being better than the idea it supercedes...Re1ative

advantage, in one sense, indicates the intensity of the reward or

punishment resulting from adoption of an innovation. There are

undoubtedly a number of subdimensions or relative advantage: the

degree of economic profitability, low initial cost, lower perceived

risk, a decrease in discomfort, a savings in time and effort, and

the immediacy of the reward (139).

The authors then note that of eight investigations of the relationships

between perceived attributes of innovations and their rate of adoption,

almost all report a positive relationship between relative advantage

and rate of adoption (139). The concept of relative advantage

presupposes that the potential adopter is acting rationally, in the
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sense of considering the most effective means to reach a given goal-—an

assumption which Rogers and Shoemaker make explicit (1965); however,

their concern is primarily with "objective" rationality, rather than

with subjective rationality as perceived by the individual. Thus they

cite Homans' measure of irrationality: "Behavior is irrational if an

outside observer thinks that its reward is not good for a man in the
 

long run" (165, my italics). It seems, then, that Rogers and Shoemaker

are most interested in the change agent or "expert's" interpretations

of rationality. They do nonetheless argue that it "is the receiver's

perceptions of innovations' attributes" which affect decision-making

(167).

The concept of relative advantage and more specifically of

rationality in decision-making will be shown to have explanatory power

in the Bariba example. However, relative advantage is not intended

here to imply a unidirectional choice; that is, one choice does not

necessarily supplant another, and options may be selected alternatively

or simultaneously. The approach of the communications writers such as

Rogers and Shoemaker, and Zaltman and Duncan regarding rational choice

is suggestive but not adequate. A more sophisticated approach, which

focuses on choice models, is that of Heath in Rational Choice and Social
 

Exchange (1976).

Heath's book is a systematic account and evaluation of the

fundamentals of exchange theory (5). Exchange theory, he states, is

one of the rational choice theories and in his critique of the theory

of exchange (particularly Blau 1964, Homans 1961, and Thibaut and Kelly

1959) he presents a review of the rational choice approach. It is this

review which sets forth clarifying assumptions for the study of Bariba



23

decision-making. Heath explains that:

Broadly speaking the rational choice approach...begins with the

assumption that men have given wants, goals, values or 'utility

functions'....It then assumes that these goals cannot all be

equally realized. Men live in a world of scarcity and therefore

must select between alternative courses of action....Social life

no less than economic life is characterized by scarcity. We may

be faced by a scarcity of time rather than money, but it is true

nonetheless that we cannot have all we want. Accordingly men

must choose and make decisions" (3).

I

According to Heath, people will make decisions "rationally;' rationality

here refers to the process of selecting the most effective means to

reach a goal, or preferred goal where more than one goal exists. The

assumption of rational choice implies (a) that although norms and roles

may prescribe behavior appropriate to certain situations, people do have

latitude for individual decision-making and (b) that people deliberate

and weigh the advantages of options.

Rational choice theories include theories of price, power,

collective action and coalition formation, derived from such disciplines

as economics, political science, social psychology, psychology, and

anthropology (cf. Barth 1966; Blau 1964; Homans 1961; Thibaut and Kelly

1959; Olson 1965). Rational choice theories are concerned with

behavior in terms of goals and alternatives; theories may vary, however,

in the "model of man" which they presuppose. Thus, in the economic

theories of Downs and Olson, the model is that of "a man with fixed,

given preferences . . . uninfluenced by feelings of envy or justice

. . . All that he is concerned to do is to maximize the future stream of

benefits that he will receive, and to this end he selects the course of

action that will maximize his expected utility" (170). Contrastingly,

the "social model of man" of Thibaut and Kelly (1959) views man as a

strategizer, pursuing self—interest. However, in addition "he tries to
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maximize a rather wider range of satisfactions"--

He seeks status and social approval as well as material gains,

and he is also concerned to avoid such intangibles as anxiety and

guilt....Socia1 man also suffers from feelings of envy or of

relative deprivation; he compares himself both with his contempor-

aries and with his own past. The level of satisfaction which he

derives from a given outcome is thus not invariant over time and

place, and his behaviour has to be explained not only in terms of

his present situation and expectations but also in terms of his

past history of satisfactions" (Heath: 171).

A third model of man is "Skinnerian Man" (cf. Homans 1961) who funda-

mentally relies on past experience for selecting behavior; thus he

avoids what has proved painful in the past and seeks out that which has

been rewarding (171). Choice of the particular "model of man" varies,

then, with differing rational choice theorists but according to Heath,

the model selected should be justified by empirical data.

Heath also addresses the issue of the extent to which the

rational choice approach can be used successfully outside economics

where it originated, stating that providing there is some scope for

choice, there is some scope for a rationalist approach" (60). He

contrasts this approach with explanations of behavior based on uncon-

scious drives, habitual action or societal prescription and concludes

that the merit of the rational choice approach is "that it forces us

to abandon the notion of man as a 'cultural dope' blindly following the

norms and prescriptions of his culture. Instead it forces us to

recognize man as a decision-maker who decides whether or not to conform

in the light of the options available to him" (105).

In general, Heath's synthesizing work lends itself well to

providing a model for Bariba health-seeking behavior, and in return,

the Bariba data support the utility of the rational choice approach.

Overall, this perspective was determined to be more applicable in
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considering decisions made by Bariba women than, for example, adopting

the "garbage can model" of choice (Cohen et a1. 1972), designed to deal

with situations where decisions are not taken methodically. According

to this model, choice is not based on preference, but evolves out of

action; decision-makers are characterized by goal ambiguity and lack of

consistent, shared goals, and tend to act capriciously (Cohen et a1.

1972: 1).

The Bariba data, as will be shown, indicate that women and

others involved in obstetrical decisions have a clear set of goals,

H

rather than "goal ambiguity, that these goals are widely held among

rural Bariba and that decisions, although they may seem precipitous

in any obstetrical emergency are not capricious but measured and

evaluated in terms of past experiences and current alternatives. The

Bariba data, then, do not support utilization of the "garbage can model"

of choice.

Contrastingly, rational choice theory offers a useful framework

for ordering the data and determining the factors influencing Bariba

decision-makers engaged in situations of choice. As Heath explains,

situations of choice may be categorized as situations of certainty, of

risk, and of uncertainty.

Situations of certainty are of course ones where each course of

action open to the individual has a single, known outcome or

consequence, whereas in the case of risk or uncertainty a number of

possible outcomes may follow from any given course of action. .12

the case of risk a numerical probability can be assigned to the

likelihoods of each of the outcomes occurring whereas in the case

of uncertainty no such probability can be assigned (7).

 

 

 

Bariba women, faced with the alternatives of dispensary or clinic

settings for delivery or with home delivery (assisted or unassisted)

are confronted in the current era with situations of uncertainty.
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Maternity clinics are still relatively new in the Kouande region, dating

back to around 1950 and women in outlying villages far from the district

seat may have no role models for clinic experience. The typical woman

making such a decision is called upon to weigh the benefits of a more

certain situation--the home delivery, although of course the outcome of

a delivery is never certain-«with a relative unknown, or at best, a very

controversial choice.

The analysis of alternative obstetrical care services by Bariba

women presented in this dissertation is predicated upon certain

assumptions which are fundamental to rational choice theory as

synthesized by Heath:

1) Rational choice theory takes off from the idea that the normative

approach to behavior neglects the possibility that "people usually d3

have choices to make, not least the choice whether to conform to the

appropriate norms and role expectations. There is always some possible

alternative course of action, and the costs of non-conformity are merely

one set of costs to be weighed in the balance along with all the

others" (Heath 1976: 176). Thus this approach adopts the basic

assumption postulated by Kluckhohn and Strodbeck that variations exist

in the value orientations "of whole societies, of subgroups within

societies and of the individual persons, who are, in the final analysis,

the actual carriers of culture...." (Kluckhohn and Strodbeck 1961: 3).

Correspondingly, individuals may vary in their evaluation of choices,

acting in relation to certain values in one situation but differentially

in another context.

Critics of rational choice theory have remarked that the

evaluation of choice by the observer is problematic because of the
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difficulties inherent in determining the factors influencing a choice.

Most frequently, it is assumed that it is possible to determine people's

values as manifest in their decisions and choices. However, if the

analyst observes decisions made, and then merely assumes that people

value that which they choose, the argument becomes tautological.

However, rather than viewing the rational choice approach as tauto-

logical because choices are defined as "preferred" because they are

chosen, the issue might more aptly be perceived as a problem in the

methodology of studying values (Cancian 1966: 467). It is not, then,

a misdirection of theory.

In this study it is assumed that the problem can be minimized

by considering values and norms in other settings than the decision

contexts, in order to acquire information on the range of salient norms

and values which may be drawn upon in decision-making situations.

Verbal explanations of choices may then be solicited to assist in

clarifying the values which have influenced a decision, or which are

used to endorse or justify decisions. It is recognized that anthro-

pological methods are more designed to analyze behavior, which can be

observed, than to evaluate motivations.

2) Individuals have given wants, goals, and values, which comprise

alternatives provided in the context of a particular culture.

Individuals will then select between alternative courses of action

rationally, in other words, selecting the course of action which is the

most effective means to a goal or the course leading to the most

preferred goal (Heath 1976: 3). Rational choice theory thus sets out

to explain man's behavior, focusing on alternatives, rather than on

rules (Heath 1976: 173).
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With regard to this assumption, it should be noted that one of

the major criticisms of rational choice theory suggests that ordinary

people are not particularly rational, that they do not weigh or evaluate

alternatives as the theory postulates, that they more often choose

impulsively, that they do not base decisions on complete and accurate

information or try to obtain such information (Heath: 75). However, as

Heath advocates, it is necessary to distinguish between "the rationality

of a man's beliefs and knowledge and the rationality of what he does

given those beliefs" (76). Rational choice theory concerns the choices

people make given their beliefs and is not dependent on whether people
 

are believed to act out of self-interest, egoism, duty, friendship, or

based on any particular motive. Rather, "rationality has nothing to do

with the goals which men pursue but only with the means they use to

achieve them" (Heath: 79).

It is certainly true that complete information may not be

available to or utilized by individuals.6 In addition, constraints of

which decision—makers are not aware (e.g., class factors, national

policies, international economic competition) may impinge on choices

made. Nonetheless, it seems desirable to differentiate the issues of

social forces impinging on individuals (and beyond their domain of

awareness) and the decision-making process in which the individual

believes herself/himself to be engaged. That is, people operate on the

premise that they do have choices to make, and that they have bases

upon which to make decisions. The fact that they may be unaware of all

factors comprehensible to an external analyst does not negate the

validity of studying the choice-making process given the facts, beliefs,

and values in relation to which the individual acts.
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Correspondingly, Ortiz states that "rationality of behavior does

not imply that there is a constant conscious awareness of having made a

choice or even the ability to express it verbally in terms of quantities

or factors" (1967: 196). It is important to note, though, that the

number of alternatives available to an individual depends on the

information available to that individual or significant others (Prattis

1973: 48; Ortiz 1967: 220). In the Bariba context, access to informa-

tion to a certain extent correlates with social class; thus civil

servants and those employed by government agencies or Europeans have

greater access to reports about health services, quality of care,

procedures for utilization, and so forth. Town-dwellers also have

greater access to information than villagers residing off the main

roads, due to rumor networks via shops, market communication, politi-

cization of health care, and resultant attempts at publicizing and

advocating use of national health care clinics. After more than 25

years of existence, it is the rare individual who is unaware of the

existence of maternity clinics and of their function. Nonetheless,

those who are involved in 'modern' occupations, particularly the civil

service sector (including the agricultural service) and who reside in

administrative centers have much more constant and fuller access to

information regarding health care alternatives. The significance of

this differential access to information is that when considering

selection of an obstetrical service, whereas everyone may be aware of

the actual existence of the alternatives, certain sectors of the

population are better informed than others as to such aspects of the

clinic alternative as expected behavior for a patient; familiarity with
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bureaucratic procedures, and probably treatment procedures and staff

behavior.

3) "An actor always has many goals; his actions in pursuit of any one

affect and are affected by his actions in pursuit of others" (Heath:

180, taken from Cohen 1968, Modern Social Theory).

4) Overall, the analysis adopts the "social model of man" of Thibaut

and Kelly (1959) described on page 20. Empirical justification for the

selection of this model is that in the Bariba case, the data suggest

that people minimize costs and try to assure reaching their goal to the

extent that these two attempts can be attained simultaneously.

Parenthetically, it is necessary to note that adoption of this model is

not intended to suggest that "maximizing" is a universal characteristic

of human nature but rather that in the context of Bariba obstetrical

care decision-making, the preferred strategy of Bariba seems to be to

maximize, in the sense of choosing an alternative most likely to lead

to a specific preference. Following Prattis (1973) I would argue that

"decision—making can follow a number of alternative rational paths"

(47); these may include maximizing; a 'mini—max' strategy (minimizing

chances for maximum loss) or satisficing, a strategy of adopting the

first alternative that meets a minimal set of payoff conditions,

particularly used in the presence of time and information constraints

(Prattis 1973: 47). According to Prattis, rationality should be

examined in terms of strategizing, and not exclusively in terms of any

one type of strategy; the choice of strategy will be related to the

situational logic of the actor making decisions (46). The Bariba data

suggest that the strategy of priority in selecting an obstetrical

setting and/or assistant is to maximize to meet the set of preferred
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goals, although in some situations one could argue that people are

required to adopt a different strategy (to preserve as many goals as

possible) especially in obstetrical emergencies.

The probable goals of Bariba women seeking a delivery setting

are listed below. These goals are intended to represent the client

perspective, taking as ideal types a farmer's wife in the village of

Pehunko and a trader's wife in the administrative center of Kouande,

where the district maternity clinic is located. The goals are listed

roughly in order of priority:

 

 

Farmer's Wife: Home Delivery, Trader's Wife: Clinic Delivery

live mother and baby live mother and baby

live mother live mother

live baby live baby

witchcraft control aspirations to upward mobility

manifestation of high standards prestige associated with 'civil

of female behavior servant' behavior

minimize costs (infrastructural) minimize costs (infrastructural)

"Strategy," then, refers to selecting a means of meeting goals.

Selecting a particular delivery setting and type of birth assistant has

implications for the goals which are most likely to be met--for example,

witchcraft control is unlikely to be assured in a national health

maternity clinic. The preferred strategy seems to be to attempt to

meet the entire set of goals if possible. However, as suggested

previously, in situations such as obstetrical emergencies, people may

adopt the strategy of preserving as many goals as possible. Thus the

goals of witchcraft control and high standards of female behavior may

be sacrificed in order to assure "live mother" if the life of the

mother appears at risk. The maximizing model, then, is intended to

represent the preferred strategy, but not necessarily the only mode of
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decision-making.

One issue which requires discussion when attempting to apply

rational choice theory is the treatment of norms, values and beliefs.

According to Heath, the rational choice approach attempts explain

what people will do giggn the existing norms and institutions (61). In

developing a model of Bariba choice-making, the data indicate that it

is inadequate to take values and beliefs as "given". In this study, it

will be shown that contradictory beliefs and values can co—exist, and

be called into play situationally. This hypothesis has been examined

and supported by Janzen, among others, in his study on pluralistic

medical systems in Zaire; Janzen concluded that individuals entertain

separate and unique systems of knowledge and sequentially or simul-

taneously act on them (Janzen 1978: 40). In addition, as has been

noted, it is important to distinguish between the rationality of an

individual's beliefs and the rationality of his actions. Thus a

person's assumptions may be false but the actions predicated on those

assumptions follow from the premises.

Complementary to Heath's perspective on rational choice theory,

it is useful to consider the contribution of Earth (1967), writing on

the study of social change. Although Barth does not explicitly refer

to rational choice theory, certain of his assumptions correspond to

those cited above and in general, his theory of social organization and

social change supplements the approach presented by Heath, with a

particular emphasis on anthropological concepts and problems. Barth

suggests that whereas anthropologists have tended to rely on a

"morphological concept of custom as the minimal element of form," it is

more productive to view social behavior in terms of allocations of time
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and resources (662). The pattern of behavior should be regarded as a

set of frequencies of alternatives; thus we can depict the pattern

whereby people allocate time and resources. Different frequencies of

allocation of time and resources entail different kinds of community

life (662). With this approach, the anthropologist can arrive at a

means of "isolating the underlying determinants of social forms, so as

to see how changes in them generate changing social systems" (662).

A question which arises, then, is the nature of the factors

responsible for changing the allocations of time and resources.

Although Barth does not emphasize this aspect of the model, he does

propose that a reward/cost (incentive/constraint) determinant is

fundamental to the process. Thus he states that "people make alloca-

tions in terms of the pay-offs that they hope to obtain and their most

adequate bases for predicting these pay-offs are found in their previous

experience or in that of others in their community," (668) and further,

that whether a change in allocation is adopted or "institutionalized"

depends on the rates and kinds of pay-offs of alternatives; people may

make mistakes in evaluation but learn as they judge outcomes of

alternatives, through experience. The comparative rates of pay-off

must be seen from the point of view of the actors, or other units of

management (668).

In the preceding discussion of Heath, the desirability of a

focus on relative costs of alternatives was underscored. In Barth's

terms, decisions regarding allocations are adjusted and adapted in

terms of experiences of the benefits and losses observed from behavior

outcomes (1967: 665). (Variations on this theme include Foster and

Anderson 1978: 244, suggesting that people will modify pre-existing
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practices if they perceive advantages which are not outweighed by social

or economic costs; Alland 1970: 186, on trial and error of strategies of

adaptation; Warren 1978 for an application of Barth's premises to an

ethnomedical study in Ghana; and Erasmus 1952 as noted).

In relation to the assumptions of rational choice theory pre-

viously stated, Barth's propositions correspond to the postulates that

individuals do have choices to make, that there are always some possible

alternative courses of action and that the relative advantages of the

courses of action leading to the goal will determine the pattern of

behavior which predominates. Thus Barth states that "the most simple

and general model available to us is one of an aggregate of people

exercising choice while influenced by certain constraints and

incentives" (1967: l). (Lingenfelter 1977 utilized a different

perspective leading to the same conclusion).

In discussing the contribution of rational choice theory to

developing a model of Bariba decision-making, the problem of the treat-

ment of values was remarked. In this regard, Barth also provides a

useful proposition. He notes that to the structuralist, the constraints

on choices have been viewed as "moral: society is a moral system,"

(1967: l) where "social forms were generated from values" (1967: 15).

Contrastingly, Barth suggests that a feedback effect exists:

...values become progressively shared by being known through

transactions; the principles of evaluation, and their uses, become

public and serve as guides in the choices of others...in an on-

going system, where patterns of behaviour are generated from a set

of shared values, the resolution of individual dilemmas of choice

by the construction of over-arching principles of evaluation will

have a feed-back effect on the shared values....not only do the

cumulated resultant choices produce patterns which again effect and

modify choice; ...instances of transaction affect in turn both the

canons and distribution of values, and in part compel the

'correction' of these values. Thus actions can have a feed—back
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effect which makes them logically on a par, and in a certain sense

developmentally prior to, values and social arrangements (1967: 15).

This perspective will prove useful in considering how a set of beliefs

and values, some of which may be inconsistent or contradictory, may

co-exist, and their role in decision-making. The feedback effect of

actions provides particular explanatory power in comprehending the

gradual shift in patterns of birth practices in the town of Kouande

(from preference for home delivery to reliance on the national health

clinic), which appears to be accompanied by a change in predominant

values.

A necessary consideration in the study of decision-making is

the identification of decision-makers, including the differential

influence of individuals based on gender, age, and other status

attributes. In this regard, Janzen's work on the choice of therapeutic

alternatives in lower Zaire is suggestive in some respects. Janzen

organized his study around what he referred to as the therapy managing

group, primarily composed of kin in the rural areas, and additionally,

of work and church associates in the urban context. According to

Janzen, western and traditional medical systems are complementary in

course of therapy, but irreconcilably disparate in terms of cultural

logic. Each system possesses an internal rationale, linking therapeutic

technique to symptoms or problem identification. These disparate

systems are often utilized in conjunction with one another to terminate

a case satisfactorily via referral among/between the kin therapy

management group, African healers, African personnel working in the

European system, and European physicians (the latter to a lesser extent

and limited to referral to other western medical practitioners).
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According to Janzen, the Bakongo have a clear concept of the

focus and limits of western medicine, and delineate it as a separate

therapeutic system, effective, but for a narrow range of purposes.

The primary deficiency of western therapy seems to be its inability to

deal with problems of wider social etiology. Choice of a therapy then

becomes dependent on the therapy management group's diagnosis of the

problem. According to the major Kongo diagnostic differentiation,

diseases may be categorized as illnesses "of God" (in the natural order

of things) or illnesses "of man" (related to human intentions) (8-9).

The classification of an illness in one category or another determines

appropriate therapy; thus "In Lower Zaire, most individuals with a

common or simple problem such as a cold, fever, malaria, or accidental

wound go forthwith to the nearest dispensary. But they may act less

assuredly when they have suffered a more serious or chronic infection

attributed to nonnatural causes" (127). Cosmopolitan medicine is

intrinsically unable to effectively diagnose or treat social causes of

illness, which can be dealt with by indigenous healers, diviners,

prophets, etc.

One of Janzen's most interesting suggestions is that in a

decision—making process, there may be majority/minority decisions

within the kin group. The majority decision may be to consult a

diviner, the minority to consult a physician. If the first decision

proves unsatisfactory or only partially resolves the problem, the

minority decision may increase to first priority. This process will

be shown to occur also with decisions regarding obstetrical care among

Bariba women.
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Two significant differences are evident between the Zairien

situation and that of Bariba women. According to Janzen, the Bakongo

deal with the discrepancies between medical systems by utilizing

indigenous healers to treat the issues of wider social etiology of

illness, while utilizing western therapy for obtaining medicines to

relieve physical symptoms. (For example Janzen states that "when a

disease is diagnosed as having a social or mystical cause, the thera-

peutic tradition prescribes simultaneous treatment for localized

symptoms and wider causesz" 191). This dichotomy has been suggested

for other African societies as well (cf. Maclean 1976; Frankenberg

1976; Asuni 1979). In the case of Bariba obstetrics, however, it will

be shown that it is not as feasible to utilize a maternity clinic or

hospital for a delivery and simultaneously to use indigenous healers

to deal with significant issues of etiology which are not perceived

as considerations by western medical personnel.

A second difference between the Bakongo and Bariba contexts is

that the complexity of the therapy management group appears to be much

greater (more formal and with greater participation) among the Bakongo

than in the situation where Bariba are deciding how to deal with a

delivery. Among the Bakongo, the decision-making responsibility is

often assumed by matrilineal kin ranging from mother (biological or

classificatory) to mother's brothers and siblings (130). Spouses do

not usually have an especially significant voice in the proceedings

and sufferers "retain decision-making rights only if they are adult,

usually male, capable of walking and travelling, and financially able

to pay for care" (130). Contrastingly, Bariba obstetrical care

decisions primarily involve the patient and the women of the household

 



38

holding position of greatest authority (e.g., mother-in-law, father's

sister, father's mother). Rarely were group discussions held either

formally or informally.

Analysis of the Bariba data will center around a consideration

of the rewards and costs of obstetrical care alternatives to different

sectors of the population. In determining the perceived costs of the

alternatives, two factors will be emphasized. These are (l) homophily/

heterophily of therapists and clients in affecting decisions and (2) the

cultural meaning of efficacy in affecting decisions. The homophily/

heterophily dichotomy is one which was set forth by Rogers and Shoemaker

in discussing opinion leadership and its effect on the process of

diffusion of innovations. In this context, homophily is defined as

"the degree to which pairs of individuals who interact are similar in

certain attributes such as beliefs, values, education, social status

and the like," (210) whereas heterophily refers to the "degree to which

pairs of individuals who interact are different in certain attributes"

(210). Rogers and Shoemaker hypothesize that "change agent success is

positively related to...homophily with clients" (242).

Similarly, Alland (1970) suggests that similarities and

differences between role systems in doner and receptor populations

affect the process of change.

When analogous roles exist in two different behavioral systems,

change need only involve a shift in the content of existing roles.

When no such analogues exist, change may require the adoption of an

entirely new role or set of roles. What I am suggesting is that

analogue roles act as templets for behavior and have the effect of

facilitating and directing change (157).

The implication of this concept is that when "change" requires the

adoption of an entirely new role or set of roles, individuals will be
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more hesitant to adopt and/or consistently utilize that alternative.

This proposition formed a portion of the original research

hypothesis for this study, which stated that most village women, other

than wives of upwardly mobile men, would prefer to utilize the services

of indigenous midwives rather than nurse-midwives. The reason for this

preference was suggested to be the lack of role congruency between the

position of nurse-midwife and indigenous midwife and correspondingly,

the lack of fulfillment by nurse-midwives of role expectations held by

rural clients. This discrepancy in attributes between client and

nurse-midwife was hypothesized to parallel that between indigenous

midwife and nurse—midwife. This explanation was found to be relevant

in contributing to the understanding of preferences for birth assist-

ance. The implications of this finding for the rational choice

approach are that one primary consideration in the selection of a birth

assistant is "can the midwife/healer accomplish the task at hand?"

Whether a particular type of healer will be selected by clients depends

on attributes of the person who could successfully achieve the desired

goals; the question of successfully accomplishing healing responsi-

bilities, then, incorporates expectations about the attributes of the

role occupant, such as sociological and career characteristics.

According to the hypothesis considered in the present research, in

order to fulfill role expectations, the indigenous midwife must demon-

strate attributes which fall within an acceptable range to the client

population, rendering her reasonably homophilous.

Similarity in attributes such as beliefs, values, past

experiences with health care practices influence prospective clients

in their selection among health care alternatives. Thus a client will
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tend to prefer the practitioner who is "homophilous" and shares the

above attributes and expectations regarding roles of patients and

healers. Correspondingly, the absence of homophily as manifest in the

relationship between most rural Bariba women and clinic nurse-midwives

operates as a constraint on prospective clients evaluating the possi-

bility of utilizing a maternity clinic. In subsequent chapters, an

attempt will be made to show that indigenous midwives and their clients

are homophilous, that the majority of prospective clients and nurse-

midwives are not homophilous, and that lack of homophily renders the

maternity clinic option less desirable than home delivery to the rural

population.

The second issue, the cultural meaning of efficacy, is signifi—

cant because of the basic assumption that when choosing a health care

service or assistant, people seek a type of assistance which they

believe will "work" to solve the problem, however that problem is

defined. Thus in evaluating a health service, Donabedian urges that

the criterion of "shared definition" is of first-order significance.

Because illness, and particularly 'health' are to varying degrees

socially, rather than technically, defined, that organization is

best that has mechanisms for the inclusion of client and social

perspectives on 'health' and illness...." (1972: 105).

One might infer, then, that where a shared definition of health and

illness is absent, a service cannot offer health care which addresses

adequately the perceived needs of the population; such a service will

predictably not be a preferred choice among a majority of the client

population.

Correspondingly, Janzen addresses the issue of the cultural

meaning of efficacy when he cites as a primary factor among variables
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determining choice of therapist the perception of the sufferer's problem

and associated expectations of the role of the therapist and techniques

of therapy. He states that the diagnosis of a disorder will be linked

to a therapeutic technique and therapist perceived as appropriate for

the condition (222), and selection of a therapeutic system will depend

on assumptions regarding an effective means of addressing the sufferer's

problem, however it is identified.

Similarly, in this research, the problem at hand is the Bariba

definition of pregnancy and birth in contrast to that held implicit by

cosmopolitan clinic personnel. Critical to the definition is the

variable meaning of the concept of "work" or efficacy; the Bariba data

indicate that the cultural definition of the meaning of birth in

relation to both cosmological and social factors greatly influences

the preference for one sort of birth assistant. This topic will be

developed, following an explanation of relevant aspects of Bariba

culture, with particular reference to witchcraft beliefs.

In general, the present study of the factors influencing use

of alternative obstetrical assistance is set in a presentation of the

social context for decision—making. The discussion of social environ—

ment in the Bariba region of Kouande will focus particularly on the

interrelationship between religion, morality and healing, and include

aspects of stratification and the role of women in Bariba society.

Moreover, beliefs and practices surrounding reproductive processes will

be detailed. A significant point which the presentation of these data

are intended to support is that although decisions may appear to be

impulsive or precipitous, especially in an obstetrical crisis, such

decisions are based on previously acquired models of appropriate
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behavior. The moment of decision-making, then, represents a point in

time but more accurately reflects a process comprising a range of

cultural expectations and past experiences in which context current

alternatives are evaluated and selected.

Conclusion: A Model of Factors Influencing

Service Utilization

 

 

Due to the nature of the data, it seems impossible to develop

a statistical model of factors influencing decisions; the data are

insufficient to determine the effect of combinations of factors or to

weight variables. Instead, a descriptive model will be developed which

attempts to delineate relevant factors, and to note the probability of

a choice in relation to the co-occurrence of certain factors.

Previously, the intent of this research was described as to

develop a model of salient factors influencing the selection of

obstetrical services among Bariba women. The model, as devised,

conceptualizes these factors in terms of monetary and non-monetary

constraints and incentives affecting the utilization of services. This

model will be more thoroughly developed in the last chapter. The

potential for weighing the significance of the various factors and

predicting the choice of obstetrical assistance in any given case will

also be discussed. The available data enable only a partial estimation

of variables: thus, the co-occurrence of high monetary and non—monetary

costs, as well as infrastructural factors may render utilization of

one alternative so unlikely as to be impossible, whereas the congruency

of low non-monetary costs, no infrastructural inhibitions and low or

irrelevant monetary costs may suggest the high likelihood of utili-

zation of a particular alternative.
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Unfortunately, in the middle range, where a mix of factors is

present, it is difficult to predict behavior. The problem which arises

seems to be that as the comparative difference in rewards and costs

narrows between alternatives, it becomes pregressively more difficult

to predict which choice will be preferred; thus where there seems to

be little to recommend one choice over another, individuals may seem to

be choosing at random, by whimsy, or due to the greater visibility of

one alternative at a critical moment. It may, then, be inherently

impossible to predict behavior in this intermediate range.

To some extent the limitation may be due to insufficient data

on clinic utilizers-—data on Kouande clinic patronage was based on six

years of clinic records and 35 interviews with parturients at the

clinic. These 35 women were the consecutive patients over a two-month

period of following clinic cases. Due to the slow rate of utilization

and logistic difficulties involved in working in Kouande, a larger

caseload could not be interviewed, nor could retrospective studies be

undertaken on patients. Therefore, the background analysis of clinic

utilizers which seems necessary to clearly delineate factors influencing

the use of this service, and particularly to comprehend the situational

variability of clinic use, is less than would be optimal. The model

which will be presented, then, although it is limited with respect to

power of predictability in the "intermediate range", does present an

explanatory outline of the factors influencing utilization of

obstetrical services, and the implications of co-occurrence of certain

factors.
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Conclusions regarding the set of factors influencing obstetrical

care decisions will be set forth following discussion of various aspects

of the decision-making process, to be presented as follows:

1) additional literature significant in the history of decision theory

but peripheral to the perspective of this study together with literature

pertinent to the cross-cultural study of midwifery; (Chapter 2)

2) the values and beliefs which comprise the assumptions upon which

choices are based; (Chapter 3)

3) particular beliefs and practices surrounding reproductive processes;

(Chapter 4)

4) roles and responsibilities of women; (Chapter 5)

5) sociological and career attributes of indigenous midwives and

implications of role expectations for selection of birth assistance;

(Chapter 6)

6) the meaning of therapy and efficacy in relation to obstetrical

care preferences; (Chapter 7)

7) case studies of the use of alternatives for obstetrical assistance

and descriptions of indigenous midwifery practices; (Chapter 8)

8) constraints and incentives, or rewards and costs, of available

alternatives for obstetrical care; (Chapter 9)

In general, I am assuming that to analyze the determinants of a choice,

one must know who is involved in the decision-making, what are the

alternative choices, and what is the nature of the social environment

providing these alternatives. These topics will be addressed, then,

in order to delineate the set of factors influencing choices for

obstetrical care among Bariba women.



CHAPTER II

OTHER LITERATURE RELEVANT TO THE STUDY OF

HEALTH CARE DECISION-MAKING

Decision Models
 

The preceding chapter included a discussion of literature

pertaining to the study of decision-making which was considered

particularly relevant to the development of the argument of this thesis.

However, decision-making as a topic of theoretical interest in anthro-

pology has been addressed from various perspectives which are less

relevant to the subject of health care decision-making or to the

approach taken in this study than are those studies already described

in chapter 1. Illustrative examples of some of these additional

orientations to the study of decision-making will be briefly described

below, in order to provide a more complete historical perspective on

the development of decision models. Subsequently, selected literature

regarding the cross-cultural study of midwifery, both in the context of

decision-making among health care alternatives and as a substantive

issue, will be reviewed.

One major focus in the development of decision models has been

the study of decision-making in relation to social structure (for an

extensive review of this literature see Quinn 1975; much of the

following discussion is based on that review). In response to a

recognition of the inadequacies of the normative (jural, mechanical)

model of social organization (for example as manifest in early British

45
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social anthropology), numerous writers sought to develop alternative,

less deterministic models. Much of the early writing on decision-making

centered on aspects of descent and residence affiliation (cf. Keesing

1967).

Leach advocated attempting to represent variation within a

society via a statistical model, suggesting that "social structures are

sometimes best regarded as the statistical outcome of multiple individ-

ual choices rather than a direct reflection of jural rules" (1960: 124).

Buchler and Selby countered that:

The problem is that statistics alone will not give us any notion

of the underlying constraints upon behavior, nor any idea of the

factors extrinsic to decision, motives, or plans in any social net—

work. Thus, for the ethnographer, statistical operations, however

much they may explicate the complexity of relations on the ground

and provide us with measures of central tendency, do not afford

any insight into the motivational or value structure of action that

would enable us to understand and predict decisions of actors

(1968: 92).

A more productive approach which seeks to provide explanatory and

predictive power has been referred to as that of decision-making, or

decision models (Goodenough 1956; Howard 1963; Keesing 1967).

As Quinn summarizes, ". . . while early decision models merely

identified and enumerated decision criteria, later models attempted to

specify how these criteria entered into actual decisions, with a view

to predicting those individual decisions and the patterns of kin group

affiliation which resulted from them" (1975: 42). Decision models, she

concludes, provide a new and convincing way to think about social

structural variability (43), and have attempted to develop the

orientation in studies of social structure which focus on individual

behaviour as responsive to self-interest rather than obedience to

societal norms (Quinn 1975: 19).
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"Decision-making" models and "structural" models might be

dichotomized as probabilistic as opposed to deterministic models of

social structure; however, it seems more accurate to postulate that

both deterministic and optional considerations may operate together in

a given situation. Thus sex or economic status may delimit available

alternatives for an individual while further narrowing of options may

be based on personal preference or evaluation. Quinn, while taking

this fact into account, suggests that the terms 'decision' and 'choice'

be reserved for "selection among alternatives which require some active

evaluation and calculation on the part of the individual" (Quinn 1975:

41).

Another variant of the decision model approach is presented by

Lingenfelter in his discussion of the formation of action groups in

Yap (1977). The Yap case is intended to provide methodological

insights for a comparative study of emic models of culture; the

approach is based on Goodenough's proposal that semantic categories

and propositions furnish a fundamental starting point for cultural

analysis. Lingenfelter questions to what extent specific choices are

generated from and constrained by sets of symbols and norms (1977: 332).

He concludes that decision-making is more individual evaluation and

strategy than utilization of ready-made extant models for behavior.

"The ultimate choices . . . are made within the constraints of the

symbolic and normative frames but vary directly with the goals,

alternatives and priorities of specific actors in particular situations"

(344).
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The position adopted in this thesis seems closest to the

decision—making models described above, based on a probabilistic model

of social organization and viewing decisions as including active

calculation and evaluation of options by the decisionumaker(s), within

culturally provided guidelines or constraints. It is significant to

note, however, that although this approach has been applied to studies

of social structure (whether focused on descent, affiliation, or

cultural categories), research on health behavior has not generally

utilized an explicit decision-making model, except for rare exceptions

such as Janzen, mentioned in chapter 1.

Moreover, analysis of strategy or evaluation of options by

decision-makers in seeking health care has been disappointingly absent;

further, insights from other subject areas such as economic anthropology

have not been capitalized on adequately. This is particularly true with

regard to considerations of the rational choice perspective, which has

been amply discussed in the formalist-substantivist debate (cf. Firth

1967 with references to Dalton 1967, 1969; Polanyi 1957; Burling 1962;

Cook 1966. See also Ortiz 1967; Prattis 1973). The absence of

discussions on rationality in specific studies of health-seeking

behavior and health service utilization, despite the fact that a major

controversy in economic anthropology deals with the nature of ration-

ality, is especially notable.

It seems necessary to remark that in this present analysis, the

large body of literature dealing with decision-making and risk from a

psychological perspective has not been utilized because of the emphasis

in psychology either on individual decision-making to the exclusion of

social influences on the individual's behavior, or on cognitive
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processes of judgment in the individual. Correspondingly, facets of

decision-making such as the neurophysiology of information-processing

(Simon 1971: 157) and other aspects of "programming" of information

within the individual towards a goal of problem-solving are deemed to be

outside the realm of this study, for reasons which follow.

In some instances, this conclusion is based on an arbitrary

estimation of the researcher's competence rather than on the applica-

bility of the topic; for example, Simon suggests that when making

decisions, people try to simplify the process by examining "small,

promising regions of the entire space and simply ignoring the rest"

(1971: 159). He describes the human problem solver as unwilling and

incapable of enduring much trial-and-error. Similarly, Slovic and

Lichtenstein generalized that "judges have a very difficult time

weighting and combining information-—be it probabilistic or determin-

istic in nature. To reduce cognitive strain, they resort to simplified

decision strategies, many of which lead them to ignore or misuse

relevant information" (1971: 115). Such conclusions as these, generated

in experimental situations, would be relevant to test a field study

such as this one, focusing on how individuals within a given culture

select alternatives; however, due to time constraints and lack of

adequate research methodology, this aspect of decision-making could not

be examined.

Similarly, highly mathematical approaches to decision-making

have also been eschewed due to the nature of the data collected in this

research project and also due to doubts as to the possibility of

reducing complex decisions to equation form. In one approach, Payne

suggests a model of decision-making based on "risk dimensions" which
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he labels:

1) probability of winning (PW)

2) amount to win (SW)

3) probability of losing (PL)

4) amount to lose ($L)

This approach views risky decision behavior as a form of information-

processing (Payne 1972: 1). PW, PL, $W, and SL are determined to be

the actual sources of information used by decision~makers (27); Payne

then reviews "rules or processes used to combine information into a

' such as additive models, and nonlinear models (similar todecision,‘

satisficing, i.e., choosing the minimum level of satisfaction on all

dimensions but not necessarily the 'best' choice) (Payne 1972: 27 ff.).

Payne then represents a model of risky decision—making taken from

Slovic and Lichtenstein (1968) in which

A(G) = u + W PW + W2$W + W PL + W4$L

l 3

where A(G) is attractiveness of a gamble and the W3 are weights

reflecting the relative importance of each risk dimension (Payne 1972:

28).

It is possible that were sufficient data available on Bariba

decision-making, such a formula could be used in analyzing the

decision-making process of women selecting obstetrical assistance.

However, with the available information, such a procedure would (a) be

overly reductionist and misleadingly simplistic and (b) be unwarranted

due to the difficulty of accurately weighting decision factors or

components. In sum, with regard to the exclusion of psychological and

mathematical approaches to decision-making, Gluckman and Devons have

aptly stated: . . . there is a duty of abstention, which requires that
 

if we are to solve certain problems we have to abstain from studying



51

other, though apparently related, problems, and leave these to our

colleagues, whether in the same or in some other discipline" (1964:

168).

Midwifery Literature
 

Alternative Utilization of Services

A review of the literature discloses that discussions of mid-

wifery in cross—cultural contexts are presented from several perspec-

tives. These include: midwifery as an illustration in considerations

of alternative utilization of health services; social characteristics

of indigenous midwives; techniques and practices of indigenous midwives;

and integration of traditional midwives into national health delivery

systems.

Examples of the first body of literature were mentioned in

chapter 1. In the context of this literature, indigenous midwives are

discussed in terms of comparative preferences held by a client popu-

lation for alternative types of obstetrical assistance. However, most

of the literature on health care services does not focus on midwives

(cf. references cited in chapter 1 such as Colson 1971; Erasmus 1952;

Gould 1957; Frankenburg and Leeson 1976; Janzen 1978) but rather,

focuses on alternative utilization of dispensaries, clinics or

hospitals and indigenous herbalists and diviners. A few sources do

explicitly refer to the role of indigenous midwives, and these will be

described briefly below.

One relevant discussion is that of Maclean (1976) which

comprises part of a more general presentation on Yoruba sickness

behavior. Maclean suggests that illness produces some degree of
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uncertainty with regard both to causation and treatment. There are

always choices to be made between some treatment or none, and among

alternative treatments, timing of treatments, and selection of a

therapist (Maclean 1976: 291). In her research, Maclean found that

people held opinions on which diseases were best treated at home or at

the hospital (306); traditional treatment methods were held to be most

relevant for treatment of the reproductive system--for example, for

impotence, sterility, and disorders of menstruation.

...in the case of matters to do with reproduction, there is

such a long time interval between biological cause and effect that

all kinds of incidental and accidental events can appear to relate

to the ultimate issue. Hence the very powerful continuing hold of

traditional medicines, magical devices, prescriptions and pro-

scriptions in this field (309-310).

Nonetheless, it appears in the Yoruba situation described by

Maclean that "empiricism triumphs in modern obstetrics" (312)--that the

desire for healthy offspring supplants other traditional concerns such

as the objections of men to losing customary decision power over their

wives regarding pregnancy care. Maclean concludes that "the great

success of hospitals in midwifery and pediatrics is generally recog-

nized, especially among the mothers who stand to receive more immediate

benefit" (314). Foster (1962) and Landy (1977) also noted the

preference for modern obstetrical services in contrast to other modern

services based on perceived benefits. Similarly, Frankenberg and

Leeson, writing on the selection of a healer in Lusaka state that sick

people in Lusaka have a wide range of Options and " . . . behaved

empirically. They were determined to get the best of all worlds"

(1976: 226). These conclusions are particularly interesting in contrast

to the Bariba context where modern obstetrical services are not
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perceived as necessarily more beneficial than indigenous assistance

(the reasons for these differences in evaluation of the benefits to be

gained from cosmopolitan health care will be examined in chapter 9).

An additional study pertaining to the alternative utilization

of services is Riley and Sermsri (1974), mentioned in chapter 1.

Riley and Sermsri, who studied the Thai medical system as a context for

birth control services, remark that in a country such as Thailand,

"there are a great many different kinds of medical services, which with

their social and cultural contexts, comprise a 'variegated medical

system.'" They note that to a striking extent, the Thai population do

not choose to utilize existing government medical services. The

authors point out that traditional medicine remains an important

service alternative and has in fact influenced the practice of cosmo-

politan medicine in Thailand (5); thus they describe aspects of

traditional Thai medicine, the social context of medical practice in

Thailand, and classify types of practitioners in order to "explain the

main considerations in selecting among medical service alternatives"

(5).

Riley and Sermsri contend that patterns of utilization of

health services can be explained in terms of the characteristics of the

services as well as of the clients. Among the characteristics of the

services, monetary and non-monetary costs to the clients must be

evaluated (1974: 58). Thus "monetary costs and the amount of time

which must be expended to utilize the various medical services are

obvious and important determinants of differential patronage. However,

the threshholds at which these obstacles deter utilization of services

. . . depend in individual cases upon socio-economic status, distance
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to the service, and desperation. . . . Many of the less obvious deter-

minants of choice could be construed as 'non-monetary costs'" (38).

Differences in non-monetary costs help explain the vitality of the

traditional segment in spite of the tendency to believe that modern

medicines are generally more effective and they help explain why the

government health stations are 'skipped' as clients patronize others

of the multiple alternatives in the medical system (39). The model

of the Thai medical system developed by Riley and Sermsri, which

includes "factors affecting personal choices among alternative medical

systems" (52) provides a useful point of departure for a similar model

of use of obstetrical services by Bariba women and will be discussed

at greater length in chapter 9.

From a different perspective, Hanks' study of childbirth

practices in a Thai village provides an ethnography of Thai childbirth,

comprising a study of economic, social, religious and cosmological

aspects of beliefs and practices surrounding birth. Hanks describes,

for example, how the Buddhist view of the individual, and of disease

causation as based on acquisition of "merit" affect the attitude and

behavior of women during delivery; in addition, she discusses midwifery

as a specialty and also considers attitudes of parturients towards

modern hospital care. She states that hospital utilization and

acceptance of changes in childbirth practices "proved to be a means of

expressing partial withdrawal from the old life of a farmer and a step

towards the glitter of urban ways" (2). Overall, this study

contributed to the literature on alternative utilization of services

by concluding that most villagers preferred local midwives; however,

teachers and others aspiring to a higher status proved to be more
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likely to consult western-trained professionals (1963). Moreover,

in an obstetrical emergency, such professionals might also be con-

sulted. The conclusions set forth by Hanks were instrumental in the

formation of some hypotheses in the Bariba study, in particular, the

hypothesis that social class would be found to be a significant factor

associated with differential utilization of obstetrical services.

One study which specifically discusses utilization of obstet-

rical services is McClain (1975) who describes patterns of selection

from available options for delivery among women in Ajijic, Mexico.

According to McClain, pregnant women in Ajijic may choose from such

alternatives as small, private hospitals; federally subsidized

hospitals; or home deliveries assisted by indigenous parteras or by a

local physician. A few women delivered without assistance of a

specialist (43). There appears to be an increasing tendency for women

to deliver in hospitals, but considerable variability still exists in

preferences for delivery assistance. McClain summarizes that

"Regardless of individual motivation, and judging by the increasing

frequency of hospital use and the decreasing number of parteras

available for traditional obstetrical services, childbirth at home

will eventually disappear or become comparatively infrequent as an

alternative to hospitalization" (45).

McClain also presents personal histories of parteras in Ajijic,

reports on type of delivery for 41 Ajijican mothers, and on comparative

costs of obstetrical care alternatives. Unfortunately this study is

very descriptive and does not examine the factors influencing women to

choose a particular option for delivery, nor does it extensively

correlate sociocultural context with delivery preferences. However,
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generally, the article is a thoughtful examination of on—going

obstetrical beliefs and practices in a Mexican community and many of

the topics considered are also addressed in the study of Bariba birth.

Characteristics of Midwives

Cross-cultural studies focusing particularly on midwifery are

few, and existing studies tend to have emphasized different topics and

problems, rendering meaningful cross-cultural comparison of the midwife

role difficult. Such comparisons, due to the nature of the data, seem

limited to superficial contrasts of status characteristics, and mid-

wifery techniques and practices. As Jordan noted recently, there is a

general paucity of information on childbirth and much of that which

exists is biased towards abnormal births, rather than the uncomplicated.

According to Jordan, " . . . regarding the availability of data useful

for a holistic conception of childbirth, such data are notable pri—

marily for their absence" (1978: 5). Thus she reports that Newton's

survey of the HRAF files found that almost 2/3 of the cultures cited

contain no description of a normal birth; similarly there are no

ethnographic films devoted to the study of births and it is strikingly

evident that personal observation of births is rare.

The deficiencies of the literature derive mainly from a lack of

firsthand observation of midwives in practice and a primarily descrip-

tive orientation to the topic. It would be preferable instead to

utilize a more holistic approach, which might include: a thorough

analysis of midwife characteristics in contrast to non-specialist

women in the society; accurate tracing of selection of women for

training (e.g., is midwifery a skill transmitted from mother to
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daughter and which daughter is selected . . .). More detail on

apprenticeships than is presented in existing studies would also be

useful. Another topic for investigation might be the study of client—

practitioner relationships--to what extent is kinship the determining

factor as opposed to proximity or skill? In general, where status

characteristics are the emphasis of a study, the conclusions should

report more than the summary of attributes; rather, the implications

of the findings should be interpreted, whether in terms of the role of

the midwife as a woman and as a specialist, selection among the

midwives, or selection among obstetrical care alternatives.

These criticisms in mind, some of the literature on midwifery

is relevant to the current study. Jordan's recent work Birth in Four
 

Cultures is perhaps the most thorough presentation available addressing

birth as both a physiological and sociocultural event. Jordan provides

a detailed description of Yucatecan childbirth practices, a comparative

analysis of birthing systems in the United States, Holland, Sweden and

Yucatan, and seeks to specify the "ways in which birthing systems are

socially organized and culturally produced" (1978: 10). She states

her intention as to treat parturition in a biosocial framework,

recognizing the "universal biological function and the culture-specific

social matrix within which human biology is embedded" (1).

This book admirably fulfills its function in suggesting the

implications of adopting the medical obstetrical model without

scrutiny, and in discussing the desirability for accomodation (for

example in Third World countries) between indigenous and medical

obstetrics; "accomodation," in this argument, includes changes in both

systems to accord with the needs of the people whom the system is
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intended to serve. Jordan also develops strongly the argument that

birth, whether performed as a home delivery assisted by an indigenous

midwife or in a hospital setting, presided over by a physician, is a

cultural production.

However, because her argument is structured as a cross-cultural

comparison, its weakness lies in the lack of demonstration of birth in

any particular social context. Thus, for example, emphasis on cross-

cultural comparison sacrifices the development of such topics as birth

in the context of Mayan culture, ideology surrounding birth, women as

healers, and women's role in general Mayan society. Correspondingly,

the discussion of the role of the midwife in Yucatan is limited to a

description of one woman's practice, rather than a more extensive

investigation of Mayan midwives in comparison to one another, which

would provide data on the status of the midwife in this culture. The

limitations of the study of the status of the midwife render Jordan's

work less useful for comparing Mayan midwives with other studies

focusing on status characteristics of midwives; however, her work

remains significant for its cross-cultural comparison of obstetrical

techniques and practices and its demonstration that birth is "socially

organized and culturally produced."

The most thorough review of the literature on status character-

istics of midwives is presented in Cosminsky (1976) and will not be

repeated in depth here. However, several works which have proven to

be illustrative with regard to the Bariba data will be detailed below.

These include data on Mayan midwives (Paul and Paul 1975); traditional

birth attendants in Cebu (Rubel et a1. 1971); midwives in North

Carolina (Mbngeau 1960); midwives in Kentucky (Osgood 1966); and
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traditional birth attendants in the Southeastern State of Nigeria

(Ekanem et a1. 1975).

In most societies, parturient women are assisted by birth

attendants of varying degrees of specialization. According to Ford

(1945), elderly women were found to assist at birth in 58 cultures;

in two cultures, they did not assist. In general, ethnographic data

on status characteristics of midwives suggest that world-wide,

indigenous midwives tend to be female, past middle-age, have been

married, have had children, and learned by apprenticeship and/or

divine calling (Ekanem et a1. 1975; Cosminsky 1976).

1. Midwifery as a Part-time Specialty,
 

In all cases, midwifery was a part-time specialty and midwives

did not depend on midwifery for a living. In the Nigerian case,

midwives also engaged in farming and petty trading. Similarly, of the

Cebuana birth attendants described by Rubel et a1., 80% claimed to

work steadily but 74% reported "other sources of income" (180). The

Mayan midwives described by Paul seemed to receive the most significant

cash income reported, which compared favorably to income from part-time

sewing or weaving, but the Mayan midwives claimed that remuneration

depended on the capacity to pay and the will of the client. Mayan

midwives also seemed to have a heavier work schedule than the West

African midwives whose schedules were discussed, partly because the

prenatal care involved more time than in West Africa, where prenatal

care may not be traditionally indicated. Time inputs were not

elaborated in the studies on the United States, except for caseload in

Kentucky. Comparing caseloads, one finds that the Mayan midwives
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again had the heaviest caseloads, averaging 59 cases a year. The

Kentucky midwives ranged from 3 to 75 per year, (three/eight midwives

assisted at less than 10 deliveries and four at 20 to 30 deliveries).

Of course the caseload differs according to the popularity of the

midwife and other contingencies. Bariba matrones, for example,

averaged from 9 to 18 cases per year but some do much more. Ekanem,

who interviewed 145 midwives, defined a midwife as a person who did at

least one delivery per month, that is, 12 per year.

2. Midwife as a Type of Healer
 

"Type of Healer" refers to whether a midwife would be cate-

gorized as a healer, shaman, diviner, or other having communication

with the occult; as a technician who provides medicines, massage, or

other treatments; or as a birth "attendant" who does not actively

intervene in the delivery process. Only Paul and Paul (1975)

thoroughly discuss this issue. These Guatemalan Mayan midwives are

described as having characteristics in common with those of shamans,

but midwives are not a "subset" of shamans; the roles are described as

separate.

3. Sex of Midwife
 

It is often assumed that midwives are female, as in all these

studies under consideration. However, as Ekanem points out, the Danfa

Project in Ghana found that 48% of the birth attendants were male, and

the Fon of southern P.R. Benin also use male birth attendants.

Similarly, Rubel et al. report that 18% of the Cebu birth attendants

who responded to questioning were male (1971: 178). Therefore being

female cannot be assumed to be an obligatory characteristic of the role.
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4. Apprenticeship
 

Most midwives excepting Mayan midwives, claimed to have learned

by apprenticeship. Mongeau found that the apprentice was often a

daughter or granddaughter, chosen by the midwife as her replacement.

The apprentice usually began by doing unglamorous, menial tasks; she

saw her first delivery after delivering her own first child, and took

over at the retirement of her mentor. Osgood found that the midwives

he interviewed showed no consistent pattern of training; rather, one

group was trained by doctors, one by friends, and one was self-trained.

The Nigerian midwives studied by Ekanem tended to have been apprenticed

to mothers or grandmothers, or to have received a divine call.

Contrastingly, Mayan midwives in Guatemala succeeded to their positions

via a divine mandate and denied serving an apprenticeship, although

genealogical studies demonstrated that most had a mother or grandmother

who had been a midwife or a father who had been a shaman. Mayan mid-

wives usually suffer a lingering illness before beginning to practice

as midwives; this illness is significant of the "call" to practice,

which if denied, may lead to death. In general, Mayan midwives

demonstrate the most ritualized role of the midwives under consideration

(Paul 1975).

5. Personal Attributes
 

This topic was most thoroughly discussed by Paul with references

to Mayan midwives. In discussing the Mayan midwife's initiation to the

practice of midwifery, Paul describes a process in which the attributes

expected of a woman, such as "verguenza" (modesty, shame, bashfulness...

L. Paul 1975: 452) must be put aside in order to attain the role of
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midwife, which demands "that a woman overcome timidity and fear, and be

assertive and commanding in unfamiliar situations, that she trespass

the boundaries of space and time that ordinary women respect, that she

display unusual fortitude and resourcefulness. She must withstand the

terrors of night and contact with the supernatural. She must overcome

her fear and disgust at the sight and handling of the newborn baby, of

polluting blood and other birth substances, as well as her fear that

the body organs will become disordered" (452).

6.‘Agg

Midwifery has been assumed to be a service provided by meno—

pausal and often elderly women. Although this is true in many

instances, some exceptions are notable. The mean age of those midwives

studied in Nigeria was 57 compared to age 63 for birth attendants in

Ghana. Mbngeau found 90% of the North Carolina midwives to be over 40,

and clientele increased with age; Osgood found the average age of his

interview subjects to be 70 but remarked that the fact that the midwives

were old was incidental to the study because a number were not

"grannies" when they began practicing. He suggests that the term

"granny midwife" is not appropriate due to the probable number of

younger midwives in practice (see Rubel 1966 for other data on Mexican—

American parteras vis-a-vis age, calling, etc). Mayan midwives tended

to be the youngest of those studied; aged 35-40, they were in their

prime as wives and mothers. Overall though, it seems that midwives may

begin as apprentices when young women (although some do not even

apprentice until they have had several children) but most do not

conduct unsupervised deliveries until menopausal and respect seems to

increase with age.
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7. Marital Status
 

Regarding marital status and reproductive histories, substantial

data is lacking but Osgood's commentary on Kentucky midwives fits most

of the cases under consideration here in that "in marital status,

family background and household situations, the local midwives fit in

fairly well with the general sociocultural patterns for their age-groups

within the area" (Osgood 1966: 767). Ekanem did not report on marital

status but found that 89% of the Nigerian midwives had delivered

living children, with the distribution as follows:

1-4 children 3

5-9 4

10+ 2 I
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\
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MDngeau also notes that the midwives in her sample had had vast

experience in childbirth; only 23% had fewer than seven children and

33% had more than eleven children but many midwives had experienced

numerous infant or child deaths. Of the Kentucky study of midwives,

all but one had four or more children and in Cebu, 41% of the birth

attendants surveyed had six or more children (Rubel et a1. 1971: 179).

These studies, then, support the premise that midwives commonly are

expected to be multiparous women, in order to be perceived as

appropriate birth attendants.

The preceding discussion was intended to signal some salient

features of midwives as noted in several of the more detailed and

thorough studies of indigenous midwifery (see Table 2). These status

characteristics will be examined and contrasted in chapter 6 with

reference to the characteristics of Bariba midwives, in order to

determine whether there is a range of social characteristics which are

typical of a Bariba midwife, and how these attributes relate to role
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performance and selection of birth assistance.

Techniques and Practices

Detailed accounts of the techniques and practices of indigenous

midwives are scant both because such reports have often been peripheral

to the primary focus of anthropological studies and because of the

difficulties involved in arranging first-hand observations of deliveries,

in order to obtain reliable data. In relation to African studies, for

example, Fikry notes that documented descriptions of traditions linked

to pregnancy and delivery in the Sahel are rare (1977: 33) and that

"rarely does the literature discuss what treatment is given to the

woman in difficult labor . . . ." (38). The subsequent discussion will

be devoted to a review of selected studies of midwifery practices in

Africa which are especially thorough and are relevant to the research

on Bariba obstetrics, and will not attempt to duplicate that covered in

Cosminsky's general review of the literature.

As noted previously, Cosminksy has presented a review of cross-

cultural studies of midwifery in which she covered such topics as pre—

natal care, delivery, treatment of the placenta and umbilical cord and

post-partum care for mothers and infants. Significantly for this

research, she noted that in non-western societies, the placenta is

expelled before the umbilical cord is cut. This issue will be discussed

in later chapters on Bariba midwifery practices. Cosminsky also noted

the interest in the literature on treatment of the umbilicus; this

interest is related to the danger of neonatal tetanus due to cord

contamination. She remarks that traditional cord treatment is often

criticized because of the inferred risks of neonatal tetanus but that in
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general there is little evidence of the actual effects of specific

obstetrical practices on morbidity and mortality.

Among recent research on African obstetrical care is a three-

part study by Thompson (a medical sociologist) and Baird (a physician)

from the Medical Sociology Research Unit of the University of Aberdeen

(1967). Thompson and Baird's study is included in this review because

it is the result of a medical-sociological collaboration similar to

that planned for the study of the Bariba. It seems to be one of the

rare pieces of research which presents an evaluation of the health

status of the study sample from a western medical perspective

(including maternal and infant mortality); reports on observed

complications of pregnancy; and describes, though too briefly,

indigenous obstetrics from both a medical and sociological point of

view. This three-part study is illustrative, then, in providing an

example of a discussion of the efficacy of indigenous obstetrical care,

although the researchers unfortunately made no attempt to correlate

indigenous diagnosis and treatment with the western medical deter-

mination of diagnosis and recommended treatment. A significant

dimension is thus lacking in this otherwise useful work.

Thompson and Baird compare childbearing in some parts of West

Africa and South East Asia with each other and with that in Scotland.

Detailed observations were made on a sample of pregnant women in

Keneba, Gambia (West Africa). The researchers selected Keneba as the

medical research site because they found it to be one of the "worst"

of all villages visited. In Part I of the study, they reviewed parity,

age at first birth, and health and physique of the sample of pregnant

women and concluded that childbearing is inefficient and dangerous to
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mother and fetus due to such adverse factors as: (33)

1) early start to childbearing

2) poor health and physique of mothers

3) strenuous work at all times, including during pregnancy

4) relative scarcity of food annually during an intensive work

period

5) little or no qualified medical care except in emergencies.

The second section of the study addressed the problems of

pre-eclampsia and low birthweight, comparing samples of women in West

Africa, Borneo, Hong Kong and Aberdeen. The authors concluded that

among Yoruba women in Nigeria, in contrast to others, pre—eclampsia

seemed to develop during labor and become severe, whereas in Scotland,

high-risk women were detected during pregnancy and seizures were more

likely to be prevented (504). Regarding low birthweight (designated

as 5 1/2 pounds or less), the prematurity rate was found to be highest

among West African women; this finding was related to the young age of

primiparas and to physical debility associated with a marginal economy

(505). Unfortunately no consideration of indigenous diagnosis and

treatment of pre—eclampsia, seizures or premature babies was presented

in this portion of the study, although the authors generalize that

there is "little or no qualified medical care" (33).

Part III, focusing on "outcome of labor" includes the most

detailed discussion of indigenous obstetrics, particularly in the

Gambian village of Keneba. The descriptions of various facets of

indigenous obstetrics are valuable for comparative purpose; however,

more detail on midwifery techniques and practices and characteristics

of the birth attendants would have been desirable. In Keneba, every
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mother is expected to be a competent midwife but a hierarchy of

specialists exists, ranging from more experienced older women to

magical specialists (510). Women were found to deliver in various

settings, including the home, fields or swamps, or at the home of the

midwife. Most women worked until deliver was imminent; evaluation of

length of labor was difficult because of the necessity of relying on

women's own estimates but the authors concluded that childbirth is far

from "short, easy and painless" (512). Women were expected to behave

stoically and not express pain during labor; circumcision was said not

to interfere with labor but episiotomies were sometimes done as a last

resort if labor was prolonged. Although there were no maternal deaths

in 106 deliveries during the research period, the authors noted five

maternal deaths in the region. Additionally, seven babies died in

the first week, three of whom probably died of neonatal tetanus.

(These figures on maternal and infant mortality are particularly

interesting because of the lack of such information for many rural

African areas.)

The similarities and contrasts with Bariba obstetrics will

become evident in subsequent chapters where discussion will contribute

to an evaluation of the author's conclusion that:

...as a result of a two-year stay in an isolated Gambian village...

contrary to widespread belief, the 'happy savage' living in

primitive conditions reproduces inefficiently because the level of

health and physique is poor, childbearing starts too soon, there

is little or no obstetrical care and living conditions are most

unhygienic. The conditions described are probably characteristic

of those in which the majority of West African women have their

babies (520).
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Another account which expressed doubts as to the efficacy of

indigenous midwifery is that of Kelly (1967) who reported on obstetrical

care in an Ibibio region of eastern Nigeria, based on his experiences

as staff physician in a local hospital. Kelly's article is also

interesting as a physician's account of indigenous obstetrics. Although

he doesn't present much data on indigenous midwives, he does indirectly

present an evaluation of indigenous treatment procedures by reporting

the types of complications usually seen following care by an indigenous

midwife; thus some idea of the kinds of procedures utilized and their

effectiveness can be inferred.

According to Kelly, most Ibibio women in the study locale

deliver at home, assisted by midwives whose qualifications seem to be

high parity or age. The parturient delivers in a squatting position;

the midwife engages in frequent vaginal examinations, and may apply

fundal pressure by standing or sitting on the patient's abdomen in

cases of prolonged labor. She may also dilate the vagina manually,

causing edema of the vulva and perineum (609). The placenta is

expelled by manual pressure or administration of snuff to the

parturient; the cord is usually left untied. Kelly concludes that

herbs (possibly oxytocic), enemas, and purgatives used by midwives may

be toxic and that the treatment by multiple incisions leads to

infection and tetanus. Unfortunately, it is not clear whether these

comments are based on first-hand observation of domiciliary deliveries,

on reports, or from hospital referrals.

‘ According to Kelly's information, complications of labor are

treated by a colleague of the midwife or by a ritual specialist.

(Most midwives, then, seem to be simply birth "attendants" or to
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perform simple remedies.) If such efforts are ineffective, the

parturient may be taken to the hospital. Women seen at the hospital

have usually experienced four to five days of obstructed labor and are

often admitted with enormous edema of the vulva, bladder distension,

multiple skin incisions, dehydration and pyrexia (609). The problem

of hemorrhage is especially significant because of the prevalence of

hematologic deficits at the outset (anemias related to malaria,

hookworm, etc.) and blood donors are rare. Kelly concludes with a

discussion of hospital procedures utilized to deal with the typical

obstetrical complications and the sequels to the effects of home

treatment .

In an older and more brief article, Billington also notes the

inadequacies of indigenous midwifery, emphasizing the dangers of

hemorrhage in the infant from imprOper handling of the umbilicus and

herbal overdose in the mother ( 1963: 136). Women are assisted in

labor by the husband's mother or another relative; specialists in

difficult labor may be called, if necessary. Billington also discusses

food taboos and preferred behavior during pregnancy.

From a similar perspective, Otoo (1973) rather sketchily

describes puberty rites and birth customs among the Ga people of

Ghana. Among the Ga, traditional practitioners treated complications

of pregnancy (constipation, bleeding, aches and pains) with such

remedies as infusions and recipes for special foods. The birth

attendants were usually female, although some were male; some were

"healers" in the sense of diviners who dealt with questions of

causation of complications but others were herbalists or merely

attendants who performed minor interventions (92). During delivery,
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the patient squatted, supported from behind, and a midwife and mid-

wife's apprentice officiated. Treatment for dystocia varied with

each practitioner. Otoo stated that treatment showed "a tremendous

range of physical and psychological aramentaria in the traditional

pharmacopoeia" (91) but that in cases of malpresentation or dispro-

portion, the birth attendants were likely to be helpless and such

complications exacted a heavy toll among parturients (92).

Naassou, a nurse~midwife herself, presented a more balanced

and detailed view of traditional Togolese midwifery (1974). Togolese

midwives are usually old, multiparous women, empirically trained, who

in her opinion, play a useful role in normal delivery but are not

always competent to handle obstetrical complications. In the normal

delivery, the parturient squats, supported from behind, and the midwife

assists in expressing the baby by pressing on the abdomen with each

contraction. The midwife also cuts the cord and assures delivery of

the placenta, which may be stimulated by the parturient blowing in a

bottle, by a feather down her throat, infusions, or manual extraction.

The most dreaded problem is hemorrhage associated with delivery of the

placenta. The author notes the value of the traditional pharmacopoeia

for edema, lactation, and oxytocic activity but urges initiation of

training of the traditional matrones in hygiene and screening high-risk

pregnancies. Togo, she remarked, acknowledges the desirability of

training of the elderly, illiterate midwives, but due to difficulties

of finding them and organizing the training, young girls with primary

school training are currently being trained as obstetrical auxiliaries.

The paper also includes summaries of the content of the auxiliary

program, exam at the end of training and evaluation system.
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This paper, although brief, is exemplary in its tone, which

demonstrates awareness of the flourishing Togolese indigenous midwifery

system, notes the utility of indigenous pharmaceuticals, but also urges

training to assure the broadening of the competency of indigenous birth

attendants and referral of high-risk cases. The preceding articles

reviewed are notable for their skepticism regarding the quality of care

offered by indigenous midwives (cf. Thompson and Baird; Kelly;

Billington; Otoo) although psychological support and indigenous

pharmaceutical products are generally praised. Naassou presents a more

measured approach to the study of indigenous obstetrics and towards the

future of indigenous midwives in West African national health systems.

Integration of Indigenous Midwives in

National Health Service

The final section of this chapter will review some discussions

of the role of the indigenous midwife in national health delivery

systems, particularly in Africa. Neumann, in his consideration of the

role of traditional birth attendants in rural maternal and child health

and family planning services, notes that many countries have tried to

or are trying to develop birth attendant training programs. These

programs aimed at integration of indigenous midwives in national health

services seem to have two primary tasks--upgrading the performance of

the traditional midwife (Neumann 1974) and attempting to shift the

functions of the traditional midwife from obstetrical care to family

planning agent (Neumann 1974; Rogers and Solomon 1973). For non-African

settings, Rogers (1971, 1973) highlights the potential contribution of

traditional midwives to family planning programs in Asia, especially

when they are adequately supervised, trained, and evaluated. Similarly,



73

Jafarey (1968) states that traditional midwives in Pakistan have proven

to be effective family planning workers, whereas Gardezi et a1. (1969)

demur, concluding that cultural constraints in Pakistan may inhibit the

midwife's function in family planning, although formal family planning

programs can assist the midwife in acting as an opinion leader.

Possible approaches towards the practice of traditional mid-

wifery on the part of national governments include efforts to eliminate

such practices, a laissez-faire approach, and supervision (e.g.,

licensing) of traditional midwives. Neumann states that "although very

few countries grant formal recognition and legal status to traditional

birth attendants, their practices are seldom actually restricted"

(1974: 21). Neumann summarizes training programs for traditional birth

attendants in Ghana, India, Indonesia, Malaysia, West Pakistan,

Philippines and Thailand; all these countries have undertaken some

efforts towards providing general midwifery training and all have begun

or are planning to train the midwives for use in family planning

programs (Neumann 1974: 22). Finally, based on a survey of problems

uncovered in a review of the literature on midwifery training programs,

Neumann summarizes guidelines to be followed in such programs.

These guidelines have been adopted in the Ghanian Danfa Rural

Health and Family Planning Project and include the following objectives:

identifying TBA's; conduct research on social status characteristics

and role of midwives in customary settings; determine salient cultural

factors associated with childbearing; ascertain attitudes towards

training (in midwifery and family planning) of client population and

midwives; and establish a means of supervising and evaluating trained

birth attendants.
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In a paper on traditional midwifery in Tunisia, Mounira Chelly

focuses primarily on the topic of social status characteristics and

functions of Tunisian midwives, although she also gives some brief

recommendations on a training program. In spite of its title,

"Integration of the Traditional Midwives into the Tunisian Family

Planning Programme," Chelly's paper does not extensively address the

issue of training for indigenous midwives or use of traditional mid-

wives in family planning. However, although it is a sketchy presenta—

tion, the paper is included in their review because the author

describes the prevailing hostile attitude of midwives towards national

health services and cosmopolitan medicine. Her statement is brief but

provocative and is useful in considering other issues such as midwives'

referrals of obstetrical cases to national health services and the

implications of hostility, suspicion, lack of information for

relationships between cosmopolitan and indigenous health care providers.

Chelly makes the useful observation that the midwives approval is no

doubt necessary for women in their households to use contraceptives;

because these women are seeking contraceptives, the midwives might be

amenable to collaboration with family planning agencies, in spite of

their apparent hostility.

In the West African context, the Report of the Francophone

West African Working Party (sponsored by the International Confederation

of Midwives) offers an illustrative overview of official perspectives

on collaboration with indigenous midwives. Significantly, the Report

is primarily devoted to discussions of the responsibilities of the

nurse—midwife, and expansion of her training in order to permit her a

more polyvalent role. Additionally, the participants in the conference
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were searching for a common West African concept of family planning

and discussed such issues as the Islamic and Catholic viewpoints on

family planning. Regarding traditional midwifery, the Senegalese and

Togolese programs were considered, and the impact on reduction of

neonatal tetanus based on the Senegalese training program was noted.

Overall, the Working Party concluded that traditional birth attendants

assist more than 50% of West African women in delivery, they tend to

be influential in the community and should be integrated in national

health systems with "junior status" (1974: 24). "Inexperienced methods"

should be abolished and the midwives taught elementary hygiene and

basic conduct of pregnancy, labor and post-partum care, as well as

registration of births and deaths. Trained midwives (or auxiliaries)

should be supervised. In sum, participants agreed that each country

needs to develOp an appropriate solution for local needs (31).

By "appropriate solution" the members of the Working Party seem

to be referring to the variation in perspectives on utilization of

indigenous midwives among the participant West African nations. Some

participants advocated training an "intermediary body of auxiliary

midwives" to practice in rural areas, whereas others would prefer to

increase the number of pupils in the professional nurse-midwifery

training schools. No consensus was reached on this t0pic. It is

notable, however, that only a very minor portion of the Report of the

Francophone West African Working Party was devoted to the topic of

indigenous midwifery or to issues of integration of indigenous midwives;

this prevailing perspective reflects the tendency among West African

health officials to view solutions to problems of providing competent

and accessible health care primarily from a Western medical model,
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rather than entertaining alternative solutions (cf. Jordan on mutual

accomodation of the indigenous and cosmopolitan systems).

Jett specifically reviewed the role of the traditional midwife

in the modern health sector in West and Central Africa (1977). She

noted that 7 of 18 West-Central African countries have developed

training programs for traditional midwives; she specifically reviewed

programs in Senegal, Mali, Niger, Upper Volta, and Cameroun. Overall,

general objections by government officials and national health

personnel to training programs include:

1) traditional midwives are old and suspicious

2) traditional midwives are secretive and jealous

3) traditional midwives are reluctant to change

4) it is unproductive to train them because given other social changes,

recruitment of traditional midwives will dwindle and the current

population of midwives will not be replaced. Thus training is merely

of short-term utility (1977: 8). Major questions regarding the cost-

benefit of training the midwives and whether it is preferable to train

obstetrical auxiliaries (e.g., young, literate women) or provide

supplementary skills for already practicing traditional midwives

remain unanswered.

In her survey, Jett found that there was not a noticeable trend

to integrate trained midwives in national health facilities; most work

alone at the village level. Most countries seem to be leaning towards

training the younger women, who are believed to be easier to teach.

Teaching methods are a major obstacle in training illiterate, older

rural midwives. Incentives for undergoing training and adhering to

novel techniques and practices need to be adapted to local situations;
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in all regions, supervision of trainees is problematic as is evacuation

of high-risk cases screened by the trained midwives. Jett notes the

need to evaluate the effect of training programs by obtaining baseline

data and then monitoring morbidity and mortality statistics. Studies

of the factors influencing utilization of traditional birth attendants

would also serve as a useful starting point for program development

(78-100).

The above consideration of some literature on integration of

indigenous midwives in national health services has been presented

because of its long-term interest to anthropologists, the growing

interest in this issue among health professionals and government

officials, and the increasing body of documentation on training

programs and the positive and negative aspects of utilization of

indigenous healers as collaborators with national health personnel.

This research project will not develop a detailed argument on the

subject of the potential for integrating indigenous midwives in

national health systems. However, the research to be presented is

intended to exemplify the range and depth of data necessary to make

valid judgments regarding the utility and practicality of training

indigenous midwives, and attempts to provide insights into client

perspectives and perceptions of health care needs which should be

requisite information for health care planners.
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Conclusion

A review of literature on the cross-cultural study of midwifery

suggests that numerous lacunae exist in the documentation of this

subject. Regarding the study of patterns of utilization of health care

services, most of the literature does not focus on midwives nor does it

address decision-making among obstetrical care alternatives. No study

has focused on a population utilizing both indigenous and cosmopolitan

obstetrical services and attempted to develop a multi-factor model of

factors influencing women's choices of obstetrical assistance.

Correspondingly, the literature devoted to status characteristics of

midwives and to midwifery techniques and practices shows notable

deficiencies. Studies which primarily address these subjects (rather

than tangential references encompassed in a general ethnography) are

few; those which exist such as research by Lois and Benjamin Paul or

Jane Hanks tend to be heavily descriptive and are limited by the

narrow scope of the study, and only Jordan seriously attempts to discuss

birth as both a biological and sociocultural phenomenon.

Other studies focus on attributes of midwives, but not on the

sociocultural context of the practice of midwifery; reports of tech~

niques and practices are often hearsay or based solely on experiences

with abnormal births. Moreover, the consideration of obstetrics in

the context of disease causation in general is very sketchy. In this

study, I intend to supplement some of the less developed areas of

investigation in the cross-cultural study of midwifery. In particular,

I will consider the role of women in Bariba society and midwifery as a

professional specialization available to women; and obstetrics in the

context of Bariba disease concepts and cosmology, and I will attempt
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to indicate the factors influencing women's selection among obstetrical

care alternatives. Finally, this research is based on a larger sample

of midwives and observed and reported births than prior studies have

presented in order to provide a more extensive range of examples from

which to draw conclusions regarding Bariba culture, Bariba midwives,

and to contribute to the cross—cultural study of the status of midwives

and of obstetrical techniques and practices.



CHAPTER III

THE CULTURAL CONTEXT OF THERAPEUTIC CHOICE

The intent of the following chapter is to present data on

religion, cosmology and concepts of morality among the Bariba that will

serve as a foundation for explaining the bases of therapeutic choices

made by Bariba women. Obstetrical care choices will be discussed in

the larger context of Bariba concepts of sickness and the extent to

which obstetrical complications are defined and dealt with as "sickness"

will be considered. The central hypothesis of the chapter is that

decisions regarding the utilization of alternative medical services are

largely derived from the diagnosis of the sickness or disorder that is

presenting a problem to the sufferer and significant others. Thus, as

Janzen has stated, the logic of therapeutic choice must relate problem

identification to therapy techniques and Specialists' roles-—only then

do actions taken in response to sickness begin to make sense (Janzen

1978: 127). The determination of a diagnosis is necessarily related

to beliefs and assumptions regarding sickness causation; as Maclean

noted "treatment is always related to explanation since, in the absence

of some idea of causation, the response to symptoms is arbitrary or

irrational" (Maclean 1976: 290). This chapter then, seeks to discuss

Bariba concepts of causation of sickness in the broader context of

beliefs regarding the causes of misfortune, assumptions regarding human

nature, and conceptions of a "general order of existence"

80
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(cf. Geertz 1966: 8—12) in Bariba culture. In general, the chapter will

attempt to sketch the range of beliefs, values and expectations that

comprise major assumptions upon which therapeutic choices are based.

Bariba Conceptions of the Order of the Universe

The patterned set of ideas and practices regarding sickness

which comprises the Bariba medical system is best illuminated in the

context of the Bariba understanding of the nature of the universe and

man's relationship to that universe. Ideas and assumptions concerning

sickness and attempts to deal with sickness will be seen to represent

a subset of the larger system of beliefs regarding reality, both

empirically and unempirically verifiable (cf. Van Baal 1971: 3). In

this regard, Pellegrino suggested that "medicine is an exquisitely

sensitive indicator of the dominant cultural characteristics of any

era, for man's behavior before the threats and realities of illness is

necessarily rooted in the conception he has constructed of himself and

his universe" (Pellegrino quoted in Foster 1978: 39).

Bariba ideas of disease causation are rooted in concepts of the

nature of the universe. This universe is presided over by Gusun3, the

creator of man and commander of death. The word gpsun'? also encompasses

the sky, stars and clouds (gusung wall: God on high). Some say that
 

this is because Gusun; is on the other side of the sky and that the sky

holds him up, separating God and man but others say that God is every-

where. Although the name of gusungtis invoked frequently in pious

comfort ("God Is,") in interjections ("By God!) and as the causative

agent in misfortunes and blessings, in a practical sense, the various

spirits receive more attention and are more specifically detailed in
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nature than is gpsunb.

The generic term for spirit is ppp_(pl. 2222); spirits often

reside in rocks, trees and animals. The village of Pehunko, for

example, is named after certain black rocks which contain the patron

spirits of the village (although some elderly villagers say that since

the Revolution, the bppp_have left the rocks). One Bariba commoner

family is held responsible for sacrifices to these spirits; in the

event of a village—wide catastrophe such as an epidemic of measles or

meningitis, the rocks will cry out. When the rocks cry, the family

member responsible will check with the chief, arrange a consultation

with the spirits to communicate with them and learn what misfortune is

about to strike. If the rocks are heard and a sacrifice is made, the

misfortune will be less severe. In sacrificing to the spirits in the

rocks, the sacrifice may also be offered to God simultaneously (thus it

is said "God has the sacrifice") but it is the spirits who are of true

importance.

Spirits may similarly reside in animals; the patron spirits of

the village of Doh, for instance, are a three-generation family of

crocodiles. These spirits used to appear on Fridays and Sundays but

left Doh in a fit of pique when certain taboos were transgressed (women

washed pepper spoons in the swamp and also their menstrual rags) and

moved to the village of Tikou where the people are more well-behaved.

Spirits, whether residing in animals, rocks or trees are addressed by

men and urged to intercede with God. Not all spirits are so benevolent,

however. Spirits of the bush, such as wereku or gipi_exist and cause

sickness or madness if seen by human eyes. gipi, who are white and are

so tall that their heads are in the sky, are particularly dreaded.
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They live in trees and their unique quality is the capacity to transform

themselves into people or animals and delude humans. Stories abound of

men who become transfixed by a beautiful girl who lures them to a grave-

yard where she suddenly is transformed into her true self--a 512i. The

person then falls gravely ill or dies. Only a powerful person dares to

attack a 513;, at which time it may turn into a rabbit and run away.

Wereku, on the other hand, are tiny people with huge bushy heads of

hair and their feet on backwards who also cause madness or sickness but

may also be inhabited by spirits which in turn possess humans. Both

wereku and £ipi_represent a distinction between "bush" and "village",

or organization and chaos and are greatly feared.

A multitude of spirits exist who may possess humans; they are

generally known as 2232 but also have special names, depending on

their characteristics. Such spirits are not usually harmful to people

unless they come to "sit on the head of someone" and the family refuses

to accept them. In such situations, they will cause sickness and

possibly death. (Spirit possession will be discussed further in the

section regarding midwives who are cult members.) In contrast to the

spirits of animals, rocks, trees mentioned above, those spirits which

possess people do not intercede with God on behalf of humans; the

presence of possession spirits is manifest only during a possession

state .

Like some spirits, the dead (garibu) can be requested to inter—

cede with God on behalf of their descendants. Most often, though, the

dead are not contacted unless before a person died, he/she said they

did not die "naturally." In such a case, the dying person may request

the family to contact him/her on a certain date at which time the
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sorcerer will be named or revenge planned, or they may ask who was

responsible for the death. To contact the dead, the living require

the services of a specialist known as a bunkoso, who communicates with

the dead or with spirits from a special house designed for that purpose.

Not every village has a communicator currently and even in the past it

seems that the bunkas) served a region. Pehunko has no bunkbsa.

One well-known case of the revenge of the dead involved a woman

who died near Pehunko. Before her death, she asked for a Bariba burial

but her brothers, who had converted to Islam, buried her in a Muslim

ceremony. Shortly after the burial, her daughter was stricken with

abcesses all over her body which no treatment seemed to cure. Eventu-

ally a bunk353 was consulted and contacted the dead mother, who

expressed her dissatisfaction with the burial. After the corpse was

disenterred and reburied in the desired ceremony, the abcesses disap-

peared. Rarely, the dead may be contacted in order to obtain infor-

mation; for example, one daughter asked her dead mother "why do I have

a hard life" and her mother said that "life is transient . . ." The

dead themselves may harm either strangers or members of the family if

they were forced to die an unnatural death (teenage, murder, poison,

etc.) But in general, it is the living who are suspected first in

cases of misfortune, including sickness.

The attribution of responsibility for sickness causation is

based on the Bariba conception of the universe as composed of Opposing

forces (chaos-order; abnormality-normality; evil-good) and of objects

which contain forces (rocks, trees, animals). Man, then, attempts to

manipulate these forces to his advantage. A basic assumption is that

human nature is intrinsically evil and that people, motivated by
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ill-will, will attempt to manipulate the "powers of nature" to their

own advantage by using these powers against others. Man, then, is

potentially dangerous and is expected to attempt to dissipate or reduce

the powers of others, hence reducing their chances of assuring a rich

life. Thus proverbs advise:

Flee Man and Sit in the Sun

The Tongue of Man is Evil and

Man is Difficult

In general, the distinction between natural and supernatural

seems ambiguous in Bariba thinking; there are few "natural" causes of

sickness and/or death other than death apparently due to very old age,

for which the Bariba say Np gpgg:" . . . he arrived.

The classic Bariba response to questioning regarding the

frequency of allegations of "poisoning" (sorcery) is to bemoan the ill

will of others and to cite the proverb "As long as there is betrayal,

there will be poison" (dukiri kun kpa dobonu kun daa gare). "Dukiri"
 

loosely translated as betrayal, or sometimes treason, refers to

situations involving love, money, vengeance, shame. "Dukiri" according

to one old lady usually refers to a situation where someone makes you

unhappy by ignoring expectations. Thus one man works for several years

to win a wife, helping the woman's father in the fields and bringing

gifts and suddenly the woman marries someone else. This is dukiri and

the aggrieved man will seek revenge. When co-wives steal each others'

menstrual rags to use against each other, it is because one wife feels

that the husband has preferred the other. In one case in the village

of Yemasson, a midwife claimed that she had been poisoned (as manifest

bv a swelling in her stomach like a pregnancy, but not a pregnancy)
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when she helped a pregnant woman who was unable to deliver due to the

interference of "an enemy." When the midwife Bouko successfully aided

the woman, the enemy, thwarted by Bouko, attacked her instead. This is

also dukiri.

One old person specified that times have changed-—people now

poison one another for riches or because another has many children and

they have none, but this is not dukiri, it is jealousy (tusira).

Although it seems likely that in the past as well as currently, people

poisoned from jealousy as well as from a sense of betrayal, it seems

clear that whichever emotion is at the root of the actions, Bariba are

wary of the motivations of others and expect harm from both the human

and spirit worlds. Such expectations result in careful attention to

protective amulets, jewelry, medicines, and overall, to secrecy in

dealings external to the household or with close relatives of household

members in other villages.

The alleged goal of the Bariba who seeks to diminish the powers

of his fellow Bariba is to render others weak, helpless, and poor. An

example of the state in which one Bariba might like to see another came

to light when I traveled to a small village with a young woman who

intended to visit her relatives there. We walked through a deserted

compound, belonging to her uncle. Although it was noon, no one was

about; no fires were lit, no cooking underway, and all doors were shut.

The young woman explained that several years ago, that same compound

had been bustling with women and children but due to conflicts among

co-wives, illnesses and deaths, and a fire, only two adult men were

left, with no one to cook for them. "This is the way 'they' like people

to be," the woman said, "with an empty house and no cooking fires."
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"They," representing significant others motivated by ill-will and

aspirations to augment their own benefits were deemed responsible for

the sad state of the uncle's household. Implied in this sequence is

the idea that for one person to be successful in life, others must

suffer and their wealth—-whether cattle, children, wives, or anything

equated with SEE» or power-~must be diminished. One means of weakening

others is to cause them to be afflicted with sickness, often by using

substances such as roots, leaves, herbs, animal parts, to be ingested;

or incantations, or poison which are buried; property of the victim

which will be infused with harmful power by the assailant and lead to

sickness if counter-measures are not undertaken, and so forth.

Sickness, however, is not always or solely caused by human

intervention and it is in this sense that the natural and supernatural,

or the human and suprahuman merge. Even in the case of a death known

to be due to poisoning by another individual, it is said that the hour

of death is fixed by God and "he who God has called is the one whom the

' Sicknesses can be caused by man, witches, sorcerers,poisoner kills.‘

ancestors, spirits, or contact with objects or breach of taboos which

carry the penalty of affliction. Whatever the category of cause, the

power of the forces of the universe is involved, whether in the form of

willful human intervention by manipulation of powers in substances

(sorcery); uncontrollable, inherent power (witchcraft); or powers of

the spirit world which includes ancestors, spirits, and God.

In a discussion of the ontological status of medicine, Glick

conceptualized illness as a subset of the domain of religious ideas

linked via the element of "power, power existing as a manifest

attribute of persons and of objects in their environment"
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(Click 1967: 33). This proposition corresponds closely both with the

Bariba conceptualization and an etic interpretation of the Bariba belief

system. Click then asks "who or what is powerful in this society,"

"how is this power controlled," and "what is mobilized to serve human

purposes?" (Click: 34)

I have already noted that two broad spectrums of power formerly

existed in Bariba society, and continued to exist, although weakened

by the colonial presence and national government until 1972. These were

the secular, political and non-secular domains of power. Within the

non-secular domain were healers, diviners, clairvoyants, spirit cult

members, sorcerers and witches, to mention the most noteworthy.

Although it is the implicit goal of every Bariba to increase his

power in this domain, few succeed--those who do are primarily male;

power increases with age (as well as knowledge and experimentation,

which may also correspond to age) and some elderly women may also

become powerful.

To what does "power" refer in this sense? As Glick defined it,

power refers to an attribute of persons and of objects (33). More

specifically, this power may exist as knowledge; as a capacity to

transcend the human world and communicate with spirits; as an ability

to read the future; a strength of character which acts as a bulwark for

an individual against external forces. An individual may, for example,

manifest his power by facing a tip; and rather than fleeing, hitting it

with a staff to transform it into a rabbit. Another may possess potent

medicines to heal, while yet another may be responsible for communi-

cating with the patron spirits of the village. Those whose primary

intent is to do evil form a special category. This includes witches,
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who are believed to be sent by God, and manifest themselves at birth

(witchcraft cannot be transmitted by blood or milk, in contrast to the

neighboring Gurma and Djerma), and sorcerers, particularly dreaded

being those who utilize poison made from corpses. Witches harm only

their patrilineal kin, as opposed to sorcerers who mainly choose non-

family members as their victims; an exception to this rule is that

during inheritance disputes, kin may attempt to use sorcery against

one another. However, the power which enables one to do good can also

be turned to evil, depending on the motivation of the individual, thus

all power represents ambiguity. According to prevalent Bariba belief,

men are endlessly engaged in a struggle to manipulate the forces of

nature to maintain a precarious balance of good/order/normality and to

concomitantly achieve their own individual ends; the strength or

power which men acquire may be put to beneficial purposes or may be

used malevolently, subject to the baseness of human desires but all use

of power by humans is mediated by the spirit world.

Diagnosis and Treatment
 

With reference to healing, diagnosis "involves ideas about

sources of disease-causing power and treatment involves attempts to

overcome that power" (Glick 1967: 34). The symbolism of fighting and

trying to overcome the power of the disease is evident in an expression

used when the death of someone who has had a long illness is announced--

"u kpanna," he wasn't able (to overcome it).

A distinction might be made between illnesses or sickness, and

ailments (Glick 1967: 39). Ailments are defined by Click as "relatively

‘minor and temporary afflictions lacking significant socio-cultural
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antecedents or consequences" (39) and these conditions he relegates to a

separate category of experience, in contrast to illnesses "which have

named socio-culturally relevant causes and require culturally defined

and socially mediated responses" (39). The Bariba data suggest that it

is the elements of time and gravity of the disorder which determine

whether a condition is, to use Glick's terminology, a mere ailment or

an illness. That is, any ailment pay after a certain time period, be

identified as an illness. Thus an ailment (such as sprains, minor

burns, skin ulcers, infected insect bites) which Bariba consider a

"natural" disorder, carries the potential for progressing to an illness,

or "unnatural" disorder, whether by mis-diagnosis of the original

affliction, or evolution of the condition (cf. Maclean 1976: 289).

The Bariba diagnose primarily on the basis of symptom presenta-

tion or type of death. Figure 3 presents some examples of diagnostic

criteria.

Spirits are rarely the cause of death and only occasionally of

illness; their major function is to intervene with God on behalf of

man. Illnesses of type (2) may be evidence that the victim has

committed some wrong-doing; for example, certain treated substances

(waaburu) may be placed in a field to protect against thieves. The

thief who enters such a field will manifest symptoms such as black

pimple eruption or swelling thus indicating his contact with the

treated substance.

Obstetrical complications will be elaborated in subsequent

chapters. Here, however, it is necessary to state that obstetrical

complications fit generally into the pattern of beliefs and practices

regarding sickness with the exception that intrinsically, pregnancy and



 

SYMPTOMS

1. swelling*

sudden death

death by violence

(e.g., lightening)

. swelling

swollen throat

black pimple eruption

madness

. madness

faintness

cold body

shallow, rapid

breathing

difficulty in

breathing

. "rotting vagina"

5. lingering illness

lingering illness

of elderly

death of neonates

and small children

. epidemic

. abnormalities of

labor and delivery
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ULTIMATE CAUSE

suspect sorcery

sorcery (victim right-

fully being punished

for crime)

sorcery, witchcraft

spirit possession

witchcraft

witchcraft

sorcery

sorcery

old age, God

God, spirit world

spirit world

witchcraft; occasionally

sorcery or breach of

taboo

REMEDIAL ACTION

family of victim

consults a

diviner privately

family or victim

consults diviner

privately

private divination

may be followed by

cult initiation

private divination

private divination

no divination

unless dying

person requests

usually no

divination

public divination

on behalf of

village

usually no divina-

tion except for

repeated OB deaths

in a family

*Death by "swelling" (snakebite, for instance) is particularly abhor-

rent to Bariba; it is said that no one should inherit from a person who

dies in this state. Thus his goods will be destroyed and not divided.

When a person is bitten by a snake, in order to avoid this curse, his/

her head is shaven as a purification, but this may not be sufficient to

ward off death or to allow inheritance. The connection between swell—

ing, snakebite and an "unclean death" seems evident, but unclear.

Snakebite may indicate witchcraft; thus some advocate killing the snake,

checking it to see if it has intestines, because a snake without

intestines is clearly supernatural. Perhaps the horror of the swelling

is linked to witchcraft; death due to witchcraft but manifest in other

presentations, such as during labor, is also greatly dreaded.

FIGURE 2.--Concepts of Sickness Causation among Bariba
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delivery are not considered pathological processes. Rather, pregnancy

is a normal physiological process, and complaints of pregnancy do not

usually require divination or discussions of ultimate causation.

However, should a complication occur, it is then defined as a patho-

logical process and dealt with accordingly, within the general context

of Bariba sickness concepts and beliefs regarding causation of mis-

fortune. This issue will be discussed in detail in subsequent chapters.

However, one complication, tigpiru, is worthy of some discussion at this

point. Tigpiru is a condition that afflicts both men and women but is

most prevalent among married women, especially pregnant women. Tigpiru

refers to a condition characterized by lower abdominal pain or back

pain. Intrinsically it is considered to be an internal growth which,

as the illness progresses, becomes red, takes a round form "like an

' and protrudes through the anus or the vagina. If the illnessegg.'

does not protrude, it may lie flat in the abdomen and cause swollen

legs and feet. Tigpiru is usually considered a "natural" disorder,

likely to afflict women and perhaps men, and home remedies and

specialists' cures abound to treat the condition. However, tigpiru

can also inhibit labor and delivery and in such cases, witchcraft may

be suspected. (Tigpiru will also be discussed further in subsequent

chapters.)

In general, Obstetrical complications are attributed to

adultery, in which case the woman must confess and call out the true

name of the father or the child will refuse to be born; sometimes to

breach of taboo; or to witchcraft by the unborn child. Occasionally,

sorcery may be the cause, but no such instances came to my attention

and Bariba claim they are rare. Witchcraft appears to be the most
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likely explanation for a maternal death, fetal abnormalities or other

severe complications. It is interesting, however, that although infant

witches are a common subject of conversation among Bariba, there is

little mention of adult witches; sorcery, or deliberate malevolence

by adults is a subject of more frequent comment.

Sorcery may be indicated by various symptoms and/or types of

conditions; for example, the abrupt onslaught of a disorder may signal

sorcery, as when a child awakens screaming in the night and dies soon

after. Because sickness is so frequently attributed to sorcery, two

suspected cases will be described. In the first case, a 21-year-old

woman, married and mother of a lS-month-old child, awakened on market

day and began to prepare food to sell at the market. Feeling

abdominal cramps, she went to the fields to relieve herself but was

unable to walk back; she eventually crawled to a house where the women

tried to feed her porridge, but she vomited. Finally, the women

carried her home. The women of her own household asked her what she

had eaten or drunk but she claimed that she hadn't taken anything.

They treated her briefly, and decided she was better. Then she

complained of pains in her legs, so the women told the household

children to massage her legs while they went to market. When they

returned in the afternoon, she was dead. Because of the mysterious

onslaught of the sickness and her precipitous death, sorcery was

suspected (although some women claimed she had tried to abort and had

poisoned herself). Her father, the son of the former village chief,

was convinced that someone was trying to harm him through his child;

the woman's mother, who had only that one living child, was certain

that someone meant to harm her. The young woman was buried inside the
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walls of the courtyard in order to prevent the sorcerer from dancing

on her grave, thus rendering himself invisible and unidentifiable.

The mother consulted a diviner but the family claimed that a definite

result was not forthcoming.

In a second case, as I was walking down a major road of Pehunko,

I heard sudden shriekings and wailings and saw a woman in a household

bordering the road, tearing her hair, and others coming outside. This

was the household of the high Muslim priest, Baalimam, and eventually

it became clear that one of his wives had just died. After several

days, the story could be pieced together. The wife had gone to a

funeral two days before her death. While at the funeral, she had

suddenly felt dizzy and fainted. Neighbors carried her home and

Baalimam called several old men to come and burn medicines (dpkp) to

bring the woman's soul back to her body. Sorcery was already

suspected (perhaps especially because Baalimam was even in the post-

revolutionary period, a powerful man, said to have "unclean hands"

himself, and would be a likely candidate for an attack.) When she

awakened, the woman had a headache so the next day she went to the

dispensary where she was given aspirin. Shortly thereafter, her

menstrual period ceased prematurely; her body became colder and colder,

and she died. Some speculated that the aspirin had caused her death

but most agreed that the fainting and cold body were clear indicators

that someone had deliberately stolen her soul. Although divination was

employed to determine the cause of death and the evil-doer, again, in

this case, the sequel to the divination was not made public and the

family claimed that investigation would be pursued.
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Breach of taboo was also mentioned as a possible cause of sick-

ness. The symptoms presented may depend, in this type of causation, on

the particular taboo--for example, a person who eats salt after a

delivery when it is forbidden will go blind, according to the prescrip-

tion. Neglect of obligations may also cause affliction or even death.

In one actual case, a man died of snakebite, which in this case was

blamed on the victim's refusal to go to the assistance of a sick

brother and sister in preceding weeks.

In sum, sickness may be provoked by various causes; as one

elderly blind woman said regarding her loss of eyesight--it might have

come from God, man, or witches, or in the words of another, sickness is

in the air, in the bush, and all around us. Objects, whether animate

or inanimate, may cause sickness when they have been "charged" with

power by a human. Thus, one rather difficult to classify sickness

allegedly caused by an object is "ampoule." "Ampoule" is a word

meaning "light bulb" in French. Ampoule was described by the healer

who specializes in treating this condition as a sickness of coughing,

paleness and thinness. According to the healer, "from the beginning of

the world" there has been ampoule; but others claim it is caused by

peOple shining a flashlight directly on a person. Yet others say the

sickness is called ampoule because the treatment is cupping and when

the victim is cupped, the disease is removed and it looks white like a

light bulb.

Some Bariba claim that all diseases are caused by man or by the

dead who are irked by a lack of respect or breach of taboo. In the

event of breach of taboo, a spirit will come in a dream during the

night, suck the blood of the victim and sickness will follow, usually
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with vague symptoms such as diffuse pain, feeble body, or impotence.

A diviner will usually be consulted. However, although some claim that

man, by his manipulations, is at the root of all sickness, diseases

exist which seem to be beyond human control and fit purely in the

domain of the spirit world. Two such Sicknesses are "squirrel" (gaagp,

wirugp) and "rabbit" gbigbiku , both of which are caused by contact

with the animals in question. In the case of "squirrel," a pregnant

woman is affected by this condition when she throws food scraps away in

a field and a squirrel gets them; her child will later be stricken with

fontanel ("split head.") This condition, then, is not caused by an

enemy, although one might argue that the woman's own negligence is at

fault. "Rabbit" is caused by the fright a pregnant woman suffers when

a rabbit crosses her path; she may also be affected if she walks in the

urine of a rabbit (albeit unknowingly) or if a rabbit enters the court-

yard at night to eat scraps and it howls . . . subsequently, the sick-

ness manifests itself in the young child. "Rabbit" seems to be a

catch—all for febrile infant convulsions.

A final method of disease causation which should be mentioned is

contagion. which seems to occur only in the case of epilepsy. Epilepsy

may develop if a child has "rabbit" at an early age but is not effec—

tively cured. However, the place where an epileptic falls in a fit

becomes contagious and if the path or ground is not burned, others who

pass by the same spot may become afflicted.
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Divination
 

Not all Sicknesses require divination to determine the cause of

the disorder. As previously noted, severity of symptoms and duration

of the complaint seem to distinguish between "natural" and "unnatural"

conditions. An unnatural condition is likely to provoke questions

regarding causation and thus require divination. When questions of

ultimate causation arise, a diviner (E332) may be consulted (bikiaru:

consultation, "an asking"). In Pehunko diviners include Muslim glifa

who use techniques of divination involving the Koran such as Z§.§§E

where a stick is held between the pages of the Koran; the name of the

suspected guilty party is called (four times for a woman, three for a

male) and Bariba state that the pages will grab the stick if the correct

name is called. Non-Muslim diviners employ a number of techniques of

divination. Primary among these are throwing and reading cowry shells;

reading dregs of millet beer left in a gourd; and reading sand thrown

on the ground.

The most powerful diviners are members of spirit cults, partic-

ularly the sambani cult (see chapter 5) who are alleged to be clair-

voyant, whether in or out of a trance state. Members of another cult,

bukakaaru, on the other hand, can sometimes read the future or deter-

‘mine causation of misfortunes while in a trance, which only occurs

during cult dances, while the musicians are playing. Only the sambani

diviners, then, can be approached at any time for a consultation. In

those non-Muslim Bariba villages which have a special person, usually

a woman, responsible for communing with the ancestors (2233;: spirit

person), people seeking a diviner may consult the bppgi_at a house

uniquely designated for that purpose and the diviner will request
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information from the dead. Pehunko did not have a pppgi_and in fact,

most of the surrounding villages had no officiating REESE: allegedly

because it is now hard to find people willing to take responsibility

of replacing those pppgi_who have died.

In all cases, those who consult a diviner must bring a sacri-

fice, usually fowl; however, a serious divinition may require a bull.

Diviners are, of course, consulted for other misfortunes than sickness;

for example, one Pehunko Bariba consulted for the death of three bulls

in a row--the diviner suggested jealousy among neighbors of his

involvement with a United Nations draft animal project, and the

consulter has since moved to another village. Another consultation

involved a child who was particularly cross and irritable and the

child's mother sought to determine whether it was his character, an

illness, or due to human intervention. Theft is another type of

incident which often leads to divination.

Most divinations regarding sickness are private affairs, some-

times involving only the afflicted individual, and more often,

involving the immediate family (or such family as is in residence with

the sufferer). Suspicious deaths may, however, provoke more extensive

participation among kin of the deceased. Divinations are not routinely

held when a death occurs-~as one diviner explained.

A person chooses his death before he is born. Therefore if you die

a death which is not likely to be the death you chose, your kin

will know you died an unnatural death and they will consults a Eggg.

to find out how you died.

The interpretation of a natural as opposed to an unnatural death permits

a certain flexibility in determining the need for a consultation; those

deaths most certain to be perceived as natural are deaths of infants
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and small children and deaths of old people. However, repeated deaths

of small children in one family or of one mother may be cause for

suspicion either of sorcery or an 2233! child (cf. Maclean 1976; Gillies

1976 for similar beliefs among Yoruba, Ogori respectively) which is a

child with mystical powers who dies and is reborn in the body of each

succeeding child unless steps are taken to prevent the child from

reappearing.

Of those divinations which received widespread attention in

Pehunko during the research period, both involved cases of suspected

sorcery (see page 93). However I was unable to obtain the results of

those divinations due to outright denials by family members of having

obtained an answer from the diviner. In each case, village gossip had

it that the head of household had so much "evil on his hands" that his

enemies were numerous and anyone might have attempted to seek revenge

against the head of household through afflicting the victim. (In one

case the head of household was the chief Muslim priest for the village;

in the other he was the eldest son of the former village chief.) No

public accusations were proffered in these or any other cases during

the term of the project. (I was unable to ascertain whether public

accusations were held in the pre-revoluationary period; the village

chief apparently dealt with such disputes on occasion but I have no

empirical data on this topic.)

Public consultations do occur in some instances. One public

divination which was held involved a regional epidemic of measles. In

this event, a diviner was consulted to explain the occurrence and

offered a remedy to reduce the extent of the misfortune. Thus the

village of Tobre, 14 kilometers from Pehunko, consulted a diviner who
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ordered all the children of the village to have their heads shaved in a

special design in order to protect them from illness and a skull was

placed on a pole outside the village limits to serve as a kapgi, an

object or medicine used for group protection. Another sort of public

divination which has not been held since the Revolution of 1972

involves the crying of the fetish rocks of Pehunko. Customarily, a

certain Bariba family is reSponsible for listening to the rocks and

interpreting the meaning of their signals to the village. The rocks

in the past served as portents for village-wide harvest failures,

epidemics and other misfortunes. However, no public interpretations of

omens have been offered in the post—revolutionary period due to govern-

ment restrictions on traditional ceremonies and rituals.

The Use of Substances
 

The role of human intervention in sickness causation and in

healing is predicated on the knowledge and techniques of substance

manipulation. Skillful use of sutstances may therefore enhance a

person's power, whether the substance is used for good or malevolent

purposes (see pages 87 and 88). Words, or incantations, may then be

combined with the substances for heightened effect. Substances range

from inanimate objects (rock, earth, metal) to roots, leaves, bark,

animal parts, grasses, seeds, and so forth. The principles on which

these substances are presumed to work vary. Where substances are

intended for harmful purposes, it seems most often that the principle

of "contagious magic" applies. That is, whatever the sorcerer "does

to a material object will affect equally the person with whom the
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object was once in contact, whether it formed part of his body or not"

(Frazer 1922: 11-12). Bariba will advise that at dusk, all personal

and household property should be brought into the house or they might

be employed in poisons. (Poisons are not necessarily ingested although

the Bariba are known for these too, but may be buried, hidden, etc.)

For example, the porridge stirring stick, pots, items of clothing, hair,

fingernails, earth where a person urinated, can all be used against one.

Similarly, if an unseen voice calls and greets a Bariba, he/she should

not reply without knowing who is Speaking or the respondent's voice

may be captured and used to cause the owner harm.

A popular form of sorcery between co-wives is for one to steal

the other's menstrual rags and use them in preparing a product to

cause some affliction. One such procedure involves washing the rags in

the river which never dries up so that her menses will flow continuously

(this procedure combines homeopathic and contagious principles, as do

others.) Much of Bariba healing and sorcery operate in general

according to the principle that "things act on each other at a distance

through a secret sympathy" (Frazer 1922: 12).

A wife may render her husband impotent by wearing a special

leather belt with an amulet containing some portion of his body and

calling his name, whenever the husband attempts to have sexual relations

with one of the other wives. (This example is taken from a case in

Kouande where a man divorced his wife and sent her home for this

reason.) Additionally, a person's footprint can be captured and used

in sorcery and less directly, objects may be buried or hidden with the

intent of working on some portion of the victim's body; for instance,

a jealous woman was alleged to have buried a poisoned metal spike under
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a path where her co-wife would walk, causing the co-wife to become

afflicted with a grotesquely swollen leg.

Most Bariba are concerned with protective measures or counter-

sorcery products, and in many households, the elderly men and women

are responsible for fabricating such prophylactics as amulets, which

may contain powered substances, paper with writing from the Koran

(in Muslim families); rings or bracelets cooked in a special brew over

which incantations have been pronounced; and packets with a base of

dried grasses, which are burnt and the smoke protects against sorcerers.

Protective devices are also sought against enemies in war, wild animals,

snakes, and so forth. Because of the prevalence of discussions on the

subject of sorcery, repeated attempts were made to determine the

frequency of actual sorcery accusations; however, although on occasion

a person was identified to me as a witch or sorcerer, no instances of

public accusations came to light. When asked what an individual does

if he/she becomes aware that a sorcerer is attacking informants replied

that a person in those circumstances will prepare or have prepared a

counter-poison or follow the instructions of a diviner but will not

necessarily accuse the attacker even if the identity is known. It seems

possible to me that the lack of accusations is a recent phenomenon,

related to the increasingly stringent government restrictions on

customary law and ritual. In contemporary times, accusations may

either be rare or so secretive that an outsider would have difficulty

obtaining information on the subject. It does seem clear, though that

if, because of a dispute or the deathbed words of someone, a sorcerer

is known, the reaction depends on the strength of the victim or victim's

relatives. If the sorcerer is stronger, the revenge would be left to
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God; if not, a counter-poison may be prepared.

If a person has been identified as a sorcerer, in the future,

others will be wary of the person and protect themselves. For example,

a young woman of Doh was alleged to be a witch and had been held

responsible for various misfortunes from her childhood. Other women

who had grown up with her remembered that as children, they were warned

not to walk on the same path with her or play with her. As an adult,

she had difficulty finding someone to marry; it seemed that every man

with whom she came in contact died. Finally, she married but her

husband died within three months. This woman was not formally accused

of witchcraft or sorcery but was avoided in the village; one pregnant

woman who encountered her on the road prepared an anti-sorcery product

to wash in immediately upon arriving home, in order to protect herself

and her baby.

Medicines

I have already noted that the line between a poison and a

medicine may be tenuous; a horse's tail, to cite one example, may be

used to bring back the dead (from a coma); to accelerate a delivery;

or cause a sickness, when the sorcerer flicks the tail and calls the

victim's name. Nonetheless, for analytical purposes it seems accurate

to distinguish a poison, intended to cause harm, from a medicine,

defined as "any substance used as part of a response to illness in the

expectation that some of its power will augment that of the patient"

(Glick 1967: 38). Medicines frequently operate via the principle of

homeopathy, or imitation; that is, "like produces like." Accordingly,

medicines work by producing or representing an imitation of the desired
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result; in other words, the underlying assumption is that an effect

resembles its cause.

Examples of cures deriving from this principle abound. To

describe a few, a baby with weak legs may be washed in an infusion of

small prickly leaves. The baby will acquire strong limbs and learn to

walk quickly because the spines of the leaves will prick endlessly so

that the baby will always want to rise up, not to sit down. Similarly,

to wean a recalcitrant child, a medicine is prepared from an herb which

produces milky sap or from a tree whose bark exudes a milky liquid,

both saps resembling breast milk. A preventive medicine for measles or

smallpox involves drinking water from a gourd which is covered with

bumps like pustules, and a cure for flatulence is to drink an infusion

prepared from a leaf which grows in a folded shape; this infusion will

cause the anus to remain shut like the leaf. In obstetrical care, a

prime example of the homeopathic principle is the procedure of dropping

a medicine gourd from the head of the woman so that the baby may "fall"

as the gourd fell; sometimes the birth attendant cries "baraka," "a

blessing,‘ as the gourd hits the ground, to represent the blessing when

the baby is actually born. Similarly, a midwife may remove a dirt-

dopper insect's nest from the wall, crush it and rub it on the partu-

rient's abdomen because "the dirtdopper has no children of its own, yet

it removes them from a nest. May the midwife likewise remove the child

from the stomach of its mother."

Not all medicines are based on the homeopathic principle. Many

involve a complicated mixture of components: to accelerate labor, for

instance, the special medicine of one midwife consists of the following

ingredients, prepared as indicated:
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The Brown Powder: Slowly toast a whole mouse in an earthenware pot

over a low fire. (Stir frequently.) When it is very dry, grind

the mouse on a grinding stone.

The Black Powder: Slowly toast a whole viper in an earthenware

pot over a low fire. Follow instructions for mouse.

Dosage: In case of slow labor, give small quantity of powder in

some water in a gourd, followed in a few minutes by same quantity

of black powder.

The function of most medicines, especially those which work by

imitative means, seems to be to compensate for a deficit in the indi-

vidual and to bolster the ill person against the forces of the disease.

Medicines come in a variety of forms. These include:

219: Generic term for medicine, also medicine to rub on the body.

Tiwaaru: Medicine to soak; the water is used in a sauce or drunk

straight.

Tigp: Medicine to wash with.

Timbuuru: Medicine in powder, such as ground roots, to ingest, usually

in sauce or gruel, sometimes snuff.

.2253: Medicine to burn which heals or protects by smoke.

In addition, scarring may be utilized to relieve pain and swelling and

' and bad abcessescertain conditions such as sprains, bruises, "ampoule,'

may be treated by cupping using a cow's horn placed over many tiny

knife cuts (p§_giuk§pgugi£§, they planted a horn on him . . . cf.

M. Last in Louden 1976 on related terminology and practice among the

Hausa.) After cupping, for 15 minutes or so, the "bad blood" is

removed.

The type of medicine used depends on the disorder; a combination

of forms may be employed simultaneously or consecutively in treatment of

one disorder. In obstetrics, medicines to wash in and to ingest in
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powder form are particularly preferred but infusions are prescribed.

Conclusion
 

To conclude, Bariba believe Sicknesses to be caused by malev-

olent agents, either human or non-human, who bring their power to

provoke affliction to bear against the strength of the victim. Few

Sicknesses are considered "natura1;" usually a disorder is attributed

to the ill will of another individual who has tapped the power of

substances to cause harm. The victim's response, correspondingly, is

to attempt to protect himself and possibly to retaliate by the same

means. The victim may treat himself, or herself, or may seek assistance

from more knowledgeable persons, depending on personal circumstances;

often an elderly male or female relative of the household will be

consulted first, followed by respected neighbors, and in the case of a

prolonged affliction, specialists of regional fame may be consulted.

What, in summary, does it mean to a Bariba to be "sick"?

First, sickness refers to a state of abnormality or deviation; a sick

person is not in a state of well-being. A sick individual may be

designated as such by a general term (u bars: he/she is sick) or

specifically (u bwisirubara: he/she has abcess sickness; u busuka baggz
  

she has measles); other Sicknesses do not include the generic term

  
23113, for example u kesukumz): he has diarrhea, or u tunra m3: he has a

cough. A person may be labelled as sick whether or not he/she is

capable of continuing routine daily tasks; however, it is at the point

where such responsibilities cannot be accomplished that a sickness

receives serious attention, such as consultation with a diviner.

Exceptions to this are appearance of striking symptoms such as a feeling
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of being gripped in the chest and unable to breath (indicating sorcery)

which may provoke an immediate consultation to determine the cause of

the complaint and appropriate treatment.

Reviewing the chart of symptoms on page 89, one finds that the

major causes invoked to explain sickness include God, spirits, sorcery,

witchcraft and breach of taboo. However, it is important to emphasize

that not all conditions are immediately deemed due to maleovent inter-

vention nor is causation always explicitly contemplated. Gravity or

severity of symptoms and prolonged duration of the disorder are critical

in leading to a concern with causation, divination and consultation

with specialist practitioners. Although it is tempting to attempt to

correlate all sickness episodes with mystical causes, it seems prefer-

able to follow Gillies' approach in a recent article on the Ogori of

Northern Nigeria. She states that in contrast to the conclusions of

Evans-Pritchard and Turner that Azande and Ndembu attribute sickness,

whatever its nature, to witchcraft and sorcery ". . . the Ogori view

of disease seems much more differentiated, more flexible, less

implicably reductionist" (Gillies 1976: 377).

Gillies' conclusion seems particularly relevant when one

considers the familiarity of most Bariba women with botanical prepara-

tions and other remedies for commonly experienced ailments; such

remedies are often shared and traded by women as the need arises, but

without immediate concern for wider questions of etiology.

Obstetrical complications fit generally into the pattern of

beliefs and practices regarding sickness with the exception that

intrinsically, pregnancy and delivery are not considered pathological

processes. (See chapter 7 for further discussion of this issue.)
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Pregnancy is considered a perilous state, requiring attention to

certain taboos and recommended behaviors; however, until an abnormality

or complication presents itself, pregnancy and delivery are not cate-

gorized as afflictions parallel to such disorders as "ampgplg," hernia,

measles, syphilis, and so forth. If a complication dggg arise, it is

viewed within the general context of sickness causation (as caused by

powerful pathological agents) and treated with preparations from the

array of forms of treatments which comprise Bariba medicine but the

pharmacopeia is relatively unique to obstetrical complaints.7

Pregnancy, then, is considered a normal state and a reasonable

range of complaints of pregnancy are also considered within the normal

order of events. Complaints of pregnancy do not require divination or

discussion of ultimate causation, and are treated by home remedies or

possibly by a particularly knowledgeable friend or neighbor if the

complaint is not responsive to family efforts. The most common

explanation for complications of labor and delivery, from among the

typical causes invoked to explain sickness, is witchcraft. Other

explanations such as sorcery, breach of taboo, or unconfessed adultery

may be invoked on occasion but the most readily suspected cause of an

obstetrical complication is witchcraft. This witchcraft is manifest

-ipnptg£g_in the form of witch babies, who seek to harm or kill their

mother. One possible effect of this explanation is that accusations

of witchcraft are not common in cases of obstetrical complications

because the existence and malevolent actions of a witch baby are

believed to derive from God, not from human efforts to cause harm.

However, if a woman experienced repeated obstetrical complications
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(or delivery of witch babies) a diviner might be consulted to determine

the reason for God's displeasure.

In the introduction to this chapter, the hypothesis was put

forward that decisions regarding the utilization of alternative medical

services are largely derived from the diagnosis of the problem at hand

and that treatment of a disorder is related to ideas of sickness

causation. Correspondingly, in the event of obstetrical complications,

the possibility of witchcraft as a causative factor will be expected to

influence the actions of parturients, their families and birth atten~

dants in selecting therapeutic options in that the practitioner or

service selected for treatment must be considered competent to treat

the disorder, as it is diagnosed. Logically then, a specialist in

obstetrical complications will be expected to possess an armamentarium

designed to confront witchcraft in a delivery setting.

The implications of this conclusion will be discussed further

in subsequent chapters dealing with characteristics of Bariba midwives,

beliefs and practices regarding birth, selection of a birth attendant,

and utilization of national health maternity services. The next

chapter, then, will continue the examination of the sociocultural

context for decisions regarding maternity service utilization with a

discussion of beliefs and practices surrounding reproduction, and is

intended to provide a more focused perspective on cultural factors

affecting choices of obstetrical care among Bariba women.



 

CHAPTER IV

BELIEFS AND PRACTICES SURROUNDING

REPRODUCTIVE PROCESSES

The preceding chapter considered the range of beliefs, values

and expectations that comprise major assumptions upon which therapeutic

choices are based in Bariba society. In this chapter, one particular

dimension of Bariba culture will be presented and discussed--that is,

values, beliefs and practices regarding reproductive processes. An

understanding of these processes, which include menstruation, concep-

tion, abortion, menopause, and sterility is pertinent to this study

because of the role which ideal constructs regarding reproduction play

both in influencing and justifying choices which arise in relation to

various reproductive processes and associated events. This discussion

of reproduction will precede a consideration of the status of women in

Bariba society and reproduction as a domain of female responsibility.

In chapter 1, it was suggested that "people usually d2 have

choices to make, not the least the choice whether to conform to the

appropriate norm and role expectations . . ." (Heath 1976, quoted on

page 26). Further, individuals are postulated to make choices derived

from wants, goals and values which comprise alternatives provided in

the context of a particular culture. Thus decision-making involves

individual evaluation and strategy within the constraints of "symbolic

and normative frames" (Lingenfelter 1977: 344). In the present
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chapter, a consideration of cultural definitions of reproductive

processes will illustrate the body of "guidelines" which a Bariba woman

acquires during childhood, adolescence, and as a young married woman

and upon which decisions regarding obstetrical care may be based and

categorized as appropriate. Although such decisions may appear to be

sudden, or based on an on-going situation, the decision moment is

actually the endpoint of a process in which a range of expectations,

past experiences, and current events and alternatives are evaluated.

This discussion is primarily based on information acquired from

women; originally it was assumed that it would be productive to inter-

view both men and women regarding the issues under consideration.

However, men consistently referred questions to elderly women whom they

claimed to be more knowledgeable. This is not to imply that men had

no beliefs or values regarding reproduction but that due to problems

inherent in this society in a female interviewer persistently

questioning men regarding reproduction, most information, if not

otherwise specified, is derived from women.

Menstruation and Cliteridectomy
 

Every Bariba girl is expected to undergo a cliteridectomy prior

to her first menstruation. Currently, girls are circumcized at about

the age of 6 or 7; young women aged 18 to 20 claim to have been cir-

cumcized at ages 8 to 10 and older women state that girls used to under-

' closer to the onset ofgo the operation when they were much "bigger,'

menarche. Traditionally, girls wore no clothes, only heads at the

waist, until after the cliteridectomy ceremony. Attempts to obtain

explanations for the necessity of the cliteridectomy elicited only the
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remarks that (1) if a woman retains her clitoris, when she delivers a

baby, the baby will touch the clitoris and die; and (2) if a woman has

a clitoris, other women will mock her "thing." Men and women allege

that a woman who has not had the cliteridectomy will never find a

husband and will be ashamed all her life. Briefly, the procedure is

as follows: (based on examples reported from the villages of Doh and

Pehunko)

1. Each year when the millet flowers bloom (December), little girls are

grouped by neighborhood and/or clusters of those "whose parents are

ready." There may be as many as ten groups. Each group eats together,

' "camp"

going from house to house to taste a dish. There is no girls

outside the village as there was 20 years ago for boys.

2. On the day of the ceremony, the girls go to warn the patron spirits

of the village and pray at their site (e.g., the black rocks of

Pehunko.) Subsequently, their heads are shaved as a symbol of purifi-

cation. At mid-morning, the girls begin to dance in a circle, singing

verses which they repeat after one of the supervising adults (see

Appendix B). One by one, the girls are grabbed from the circle and

cut, with one person holding their feet and another the chest; mean-

while, the others keep singing. As each is cut, the adults cry "a

' a remark also made at the boys'blessing, she has come out of shame,‘

circumcision ceremony. If the girl starts to cry, an adult stuffs a

fruit in her mouth (one sort for aristocrats, another for commoners)

and the girl is given gruel with medicine to prevent fainting. When

all the girls have been cut, they are washed and a dressing of chewed

bark and butter, molded into a form to hold the wound in shape and

prevent scarring is set in place. The girls are then shown how to wear
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rags to absorb the bleeding. After about two weeks of having the wound

cleaned twice daily, the groups of girls meet again and bury their rags

towards the west and run away from the grave without looking back,

to ensure that the clitoris does not grow back. They then dress in

their best clothes and mothers' jewelry and traipse from house to

house receiving greetings and gifts of small sums of money. The

circumcizer (sinburo) is paid in cash, the amount varying depending on

whether the client is a commoner or aristocrat. No group ceremonies

were held; girls in Pehunko were operated on individually or in 2's

or 3's although small groups did go calling together. Accounts vary as

to whether in the past, girls slept together at an old woman's house or

merely ate together and were washed together daily.

As the verses from the ceremony suggest, the girls did not

receive sex education at this time; via songs and chants they are urged

to behave as dutiful, well-behaved women and to adhere to certain

taboos while recovering from the cliteridectomy. Neither are the

girls informed regarding menstruation, although the cliteridectomy

serves in one respect as a model for behavior when a girl begins to

menstruate. At that time, a girl may be astonished to find blood

flowing from herself and will ask an aunt, grandmother, or occasionally

her mother, for the meaning of this occurrence. She will then be told

to wear a rag as she did after the cliteridectomy and to wash the rags

in the same way as she did then. (In fact, menstruation is referred to

euphemistically as "on the rag.") Some girls were told when shown how

to wash the rags for post-cliteridectomy use to remember this time

later but with no fuller explanation than that. Many women say in

retrospect that they were afraid at their first menstruation but didn't
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even tell their mothers or aunts, out of embarrassment. They remembered

the rags and had observed older sisters or other women occasionally

drying rags or overheard conversations regarding menstrual problems,

and took care of themselves.

The fact that the girls do not publically announce the onset of

menstruation was remarked by one matrone during a discussion of

marriage ages; she noted that it would be impossible to adhere to a

rule regarding marriageability in relation to menarche because so often

one doesn't know a girl has begun to menstruate for several months.

Taboos associated with menstruation are learned subsequently, and

include the prohibition against sexual relations, against entering the

chief's room, and against cooking or preparing certain foods such as

shredded yam (wassa—wassa), a food which "likes cleanliness." In
 

addition, women should not do the wash or their menses will cease before

they grow old, which is a serious problem. Women are also prohibited

in general from touching or preparing medicines, or other substances

while menstruating because their contact will destroy the power of the

medicine. This prohibition greatly affects the potential for women to

acquire both competence and prestige as healers since they must reach

menopause before acquiring the freedom to work consistently in this

domain. In principle, women could work with medicines between

menstrual periods. However, in reality, they may be prohibited from

doing so. For example, I went to call on the chief with an EurOpean

man; during the visit, the chief took out his poisoned arrows to show

the man and I reached for one and began to examine it. With an

expression of disgust, the chief took it away from me, remarking to one

of his elders that I might be menstruating. I said that I was not;
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no one responded to this inappropriate comment directly but after

sending several small boys out of the room, the chief commented that

you couldn't believe a woman when she said she was not menstruating

and in general it would be better to keep women and powerful substances

out of contact with each other.

Conception
 

Producing numerous healthy offspring, "as many as God will

send," is a primary goal of both husband and wife in a Bariba family

(see chapter 5), as throughout rural Africa. Although conception is

believed to require both the man and the woman, it is the male

contribution which intrinsically stimulates the development of the

fetus; if a woman produces only girls, however, the fault is hers.

In general, the women attributed a role in conception to God,

man, and woman, and one informant added Muslim saints. The underlying

assumption was that man and woman come together with the help of God

and may or may not produce a child. It is as if God "charges" the

substances of man and woman to bring them to life as a fetus. To

several informants, a woman contains eggs in her body which the sub-

stance of man enters, to produce a child; each egg pp§t_become a child.

That is why contraception cannot work until a woman has had all the

children waiting in her eggs; she cannot stop until the process is

complete. This belief was recorded both in response to direct ques-

tioning and spontaneously when the following incident occurred. A

woman about 35 years old with five children was visiting me with her

2-year-old. Two old men came to call; they greeted the woman and in

the course of the conversation which followed, asked her where her
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"baby" was. She pointed out the 2-year-old as her baby. They then

urged her to have another now. She remarked that she had five living

boys and although she would like a girl, she would rather stop having

babies and engage in trade. The men sternly told her that unless she

had used up her eggs, she would be obliged to continue having babies.

Conception is not believed to be more likely during any partic-

ular time of the month; however, sexual relations are prohibited during

menstruation. Another variant explanation of the process of conception

refers to sexual relations--after sexual intercourse, the semen of the

man remains inside the woman until her menstruation, whereupon the blood

and semen flow out together and are expelled. If pregnancy occurs, the

blood and semen remain inside the woman and are incorporated into the

fetus. This explanation surfaced in discussions regarding menopause,

when women stated that a menOpausal woman should not have sexual

relations because the semen would have no means of being expelled.

Thus it would remain in the body and cause her stomach to swell.

Tumors of the uterus or stomach region may also be attributed to post-

menopausal intercourse. However, although everyone seemed knowledgeable

regarding menopausal women and sex, some were not familiar with the idea

that the fetus is produced from blood and semen; others, when the blood

and semen hypothesis was presented to them, considered it and said it

could be correct, but only God knew.

Most women, whatever their belief regarding the original sub—

stance of the fetus, claim that the fetus develops within the woman via

the food which the mother eats (although one matrone claimed that the

fetus would develop regardless of the diet of the mother); the fetus is

believed to hang suspended in a sac in a cavity which stretches from
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sternum to pelvis, so that the food circulates around the fetus and is

hence absorbed or eaten. (A baby with a MOngolian spot was allegedly

burned by overly hot food eaten by the mother.)

The fetus, then, does not develop within a special organ

comparable to the uterus, which is permanently anchored within the

woman's body. Rather, the fetus hangs suspended in the central cavity

of the woman, but covered with a membrane referred to as marutu. This

term is significant because of preferred means of coping with obstet-

rical complications and also in the preparation of certain obstetrical

medicines, of which more is discussed later. Marutu, analyzed

etymologically, means: 9352 (to be born); t2 (that which makes); tp

is that which one uses to make, as in pkg t2, that which one uses to

cultivate. In common parlance, marutu refers to the place where the

child rests within the mother but the term used most specifically seems

to refer to the amniotic sac, fragments of which can sometimes be

observed during the delivery. As will be described more fully later,

because the fetus and placenta are alleged to rest together inside the

marutu, both the fetus and placenta should be expelled simultaneously.

The expulsion of the marutu is not a matter of concern but delay in

expulsion of the placenta, as part of the fetus, results in consterna-

tion (see chapter 8). According to several matrones, the most

effective Bariba medicine for a retained placenta was made from the

marutu of a mare. This substance had to be collected in a certain

village, Banikoara, when the mares foal, at one time during the year.

(It is not clear to me whether they were really using placental frag—

ments.) The technique of preparing this medicine seems to be lost, at

least among matrones of the Kouande District. MOreover, knowledge of
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the more esoteric meaning of marutu (sac, as opposed to 'place where

child rests') seems limited to certain very old matrones.

Development of Fetus
 

The stages of develOpment of the fetus are described uniformly

by all informants. During the first three months, the girl fetus

resembles a frog and the boy a lizard. In four months, all its parts

are present, but in miniature and thereafter, the parts increase in

size until the pregnancy is at term (10 lunar months.) In the

seventh month, the fetus is viable, though small. Special precautions

are taken with such a child; for example, the water in which it is

washed is saved for two more months and then thrown out. The baby

born at eight months, on the other hand, is not called "a delivery" at

all, but a miscarriage, and is expected to die. It is not even a

baby--it is an abnormal creature, whose body has reverted to blood,

with no form. As one woman said, it is as if you basted some sewing and

before you sewed it on the machine, you took out the basting threads

so that nothing was left but the pieces. This belief is intriguing

because it has been recorded for other ethnic groups and regions (e.g.,

in Cebu and for Appalachian whites). Another notable point raised by

the stages of development issue is that women seem to be expected to

keep track of the months of their pregnancy, although in personal

encounters, women often claimed they did not know. Possibly disclaiming

knowledge was due to embarrassment. Matrones state that although a

person (including the mother) cannot know the day or week of the

anticipated delivery, the matrone who has a pregnant woman in her house—

hold and can observe her growth can estimate in which month she is ready
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household and can observe her growth can estimate in which she is

ready to deliver.

Contraception
 

As far as I was able to determine, the Bariba pharmacopeia does

not include a contraceptive to be ingested or inserted. The forms of

contraception preferred are for the woman to wear a special amulet on

a belt around her waist (these are fabricated by men) or most directly,

for her to separate herself from her husband; she might, for example, go

home to her family during the nursing period of her first children. The

former Land Chief of Pehunko proclaimed on this subject: "a woman who

doesn't want to have a child might Chew.§§§§ (potash) and spit it on the

grave of the ancestors and pray. But she would do better not to go to

the room of her husband."

In fact, contraception is rarely sought, given the local

emphasis on childbearing, except when a prior child is too young to be

weaned, or sometimes in the case of schoolgirls. (Sexual relations

while nursing are prohibited due to the explanation that semen will

pollute the breastmilk and cause sickness in the nursing child.)

Other than through abstinence, then, contraception seems rarely to be

attempted. However most women do nurse their babies at least to the

age of 20—months and abstain from sexual relations during this period,

resulting in an effective child spacing system.
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Abortion

Abortion, contrastingly, is more frequently encountered,

although it is abhorrent to Muslims and non-Muslim Bariba alike on

grounds of destroying life and being "unnatural," counter to the ideal

role of women, and so forth. There are several sets of circumstances

in which abortion might be deemed necessary, or at least, the lesser of

two evils. One is that mentioned above--when a woman becomes pregnant

before her child is old enough to be weaned (20 months approximately).

Should she not have an abortion, others will know that her husband came

to her room and she will be ashamed. A Pehunko woman who became preg-

nant when her previous child was 16 or 17 months old was much

discussed, if not mocked. Another situation where abortion might be

attempted is that where a woman becomes pregnant while her husband is

away from home, or when a woman becomes pregnant and cannot name the

father. The latter instance is one of the most shameful occurrences

conceivable to Bariba because a child must know its father's name and

clan to receive its own name. A baby with an unknown father would

receive mocking greetings from others such as "hello baby . . . baby

who?"

In contemporary times, abortions are perhaps most common among

schoolgirls, who seem to get caught in conflicting goals--to finish

exams, to have a child, to comply with a schoolmaster's importuning.

One death occurred in Kouande in 1976—77 from an abortion attempted by

a secondary schoolgirl, while seven deaths were known in the provincial

capital of Natitingou. In the customary approach, abortions were

provoked by ingesting such products as an infusion of barks or leaves

or indigo dye mixes. Usually a woman who wanted an abortion would
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secretively consult an elderly woman of her own family (or possibly her

husband's family, if he knew) and request a medicine. No medicines to

insert in the vagina were used. Currently, in addition to the customary

medicines, women use kerosene, gasoline, and European medicines, partic-

uarly quinine products. MOst deaths have occurred from overdoses of

quinine. (This information was obtained from schoolgirl informants in

Natitingou but further information on products used as abortifacients in

rural areas could not be obtained due to the secrecy surrounding this

subject.) MOreover, the young women who periodically consulted their

aged relatives for me regarding such matters might have been miscon-

strued had they persisted in questioning their relatives regarding

means of provoking abortions.

Sterility

Conception is said to derive primarily from the man, although

the function of the woman's contribution is delineated. Constrastingly,

sterility is tacitly assumed to be the fault of the woman, except under

certain circumstances. If, for instance, a man has had several wives

and none have produced children but at least one has married elsewhere

and had children, by deduction, the man is believed to be sterile and

should seek treatment. Usually, unless a man is impotent, he is

assumed to be capable of fathering children (Frankenberg and Leeson

1976 describe similar beliefs in Lusaka). If a couple has been married

for a year and the woman has not become pregnant, she will probably

seek a medicine from a relative or neighbor.

One such case was that of Zalia, who was married at 19, had no

children after one year of marriage, and her husband was speaking of

taking a second wife. She had a neighbor who treated her "just like a
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younger sister." This neighbor prepared her a medicine in liquid form,

gave it to her in a beer bottle and told her to take it throughout the

month, a swig at a time. She became pregnant the second month. If she

had not become pregnant, she probably would have consulted a specialist.

Most sterility specialists are old men (few matrones handle

sterility cases; see chapter 6) although one old matrone near Pehunko

was noted for her successful treatment of sterile women. This old

woman was a leader of a spirit possession cult and was singled out by

her penchant for living all alone in a house about one kilometer in the

bush from a small village called Fwabwereku. This woman, who looked to

be about age 80 at least, was a clairvoyant who threw cowrie shells to

read the cause of the sterility. After divining, she would prescribe

roots or medicines to wash in to remove the sterility and if conception

occurred, the client would then pay her. (This diviner is an example

of one who combined divining and herbalist functions.)

Divining in a case of sterility would be expected to elicit a

limited number of causes. One cause is simply ”mismatched blood"

between the man and woman, which prevents conception. A much dreaded

cause is the curse of either spouse's father's sister, which is

extremely difficult to remove; sorcery can also be responsible for

sterility but is less critical because it can be counter-acted,

whereas father's sister's curse must be analyzed, retribution offered

for the offense, retribution accepted, and so forth. Impotence in a

man and more rarely sterility in a woman may be blamed on the mother

who let breastmilk drip on the genitals of the nursing child. For

this reason, babies should be clothed or covered while nursing. Other

explanations for sterility included the belief that a young woman who
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tried to work as a midwife in a clinic and who had had no children

herself would become infertile. The young woman did not conceive

after 2 1/2 years and eventually went to a specialist in another town;

she now has a child.

The curse of sterility is perhaps the most dreaded fate to

either a man or woman. As one Bariba woman aged 18, married three

years and with no children said, a woman who cannot get pregnant has

no shame--she would run down the street naked if it would help her

have a child. Sterility is a terrible fate, as manifest in the

burial procedure for a person who dies without children--the lower

back of such a person is broken (or beaten) before burial and the

person is buried facing west, so that the misfortune may go down with

the sun; this grim burial also symbolizes the obscurity and uncertainty

brought when the sun sinks in the west, the west generally representing

unhappiness and misfortune.

Conclusion
 

In conclusion, this review of beliefs and practices regarding

reproductive processes underscores the importance attributed to

fertility and the concomitant affirmation of conception and birth as

events of primary value. Correspondingly, deliberate abortion and

sterility-~both of which represent a symbolic opposition to fertility

and birth are defined as abhorrent, although socially acceptable

explanations for their occurrence exist and can be drawn upon, depending

on the situation. Thus abortion may be a necessary option to preserve

honor although in a larger sense it is a shameful choice. In contrast,

sterility is not a deliberate choice like abortion, but it can be
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explained in terms of the culpability of the individual (breach of

taboo) or fate (mismatched blood, God). The concept of sterility as

a curse highlights the opposing concept of conception and birth as

blessings. It is noteworthy that the Bariba language includes three

words for vagina, specifically (l) the pre-circumcized vagina (sinkiru);

the menstruating vagina (pgggp), which is also the post-circumcized

vagina; and (3) the post-delivery vagina (Eggp), thus illustrating the

significance attached to this passageway. The roles of the specialists

who deal with these processes are correspondingly valued. In partic-

ular, the sterility specialist and the matrone, both of whom make it

possible to produce life, are greatly esteemed and it is in regard to

this role that they can be perceived as transcending ordinary status

categories.

The next chapter, then, will examine the role of women in

Bariba society and in particular, women's domain of decision-making

responsibility, in order to arrive at an understanding of the role of

the matrone as a specialist dealing with reproduction. The next

chapter will also provide a perspective on the locus of decision—making

responsibility which is necessary to a full discussion of factors such

as beliefs regarding causation of misfortunes which may influence

selection of birth assistance.



CHAPTER V

STATUS AMONG THE BARIBA: THE ROLES AND

RESPONSIBILITIES OF WOMEN

This chapter will continue the presentation of the sociocultural

context for decision-making, focusing on aspects of stratification and

the role of women in Bariba society. This discussion is intended to

provide a perspective on the social environment which will facilitate

an understanding of the meaning of alternatives available to women

seeking obstetrical care, and the constraints and incentives

influencing their decisions.

Throughout this discussion, the status of Bariba women is

assumed to be of critical significance to an examination of birth

practices because, as will be shown below, reproduction is a domain

of particular concern to women. (The importance of fecundity and

motherhood in rural Africa has been widely documented; cf. Paulme

1960: 14; Gessain 1960: 34.) "Women's goals are . . . defined by

their position in the society as a whole," (Lamphere 1974: 100) as are

the means which they select to achieve those goals--thus the goals of

Bariba women regarding reproduction might be expected to derive from

their status in Bariba society.

A useful perspective for considering the status of women in

Bariba society is that suggested by Rosaldo (1974). Rosaldo states

that
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...characteristic aspects of male and female roles in social,

cultural and economic systems can all be related to a universal,

structural opposition between domestic and public domains of

activity...(l974: 35).

Sanday, writing about this opposition, clarifies that "the domestic

domain refers here to those activities performed within the realm of

the localized family unit whereas the public domain includes political

and economic activities that take place or have impact beyond the

localized family unit . . ." (1974: 190).

According to Rosaldo, women's status is lowest in those

societies where there is a firm differentiation between the domestic

and public spheres of activity and where women are isolated from one

another, and placed under a single man's authority, in the home.

Correspondingly,

Their position is raised when they can challenge those claims

to authority, either by taking on men's roles or by establishing

social ties, by creating a sense of rank, order, and value in a

world in which women prevail. One possibility for women, then, is

to enter the men's world or to create a public world of their

own (1974: 36).

Moreover, Rosaldo suggests that in societies with a clear differenti-

ation between the domestic and public domains, extra-domestic ties with

other women are an important source of power and value for women (39).

She also notes that the domestic/public opposition supports a general

identification of women with domestic life and of men with public life

(23-4). Comparably, Paulme in reviewing the status of women in

tropical Africa states that overall, the participation of women in the

public domain is much less than that of men (1960: 7).

Similarly, in the Bariba case it is hypothesized that the

degree to which a distinction is manifest between the domestic and

public domains is indicative of the status of women in Bariba society,
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and that "women gain power and a sense of value when they are able to

transcend domestic limits" (Rosaldo 1974: 41). Thus the status of

Bariba women will be enhanced by extra-domestic ties and activities

which enable women to transcend the domestic domain.

Status in Bariba Society
 

Before focusing on the status of women in Bariba society,

stratification in general will be considered briefly. Among the

Bariba, status was linked to occupation (Lombard 1965: 146), with war,

hunting and artisanry representing the major possibilities for

increasing one's reknown. Above all these socially differentiated

positions came the distinction of aristocrat (wasangari) as

distinguished from commoners (baatonu). Even the label "hunter" does

not supercede that of origin of birth, although all Bariba males

aspire to be successful hunters, whether specialists or leisure

hunters; and the true hunters who possess poisons are commoners, of

the clan "tauso." The second most important line of differentiation,
 

according to Lombard, was that of families serving official functions,

such as land chiefs allied to nobles, in contrast to those with no

customary hereditary political functions.

Among artisans, the blacksmith was accorded highest status

(Lombard 149); this derived from "sa puissance spirituelle qui

l'autorisait a manier 1'élément naturel le plus dangereux, 1e feu, et

a fabriquer tous les instruments qui avaient pouvoir de vie--les outils

agricoles--comme de mort--1es armes" (149).8 According to Lombard,

following the blacksmith in prestige were barbers and butchers; barbers,

besides coiffing men and sometimes women, also hold responsibility for
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treating certain illnesses, scarring, head-shaving for ceremonial

purposes, and so forth. Lombard describes the differentiation of

artisans as follows: (1957)

 

Artisans Other Services

blacksmiths butchers

barbers hunters

dyers praise-singers

leatherworkers gravediggers

gourd engravers

weavers

wicker workers

wood sculptors

tailors, embroiderers (essentially modern)

potters

According to Lombard, status is differentiated by the Bariba

on the basis of sex, age, profession, birth, education, marital

alliance, and political function. Remarking on the complex indices

for status differentiation, he states that "chaque attitude de la vie

quotidienne tendait toujours a préciser un statut et 11 n'y avait pas

de contact entre individus qui ne fut au préalable pour l'un 1a

reconnaissance de son infériorité hiérarchique, sinon de sa dependence"

(177).9 It is especially significant, then, that in this hierarchy of

statuses, he lists no women's occupations except "potter." Of pottery,

he notes that throughout West Africa, pottery is a female trade,

perhaps due to a symbolic link between women, earth and fertility; like

blacksmiths, potters have rites, prohibited behavior, and special

customs. The trade is strictly transmitted by a mother to daughter

apprenticeship; potters also may serve a healing role, specializing in

finding and preparing clays for treatment of diarrheas and for those

(especially women and children) who crave clay.
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Perhaps because his attention was focused on formal political

positions, Lombard did not fully investigate the statuses filled by

women, although he touched briefly on this issue (see below). Funda—

mentally, however, he was correct in stating that sex is a basic

determinant of status in that a woman could never aspire to an elevated

social position. Her position evolves primarily within the family,

according to her age, order of birth and, as a married woman, ranking

among wives; in general a married woman's status reflects that of her

husband. A woman's status in general, then, is ascribed rather than

achieved. There existed, however, rare exceptions where personal

initiative modified a woman's social position. A woman who acquired

sufficient wealth and demonstrated authority and organizational ability

might become head of a woman's group such as the associations which

provide food and entertainment for high-ranking strangers. Among noble

Bariba, the chief's oldest sister holds the sole titled position; no

parallel positions exist among commoners.10

The chief's sister, the Y5 Kogi, occupied the one political

function allocated to aristocratic women. Her responsibilities

included giving the order for the shaving of the heads of young aristo-

cratic children who were about to receive a noble name; Y5 Kogi also

chose the name for each child. It is said that on the naming day, the

chief's sister is like the chief so that one must remove one's shoes

before entering her courtyard as if showing respect to a chief.

A commoner woman may hold the title of gooyankuko, the inherited
 

position as the leader of funeral chants who must initiate the ceremony

which precedes the beating of the drums at a death. Among Muslim

Bariba, three titled hereditary positions exist: these include Ya and
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her two helpers Taba-Taba and Y3 Kuura. These three elderly women must

be present at all Muslim baptisms and weddings, where their functions

consist of washing the bride and groom, verifying the virginity of the

bride and lodging the bride the night before her wedding; Y3 Kuura

also trills the name of the bride and groom as accompaniment to the

proceedings. At baptisms, the three attend but only YS'Kuura actively

participates. Her role is to trill and sing out the name of the child

after the Imam prays aloud, citing the new name. Inheritance of these

positions varies--YS Kuura of Pehunko claims that her mother, her

mother's mother, and her mother's grandmother held the position whereas

Taba-Taba of Pehunko inherited her position in the classical pattern,

from her father's sister. When she dies, the position will be held in

turn by her sisters in order of age, and then by their nieces. In

interviews with the Muslim title-holders, these women claimed that they,

together with the chief's sister, were the "important" and respected

women of the past "before the revolution." They cited the leaders of

women's associations and important female traders as other women held

in respect. Both women and men claim that no women were ever consulted

politically.

Professional activities also carry the potential for increasing

a woman's prestige and according her a unique identity. Such activities

include pottery, already mentioned, and performing female circumcision.

Other activities which proclaim a woman's worth are midwifery; spirit

cult membership, particularly leadership of a cult; the practice of

bunkasa, contacting the dead and transmitting information; and papa,

divining (diviners are usually spirit possession cult members also).

(See Chapter 6 for more lengthy discussion of these specializations.)
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In this regard, Lombard writes "les potiéres, les matrones, les

initiées, et surtout les prétesses des cultes avaient une influence

qui dépassait bien souvent les limites du village ou méme de la région,

et certaines reputations pouvaient se propager dans tout le pays bariba

par l'intermédiare des griots" (143).11

All women interviewed agreed that women in the pre-colonial

period (and probably this situation persisted in rural areas until the

revolutionary period, post-1970) lacked political power and clearly,

in contrast to the numerous titled political positions of the tradi-

tional feudal society, the authority of women could not compare with

that of men (cf. Paulme who notes that in tropical Africa, the facts

show that it is very rare to find political power vested in a woman

[1960: 5]).

Position of Women
 

The preceding review of stratification in Bariba society

suggests that a clear demarcation exists between the "domestic" and

the "public" domains and that the affairs of women are largely

restricted to the domestic sphere, with the exception of midwives,

Spirit cult members and spirit communicators, and to a lesser extent

potters, whose activities do transcend the household domain. The

differentiation between the domestic and public domains will become

even more evident after a closer examination of women's roles;

correspondingly, the significance of those statuses which do permdt

women to participate in the public domain will be underscored. The

areas to be considered in this discussion include women's roles in

subsistence, in politics, in the domestic unit and in health care.
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This information is primarily based on participant—observation and

unstructured interviewing undertaken in the villages of Pehunko

and Kouande .

Economic Subsistence
 

In 1976-77, the national government of Benin adopted a new

constitution which included a provision stating that women are equal

to men. Discussion of this provision in the various village councils

in the north elicited some dubious comments by men, who remarked that

possibly female civil servants could be said to be equal to male civil

servants but the Bariba 39222 did not work, thus in what sense could

they be considered equal? Other men might not issue such a harsh

review. Most concluded that women were not equal but that they did

perform important functions, foremost among these being childbearing

and child—raising. Women also play an appreciable role in agriculture,

although men seem to show disdain towards the input of women. Not all

women participate in the agricultural responsibilities of the domestic

unit; if there are several women in a household, at least one will stay

home to do domestic tasks and some wives of aristocrats or women from

town who married a villager do not go to the fields. Those who work

in the fields engage in the following tasks:

1. Bringing seed yams to the fields; only men make mounds and harvest

the yams.

2. Seed millet, cut millet heads after the men bend down the stalks,

thresh and pound millet.

3. Seed and thresh rice.

4. Seed and harvest corn.
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5. Seed and harvest beans.

6. Seed and harvest peanuts.

7. Seed and harvest cotton.

8. Undertake responsibility for all condiment crops (leaves, gumbo,

peppers.)

9. Collect karite (shea butter) nuts and make butter.

Women and men seed and harvest millet, rice, corn, peanuts and cotton

crops together; women do not weed any crops. The male head of house-

hold, sometimes in conjunction with his brothers or sons, makes all

decisions regarding time of operations, dealing with contingencies

(e.g., bush fires, scavengers, conflicts with neighboring fieldworkers),

sales, etc. Thus although women participate in the majority of

agricultural operations, they do not usually have decision-making

responsibilities regarding cultivation. This fact is significant in

that women lack the access to power which they might acquire from

holding authority in the area of subsistence.12 Rosaldo, for instance,

suggests that by control of foodstuffs and economic contributions,

women may influence men but Bariba women have little such potential

influence.

Women do, however, have one special crop for which they are

responsible, in addition to sauce and condiment production. Shea

butter nuts are the particular province of women; during May and June

most women spend all their spare time collecting the nuts, which are

parboiled and stored for the rest of the year, to be made as needed

into the butter which is a sauce base. Shea butter nuts are especially

significant to women, not only as a staple in the diet but because

women sell butter in the market, and the profits are uniquely theirs.
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Profits from the harvesting of cash crops such as peanuts and

cotton are held to belong to the head of household and/or male respon-

sible for a particular field, where the family is engaged in a large

operation. A husband then should pay taxes, provide food (both market-

bought and in the sense that harvested grain, etc. is "provided" by

him) and maintain adequate housing for his wives and children and other

dependents; in contemporary times, he may pay school fees and clothing

for his children or the mother of a child may have responsibilities for

clothing. Women are responsible for financing their own clothing,

(except for occasional gifts, e.g., at the New Year from a benevolent

husband), jewelry, some household necessities such as soap, bought

medicines, luxuries for children, and anything which could be classified

as a personal item or investment.

Other than by selling butter, women acquire cash by numerous

means. Almost all women are petty traders. Female traders elsewhere

in West Africa have received attention in anthropological and other

literature, in part because of the notable wealth and power of the

women involved. Leis, for example, remarked that associations of women

in West Africa (and associations of market women, such as those found

among Yoruba women, are prominent types of associations) give women

considerable power " . . . and they can, to varying extents, even

manipulate men or at least stand as virtual equals with them" (Leis

1974: 223). Van Allen notes more specifically that:

A few women can acquire wealth and considerable prestige through

trade; women traders in Ghana and Nigeria have amassed capital

holdings of 2000 or more. For most women, however, profits are

small, providing at best maintenance of their economic position

(1976: 40).
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Very few Bariba women in rural areas manage to amass much capitol

(Bariba women in towns such as Parakou, capital of the Borgou Province,

are more likely to engage in trade on a much larger scale.) However,

almost invariably, women sell some product in attempts to acquire a

profit, whether the enterprise is restricted to sales on market days or

on a daily basis.

An interesting finding in the survey on Bariba women of repro-

ductive age was that all women (119) responded to the question "what

work do you do" by describing what they sold, either at home or at the

market. Trading activities range from selling prepared food, or a

variety of small items (sugar, razor blades, soap, candy) to more

indigenous products such as mustard, sponges, cotton thread or home—made

soap. (Spinning cotton is a female activity, now progressively limited

to older women; men weave the cotton and sell cloth.) Many women who

have obtained some mission education crochet or knit baby clothes by

commission or to be sold at the market. Plaiting hair is also a means

of earning a small sum. Profits from all these activities belong

entirely to the woman, who may spend her earnings entirely on household

necessities or, if she can save sufficiently, she will probably invest

in a larger enterprise, for example, selling pots and pans, bread, or a

large array of medicines, beads or other small items. Women may

initiate an escalation in vending enterprise by means of a "tontine,"

a method whereby a group of 10 or 20 women contribute a regular weekly

sum to a communal pot and once a month, or every time a certain sum is

reached, a different woman takes the total for her own purposes. Men

also utilize the tontine approach.
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Given the fact that elsewhere, as noted above for the Yoruba,

associations of female traders have provided women with considerable

power, it is worth noting that no such associations exist among the

Bariba women. One association, the yigberu, does exist, in which women

(primarily married women of reproductive age) participate; however, the

function of the yigberu is primarily to collect wood, prepare food and

provide entertainment for village-wide festivities, particularly when

dignitaries are visiting and must be appropriately hosted. The head

of the yigberu (yaayikpe) tends to be a woman capable of making

decisions, giving directions, organizing and with income of her own to

use for commissions to assistants, for lodging people at her house, and

so forth. She as an individual may have significant influence on

village women (see, for example, the Case of Sako, chapter 8) may

counsel them, set fashions, act as a role model (for instance, the

yaayikpe of Pehunko was the only woman to enroll in a Bariba literacy

course offered by the national government). However, participation in

the yigberu does not provide women with political power, an opportunity

to increase monetary profits or to act as an interest group.1

Petty trade usually does not differentiate status of women or

enable a woman to increase her decision-making input in any domain.

Once a woman escalates to large trade, however, her position may be

different. Other than the few female traditional functionaries (for

example, circumciser, marriage/baptism officials) the most vociferous

and respected women in Pehunko included three traders with large

investments, one of whom also sold bread. One such woman was a Muslim,

whose wealth eventually enabled her to make two trips to Mecca;

another held the position of president of women (yaayigkpe) whose
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responsibilities include calling together and supervising all young

married women to host visitors, prepare food, clean villagebuildings,

march in demonstrations, etc. Unlike most women, both of these women

are outspoken and confident in public gatherings. Other women say of

wealthy female traders that they don't "need" men; for this reason men

say that a woman who sells a few items to supplement the household

income is a good woman but a woman who acquires a large capital to

invest will go her own way.

Similarly, women may inherit from both parents; her mother or

her aunt's personal property may come to her but if her father leaves

cattle, they will be for a son, even if a daughter is older, unless the

dying person specifically declares that the son should give certain

cattle to a daughter who has done well. In such a case, men say, a

good girl will give her inheritance to a brother to take care of them

for her. (One man explained, for example, that his mother bequeathed

her cattle to her brother, who later left them to him and his brothers.)

On the other hand, a female trader with cattle might buy cattle or keep

inherited cattle under her own control by giving them to a Fulbe to

herd but not to a close relative.

Political Arena
 

I have already stated that amidst the plethora of formal titled

political positions which comprised Bariba feudal society, none were

allocated to women except the position of Y3 Kogi, the chief's sister,

who was responsible for naming aristocratic children. WOmen, then, did

not customarily share in political authority. Regarding the power of

women as manifest in influencing political decisions, this is now
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difficult to evaluate given the current emphasis of the national govern-

ment on dismantling the traditional political systems. Elderly women

claim that no women offer opinions to men, nor are they asked for their

opinion. The only exception cited was bungibu, those women who communi-

cate with spirits. Via these links with the spirit world, they are

owed and receive respect. One might infer that such a woman who wanted

to comment on some aspect of warfare, secession, or succession disputes

which are alleged to be the realm of men, might do so with impunity but

I have no data to confirm this speculation. In the contemporary context

(post-1972), each village agglomeration is required to appoint repre-

sentatives or counselors including a certain number of representatives

of women, such as the president of the women of Pehunko. Thus far, most

women have been very reluctant to participate in meetings or demon-

strations organized by the national government and decisions regarding

commune affairs are still spearheaded by men.

Domestic Relations
 

Marriage

Although the situation appears to be changing, it is still the

case that most marriages of rural Bariba girls are arranged, some

against the wishes of the girl, and sometimes when she is as young as

nine years old. (In one recent case near Pehunko, the grandmother of

a nine—year-old promised her to a 20-year-old man.) Girls promised to

a chief are sent to live in his household as early as nine or ten but

other fiancées usually don't go to their husband's household until after

the onset of menstruation (mean 14.3 months; median 7-12 months).

According to a sample of 232 women seen at the Cotonou maternity who
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knew their age, the average at menarche was 15 (Alihonou, personal

communication).

The Bariba are a patrilineal society with virilocality as the

characteristic residence pattern. Marriage seems to be relatively

unstable (Lombard: 164-5); women are alleged always to belong to their

family of origin and never to their husband's family, where they are

always a stranger. Both a woman and a man have the right to one formal

marriage (kuqupaaru); therafter, a woman may leave a man and establish
 

residence with another but if the first dies twenty years later, she

must sit formal mourning for him. Children always belong to their

father and often go to live with him or his brother after the age of

six or so, in the case of a separation. Most women say that a woman

can leave her husband freely as long as she has produced one or two

children; if not, they will say "you've given nothing" and attempt to

obtain a judicial settlement.

Bariba men claim a goal of polygamy, with the intent of assuring

security in old age, numerous offspring, and increasing prestige, one

means of indicating wealth being the number of wives a man can support.

In the survey of 119 women of Pehunko, 64% were living in polygamous

households; of these 26% were one of two wives, 16% one of three wives,

12% one of four wives, 8% one of more than four wives; and 3% were

single or widowed. Women indicated that the number of wives in

residence varied according to reproductive status, conflicts, and so

forth. Thus if the sample is indicative, a majority of Bariba women

are either married into households where they will be a subordinate

wife, or will at some point in their marriage, be a co-wife. The rank

of a woman in the hierarchy of wives will be shown below to be
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significant in affecting her workload, freedom of action, income and

decision-making authority.

Because no formal mechanisms exist for providing sex education

such as have been noted elsewhere in Africa (cf. Turner 1968), girls are

introduced to sex by their husbands (or fiancés, although people say

that one generation ago girls would not engage in premarital sex).

The attitude among women towards sex appears generally to be one of

embarrassment (as manifest by giggling and elbowing others during

discussions) and the expressed conviction that women do not need sex

but men do. Women uniformly stated that brides are reluctant to go to

their husband's room and are only interested in sex for procreative

purposes, but that a woman must accept her husband's advances except if

she is menstruating or nursing. (The effect of refusals probably varies

according to whether a woman has already borne several children, whether

she has co—wives, etc.) Further, men state that women are free to

approach men for sex as they like, but on the other hand, women reply

"who would want to?" Women add, however, that adolescent girls nowadays

appear to be more interested in sex than their elders as indicated by

how often they become pregnant while unmarried.

Household Responsibilities
 

(See Appendix A for demographic data.) The night before her

marriage ceremony, a woman is advised by taba-taba, one of the marriage

officials, concerning her duties as a wife. She is cautioned to rise

early, sweep the courtyard, fill the water jars, get wood for the fires,

speak when spoken to, not to wait for the mother-in-law to do something

but to do it first, to pray, etc. In a polygamous household, there is
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a loose division of labor, with the first wife having the responsibility

for making the sauce, the second the porridge, and menial tasks

delegated to those lowest in the hierarchy. The first wife allocates

tasks, oversees daily workload completion, arbitrates problems which

arise among women and children. If, in the ideal situation, she has a

much lighter workload than the other women, she may well have more time

to devote to trade, thus enhancing the means at her disposal to maintain

her prestige. Co-wives, according to the statement of ideal behavior,

should get along like sisters. In reality, however, much rivalry and

jealousy exists. In the case where a man has three wives, for example,

it is often said that the first two will join forces to harass the

third, giving her all the time-consuming and difficult work to do.

Co~wives acquire prestige from their husband's capability to support

several wives, as well as from his general status in the community.

(The reverse does not appear to be true although a rude, lazy or

"shameless" wife is a discredit to her husband. It seems that she is

more of a discredit, though, to her own kin.)

In the areas of food preparation and child care, women not only

take the initiative but are held to be primarily responsible. Thus

bathing, dressing, feeding and medicating children with the end goal

of maintaining them in good health is a major role almost exclusively

for women. In most circumstances, a woman must ask her husband's

permission for other than routine undertakings--thus she should receive

permission to make major purchases, voyage, go visiting after dark,

attend ceremonies. Where young children are concerned, however, her

range of initiative is greater, although a young woman may ask advice

of an older co—wife, sister, aunt or friend. Women will, for instance,
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evaluate the health of a child and decide to take the child to an

elderly matrone who specializes in a certain type of treatment (perhaps

for fattening or eye infections) without consulting her husband. (The

husband may also instigate such treatments if he wishes to intervene.)

So, in sum, the major responsibility for keeping a child alive is that

of the mother; some women still ask permission before taking a child

to a dispensary but increasingly, it seems that treating a child for

common disorders such as fever, intestinal problems or measles at the

dispensary is an option which women can draw upon as independently as

utilizing an indigenous healer. Where major illness strikes a family,

however, particularly when older children or adults are involved, it is

the male head of household who decides what course of action is

necessary and who may himself prepare a treatment.

The woman with a wealthy and benevolent husband may have

slightly more freedom than other women in terms of household responsi-

bilities. Thus a woman with cash input from her husband may take grain

to the mill to be ground (most women now do so but some might need to

pay from their own savings); buy wood rather than gather it; be able to

bring young nieces to live in the household to help with domestic tasks,

and so forth. It is interesting to note that currently, as cash crops

increasingly provide income for households, even men who give their

wives generous sums of money are loathe to pay for firewood, even

though it is now ubiquitously for sale. Men argue that because gather—

ing wood is a woman's responsibility, if she wants to buy it instead,

she must do so from her own earnings.
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The position of a wife vis—a-vis her husband is well described

in the notebooks of Father Cardot, a French priest who worked for many

years among the Bariba. He remarked that:

The wife does not call her husband by his name, but she gives

him a name by which she calls him (e.g., father, master, teacher.)

She does not intervene when he is speaking with others, she only

speaks if he asks her. The woman is not free in her actions when

the husband is there; when he is working, she can go where she

wants, but he will ask her everything later. The proverb states:

a woman never becomes an adult (tonku ro kun bukara m 4pai!)

All disputes begin with women; husbands don't like their wives to

visit old ladies because the elderly give them bad advice.

The rights of the women depend on the character of the husband;

some men never beat their wives. [If he does] if she hasn't done

anything serious (such as neglect the children) her parents can

take her back.

 

The wife, then, has a certain recourse in leaving her husband. She may

also leave for up to a couple of years after the birth of her first two

children. The disturbance which this causes him, of course, depends on

whether he is polygamous, has a sister living with him, etc. Wives seem

more prone to leave a husband due to conflicts with co-wives; for

example, in the case of a first wife who left because the second, much

younger wife and husband were always together chatting and neglected

her over a period of several years. Very rarely, a woman serves in

fact as head of her own household. Such women are usually elderly,

members of spirit cults or are spirit communicators and are both feared

and respected as such, by men and women alike.

A consideration of the role of women would be incomplete with-

out a discussion of the concept of "shame" or sekuru, which is signifi-

cant for both the emic and etic perspectives. The behavior of women is

circumscribed by the code of appropriate behavior and bounded by that

which would cause shame and that which would denote propriety. The

behavior of both men and women is influenced by notions of propriety
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but women seem to be particularly tightly regulated in this sense. As

Father Cardot noted, women are prohibited from saying the name of their

husband (they would 'eat shame' if they did); they also should not say

the names of their children or at least the elder two. By doing so they

would be demonstrating undue pride, which would show them to be shame-

less. Women should not discuss reproduction, their husbands, or give

their own opinions in a public situation. A woman would also be shamed

if she neglected obligations such as gift-giving or attending baptisms

or funerals, but these breaches also apply to men. Generally, explana-

tions for why a woman would or would not behave in a certain way are

' and/orcouched in terms of her fear of being perceived as "shameless,'

lacking in respect, whether respect towards men (older and younger) or

women (older or superior in status).

Conclusion
 

In conclusion, the implication that the status of women is low

and that women are in many senses subordinate beings in Bariba society

is manifest in proverbs; in the fact that a leaf is named "a woman is

not a person;" in cognitive models of expected behavior; and in analyses

of observed situations. Women perform necessary functions in agri-

culture but do not hold decision-making positions; they are almost

totally devoid of formal political power; their prestige in the house-

hold is greatly derived from that of the husband, and ideally at least,

their verbal and behavioral initiative in the household is restricted

when the husband is present. One can comprehend, then, the fact that

Lombard's 600 page work on the Bariba barely mentions women. However,

in the domestic sphere, women were shown to have decision-making



145

authority with regard to child care responsibilities and to some extent

in food preparation. They also usually retain close ties with their own

matrilineal and patrilineal kin (if the husband dies, the widow often

returns to her brother's household) and these ties can provide leverage

in conflicts with the husband. There is no formal divorce, but a woman

can choose to leave her husband and expect support from her family if

she can show reasonable cause.

In subsequent sections, it will become clear that in contrast

to their limited range of authority in more "public" domains, women

have the dominant responsibility and decision-making powers in the

domain of reproduction, whether regarding cliteridectomy, conception,

or labor and delivery. These areas may not be the unique province of

women--for example, certain male healers specialize in treating extreme

complications of labor, usually where great "power" is deemed necessary,

and some sterility specialists are male. Nonetheless, the reproductive

processes are primarily under the control of women and it is within this

domain that a woman is most likely to succeed in enhancing her position.

The significance of reproduction to Bariba women is closely

related to female status in that in a society with organization charac-

terized by patrilineal descent and patrilocal extended households, a

woman's influence is likely to depend on the status of her sons

(Collier 1974: 93). To every woman, a first pregnancy is indicative

of a critical change from the position of young girl to that of mother

and an adult woman's reputation and claim to respect is greatly derived

from her role as mother of many living children, in particular, sons.

Thus 'a young woman who had been married for three years and never

conceived explained her willingness to submit to a pelvic examination
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by a visiting obstetrician to investigate possible sterility by saying

that a woman who has no child would run naked down the street and feel

no shame if such an act would cause her to conceive.

One primary means for a woman to enahnce her status is to produce

numerous healthy children. Behaving as the "ideal wife," amassing

capital though trade, laboring industriously in agricultural operations

all accrue to a woman's prestige. Healing, the practice of midwifery,

membership in a spirit cult, and divining also could enhance a woman's

position. As Lombard noted, "11 est évident que toute specialisation

professionnelle surtout celle touchant a la fécondité et a la

naissance, était un supplement de prestige et affermissait 1e statut

particular de la femme"14 (Lombard, personal communication). These

specialized avenues to prestige will be discussed further in Chapter

6. However, a necessary route to achieving any position of respect and

influence for every woman is to be "a mother of children;" and pro-

fessional specialization does not exempt a woman from the obligation

to produce offspring in order to obtain full and meaningful status as

an adult woman.15 Thus a primary goal of most women is to become

pregnant and safely deliver healthy children. This goal, though shared

by men and women, is to a large extent implemented by women, through
 

the communications of both women of reproductive age and their elders

who provide one another with advice and counsel, diagnosis and treatment

regarding the reproductive processes. Matrones, in particular, have a

special competence in this area as will be discussed subsequently. To

a certain extent, reproduction might be considered part of the domestic

domain, in that it is of fundamental significance to the household unit

and may be supervised totally from within that unit. However, women,
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as constituents of a category, share control of reproductive processes

and other than in exceptional circumstances, men are excluded from this

arena. Thus it seems fair to conclude that because they hold responsi-

bility for decisions regarding reproduction--whether as individuals,

as members of lay referral systems or as professional specialists--and

because while fulfilling those responsibilities they may develop extra-

domestic ties, women may in fact transcend the domestic domain.

The significance of women's responsibility for reproduction and

especially for obstetrical care decisions in affecting the selection of

birth assistance will be discussed further in subsequent chapters. The

chapter which follows will address one particular aspect of the above

issue--the role of the indigenous midwife, the matrone, and her status

in Bariba society.



CHAPTER VI

SOCIOLOGICAL AND CAREER ATTRIBUTES 0F MIDWIVES

Healers: Midwives and Medicine People

Although reproduction is in general the domain of women and all

women are expected to have a general competence with reproductive

disorders, pregnancy and delivery, certain women specialize in treatment

problems associated with such conditions. Via this route, women may

acquire renown and respect which are usually the province of men. In

order to understand the meaning of this assertion, it is necessary to

consider first the implications of being a healer in Bariba society and

then, specifically, the categorization, position, and functions of the

midwife.

232815 The Medicine Person

The Bariba number a large selection of medical practitioners,

known in generic terms as "medicine people" tingibu). This term

distinguishes them from poisoners, who also use substances but to do

evil. Although healers are differentiated from poisoners, healing

(and hence the healer) is considered with ambivalence because of the

potential for misuse of power which is involved. Thus in answer to

the question "what is a Eingi?" one informant replied, "it is hard to

say because those who have medicine to kill and to heal are both

tingibu." Correspondingly, one might say "u tim mowa!" "Be careful,
 

he has medicine (i.e., is dangerous) but also "u barjh koo wi tim k;;"
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"he's sick, we will give him medicine." The power resides both in the

substance and in the person manipulating the substance so that most

plants have helpful and harmful properties and uses, depending on the

mode of utilization. Because medicines can be used for good or evil,

a wise individual will never consult a healer, even one known for

competence, unless the healer is a relative and hence trustworthy.

MOst healers, as will be discussed later, acquire their skills by

apprenticeship or by spiritual inspiration. However, healers are

reluctant to divulge their secrets and many die without ever choosing

an apprentice.

The central reasons for the secrecy surrounding healing know-

ledge are: (l) healing skills represent power; and power of one sort

or another is necessary for gaining a name--thus some have chiefly

power and others have medicines. A person seeking to accrue power will

not want to divide his power too soon by taking an apprentice. Rather,

he will build his name on the merits of his healing and possibly,

before he dies, share his learning. (2) To the Bariba, life consists

of opposing forces. A person will try to acquire strength (dam: force,

strength, power) but correspondingly, one can diminish one's amount by

giving it away. In discussing the question of the power of healers,

Mburu (1977) quoted a Nigerian herbalist who explained:

It is the way herbal medicine is mixed and used that varies from

one doctor to another, the best being the one who has his own way

of mixing herbs in such a way that the result is more effective

than another. That is the specialist. He will not be eager to

reveal this special expertise. He stops beigg a specialist when

he has no special knowledge. (my italics)
 

(3) Medicines are, in the words of one healer, a serious matter. One

cannot give knowledge regarding medicines, their collection,
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preparation, or administration to just anyone; giving medicines to a

young person is a mark of great confidence. Others may say that

medicines should not be given to the young, or the old will kill them

from envy. One healer told a European priest disapprovingly that

whites give knowledge to anyone and would do well to be more guarded.

(4) Knowledge of medicines cannot be given easily; a responsible healer

must know the character and motivation of the person who is seeking

to learn from him. Whether a healer decides to share his knowledge

with another depends on whether the seeker wants to know for reasons

of conceit, for self-interest, or to make good use. One well—known

healer said that in his life, he has never used medicines for evil,

but many have come to ask for medicines for maleficent purposes. When

a person arrives requesting knowledge, he discusses the issue at length

with the person until he can sense if the man is "strong, patient and

can pardon." Because the supplicant rarely possesses those character-

istics, the healer will give him false information. For example, if

a medicine requires substances from seven trees, the healer will cite

five names so that the supplicant will go away content and now wish him

harm but the medicines will be useless or weak. A healer, then, will

treat others regardless of their strength of character but will not

explain the treatment.

In answer to the question "why do some old people have medicines

whereas others have none?" a group discussion elicited the response that

a person needs to have an old person as a teacher. Old people do not do

this until they are very old and they may die without showing anyone

their medicine. If this happens, the young will regret their loss

greatly. Does this mean that a person with no elderly healer in the
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family, or a person whose powerful relative dies close-mouthed, can

never become knowledgeable? The consensus was no, an individual can

leave his residence and kin and go to "another place" where one can

pay to learn medicines. If one goes to such a place, the residents

will teach the apprentice for a fee willingly because they know the

apprentice will eventually leave and take his knowledge elsewhere to

apply it.

I personally found this philosophy to be evident in that some

healers were willing to give me medicines and/or information because

they thought that I would soon leave to practice my skills far away and

could not be considered competition. Thus Mburu suggested:

In very many respects, the African traditional doctor is more at

home with foreigners because he erroneously considers them ignorant

of his modus operandi and modus vivendi. The white person is a

temporary visitor without any interests...the fellow native is a

threat to the traditional practitioners (158).

A Bariba apprentice who learns by leaving his residence and heading for

a distant region will not divulge his learning but may praise the name

and wisdom of the one who taught him, especially if that person is far

away. The place name where the apprenticeship was served may also be

extolled, as in the song of Bori, a village located about 175 kilometers

from Pehunko and reknowned for its powerful healers. Musicians often

sing the song, accompanied by a three-stringed guitar:
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The Song of the Medicines of Bori

Tim do mt kom éE The medicines are good but

difficult to make. If you

An tim ki kpa bori da want medicines, go to Bori.

Bori people's medicines are

bori gibu tim do m kom é? good but difficult. If you

,~ want their medicine, leave

an bori gibu tim ki kpa tam dEri drink alone; if you leave

drink and leave women, if

an tam deri kpa kuraldsri you want the Bori medicines,

A’ leave women alone (while

an bori gibu tim ki kpa kur) dsri learning.)

Apprenticeship

Although most healers claim to have acquired at least part of

their knowledge from another healer, by occasional observation or by

lengthy apprenticeship, some use of medicines (substances) and words

may be learned from spiritual sources. Non-human sources may include

voices which speak to the individual in question during the night with—

out any corporeal presence evident, dreams, and special mystical

encounters. Usually spirits only come in dreams after the individual

possesses a spirit (e.g., has spirit cult membership) or has been

involved with a spirit. One such possible route to healing wisdom

is Htggra." "19933? refers to the tiny, "different" leaves which are

infrequently seen to be growing on the top of a high tree. A person

who sees these leaves (e.g., red, matchlike flowers at the upper

foliage of an orange tree) has the option of deciding to spend the

night under the tree. During the night, terrifying visions of animals

and monsters will appear, transformed from the "52253" leaves, and

instruct the waiting apprentice. A person must be very brave to dare

to spend the night in the bush and to encounter these frightening

apparitions, but the reward is knowledge of substances useful in curing,

and increment of "power."
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In principle, a medicine person can turn medicines for good or

evil; thus " . . . the person who knows the cure, knows the poison and

the curse too" (Mburu 1977: 172). Similarly, Bariba say that a person

did so much evil that he can't heal anymore. In spite of the potential

for doing harm, however, there is a definite distinction between a

medicine person and a poisoner (dgbg) who does only harm. A medicine

person is also called baaba, (father) because he is like a master, or

a father. In referring to a healer then, a person might say "00, baa

_wa," "he is a master,‘ meaning that he has many medicines. Few terms

exist in Bariba for differentiating types of healers, other than

' a clan name which includes reference to those people who heal
"EEEEEB"

sprains, breaks, and muscle complaints.

Otherwise, healers who treat disorders ranging from hemorrhoids

to abcesses, coughs, childhood illnesses, and insanity are all known

as medicine people (tingibu).

One distinction that should be made, however, is that between a

medicine person and a diviner. This categorization is discussed by

Mburu who believes that the dichotomy between "herbalist" and "diviner"

is Africa-wide. Although Mburu uses the term herbalist, the characteri—

zation of the position suggests that the equivalent is the Bariba

"medicine person." A herbalist, according to Mburu, " . . . literally,

is a person who deals with herbs and herbal medicines of whatever brand

concocted from selected leaves, roots or any other properties of

plants. The medication thereof is explicitly for specific diseases not

their underlying supernatural cause. The herbalist has the modern

pharmacist as a counterpart in modern medicine." (169) Empirical know-

ledge of herbs, then, is the main requisite.
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A diviner, on the other hand, "is the religiousdmedical

specialist who not only defines illness but also divines the circum-

stances of the illness. He gives the ultimate etiological conditions

of a psychic, somatic or psycho-somatic disorder, interpersonal

alliances, and conflicts." (169) Healing, he concludes, is one thing,

divining another, and a patient may need one, another, or both. Data

on the Bariba certainly supports this conclusion. Nonetheless, it is

necessary to remark that there is a great deal of overlap among

"medicine people" and diviners among the Bariba. The overlap occurs

in that many diviners (saggy are also medicine people but the reverse

is much less often true. When referring to a medicine person, then, I

am not referring to a specialist who deals with questions of ultimate

causation, but who handles simple diagnosis and treatment. Diviners

will be specifically referred to as such.

Another proviso is that "medicine" does not refer to substances

used for simple ailments such as colds or minor diarrhea; every Bariba

possesses some such knowledge, but is not considered a medicine person.

A medicine person is one who possesses cures for serious complaints

which require complicated cures and cures with strength or power. Thus

the definition of medicine held by the Bariba corresponds to that

suggested by Click, who defined medicine as "any substance used as part

of a response to illness in the expectation that some of its power will

augment that of the patient" (Glick 1967: 38).

Bariba cures may comprise a combination of substances and such

as leaves, roots, animal parts, and words. In fact, it is the know-

ledge of words which distinguishes the layperson from the specialist.
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The Power of Wbrds

Knowledge of special words which carry the power to heal or harm

is a characteristic of a true healer. Many Bariba know a few such words

or incantations, but the sign of a specialist is the possession of more

incantations than the ordinary Bariba has available, and these carry

particular weight. Incantations are often inherited by a person from a

relative but may be altered slightly by the user. Often an incantation

accompanies the use of a medicine and the incantation requests the

desired effect of the medicine. The significance of the power of words

to Bariba should not be underestimated. When attempting to unravel the

complex associations of substances and words used in curing, the

western researcher might be tempted to focus on botanical substances

ingested or otherwise applied to the body of the sick person. To the

Bariba, however, knowledge of a substance may be much less meaningful

than possession of incantations. As one woman explained it, everyone

knows some leaves or bark or roots which cure. But a true healer knows

the words to say before cutting the substance and again, before putting

the substance in the pot (while collecting). The speaking of special

words is indicative of the potential potency of the treatment.

As a general aside on the power of words, it is interesting to

consider the example of the word dauga. ‘Qaura came to my attention as

a word sung in the Bariba death chant of the pure Bariba. A young,

French-speaking Bariba translated this phrase as "daura worama . . . a
 

heavy sound, like the sound of a tree falling, or the force of the wind

felling a tree." Another explanation was that if the chief dies and

you come bearing the news, you will die if you report the news before

the drums beat, so instead of saying "the chief is dead," you report
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"daura worama" and everyone understands. Later, I decided to verify
 

this interpretation with the gooyankuko, the woman who leads the death

chants at a funeral. This ritual specialist refused to even repeat the

words or to explain the meaning, claiming that £3253 refers to death;

it is the essence of death, and it was not good to say it (perhaps at

an inappropriate occasion, i.e., not a funeral).

Similarly, Kamuti Kiteme, writing on "Traditional African

Medicine," (Grollig 1976) states that African healers administer

medicines orally but also instruct patients to wear "curative objects"

(414) whose "healing effects" are controlled by the healer. It is not

the object itself that is powerful . . . "actually, the procedure

is . . . related to the POWER OF THE WORD from a doctor's mouth. The

doctor's 'word' is more powerful than the medicine itself. And so he

can, at any time, change the healing power of any given object to treat

totally different diseases successfully . . ." It is the power of the

word which allows the substance to meet different needs, depending on

the requirements of the situation.

Midwife as Healer

The midwife may be a medicine person, respected for her power,

' who mayor she may merely be a "person who assists at deliveries,‘

claim knowledge of a few more medicines than the average woman but the

range of her skills and knowledge does not afford her the recognition

of being powerful. One would not say of such a midwife, "she has

force," (dam). To a man, dam is represented in terms of children,

women, crops, political power, healing power, and in contemporary times,

money. To a woman, healing knowledge is the major non-ascribed form of
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authority and power other than the ability to commune with spirits, a

capacity which some midwives possess. Female healers, then, may tran-

scend the boundaries of sex, particularly when menopausal, and achieve

a degree of power and influence which no woman holds in the public

domain.

One approach to analyzing the meaning of the role and status of

the midwife is through the terminology for the function which she

serves. Names and titles are highly significant to Bariba, as is

demonstrated in the elaborate and ritualized salutation procedure and

in the institution of praise-singing. In most social differentiations,

name translates status. Names are especially linked to status in the

form of aristocratic titles but are also indicative in referring to

occupation, especially in the cases where occupation is in correlation

with clan, as described shortly.

Midwifery as a Category

The Bariba midwife is not referred to by a special title. She

is addressed by clients as "mother" as are all older women by younger

women; by her age cohorts she will be addressed either by name or by

the term b§3§_(older sister) as respect dictates in the particular

encounter. In describing a birth assistant, a person may say:

u ra maru si wa she is (habitually) one who

does deliveries

(from maru, delivery;

313, to do)

However, marusio cannot be considered as an occupational category

comparable either to the major occupational categories offered by

Bariba themselves as significant classifications, or to other titles

referred to in greetings.
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Two points of significance regarding the terms of reference for

a midwife are (l) praises are rarely sung for women, other than for the

few women who serve official functions such as the chief's sister,

whose title is Y5 Kogi (see chapter 5 on women's roles). Contrastingly,

male notables have praise names and special phrases which are drummed

and chanted for them and by which they can be recognized by other local

Bariba. (2) Marusio is not a term comparable to blacksmith or butcher

in that it does not encompass descent and occupation; in other words,

'midwifery is not comprised in one of the clan names which refer to

hereditary occupations and which serve as praise names, although mid-

wifery is a skill which is usually transmitted through family members,

often through patrilineal kin. Bariba distinguish midwifery from

hereditary occupations by saying that it is not bwcseru. This word

might loosely be translated as "family" and refers usually to patri-

lineal kin but also can apply to matrilineal kin, within the range of

which exact links may not necessarily be known.

Midwifery, then, is not considered as a family occupation, but

rather, as an idiosyncratic skill, more to be compared with carpentry

(in that one may have a talent and interest in it) than smithing or

circumcising. As a skill, midwifery fits into the larger category of

healing. A midwife who is respected as a healer might accordingly be

praised and addressed as "medicine person,‘ as follows:

Salutation f3 mako Greeting clan name

Reply mm Acknowledgement

Salutation f3 tingi Greetings medicine person16
 

It is important to note, though, that although some midwives are

healers, others would not be considered in this frame of reference.
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This distinction will be discussed and illustrated in the following

section focusing on social characteristics of Bariba midwives.

Implications of Role Expectations for

Birth Assistance

 

 

In the following discussion, sociological and career attributes

of matrones will be detailed and discussed in order to examine the

hypothesis that expectations regarding the attributes of the matrone

such as training or socioeconomic status serve as significant

considerations in the selection of a birth attendant.

The characteristics which will be discussed in this section

include: religion, age, residence, education, marital and family status,

recruitment, apprenticeship, remuneration, role variability, and spirit

possession. These topics were selected either because they are

standard sociological variables, used here as guidelines to eliciting

significant features of the matrone, or because they were believed to

be salient in Bariba culture and hence likely to be relevant in client-

practitioner interactions. Such items are detailed in the text.

These attributes, then, will be delineated and examined in

order to outline the characteristics of the typical Bariba matrone and

to discuss the hypothesis that in order to fulfill role expectations,

the matrone must demonstrate attributes which fall within an acceptable

range to the client population, thus rendering her reasonably homo-

philous. Homophily, as defined in chapter 1, is "the degree to which

pairs of individuals who interact are similar in certain attributes

such as beliefs, values, education, social status and the like,"

(Rogers and Shoemaker 1971: 200) whereas heteroPhily refers to the

degree to which individuals who interact differ in certain attributes.
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As suggested in chapter 1, a healer (in this instance, a

matrone) is selected in order to accomplish a particular task; a

client assumes certain characteristics of the role occupant are requi-

site for the healer to be effective and competent. Clients and

matrones are found to be homophilous in that they share concepts of

causation, beliefs, values, and role expectations. This is not to

argue that homophily refers to shared social status but that the

matrone and her clients share expectations on the attributes of a

matrone, how to relate to one another, on diagnosis, techniques and

practices and goals. Chapters 7 and 8 will consider the implications

of shared expectations regarding concepts of sickness causation,

therapy techniques and practices. Here the emphasis will be on one

aspect of role expectations--that regarding appropriate characteristics

of the role occupant. Contrastingly, where the healer is not homo-

philous with the client, as will be shown to be the case, the absence

of homophily operates to deter prospective clients from utilizing

obstetrical services. Thus in the case of the nurse-midwife/client

relationship, the respective role occupants will be shown not to be

homophilous. In contrast to the matrone, the nurse-midwife does not

share significant attributes, values and expectations with her client

and this lack of homophily deters clients from selecting the nurse—

midwife as an option for birth assistance.

Status Characteristics of Midwives

Cosminsky notes that many ethnographic reports do not differen-

tiate a specialized status of midwife from any birth attendant. (in

addition, the World Health Organization also classifies together all
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birth attendants as "traditional birth attendants" if they assist at

deliveries but have no 'formal' training.) Cosminsky, then, uses the

term midwife in reference to "a position which has been socially

differentiated as a specialized status by the society. Such a person

is usually regarded as a specialist and a professional in her own eyes

and by her community" (Cosminsky 1976: 231). Differentiating a "birth

attendant" from a midwife is not always simple, however, and even a

differentiated status such as the Bariba marusio (person who does

deliveries) can include persons demonstrating widely varying degrees

of capability and types of powers. Thus some matrones are healers,

some possess spirits, others are noted for a more purely technical

skill but in this study all are differentiated definitionally from

a birth attendant such as a female relative who may be present at

delivery and merely support the parturient from behind while she is

kneeling in labor.

Henceforth, indigenous midwives will be referred to by the

French term which is used locally--matrones--in order to avoid con-

fusion with government midwives.

Initially, at the onset of the study, names of ten area matrones

were obtained from the Mayor of Pehunko. These matrones have volun-

teered to participate several months previously in a Ministry of Health

Training program for indigenous midwives which had not in fact been

held. The additional matrones came to my attention through interviews

with officials in surrounding villages and through informants through-

out the district. The total number of matrones in the district of

Kouande has not been determined and efforts to do a census of matrones

was not considered to be worth the logistical problems and time input
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compared to the benefits of more intensive interviewing of fewer

matrones. However, the matrones interviewed do include the most well-

known matrones in the prominent villages of the district and most well—

known matrones in the Commune of Pehunko are included in the sample.

Religion

Of the 18 matrones, 6 were Muslim, 11 animist, and one claimed

to be Muslim but participated in Bariba spirit possession cult cere-

monies addressing earth spirits and was known for her knowledgeability

regarding customary beliefs and practices of the "pure" Bariba.

Religion was originally expected to be a significant variable because

of the cultural differences between non-Muslim and Muslim Bariba but

does not seem to be significant in terms of delivery procedures

indicated in interviews and observation. It also seemed possible that

clients might prefer matrones to government midwives because of

"religious" similarities between the client and birth attendant but the

data did not suggest this factor to be relevant.

Age

As is shown in Table 3 all matrones except one were post-

menopausal; 83% of those interviewed were over age 50 and all were

40 or older.

TABLE 3.--Matrones by Age

 

Under 30 30-40 40-50 50-60 Over 60

 

No. 0 0 3 5 10

% 0 0 16.7 27.8 55.6
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Birth and Residence
 

This question was considered potentially significant because of

implications for matrone-cleint relationships based on genealogical

ties; e.g., in the instance of patrilocal residence and marriage in the

same village, clients might be selected from patrilineal kin. In

actuality, approximately 1/3 of those who responded were not living in

the village where they were born or grew up (see Table 4). However,

the question of links with kin was not pursued due to great reluctance

on the part of the matrones to discuss kinship linkages. Further

investigation regarding clients of matrones suggested that although

matrones do serve kin, selection of a matrone is likely to be on a

neighborhood basis.

TABLE 4.--Birth and Residence Locations of Matrones

 

 

Currently Residing Residing No Residing with

in Birthplace Elsewhere Answer Brother

No. 4 6 7 1

% 22.2 33.3 38.9 5.6

Education

Because most rural Bariba women have received no formal

education, it was assumed that matrones would similarly have no formal

educational background and that this lack of formal education would

contribute to homophily between matrones and clients. As predicted,

of the 18 matrones, 17 had no education whatsoever and could not speak

French or read or write in either French or Bariba. One matrone

residing in Pehunko center had three years of schooling, beginning in

1919. She had retained some knowledge of spoken French; her
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comprehension was good but her speaking ability less fluent. She could

not currently read or write. This matrone had also traveled to the

capital, Cotonou, and had acquired a stock of stories and observations

about other ethnic groups which accorded her a reputation for being

somewhat more cosmopolitan than most of her age contemporaries, other

than a few female traders and "El Hadjiyas" who had been to Mecca.

Marital Status
 

Marital status was investigated in this survey in order to

draw conclusions regarding the similarity of matrones in this respect

to their clients, most of whom are married and also regarding possible

conflicts between role re3ponsibilities as a wife and as a professional.

TABLE 5.--Marital Status of Matrones

Unmarried Currently Married Widow Currently Divorced N.A.

No. 0 10 7 0 l

% 0 55.6 38.9 0 5.6

 

All those 17 matrones who responded had been married at one time; of

those, over half were currently married. However, unlike the midwives

described by Paul (1975), the fact of being married for these women is

unlikely to entail responsibilities which must be disavowed in order to

engage in the practice of midwifery. Also in contrast to the Mayan

midwives, Bariba matrones in general, are not obliged to "give up" or

refuse sexual relations with their husbands because all except one are

menopausal, and menopausal women cease sexual relations, according to

Bariba tradition. Sexual relations can, in principle, affect the power

of some medicines to work effectively and for men, who continue to have
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sexual relations with younger women, the prospect of certain rituals or

healing practices may entail sexual abstinence for a variable period.

WOmen are prohibited from handling potent medicines during menstruation

because menstrual pollution may "kill" the essence of the medicine;

this proscription is often extended to cover a woman during the entirety

of her reproductive years so that a woman cannot prepare or use powerful

medicines until she has ceased menstruating, at which time she becomes

"like a man." Given the many years "head start" of men, who have

occasion to experiment with medicines from adolescence, it is the rare

woman who can claim to compete with a man in terms of healing knowledge

and skills. A woman may, however, be apprenticed during her pre-

menopausal years, during which time she accumulates information. Some

women may, in fact, learn from their husbands. In this sample of

matrones, three acquired the basis of their knowledge from their

husbands; two of these husbands were particularly noted for their

prowess and one husband was a diviner as well as a healer. These wives

learned from their husbands when both spouses were elderly; this is

perhaps related to the generally-held suspicion and mistrust with which

"wives" are held, due to the assumption that a wife never really

belongs to her husband's family and the expectation that at some point

in time, she may decide to leave her husband and go home, taking her

knowledge with her to her own kin.

Occupation of Husband
 

This topic was investigated in order to determine whether

similarities existed between the occupations of husbands of matrones

and those of the clients and also whether matrones tended to be drawn
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from any particular social strata as indicated by marital alliance.

Generally, the question was not very illuminating and produced only

the information that of 17 respondents, 12 were wives of peasants,

two of traders, and two others are the wives of former chiefs of the

villages of Pehunko and Doh.

Family Origin
 

Although the 1972 revolution has prohibited traditional ethnic

and class distinctions, such indices of identification continue to be

recognized in rural areas such as the District of Kouande. The

significant class distinctions include the wasangari (aristocrats), the

Baatombu (commoners and original settlers of the land), Qandg_(slaves)

and others such as Hausa, Yoruba, Djerma and Mossi immigrants. Although

the Fulke are considered a part of Bariba feudal society (Lombard 1965),

I did not interview any Fulbe women because I did not speak Fulfulde and

had problems maintaining informants both in Bariba villages and Fulbe

camps. Therefore, I restricted my sample to women who considered

themselves "Bariba" (both aristocrats and commoners) or some wives of

Bariba men.

Of the matrones interviewed, six (33%) were wasangari

(aristocrats); ten (56%) commoners, one (6%) Hausa, and one identified

herself as fialifa," or Muslim, with no other commentary. Husbands'

family origins included seven wasangari, seven commoners, one Hausa,

one Nago and two unknown. Among these marriages there were only two

between the traditional categories; that is, one wasangari-commoner and

one wasangari-Hausa marriage. Marriage relationships were considered

significant to this research because wasangari and commoner rituals
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are sometimes quite different (baptism and funerals, for example);

additionally, many more wasangari have converted to Islam. It was

suspected that husbands of different background might introduce their

‘wives to new information and techniques, for example, "Words" taken

from the Koran in the case of a Muslim spouse or a magic ring from an

aristocratic family. Three matrones did in fact learn practices of

different origin via their husbands; however, the cultural mix is

probably much greater than this would suggest because of the number of

matrones who learned medicines originally from a relative or mentor of

different background.

Recruitment of Matrones and Method of Skill Acquisition
 

Matrones were interviewed regarding recruitment and method of

skill acquisition in order to draw conclusions regarding the uniformity

in recruitment and training of matrones, on midwifery as a family

specialty, and on variance among matrones in type of training and source

of skill acquisition.

In casual conversation, Bariba women claimed that skills such

as midwifery were learned from a woman's mother. However, the matrones

in this sample did not tend to have learned midwifery from a "true"

mother; only 4/18 (22%) had done so. Rather, the recruitment pattern

varied as is shown in Table 6. Fifty—six per cent of the matrones

claimed some relative was a matrone; six said no relative was ever a

matrone, and one did not respond. Matrones most commonly learned

midwifery from a grandmother or mother. These patterns are congruent

with the patterns of child socialization customary to Bariba.
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TABLE 6.-—Matrone Recruitment Patterns

 

--grandmother - ; 1

famo ? mo mo mo husb mo god fa sis husband >spirits n.a.

 

2124 3 2 1 1)1 1

          

Seventy-two per cent of the matrones claimed to have learned

midwifery by means of an apprenticeship. Mast described the process of

learning as "observation," ("I watched her . . .") or "carrying the

calebasse" for an established matrone. ("Carrying the calebasse"

refers to the apprentice accompanying the matrone and carrying her

medicine gourd and vials for her.) Two others learned by divine

blessing, one from dreams, one from experiment and practice, and one

preferred not to explain. With regard to the belief evidenced by

Bariba women that midwifery is learned from one's mother, two matrones

mentioned the expectation among neighbors and kin that if one's mother
 

was a matrone, her daughter will be equally knowledgeable. Yaayi

Karami Okpe gave her account of such a situation, saying that she had

lived with her mother but never really watched her work or bothered

to ask her questions. When her mother died, people came to her because

her mother had helped them. She would tell those who asked for her

help that she didn't know anything, but they would reply, "you lived

with her, you just are not a good person, you don't want to help." So

she began to assist at deliveries, and when problems arose, she would

ask "an older person" about appropriate measures to take, then she

experimented a bit on her own, and now she is competent.
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In other cases of interest, Yaayi Gingire, as a little girl,

observed her maternal grandmother. Her mother's brother Dogi who was

approximately 15 years older than she, also was very interested in

healing knowledge and the two of them followed the grandmother together.

Later, Dogi became a famed healer (see below) and taught Gingire

himself. Dogi recently died but Gingire knows many of his medicines.

Gingire pointed out that one can observe and assist a grandmother but

many years may pass before one can practice alone. Although three

matrones learned from their husband's mothers, matrones claim that it

is unusual for such a relationship to develop. Thus Yaayi Yon Sika

said "if you [the matrone] are away, people come and ask for your

daughter, thinking she has seen you. No one comes to ask for your son's

wife." Others say that it is imprudent to divulge information to a

son's wife because no matter how long she has lived with her husband,

she may leave and return to her own kin. The exception to this which

would allow a matrone to teach her son's wife is "when there is love

' Yaayi Ganigi, who learned from her husband's mother,between you.’

described her learning as follows: "my husband's mother washed the child

and I watched her. When she was old, she told me to do it. She told

me to help the woman and to stay by her for seven days [to wash the

newborn] and I did." In order to increase her understanding of

medicines, throughout the years, she has asked several old men for

information on how to cure more successfully.

One way of understanding recruitment of matrones is to examine

the prospective replacements of the matrones. To this end, I asked the

matrones in this sample, "will your daughter be a matrone," and if not,

"who are you teaching or planning to teach?" Only 3 of 14 matrones



170

who responded were planning to have a daughter as an apprentice; of the

others who planned to take an apprentice, the choices included a

sister's daughter (1), brother's daughter (2), granddaughter (l) and

younger sister (1). One other replied that her brother's daughter would

replace her, and one that she would teach her granddaughter. Yaayi Yon

Sika expressed the alternatives most succinctly:

If you had a choice between your own child, your brother's daughter,

or your son's wife, who would you choose? You would choose your

own daughter or your brother or sister's daughter, not your son's

wife--she is from elsewhere and will return there. You may also

show your granddaughter if she is clever.

According to this matrone, any daughter may learn, regardless of her

rank among children; the choice depends on the courage, charitability

and resourcefulness of the daughter. In her case, it is her son who

has expressed an interest in learning, whereas her daughters have not.

For this disinterest she has chastized them, reminding them that if she

dies, people will come to ask them for help and none of them will know

anything useful.

Several matrones claimed that the Bariba "way" is for a grand-

mother to teach her granddaughter; as was pointed out previously, 5/18

of the matrones in this sample learned from their grandmothers, but only

one plans to teach her granddaughter. Most of the matrones explained

that they were not yet ready to take an apprentice, although all except

two were over 50 years of age. Four of the 14 matrones who discussed

this issue stated that they would never take an apprentice, but the

others claimed that they were not ready yet or the apprentice was too

young. According to this apprentice, one's own or sister's daughter

is the most likely apprentice; the more courageous she is, the younger

she can begin to assist at deliveries. Correspondingly, one matrone
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said she hasn't found anyone courageous to replace her yet, whereas

another is blind now and never got around to showing her daughters or

nieces who were interested. One matrone who learned from her husband

explained that she isn't planning to pass on her knowledge because she

is successful by means of involving her husband's name together with

other special words; these words cannot be transmitted to an apprentice.

A matrone who claimed to have learned from spirits in dreams

said she won't ever tell anyone what she knows or the spirits will leave

her in anger. Finally, Gingire, the matrone who learned from her

grandmother, together with her mother's brother Dogi who became famed

throughout the region, said she plans to teach Dogi's daughter because

Dogi had started to do so himself before he died.17 In sum, only four

matrones were actively involved in teaching an apprentice; of these,

one was teaching her sister, one her sister's daughter, one her

brother's daughter, and one her own youngest daughter.

Sources of Medical Knowledgg
 

When asked to specify the source of their healing knowledge,

eleven matrones described an apprenticeship, three said they learned

from spirits in dreams, one solicited information periodically from an

elder, one said she experimented primarily on her own, and one said

it wasn't any concern of the researcher. One matrone said, speaking

generally, that if a woman is competent and her mother or grandmother

was a matrone, she is a suitable and likely successor to the position.

This response fits the data most accurately. Other matrones, in

discussing recruitment to the position of matrone, offered a variety

of responses, usually based on their own experience, except for one who

said that no matter who one learns from, God is involved. Regarding
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the question of those who claimed to learn from dreams and/or spirits,

I asked both those who gave such a response and those who learned from

another human healer to comment on how this type of learning was

transmitted. The ones who learned from spirits said that they heard

voices, usually in the night, but saw no one. The voices explained

how to deal with certain problems, or what substances to prepare for

curing.

Some matrones who had learned from a healer said that even if a

matrone claimed to have learned only from spirits, she really had

learned from a person as well. A consideration of curing procedures

in general suggests, though, that while the matrones may in fact have

learned from a human being, dreams are frequently evoked by healers as

modes of transmission of information. Thus one healer treats childhood

illnesses by listening to a description of the complaint and telling the

parent to return the following day with a pot. During the night, the

healer will have collected the substance (usually leaves, roots, bark)

and will put them in the pot. Another healer remarked that dreams

sometimes reveal which of the leaves or roots or other substances one

knows would be successful in treating a certain complaint. In other

words, in dreams, the healer's existing knowledge is synthesized and

"experiments" are suggested for trial. It was not clear whether

spirits are believed to have any function in transmitting these dreams

or producing the voices although one matrone implied that spirits are

responsible for dream revelations.
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Matrones Own Reproductive Histories
 

Interest in the question of number of pregnancies and living

children derived from the observation of a number of beliefs regarding

mothers whose children always die. The Bariba express great concern

over these children and the reasons for this misfortune, which might

be related to sorcery, witchcraft, or merely to destiny. It seemed

likely that a mother afflicted by consistent infant or child mortality

or a woman who suffered the supreme misfortune of never conceiving or

always aborting would not be a desirable candidate to become a matrone,

due to the possibility of passing on the bad luck, harming a client

through envy, or somehow involving a third party in her own misfortune.

Matrones tended to feel that questions regarding their families

were intrustive and irrelevant, therefore five refused to answer and

no information was acquired on them. Information on the others was

obtained in part from the matrones and in part from other villagers.

Of the 13 matrones on whom data were obtained, all had experienced two

or more pregnancies and all had at least two living children. The

relationship between number of pregnancies and number of living children

was as is shown in Table 7.

Although the information on reproductive histories of matrones

is very sketchy, and the sample is small, a rough comparison between the

proportion of live birth ending in infant or child death among women

over 40 in the general population and among matrones suggests that

possibly matrones have suffered a lower rate of 1088.18 These

reproductive histories of good fortune may contribute to success of

matrones to the practice of midwifery. What is certain is that a woman
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who had no pregnancies or no living children would be most unlikely

either to be recruited as a matrone or to attract a clientele.

TABLE 7.-Reproductive Histories of Thirteen Matrones

  

No. Pregnancies Living Children

2 2

3+ 3

3+ 3+

4 ?

3+ 3+

2 2

? 2

7 3

5 3+

3 3

7 7

12 6

4+ 4

Age at Unsupervised Delivery
 

The discussion of apprenticeship suggested that young women were

not appropriate apprentices; thus one matrone indicated her three

daughters, ranging in age from 35 to 20 and said all were too young to

discuss medicines. Correspondingly, most matrones claimed to have been

menopausal or post—menopausal before assisting at an unsupervised

delivery. Two matrones demurred, saying that neither was menopausal

when she begin practicing alone.

Assistance at Own Child's Delivery
 

The topic of a matrone's assistance at her own child's delivery

was addressed because of the cultural norms idealizing modesty between

a mother and daughter; propriety inhibits an adult woman from displaying

her genitals in her mother's presence. Although mothers in general do

attend a daughter's delivery, more often than would be expected given
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verbalizations on the subject (see chapter 8), most matrones did not do

30.19

Of eleven matrones with whom this issue was discussed, three

said they definitely would assist at a daughter's delivery, one stating

the equivalent of "charity begins at home." Seven matrones said it

was improper to treat one's own daughter, and one said she would give

advice and suggest medicines but would not be physicially present in

the room with her daughter. Correspondingly, most women of reproductive

age stated that it would be very rare to have one's "own" mother present

at a delivery, in fact it would be embarrassing and improper and a

woman would "eat shame" to have her mother see her nakedness.

Remuneration
 

Matrones were interviewed regarding remuneration as part of a

more general effort to elicit information on the social position of the

matrone and on midwifery as a speciality in comparison to other

specialities. Remuneration, respect and other indicators of gratitude,

‘were considered to be indicative of the value attributed to the role of

matrone and hence to have implications for selection of birth

assistance.

Midwifery is a part-time specialty, closest in comparability

to artisan specialities but not bringing in the cash income of such

other part—time specialities which are in the "modern" sphere such as

barbering, photography or shoe repair. Midwifery as a part-time

speciality which does not necessarily bring in a dependable income is

not comparable to any of the full-time occupations such as carpentry

or repairwork. A few matrones sell medicines on the side in the
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market, especially for the common woman's complaint "ti iru" but this

is a more commercial side than is usually evidenced by matrones

regarding their midwifery skills.

As women, they do engage in activities for financial gain but

these enterprises are seen as primarily economic, and distinct from

midwifery. Almost all Bariba women engage in some commercial activities

in order to obtain a cash income. Perhaps the most common enterprises

are prepared-food vending and what is referred to locally as "small

trading, that is, selling of a variety of items such as cigarettes,

candy, sugar, canned tomato paste, combs, soap, hair plaiting, thread,

etc. Matrones engaged in a variety of commercial activities ranging

from sales of kola nuts, cotton thread, small trading, to preparation

and sales of millet beer or distilled liquor. However, income from

healing does not seem to represent a significant portion of revenue for

most matrones and midwifery should not be considered an "occupation" in

the sense of an activity which brings in regular remuneration. In

contemporary times, matrones may receive both money and produce or

cloths in return for their services. However, remuneration is

variable and very much dependent on the will, or charitability, or the

clients and their families. Many matrones, when asked about payment

for services, remarked in disgust that "some people forget what they

owe you so quickly that they neglect to say good-morning the next day."

A salutation may be the only recompense a matrone receives for

preparing and administering medicines, and assisting at a delivery.

When they do receive payment for services, matrones receive

such goods as butter, soap, oil, 2 meters of cloth, produce (rarely);

some matrones claim that they don't accept gifts from clients, only
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salutations; others don't accept payment from family. This latter

condition raises interesting possibilities in the village of Doh, where

most villagers are related and a matrone could clearly not expect to

earn much income from providing medicines and assisting at births.

Baby washers (whether birth assistants or not) receive the most

standardized payment-—usually a hunk off the soap prepared for the new

baby and porridge and sauce. In Pehunko, with its large Muslim

population, one finds Muslim families who kill a sheep for a new baby's

baptism on the eighth day after birth; the sheep is divided among

dignitaries in a pre-determined fashion and the baby washer receives

her special part, the neck. In such families, however, if a matrone

assisted at the delivery, but was not the baby washer, she may not

receive a portion of the meat. It seems, then, that a matrone accrues

prestige and respect for her healing activities, rather than financial

gain.

First, however, it is necessary to indicate that the matrone is

indeed respected. Cosminsky, in her review "Cross-Cultural Perspectives

on Midwifery" (1976) stated that the midwife usually occupies a

respected position but her status is not invariably a high one. The

indigenous midwife in India, to list one instance, is held in low

esteem due to beliefs regarding pollution. In considering the status

of the Bariba matrone, one finds examples of some customary modes of

indicating respect such as praise-singing (for the greatly admired),

and reference by the title "medicine person,’ which suggest a high

status for the matrone. The significance of praise-singing for women

as a sign of prestige and of healing in cross-cutting categories has

already been noted (see chapter 5) and will be discussed again at the
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end of this chapter with reference to spirit cult members.

Genuflexion is also an indication of the degree of respect with

which one person perceives another. A.matrone would certainly receive

a deep genuflexion from a client following some assistance. Confusion

may arise in interpreting this gesture, however, because a younger

person always should bow deeply to an elder and it is necessary to

establish which aspect of the social identity of the matrone has

received deference. (See Keesing 1973 for discussion of composites of

social identity.) Nonetheless, those matrones known for their

competence and esoteric knowledge are seen to receive full genuflexions

(in which the person of lesser status squats on the ground rather than

merely dipping the knees) from.women, men and other elderly people.

When one elderly person meets a matrone and genuflects deeply,

indicating lower status in the relationship in this manner, clearly

prestiage rather than age is at issue.

Gifts are an important indicator of position in Bariba society;

a tribute system was intrinsic to the traditional feudal social

organization. However, gift-giving was found ng£_to form an obligatory

aspect of the client-practitioner interaction. It seems rather that

a healer with many substances to dispense in curing, and knowledge of

incantations to provide potency to the treatments, increases his

prestige by not accepting or requiring payment, so that the populace

is always in the healer's debt, and in obligation to the healer's

charity and goodwill. Some matrones did state that although they are

irregularly paid at the time of delivery assistance, clients or their

relatives may present gifts such as butter or mustard or yams on feast

occasions to show gratitude and admiration. Other comparative aspects
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of the tribute system were difficult to research due to the revolu-

tionary doctrine prohibiting payment of tribute to any traditional

functionaries. This prohibition particularly applied to political

officials such as chiefs but it would have been interesting to observe

the contrasts in types of gifts and tributes for the various statuses,

whether political, service, craft positions, etc.

Another minor indicator of respect often provided to the

matrone is the salutation "ka faaba," (thank you for saving me)

offered after a successful delivery, as well as the salutation

"ka t:nu," (thank you for a goodness done to a person). The fact

that ordinary non-specialists owe deference to the matrone is also

evident in situations where the matrone arrives at a delivery and all

other attendants leave. This is explained as behavior required to

signify respect for the matrone's skills, which should not be observed

by others for they are secret and should only be shared at the

matrone's expressed wish. Retiring from a situation due to deference

is characteristic of behavior of any person who finds him/herself

surpassed in competence, whether it is a question of a layperson who

calls a matrone, or a matrone who defers to a more skilled healer.

Thus one matrone stated that she could not describe what another more

powerful healer had done at a delivery because she had left, feeling

"small," and not wanting to observe a superior at work. One must also

remark the implicit flattery and esteem accorded to any person with

powers of the occult and control over substances, whether this power

is used for good or evil. (See chapter 3 on witchcraft, sorcery, etc.)
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In analyzing the status of the matrone, and considering status

in terms of the rights and duties associated with the position, it seems

evident that the transaction between the matrone and her client is

characterized by the offering of a service by the matrone which

involves the mobilization of certain strengths (referred to earlier) as

well as special skills and knowledge. In return for providing the

capability and willingness to perform the role, the client is expected

to reciprocate with deference and respect and gifts, but the last

optionally. It is also possible that prior to the colonial era, when

the customary statuses and roles were more in evidence and one could

observe an individual's behavior in many contexts, one might have

determined other significant indicators of a social identity.

Currently, it is very difficult to compare the position of the midwife--

respect to which she has claim, services or gifts which she receives—-

with that of other specialists and functionaries because public enact-

ment of their roles has been greatly reduced. The literature is of

little enlightenment on this issue because it deals almost exclusively

with political organization and the roles of men; the most suggestive

statement regarding prestige of women is that previously quoted wherein

Lombard remarks that matrones were among the most influential women in

Bariba society and their fame sometimes extended throughout a region.

Unfortunately, given the changes which have already occurred in social

organization and the special limits on tribute (e.g., no celebration of

the traditional new year, when gifts were exchanged), prohibitions on

' and ritual performances, some specific aspects of the"mystification,'

behavioral implications of the matrone's position and the matrone-client

relationship must remain speculative.
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Comprehensive Care by Matrones
 

The matrone's role was predicted to be more "comprehensive"

than that of the nurse-midwife and the data support this hypothesis in

the sense that the matrone's role comprises social and ritual functions

not fulfilled by the nurse-midwife. However, the matrone was found to

provide lg§§_comprehensive care than expected with regard to areas of

specialization covered in her practice. Matrones were expected to

provide counseling and treatment in areas of specialization theoreti-

cally associated with reproduction; thus questioning revolved around

those areas of health care, with which a specialist in women's problems

might possibly deal. In interviews matrones were asked to describe the

types of complaints they dealt with and they were questioned explicitly

regarding the following subjects:

(1) menstrual problems

(2) sterility

(3) pregnancy and delivery

(4) child care

(5) nutrition

(6) female circumcision

Of 14 matrones who responded to these questions, none claimed competence

in all the suggested areas; only two specialized in one single area.

The most frequent response (6/14) was that the matrone's area of

competence was pregnancy, childbirth and child care, particularly for

children under three years of age. In this regard, Yaayi Yon Sika

informed the researcher that any person who sought to assist women in

childbirth needed to learn medicines for treating childhood ailments;

these two facets of healing were logically associated. Two matrones,



182

in addition to treating pregnant women and children, also dealt with

other types of complaints; one with illnesses caused by sorcery and

the other with common ailments of adults such as cough and stomach

disorders. An additional matrone dealt with problems associated with

pregnancy and delivery, child care, and menstrual complaints. One

matrone specialized in "food counseling" for pregnant women with

appetite problems during pregnancy. Two matrones handles pregnancy,

child care and sterility problems and one of the latter also circumcised

young girls. In sum, the "core" of the matrone's activities was found

to be delivery assistance, with some treatment of complaints associated

with pregnancy such as appetite problems or preventive medicine for

possible complications during labor.

Pregnancy Counseling
 

The matrone's role does not usually include diagnosis of preg-

nancy. WOmen state that some primiparas need to consult a more know-

ledgeable woman in order to determine whether "it is a pregnancy or a

sickness" but other women do not. Diagnosis of pregnancy, then,

generally falls within the realm of every woman's competence. Mbst

matrones can, however, tell if a woman is pregnant by observing the

woman's breasts, skin color, general appearance, and of course, stomach

size. Pregnancy diagnosis is considered a very private matter and one

woman, who had experienced some ambiguous signs which she suspected

might indicate either illness or pregnancy, said that she did not

consult the matrone who delivered her last child, in order to diagnose

her condition. Rather, she discussed her symptoms with an elderly

woman in her husband's family in order to "keep the secrets of the
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household in the household." This statement might also indicate fear

of sorcery against the unborn child by jealous outsiders.

The response to questions regarding treatment of sterility

indicated the importance attached to this condition. Most matrones

explained that treatment of sterility requires special knowledge and it

is not everyone who is capable of dispensing such treatment. Sterility

may be the result of several factors and before a cure can be attempted,

an accurate diagnosis is required. Thus a person who treats sterility

may (but is not necessarily) be a diviner or the afflicted person may

consult a diviner first and then consult another specialist on

sterility if the cause of the sterility can be remedied by means of a

healer's substances, words, etc. This type of treatment differs from

that required if, for example, the cause of the sterility is a father's

sister's curse. Overall, treatment of sterility necessitates special

skills and powers not usually possessed by the matrone. The fact that

one matrone functioned as a circumciser seems likely to be coincidence

because female circumcision is a hereditary occupation, transmitted

through women and was not found in this sample of matrones (with the

one exception) to overlap with transmission of midwifery skills. Thus

matrones remarked that female circumcision is bwssEru ("family") but

midwifery is not a hereditary speciality in the same sense. (See

pages 156-157 on hereditary occupations, also chapter 5.)

The limited range of treatments offered by matrones corresponds

to the general pattern of specialization of functions in Bariba culture,

whether in the political sphere or in the domain of healing. Bariba

healers include specialists for every common complaint. What seems to
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be significant is not range, but intensity of power. Thus it is more

meaningful to be known as a medicine person than as a matrone.

Matrone's Role Variability
 

Within the domain of delivery and immediate post-partum

assistance, the matrone's role is also variable. A matrone might serve

the following functions:

(1) diagnose complications of labor

(2) administer medicines for such complications

(3) diagnose cause of retained placenta

(4) cut the umbilical cord

(5) administer medicines and apply remedies to expel the placenta

(6) wash the baby

(7) any combinations of the above

Most matrones say that the primary distinction is between those

who wash babies and those who do not; this division of labor is

interpreted in various ways. One matrone claimed that women with

"spirits on their heads" (that is, possession cult members) don't like

to see blood or the placenta so they leave the scene of the delivery

quickly; several village women suggested that baby washing is a fearful

task to those with spirits; whereas others claim that those who wash

babies need to have adequate time available and be skilled in the

washing procedure in order to avoid causing the infant to be misshapen

when older. This explanation implies that the reason for not washing

babies is lesser ability. However, all informants agree that although

a specific skill may be required for the washing ritual, washers are

not intrinsically as powerful as those matrones who assist at



185

deliveries. That is, there are baby washers who do not assist at

deliveries and who are not medicine people. There are also matrones

who are medicine people, hence powerful, but who do not wash babies

and some who do both. 0f twelve matrones who discussed the range of

their activities, half washed babies. Nine of those twelve cut the

umbilical cord; the three who didn't claimed that a woman who is not

protected by preventive medicines and who assists at a delivery and

then stays to cut the cord, will go blind. This belief seemed fairly

wide-spread, upon greater investigation, but no further explanation

was forthcoming.

One baby washer who only cuts cords and washes but does not

assist at complicated labors claimed that thirty years ago she washed

all the babies in the village, even those of some now well-known

matrones, but that now, "everyone" was taking on the job. Perhaps

then, the division of labor is customary and the overlap is a

relatively recent phenomenon.

Spirit Possession
 

Approximately one-third of the matrones are adepts in spirit

possession cults and of these, over 80% belong to the possession cult

known as "sambani." Possession cults are characterized both by the

types of spirits which possess the initiates and by the type of musical

accompaniment to the possession dance. The two main cults are known

as "bukakaaru" and "sambani;" sambani refers to the dance accompanied

by gourd drums and rattles; bukakaaru includes musical accompaniment

of gourd drums and violins. Both sorts of cult are organized in

associations led by a woman having attained her position by a
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combination of seniority20 and prestige within the cult. Bukakaaru is

a dance group of Djerma origin; the name of the spirit which possesses

the women is known as "2225;" (also found among Hausa). This spirit

possesses women as they dance to the musical accompaniment. During the

period of the dance, it is said that the possessed women no longer

belong to their husbands. Instead, they have become the children of

kumba, the cult leader and she alone can give them permission to return

to their husbands. In the interim, the violinists may profit from the

situation by forming liaisons with the women, hence comes the saying

that "if your wife is possessed by 2225;, she is the wife of the

violinists." (Evidently this applies to sambani adepts as well.)

Sambani, on the other hand, are possessed by spirits of the

bush (werekugibu or bunugibu, the spirits of rocks, trees, streams,
 

animals, etc.) The significant difference between the bukakaaru and

sambani cult members is that bukakaaru adepts are possessed while

dancing, and remember nothing afterwards. Sambani, in contrast, are

noted for powers of clairvoyance, and the ability to read the future.

Although sambani also cannot remember the possession event, they do

retain the special powers of divination and clairvoyance remarked

above. In this sense, sambani are alleged to be more powerful than

bukakaaru adepts. Correspondingly, bukakaaru call sambani "husband,"

signifying that the status relationship between them resembles that of

a wife respecting her spouse. In both bukakaaru and sambani, at the

end of the initiation ceremony, before the initiate comes out of the

trance, she is "taught" how to re-enter ordinary life--cooking,

cleaning, and other household activities are demonstrated as if she is

entering a new life. In particular, she is re-introducted to sex and
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told "when you go to your husband and he touches you, don't scream.

This happens to all women." Otherwise, it is said, he will touch her

and she will scream and say "what's this? I have never heard of such

a thing!" At the termination of the re-initiation to routine life,

she is touched with a horse's tail and released from trance.

At that time, for bukakaaru, the extraordinary powers have

ended. Some bukaraaru can foretell the future while possessed, for

example, one woman foretold the coming of a measles epidemic and

suggested measures to weaken its virulence but when not possessed,

she is as limited in vision as a person who never "has spirits on

her head," as possession is described. A sambani, on the other hand,

can always throw cowrie shells or use other techniques of reading the

future or divining the present. Of the matrones, all except one who

had spirits on their heads were sambani adepts. The implication of

sambani membership for a matrone will discussed below.

It seemed of possible significance to determine whether

matrones were selected from among women with spirits or whether, on

the contrary, matrones tended to become cult members. This question

proved very difficult to answer because the history of an individual's

contact with spirits is perceived as extremely personal and not amenable

to interrogation. In fact, I found only three responses--two matrones

were cult members before becoming matrones and the third became

possessed after already being in practice. Regarding the frequency of

spirit possession, not every household includes a woman who has

spirits. (Men are rarely possessed, although one Pehunko male was

known for the feats he had accomplished while undergoing initiation.)

Some families, on the other hand, include several such women.
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Possession spirits are usually inherited, often from a father's sister

or father's mother, although women claim that a cult member may bequeath

her spirit to any well-loved relative. Spirits are usually inherited

after death but are occasionally shared among the living, as in the

case of a husband who shared his spirits with his wife.

At each of the two possession cult reunions (different groups of

the same cult) which I attended, both of which were held to welcome new

initiates, from 20-25 adepts were present and dancing. These appears

to be a network of cult branches throughout the region and one currently

functioning group recently formed after splintering from a mainly

Pehunko-focussed membership; the cause of the split seems to have been

a conflict over leadership occuring at the death of a cult superior.

I was interested in possible links between a regional network of cults

and members who are healers, but only a few healers seemed to have

regional fame. In addition, only three spirit cults met during 1976-77,

allegedly due to prohibitions on assemblies and on drumming set forth

by the national government. This restriction on cult activities

rendered it difficult to estimate cult membership, however, the small

size of the two groups observed, which included Fulbe members, suggests

a low frequency of possession among the population, and it seems likely

that it is more than coincidence that one-third of the matrones are

cult members and the majority of those are of the sambani variety.

Rather, as will be discussed below, cult membership provides contacts

for a matrone to increase her knowledge about medicines, which may

augment her diagnostic skills and inspire respect in her competence as

a matrone. Moreover, both the role of matrone and that of spirit cult
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member seem to require certain similar character attributes, as will

be detailed below.

Inheritance of Spirits
 

A person may possess one or several spirits, each of which has

a name, bukakaaru members are all possessed by 2223i spirits but sambani

members may be possess by (l) kiriku Spirits; (2) bionkuro; (3) 2232;

(4) wereku. Each type of spirit has its own praises which the praise-

singers chant to raise the spirit within its host but the women

possessing different spirits can dance together because "all spirits

are married with each other even as people marry amongst each other."

Women are hierarchized according to the importance of what possesses

them. For instance, a lion spirit is more important than a monkey.

Relative prestige is indicated in praise-singing, musical accompaniment,

money offered by spectators, etc.

If a person with spirits dies, the spirit may be bequeathed

within the family or elsewhere. Some spirit possessors choose not to

bequeath their spirits. In one case, a renowned healer had two types

of spirits, bionkuro and wereku. The wereku are the spirits of other

spirits, wereku of the bush, and can be very difficult to handle,

causing illness or insanity. Accordingly, at his death, the healer

declared that he would not transmit the wereku spirits; rather, he

would send them back to the bush to await someone who passed by and

pleased them. Ordinarily though, a spirit possessor will bequeath the

spirit to a brother or sister's daugther. Spirits are never inherited

in a direct line, e.g., mother to daughter. The most common procedure

is that following the death of a person with spirits, family gather,



190

together with cult leaders and musicians of the group in which the

deceased had been initiated. For seven days, the family will dance,

trudging round and round in a circle, accompanied by the appropriate

instruments. From time to time, a dancer will appear to he possessed—-

her eyes will become fixed and she will become rigid and stay rigid

even after the music stops. Several dancers may seem possessed during

the inheritance dance period. As one observer put it:

The spirits come, they try one person out, then another; the

spirits tempt her, they come on her, leave, let her rest, return.

They see how each one responds, who welcomes them best, and then

they choose one.

After the ceremony, the cult leaders select the potential initiate but

it may be years before the family proceeds with subsequent ceremonies

to verify that the person has been chosen, due to the heavy expenses

involved. If the ceremony is not held immediately following the death

of a cult member, the need for its occurrence may be indicated by an

episode or recurrence of illness afflicting a particular family member.

In some instances, the occurrence of a person displaying certain

symptoms such as vertigo, weakness, convulsions, or unusual behavior,

may be suggestive of a spirit possession even if no relative can be

remembered who left an uninherited spirit.

In the event that a ceremony is held to determine whether an

illness is indicative of spirit possession, the symptoms should dis-

appear after the afflicted person "falls," being surmounted by the

spirit. In one case, an adolescent girl with a history of staring and

behaving oddly, thought to have a sambani spirit, was taken into the

cult, and the spells ceased. On the other hand, a Fulbe woman was

brought to a dance because she had been tearing off her waist cloth
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and running nude. A diviner who had been consulted as the cause of this

extreme behavior suggested she was bothered by a sambani spirit. At the

dance, however, her spirit was very slow in coming and she refused to

fall or show her eyes, the indicators of possession. Eventually people

began to say that the woman wasn't possessed, she was "just crazy."

Dreams may also indicate that a spirit desires to be possessed.

Thus Yaayi Yo, a cult leader, described her experience with the

inheritance of a family sambani spirit.

I got my spirit from my father's sister. This is normal. If you

live a long life and die, you would leave your cloths to your

brother's daughter. Then my father's sister came in a dream and

showed me a white cloth and a sash to tie around my waist. I

cried and went to Ya (former cult leader) to ask her what it meant.

Ya told me to find the cloth, so I took cotton and made thread and

had the cloth of the dream made. Then I danced in that cloth [and

the Spirits came.]

Healing and Sambani
 

The significance of spirit possession for the study of midwifery

derives from the question of the implications of the overlap between

matrones and cult members, and more largely, the imputation of "power,"

diffusely expressed, to cult members. In other words, sambani members,

especially, are alleged to have special abilities and skills, ranging

from divination to knowledge of words and substances. Because of the

finding that individuals, particularly women, described by others as

diviners or medicine people, were often also members of spirit cults, I

was led to ask the question "are all sambani medicine peOple?" The

answer to this question was categorically no. One diviner who is also

a medicine person and a sambani leader explained the interrelationship

by saying that certainly all sambani did not have medicines.
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Are children the same as adults? Within sambani, some are powerful

and others are not. It's like European school. All want to succeed

to become great but most don't. Only a few are powerful.

Within the cult, however, a person has potential access to other

powerful individuals who may be willing to share knowledge or take an

apprentice. A cult member who has a matrone or who had an interest in

pursuing this speciality might then apprentice herself to another more

senior cult member who proved agreeable. Power, as defined by control

of forces of good and evil and capacity and knowledge to combat

pathological agents, whether sent by spirits or men, is highly concen-

trated in the sambani membership. Thus cult membership provides

contacts which would be tapped by prospective healers or healers seeking

to augment their power.

What then, might be the direct contribution of spirit possession

to a matrone's practice? Bukakaaru, because its effect is basically

limited to the actual period of the possession state, would not provide

a perpetual source of power to the matrone for strength in diagnosis

and treatment, although being a cult member might be an attribute

attracting clients (see character attributes). Sambani, on the other

hand, might theoretically provide a means for a matrone to derive

spiritual assistance. Some Bariba claim that those with spirits may

be able to obtain help from them. First, no one, whether a person with

spirits or not, can communicate directly with spirits or request

assistance instantaneously. However, a sambani adept may be able to

"see" the position of the child in utero, and to predict difficulties

in a delivery. In general, healers who have spirits may also have

the power to foresee the involvement of sorcery, or to advise one the

treatment for illness via communications sent in dreams. Spirits may
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also send the knowledge of special healing words in the night. Thus

indirectly, a woman who has sambani spirits may acquire knowledge and

divination skills which would increase her capabilities as a matrone.

These increased capabilities are likely to promote the matrone

to the status of healer (gingi) as opposed to simply "mother," or

”one who does deliveries." The healer/technician distinction among

matrones is primarily manifest in terms of degree of power and this is

most often indicated by cult membership (especially sambani), which

enables the matrone to draw on such assets as spirit contacts,

clairvoyance, special words, in the practice of midwifery. Thus one

might conceptualize birth assistants as comprising the "attendant,"

who merely is present at a delivery and may perform such tasks as

getting food or water for the parturient; the matrone who gives

instructions and some remedies for complications of labor and delivery;

and the matrone who is also 3.21281: medicine person, who is most

likely to have devoted more time to experimenting with medicines and

learning special incantations and who is likely to be a spirit cult

member.

Another correlation between midwifery and spirit possession of

either the sambani or bukakaaru variety might be found in the character

attributes which are a pre-requisite for both. The importance of

strength of character for a spirit cult initiate is noted by numerous

cult leaders and lay spectators. The conception of the spirits darting

from individual to individual "testing" the various applicants and

choosing the "best" is suggestive of the discrimination involved. The

"best" or most suitable applicant requires such characteristics as

courage, confidence, self-control and public presence. These qualities
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are necessary to carry the initiate through the ordeals of the testing

rituals to verify the presence of the spirit, and the initiate is

expected to suffer greatly before terminating the requirements. Such

initiations ordeals include leaving the initiate immobilized on an

anthill or termite mound; the truly possessed will not brush off the

insects; or sending the initiates alone through the bush to find special

objects such as sticks or cowrie shells which have been destined for

them to find. Even the dancing required in the cult reunions

necessitates the ability to shed the proverbial modesty of women and

display oneself; many women are reluctant to dance in ordinary festive

dancing because they are "ashamed" or embarrassed at being the object

of attention but spirit cult members are obliged to dance while crowds

gather to watch them. The speculation of one Bariba woman that those

who have spirits on their heads lack "shame," then, seems to be an apt

observation.

In the case of the matrone, the attributes of courage, self-

confidence, presence, and authority are also desirable. The matrone may

be obliged to make quick decisions, to give advice, to face death, pain,

sorcery or witchcraft. The fear of "the things one might see" at a

delivery inhibits many women from assisting especially at a difficult

birth where witchcraft is suspected. A matrone may risk blindness

(see cord-cutting and baby-washing) or illness from encounters with

witch babies or affliction and even death from envy of others due to

her position, or anger due to her interventions. She also must lack

shame in order to view another's nakedness, which is ordinarily

abhorent among women other than the very old, who sometimes wash

themselves in the open courtyard. In one instance, a midwife had her
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own praise-singer, who sang of her that "she is powerful, she will never

need to 'eat shame' by her failure at a delivery" (u§_sekuru gg). One

observation related to this praising is that the praise-singer proceeded

to extemporaneously recite some obscene verses received with much

hilarity by the midwife and her friends (e.g., a drum and a penis had

sex, the drum burst and now women are looking everywhere for such a

penis). Following the departure of the praise-singer, a Bariba woman

commented that both praise-singers and women who possess spirits, such

as the midwife in question, are without shame, indicating the rarety

of such praise-singing of a woman and drawing attention to the possible

significance of spirit possession as a basis for respect. Thus the

fact of the praise-singing and the nature of the praises in this case

may derive partly from the fact that this midwife is known for her

powers as a spirit possession cult member, and not solely from her

status as a midwife.

The Matrone Prototype
 

In the beginning of this chapter, it was suggested that a

particular therapeutic option, such as a matrone or a nurse-midwife,

is selected by a patient in order to accomplish a particular task;

a client assumes that certain characteristics of the role occupant are

requisite for the healer to be effective and competent. It seems likely

that in the case of the matrone, she is perceived as competent because

she possesses characteristics which are perceived as suitable to her

role. This does not mean that every matrone will necessarily conform

to an invariable set of rules, but that she will demonstrate attributes

which fall within an acceptable range to the client. The review of
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social and career attributes of matrones has shown that there is a range

of characteristics which are typical of a matrone and which render her

acceptable in the perspective of her clientele.

In reviewing the characteristics of matrones, they were found

to share the following attributes:

(l)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

For matrones, midwifery is a part-time speciality, one of a few

avenues for women to increase their prestige. It does not provide

primary income.

Matrones are referred to as mother, not by a special title but may

be referred to descriptively as "one who does deliveries."

Midwifery may be, but is not in all cases, a speciality subset of

healers; the healer/technician distinction among matrones is

primarily manifest in terms of degree of power, as indicated by

knowledge of substances, words, and spirit cult membership. In

this case, the midwife may be praised by praise-singers for her

powers as a medicine person.

Midwifery is not a hereditary occupation but is usually learned

by apprenticeship from a mother or grandmother; spiritual call or

assistance may also be a factor in selection and competence.

Most matrones are animist.

All are over 40 years of age; all except one was menopausal at her

first unsupervised delivery.

Only one had received formal education.

All had been married at least once; approximately half were

currently married; others were widows. In this respect matrones

are similar to other Bariba women since it is the rare woman who

has never married.
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(9) Approximately 71% were wives of peasants, a characteristic shared

with their clientele; (others were wives of chiefs or traders.)

(10) All had at least two pregnancies and at least two living children.

(11) The majority specialized particularly in delivery assistance and

child care.

(12) Slightly over 1/2 are Bariba commoners, 1/3 aristocrats.

One might predict then, that rural Bariba women expect that a

competent matrone will resemble the prototype represented in the

ensemble of these attributes. The significance of these characteristics

becomes especially evident when one compares the typical government

midwife to the matrone. The government midwife is likely to be a non-

Bariba, with secondary school education; until very recently she was

most likely to be a southerner transferred to work in the north due to

the small number of northern women who attended secondary school. She

probably did not understand Bariba or Dendi (lingua franca of the

region) and was in her early twenties. Most midwives, if married, were

living without their families, often in a house alone or with a single

relative, not in a typical family household. For the government midwife,

midwifery is a full—time salaried job which places the midwife in the

status group of civil service. This status affiliation dramatically

separates the midwife from her client. Midwives, when married, are

usually married to other civil servants, have no or few children, are

of course literate, and learned medicine from books rather than

apprenticeship. Many are Catholic or protestant, and if animist, do

not participate in local rituals. Usually, the government midwife is

addressed respectively by clients and neighbors as "dokotoro" (doctor,
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nurse); of course, being so young, most government midwives could not

expect to be referred to as "mother" in any event.

The primary characteristics shared by matrones and government

midwives is that both provide delivery assistance and treatment for

early childhood ailments; however, the approach to treatment and to the

client-practitioner relationship differs greatly. With regard to

differences in responsibility and authority, for example, the nurse-

midwife clearly pre-empts control of the situation. Contrastingly,

the matrone may give advice and suggestions but her tone and actions

are rarely ones of dominance; rather, she is in the role of supportive

personnel-—certainly possessed of esoteric knowledge, but not a

controlling character. She speaks the same language as her patients,

probably resembles their mothers or grandmothers, and shares the same

sort of educational background, household organization and marital

status as her clientele and has a respectable reproductive history.

Compared with the nurse-midwife, the matrone is notably more homophilous

with her prospective patients. The nurse—midwife is most likely to give

orders in French, thereby accentuating the social and cognitive distance

between herself and her patients (manifest in her title of "dokotoro");

she may speak harshly and loudly, criticize the patient for not

complying with instructions or being a "peasant," for not "pushing"

energetically enough, etc. In general, she emphasizes the differences

between herself as an educated, salaried, government employee,

possibly a southerner--and her northern, uneducated, non-French-speaking

clientele. Observation of the behavior of the nurse-midwife in the

Kouande maternity clinic clearly indicated a difference between the

nursedmidwife's treatment of southern women, usually wives of civil
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servants (who spoke French) and also her treatment of wealthy women,

whether wives of civil servants or traders, and her treatment of local

women who were wives of cultivators or small shopkeepers or traders.

WOmen who had delivered in clinics always commented negatively both on

the treatment they received, the attitude of the midwife, and on

various attributes such as her age, ethnicity, marital status and also

referred to her with the tone of fear and subdued demeanor with which

most peasants react to government officials.

Conclusion
 

I have suggested that Bariba women may select a matrone for

obstetrical assistance because of expectations regarding the appropriate

social characteristics of a birth attendant. In addition, I hypothe-

sized that the matrone accumulates prestige from the fulfillment of her

responsibilities, rather than material profit. The respect and

prestige that the matrone acquires seem also to be related to the

sociocultural features of her role. The significant features accruing

prestige are the fact of having undergone an apprenticeship, of being

menopausal (and becoming socially like a man), of having given birth

and kept living children, and most notably having knowledge of

medicinal substances and healing words. (See Ekanem on perceived

"safety" and "competence" of midwife due to age, special knowledge,

religiousity, etc. [1975: 31].) Character attributes such as courage,

self-assertiveness, lack of "shame" or embarrassment also typify the

matrone and draw respect. Similarly, she is respected for her

willingness to brave the supernatural and risk encounters with evil

and abnormality at birth.21
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Finally, a note seems pertinent on cross-cultural comparisons

of midwifery. In chapter 2, reviewing the literature on midwifery, I

noted that (1) there is a general paucity of data on this subject;

(2) studies of midwifery have focused on different topics and are often

not well suited for comparison; and (3) studies which exist tend to be

superficial reports of status characteristics of midwives and midwifery

techniques and practices. This is not to detract from the interesting

comparisons of descriptive material which can be made. For example,

in comparing the selected studies reported in chapter 2 on Mayan,

Cebuano, North Carolina, Kentucky and Nigerian midwives (see chart on

page 64), I examined such sociological and career attributes of

midwifery as midwifery as a part-time speciality; midwife as healer;

sex of midwife; age; marital status; reproductive history; respect;

and apprenticeship. In contrasting these and Bariba matrones, one can

conclude that Bariba matrones have low caseloads compared to Mayan

midwives but similar caseloads to Nigerian birth attendants. Other

characteristics which midwives in the various cultures share are age,

marital status and reproductive histories, in that most are menopausal,

had wide personal experience in childbirth and were currently or had

been married. Birth attendants tend to be female, but the literature

does indicate that men may practice midwifery (e.g., Cebu and some West

African populations). Mbreover, most midwives learned their skills by

an apprenticeship, excepting some Cebuana midwives and Mayan midwives

who acquired their position via a divine mandate; some Bariba matrones,

of course, also claimed divine inspiration or "call." The ritual role

of Bariba and Mayan midwives has already been noted as has the
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similarity of Mayan and Bariba midwives in putting aside shame, modesty

and fear in order to perform their roles.

However, other than the descriptive value of the scant data

which are comparable, the criticisms set forth in Chapter 2 are perti-

nent to this discussion. I suggested that much of the literature on

midwifery merely reports status characteristics in a vacuum and that it

would be more useful if such studies reported more than a summary of

attributes. Rather, the reasons for selecting these above attributes

for consideration should be made explicit and the attributes examined

with relation to the pertinent sociocultural context. Implications of

the findings also need to be made explicit, whether in terms of

hypotheses regarding the role of the midwife in the context of the

status of women; the midwife as professional specialist; selection

among alternative midwives; or other concerns.

Thus in this chapter, the sociological and career attributes

of midwives, many of which have been reviewed in the other studies

cited above--were considered for Bariba matrones, in light of their

possible relevance to developing a composite image of the "typical"

matrone. This composite was discussed in the context of Bariba

culture (Chapters 3, 4 and 5); included some comparison of matrones

and lay women; and consideration of the implications of being a healer

for women whose access to enhanced status is limited. In general,

status attributes of midwives were analyzed in order to provide support

for the central hypothesis of this chapter: that Bariba matrones share

a range of characteristics which render them appropriate in the eye of

prospective clients.



CHAPTER VII

THE MEANING OF THERAPY AND EFFICACY IN

RELATION TO OBSTETRICAL CARE

PREFERENCES

In chapters 3 and 4, the argument was set forth that decisions

regarding obstetrical assistance are influenced by cultural expectations,

including generally shared concepts regarding the reproductive processes.

The preceding chapter suggested in particular that Bariba expectations

regarding appropriate sociological and career attributes of matrones

have implications for women's selection of a birth assistant. One

further issue in the consideration of cultural expectations is the

cultural meaning of "efficacy." This chapter will focus on the Bariba

definition of birth as an event, on the ideal behavior for pregnant

and delivering women, and on the implications of these expectations for

the type of intervention which is likely to be considered necessary at

birth based on the Bariba definition of effective and appropriate

obstetrical therapy.

In order to interpret the pattern of utilization of birth

assistance among the Bariba, one needs to begin with the assumption

that in choosing among alternative medical services, choices are

ultimately based upon the perception and meaning of the services to
 

the client (Riley and Sermsri, 1974: 52); the client also holds certain

role expectations for the healer and acts according to the perceived

202



203

meaning of the condition for which specialist intervention is sought.

(This does not mean every matrone, as occupant of the status of matrone,

will behave invariably according to a set role but that the clients can

predict within a certain range her potential behavior.) Thus charac-

teristics of the disorder of the patient, of the healer, and of the

service are all called into play as factors in decision-making with

regard to obstetrical interventions.

In this chapter then, a primary hypothesis to be considered is

that the selection of a particular medical service-~in this case a

maternity service—-is largely derived from the diagnosis of the problem

at hand and correspondingly that treatment of a disorder--in this

instance obstetrical complications--is related to ideas of sickness

causation.

Bariba expectations regarding the preferred type of intervention

derive from the customary definition of the situation requiring inter-

vention, in this case, childbirth. In general, the data suggest that:

(l) Bariba do not define pregnancy and normal delivery as a disease in

the same sense of "an undesirable deviation in the way a person

functions" (Fabrega 1974: 298)

(2) in the event of a normal birth, the assistance of a specialist is

not necessary

(3) in the event of complications, birth becomes a life-threatening

crisis requiring a specialist's intervention.

According to the Bariba, every woman should learn how to behave

while pregnant; she should also learn simple medicines to ensure a safe,

quick and easy delivery, and ideally, she should deliver alone. An

unexpected finding was that according to ideal behavior, the woman
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should deliver unassisted; a survey of the literature on midwives and

reproduction suggests that in most societies a woman is assisted at the

time of a delivery. Given that the Bariba norm is for a woman to

deliver alone, should circumstances arise which lead her to seek help,

her choice is made more dramatic by its variance from the ideal and the

significance of the role of the assistance is emphasized. According to

the ideal, however, even a primipara is expected to try to deliver with—

out assistance. Information on primiparas is scant because of the

difficulties encountered in interviewing them due to their modesty and

reluctance to discuss reproduction. In the sample who responded, about

40% of the 120 women delivered their last child without any other person

present until the baby delivered.22 At that point, the woman called

someone to cut the cord, or someone heard the baby crying and came for

that purpose. Approximately 14% of the primiparas who responded

delivered alone, compared to 43% of the multiparas.

Theoretically, all women are prepared to deal with a normal

delivery. Pregnancy is not considered a disease, but rather a

condition. One never hears "u bars" (she is sick) referring to a

woman being pregnant. When a woman is said to be "sick" during her

pregnancy, the meaning is likely to be similar to what is referred to

in western medicine by the term "coincidental illnesses of pregnancy"

(cf. Williams Obstetrics 1973: x). Those illnesses which are termed

"illnesses of pregnancy" such as toxemia may or may not be considered

to be associated with pregnancy by the Bariba, but if the statement

"she is sick" is made, it is intended to indicate the occurrence of a

complaint either separate from or additional to pregnancy. Thus, in

response to the question "what sickness does she have?", the reply
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might be "she has abcess disease," "she has hernia," "she has stiff

neck disease." One instance where a Bariba woman had a complaint which

was considered to be associated with pregnancy was the case of Safura,

a woman who experienced severe vomiting for the first five months of

her pregnancy. In reference to Safura, people said "she has vomiting

sickness" (because of, or with, her pregnancy) but not "she is sick."

Others, however, doubted that the two were associated because the

vomiting was so severe that it seemed to warrant being considered a

sickness in its own right, and if not severe, then rather than being

considered the milder vomiting of early pregnancy.

A woman's knowledge of pregnancy is acquired not from healers

who specialize in treating sickness but from more experienced women.

A young married woman is informed by her aunts and grandmothers of

cautions such as food taboos (large lizards are said to cause mis-

carriage, for example) and prohibited behavior such as walking outside

at night when spirits are abroad which might harm the baby. A pregnant

woman is likely to be told that she should work as hard as possible

during her pregnancy so that at the hour of her delivery, her blood

will not be thick and slow and inhibit her labor. If she feels

contractions, she should ignore them, and keep working; her family

should also pretend not to notice. If she truly cannot work anymore,

the woman chooses an empty room in which to rest but she is urged to

walk around as much as possible. If she feels the urge to push, she

should kneel, sitting on her heels. She should on no account touch or

rub her back or stomach for fear of hurting the baby and she has

undoubtedly been told since childhood that a woman who fusses or cries

in childbirth dishonors her family and is lower than an ant. It is
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said that if a woman in labor wishes aloud that she had never become

pregnant, she will henceforth become sterile.

If a pregnant woman is expected to be competent to deal with a

normal birth, under what conditions did the 60% of the sample deliver

who were assisted at their last delivery? The typical reasons given

by Bariba for calling a matrone are:

(1) the woman is fearful

(2) the woman has experienced difficult deliveries in the past

(3) the delivery is in progress and is considered problematic

In the latter two instances, the family and the delivering woman

initially decide that the birth cannot be considered "normal." A

matrone may then be called. The matrone's role thereafter is to study

the symptoms and signs, define the situation, try to remedy any compli-

cations and assist the birth to progress.

A birth always has the potential for being abnormal, in spite

of the fact that in the absence of complications, the intervention of

a matrone is not required. A brief consideration of some Bariba sayings

and counsel during pregnancy indicates the precarious state in which the

pregnant woman is believed to dwell. Pregnant women are told that it is

inappropriate to wear one's best jewelry and clothing while pregnant

because of the imminence of death. A proverb states that "a pregnant

woman is a dying person" guragi gori wa) and another saying depicts

the ancestors in the act of digging the woman's grave throughout her

pregnancy. If she survives the delivery, they begin to shovel the sand

back in and forty days after the delivery, the grave will finally be

closed without her. In a conversation with a pregnant woman in her
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early 20's, the woman described herself as not in a position to argue

over an issue, because, as she said, "do I know if the hour of my death

is approaching?" Pregnancy, then, is a liminal state where the woman

hovers between life and death and birth might well be defined as a

normal but dangerous process, in which the risk of death is always

present.

Contrastingly, in western medicine, birth is considered a

"normal" physiological process but except under rare conditions, a

delivery is a medical procedure. (Williams Obstetrics, 1976, for

example, refers in "Contents" to a section on the "management of normal

' and to a subsequent section on abnormalities ofpregnancy and labor,’

labor, the puerperium, and so forth.) Thus, it is generally assumed

that medical intervention is required at a delivery, whether or not

complications occur. Frequently, pregnant women are classified by

western physicians as low-risk or high-risk patients, but both require

supervision, although different precautions would be taken for high-risk

women depending on the problem involved.

To the Bariba, the delivery which most legitimately requires

intervention is a "high-risk" delivery. This category most often

includes the woman experiencing a problematic labor; the delivery is

then termed "not good," meaning "not normal." Several fears are

encompassed within the parameters of a delivery which does not follow

the expected process. One apprehension is for the life of the mother,

while a lesser fear is for the life of the child. The relative weight

of each of these concerns is evident in the salutations appropriate at

birth. If the child and the placenta are safely delivered and the
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mother is well, those present cry "ka baraka" (a blessing). If the

baby is delivered safely but the placenta is retained, "baraka" is not

heard, nor is it apprOpriate in the event the baby lives but the mother

dies. However, if the mother lives and the baby dies, one may still

appropriately say "baraka" because the mother remains to carry the

potential of delivering another child in the future.

The primary indicator of a delivery which is "not good" or "not

normal" is that the child is born with the mark of the supernatural, in

other words, the child is presumed to be a witch. Due to this possi-

bility, those awaiting a birth always harbor an underlying anxiety that

the child may present itself as a witch baby, (bii yondo) capable of

killing its mother during delivery or of growing up to provoke havoc

among patrilineal relations. An important function for the matrone,

then, is to observe the delivery process and verify that labor is

proceeding predictably; in other words, nothing unexpected or visibly

abnormal is occurring which would lead one to await or fear a witch

child. The matrone tries to prevent the death of the mother in case a

witch child is attacking her; or she may call for the appropriate

specialist in the event that a witch child is born. A matrone must

have sufficient courage to deal with such catastrophic possibilities and

enough discretion to never speak of what she has seen, even to the

woman's husband, if this should be required (for example, if the woman

delivers at her maternal household).

The significance to the Bariba of detecting a witch child can be

appreciated by the realization that witches represent one of the major

causes of misfortune, together with poisoners, God, and malevolent

spirits of the bush. An adult cannot become a witch; rather, a person
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is born with the power of witchcraft. Thus a Bariba elder, a former

land chief of Pehunko respected for his knowledge of good and evil,

explained that birth is the moment when a witch arrives on earth and

must be apprehended. According to Bariba informants, the signs

indicating a witch child are:

(l) a breech birth

(2) child which slides on its stomach at birth

(3) child born with teeth

(4) child born with extreme birth defects

(5) child born at 8 months (lunar months)

(6) or later on, a child whose teeth come in first in the upper gums

These characteristics which signify abnormality to the Bariba

are also considered abnormal in western obstetrics in the sense of

being statistically less probable to occur. Thus 96% of births are

predicted to be vertex presentations and less than 4% predicted to be

breech births. Approximately 10% of deliveries are likely to terminate

in a presentation where the baby might slide on its stomach, and very

few babies are born with teeth.

One cannot assume that these statistics pertain without

modification to developing countries or to the Bariba--for example,

breech births increase with parity so that one might expect a higher

percentage of breech births among Bariba than in Western Europe. How-

ever, breech births and presentations where the baby slides on its

stomach are nonetheless much less likely to occur than are vertex

presentations or presentations where the baby slides on its back at

delivery.
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It seems then, that Bariba have a biomedically accurate per-

ception of what constitutes the probable course of a delivery and the

most frequently occurring types of presentations; births which deviate

from this norm are then defined as abnormal and indicative of witchcraft.

Customarily, a child born with any of the above characteristics

was killed shortly after birth.23 The matrone, after verifying the

situation, would call the funeral official (gossiko) or a male healer

armed with protective medicines to administer poison to the child or to

advise the mother not to feed the child but rather, to leave it to die.

Of course it is difficult to quantify the number of such children born

and/or not allowed to live. During a one and a half year period, five

cases were known.

Witch babies may cause harm although they are never delivered as

a live fetus. Such witch babies are thought responsible for grave

complications of labor, particularly obstructed labor. Thus in one

classic case, a woman died in labor before delivering the child. This

form of death is perhaps the most dreaded, certainly by women, and in

order to prevent its recurrence among other women, special ceremonies

are prescribed. In this instance, when the woman died, after several

matrones had tried futilely to save her, an old man was called to

remove the child from her uterus prior to burial. This operation is

required because two bodies should not be buried in one grave. When

the child was removed, it is alleged, it was alive, very large, had all

its teeth, and was smiling. Whenever this case is recounted in

discussions on the risks of birth, people remark "now that was a child

which killed its mother." While the old man was preparing the burials,
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all the women of the village who were pregnant or carrying babies on

their backs fled into the bush, wailing, after throwing out all cooked

food, emptying water jars, and extinguishing fires. They would not

return until the gravediggers finished filling in the graves, at which

time ordinary household activities could commence anew.

One might wonder by what means, if witch babies are destroyed at

birth, do any adult witches remain. The answer seems to lie in the fact

that it is debatable whether a child defined as a witch is actually

killed; first, if a woman delivers alone, and, for example, the child

slides on its stomach, she might theoretically decide to move it into

another position before someone arrived to cut the cord. Bariba

questioned on this subject agreed that a woman who could bear the risks

and keep a secret forever in her heart might do such a thing. It is

not impossible that a matrone might also connive in such a fashion.

Some breech births, depending on the point of view of the specialists

whose opinion is sought, might be defined as acceptable. In these and

similar ways, a dangerous child might slip through the screening

mechanisms and live to grow up and cause harm.

The significance of witch children in affecting decisions

regarding obstetrical assistance should not be under-estimated.

Delivering alone provides a woman and her family with flexibility of

options--the woman who delivers without assistance may, as described

above, try to alter the situation; a matrone present at an "abnormal"

birth may assist the mother by trying to protect her from the witch

child. If a witch child is delivered, the matrone may then call

another specialist to deal with the situation (kill the child, decide
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to give it away to the Fulbe or the ggggikg or to let it die). In no

event will the matrone divulge the truth outside those immediately

involved. Relatives and neighbors might be told that the woman had

delivered a stillborn child. Thus the options fall in both directions:

flexibility to keep or to destroy the child.

On the other hand, if a woman delivers at a maternity clinic,

her options seem more limited. First, the delivery is more public

than a home delivery. However, usually the woman delivers in a room

with only the clinic personnel present; the relative or friend who

accompanied her is not allowed in the room. WOmen often asserted that

the government midwife, especially when she is a member of a different

ethnic group, is not aware of the importance of identifying a dangerous

child. Because the mother is obliged to deliver lying down, rather

than in the Bariba style of kneeling, she herself cannot determine in

what position the child is delivered, in order to determing if it is a

breech birth or other presentation indicating a witch child. Even were

she aware of the presentation, if she delivered a healthy child, it

would be difficult to poison it or to not feed it while at the

maternity clinic. Although theoretically it is possible to do so,

most people today are concerned with the likelihood of being reported

to the gendarmes (police) or army, and sanctioned.

In one case in the provincial capital maternity clinic, a

woman delivered a healthy child with six fingers on each hand. The

morning after the delivery the child was found dead. The government

midwife claimed that the mother killed the child but took no action

against her. (Some Bariba matrones with whom this case was discussed

thought that the woman had killed the child unnecessarily because extra
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fingers is a sign that a child will grow up to be wealthy, not of a

witch; here, then, is an instance of variable interpretation of an

abnormality.)

The effect of this restriction of Options is to cause some

women to hesitate before delivering at the maternity clinic. This

hesitation was articulated by women in the district of Kerou, where

several young women were trained to be auxiliary midwives to do home

deliveries by Catholic nuns of a nursing order. One young trained

auxiliary said that women were reluctant to call her to assist them

at deliveries because they feared it was "like going to a maternity

clinic." However, the woman continued, she had tried to reassure

them that what she saw at a delivery would never be divulged, and

some seemed to believe and accept her. After lengthy discussion, it

became clear that what the village women feared was a) that she would

force them to lie down to deliver, which is disliked for a variety of

reasons, among them the restriction of visibility of the child's

position at delivery, and b) that she would either spread the new of

an abnormal birth or report it to the authorities.

To some Bariba, the implications of maternity deliveries and

the interference of government authorities are awesome. The former

Land Chief of Pehunko, for example, bemoaned the fact that with all

the witch children alive and running around today, especially in urban

areas, there are probably 20 to 30 deaths a months provoked by these

children. One might, for example, be walking around the market place,

eating, and a witch child might become jealous and cause of misfortune.
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To recapitulate, then, many Bariba women prefer an indigenous

matrone if they experience obstetrical complications, because of

expectations regarding the type of intervention likely to be necessary

at birth. These expectations derive from the definition of birth as

a normal but dangerous state, which signifies the omnipresent potential

for the triumph of abnormality, evil and disorder. Corresondingly,

the function of the competent matrone is to provide effective therapy

as defined by the ability to diagnose and deal with abnormal births

and refer the patient when the matrone's level of competence is

surpassed.

The concept of effective therapy among the Bariba is not

necessarily congruent with that of western medicine, although it is

possible that some Bariba cures produce physiological changes which

would also be considered "cures" in biomedicine. More pertinent than

physiological effects of curing is the distinction remarked by Young

between hopes and expectations. A cure sometimes fulfills the hOpe

of the sick person for restoration to better health but an

"established cure is always able to work in the sense that it meets

the expectations of the sick person and his kin and that it produces

certain results in a predictable way" (Young 1976: 7). People utilize

their medical practices, he states, "because the practices are

empirically effective . . . this is not the same thing as saying that

l) the practices are effective from the standpoint of Western medical

notions or that 2) the practices always bring the results (e.g.,

remissions of symptoms) for which the people themselves hape" (7).
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Bariba delivery beliefs and practices illustrate Young's

contention that healing may be perceived as efficacious in that a

diagnosis or prognosis is verified rather than an expected physiological

change produced, or a biomedically correct explanation of an event

provided. Thus a healer may be characterized as knowledgeable because

in retrospect a prediction made by that healer seems accurate. A clear

illustration of an instance in which the prediction is correct but the

explanation is not biomedically accurate involves one type of witch

baby. Mention was made previously of the belief that a baby which

slides on its stomach as it is expelled is a baby with powers of witch-

craft. Some matrones warn pregnant or delivering women that a woman

who grimaces and fusses in labor will ggugg the baby to slide on its

stomach. The effect of this prediction is that in some cases, a mother

is held to be responsible for delivering a witch baby.

A biomedical interpretation of this sequence might be that the

woman delivered a child in an unreduced occipito-posterior presentation

or in a face presentation. That is, the baby would be delivered with

its face towards the mother's stomach and as the baby rotates so that

its shoulders can be delivered, its body will continue to turn with

the force of the rotation. If, as is customary, no one catches the

baby, it will slide along the floor on its stomach. Moreover, in the

unreduced occipito-posterior and face presentations, labor may be

prolonged (Myles 1971: 341). The mother may complain of exhaustion,

backache, and other discomforts. The greater possibility of prolonged

and uncomfortable labor in such presentations suggests a greater like-

lihood of grimacing and other expressions of discomfort by the mother
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during labor. In sum, because of the type of presentation, the woman

grimaced. This explanatory statement of the relationship is the

inverse of the Bariba prediction that if a woman grimaces, she will

gau§g_a baby to slide on its stomach.

In addition, it is interesting to note that in the event of a

birth where the baby fell on its stomach and witchcraft was suspected,

the baby may carry marks from the delivery which support this diagnosis.

Thus an English midwifery text, in a discussion on nursing the newborn

delivered in a face presentation, states that "the face is congested

and bruised, the eyelids and lips oedematous . . . if, the blue

discoloration and the disfiguring oedema are excessive, the mother

should not see her baby until they have subsided" (Myles 1971: 381).

Such swelling and disfigurement such as moulding of the head would

tend to substantiate preliminary impressions that a newborn was a

dangerous child.

In general, in comparing the roles of the matrone and the

government midwife, one finds overlap in the provision of a technical

function. Both specialists work towards the same outcome-~delivery

of the child. However government midwives interpret the implications

of birth more narrowly than do the matrones and many of their clients.

In the Bariba case, then, indigenous midwifery encompasses a complex

of beliefs and practices not paralleled by the professional of nurse-

midwifery as practiced in a clinic setting. The role of nurse—midwife

is lacking in dimensions in comparison with the comprehensive technical,

ritual and social functions of the matrone. From the perspective of
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clients, the alternative of nurse-midwifery for birth assistance would

not be selected because it could not be expected to solve the problem

as defined by most Bariba.

The interesting and difficult question then becomes why do some

women choose to deliver in clinics? To the extent that women are

beginning to use maternity clinics, the changes in preference seem to

involve role models in urban settings, diffusion of new information

(such as observations of successes in obstetrical interventions in

clinics) and class-related factors. The reluctance to use national

health maternity services, on the one hand, seems largely related to

the diagnosis of the problem in question. Thus in the event of

obstetrical complications, the possibility of witchcraft as a causative

factor influences the actions of parturients, their families and birth

attendants in selecting therapeutic Options. In general, a practi-

tioner or service selected for treatment must be considered capable

of treating the disorder as it is diagnosed. Logically, then, a

specialist in obstetrical complications is expected to be competent to

confront witchcraft in a delivery setting and cosmopolitan medical

practitioners are correspondingly viewed as a less appropriate source

of birth assistance.

Pursuing this conclusion, the next chapter will present data

on actual patterns of delivery assistance in rural areas and case

studies of deliveries among Bariba women. It is intended to provide

case material which will illustrate conclusions drawn in preceding

chapters, such as the significance of witchcraft in affecting

obstetrical care, and will determine facets of the process of making

decisions regarding obstetrical assistance.



CHAPTER VIII

BIRTH ASSISTANCE IN THE RURAL AREA: PATTERNS

OF DELIVERY ASSISTANCE AND CLIENT-

PRACTITIONER ENCOUNTERS

This chapter will be presented in two parts. The first com-

prises a study of the pattern of selection of birth attendants in the

agglomeration of Pehunko whereas the second deals with selected cases

demonstrating client-practitioner interactions.

In previous sections the Bariba ideal for behavior of pregnant

and delivering women was described and discussed. According to the

ideal, a pregnant woman during her first pregnancy will be tutored by

relatives and friends in appropriate behavior and interdictions.

During subsequent pregnancies, she is expected to be self-sufficient

and not to need counsel except in the event of abnormalities.

Additionally, the ideal woman delivers alone, calling for assistance

to cut the cord after the delivery of the child. Even a primipara is

expected to try to deliver alone.

The significant issue under consideration in this section is:

do women actually conform to the ideal? For what purposes do women

call for assistance? Do women request delivery assistance or only

cord-cutting or baby-washing? What is the relationship of such

assistants to the parturient? The actual pattern of selection of birth

attendants will be examined. Subsequently, the second part will entail

218
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a consideration of midwifery as a therapeutic system, and the implica-

tions of this for utilization of birth attendants. Structured inter-

views will be reviewed as will cases where delivery assistance was

sought, with the intent of delving into the factors influencing women

to choose to have a birth attendant as opposed to a solitary delivery,

and examining the process of choosing a matrone in preference to (or

in conjunction with) national health personnel.

Delivery Assistance: Patterns of

Selection in the Rural Area

 

In order to determine the pattern of selection of birth

attendants, 117 women were interviewed regarding (1) Person Present

at Last Delivery; (2) Neighborhood of Last Birth Attendant; (3) Rela-

tionship Between Cord-Cutter and Parturient; (4) Neighborhood of Cord-

Cutter; (5) Relationship of Baby Washer and Parturient; (6) Neighborhood

of Baby Washer. These categories were selected following a pretest of

the survey for women of reproductive age. A general question regarding

the birth assistant present at the woman's most recent delivery

elicited responses indicating (a) whether the woman delivered alone;

(b) who cut the cord; (c) who washed the baby. In order to separate

these responses and to differentiate type of birth assistance, women

were interviewed regarding each of the above categories. Relationship

between specialist and client and neighborhood of each were considered

significant areas for questioning in order to trace possible kinship or

residential bases for selecting a birth attendant.

The women interviewed reside in nine "neighborhoods" of the

village of Pehunko. These neighborhoods are: Sinawararu, Gberasson,

Borgou, Zongo, Pehunko Center, Banikani, Haske, Tance and Gbankerou.
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Although these neighborhoods are officially integrated in the village

of Pehunko, residents sometimes identify themselves as residents of

those neighborhoods, rather than as inhabitants of Pehunko. This

identification with the neighborhood was particularly evident with

respect to Tance, Gbankerou and Sinawararu. Respondents to a question-

naire which requested information on place of birth, marriage, parents'

origins, etc. often answered with the name of one of the above

neighborhoods and not by indicating "Pehunko" as the response.

These three neighborhoods are spatially somewhat separate from

Pehunko in that Tance and Gbankerou are located approximately one

kilometer beyond the entrance to Pehunko from the east. Sinawararu is

located approximately the same distance beyond the western extent of

the village. Gberasson is another village section often cited by

residents as an identifying location; until fairly recently (probably

within 15 years) Gberasson was a village in the bush. It then displaced

itself to join Pehunko "on the main road," apparently at government

instigation. Many villages throughout Benin have migrated in this

fashion in order to comply with government regulations developed to

facilitate tax collection and nationalism.

The distribution of respondents in the sample of women inter-

viewed regarding selection of birth attendants is not proportionate to

the distribution of population in these neighborhoods, partly because

of the lack of data on population size in the various sections and

partly because of the necessity of using those respondents who agreed

to participate in the survey, regardless of residence, because of

generalized reluctance to discuss the issues in question. It is,

nonetheless, possible to distinguish some differences among
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neighborhoods which seem reasonable and in line with available data

concerning these settlements. This will be discussed further below.

Person Present at Last Delivery

Of 117 cases reviewed, 38% delivered their last child alone,

without any other person present during labor and delivery. The

parturient then typically called for assistance in cutting the cord

and/or supervising the delivery of the placenta. Of those 62% who

were assisted, 25% were attended by either a "grandmother" or an "old

lady," (often referred to as "my old lady" by the parturient). The

majority of these old ladies were either paternal grandmothers or

classificatory grandmothers or female relatives of the woman's husband.

The next largest category of assistance was the male village nurse

(22% of those cases attended by someone).

Utilization of the nurse might best be explained in terms of

the preference for solitary deliveries except where complications arise.

The cases where the nurse was called tended to be perceived as compli-

cated and the nurse was usually called after an "old lady" or a matrone

had been called, except in the cases from Zongo neighborhood, to be

discussed below. Following "nurse" in numerical importance was

"mother." This category is particularly interesting because of the

"ideal" avoidance between a biological mother and her child which

prohibits the mother from assisting at her child's delivery due to

"shame" (sekuru). In this sample, 14% of the birth attendants were

"mothers"; it is possible, however, that some were not real mothers

although an attempt was made to assure that the birth attendant was

referred to as "mero" (biological mother) rather than "yaayi,"
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(generic term for a person who stands in the position of mother to ego,

e.g., mother's sisters, cousins and sometimes grandmother's generation

as well)(see footnote 1 to chapter 6). Two of the mothers in question

were Yoruba, and would not be subject to the avoidance ideal, but with

regard to the others, sufficient data are unfortunately not available

to interpret the meaning of their presence (possibly pragmatisme-no

one else was available; idiosyncracy; evidence of gap between ideal and

actual behavior, etc.)

The final major category of birth attendant is "mother-in-law"

(11%). In addition, persons in a variety of other relationships to

the parturient were sometimes present to assist her; these include

older sister (6%); mother's sister (4%); co-wife (4%); patrilateral

parallel cousin (1%); uncle's wife (1%--exact link unspecified);

husband's sister (1%); father's wife (1%) and brother's wife (1%).

The variety of persons present in a household to assist at a delivery

reflects the heterogeneity of household composition; the apparent

preference for an old lady to attend a delivery if assistance was

sought seems likely to be related to the beliefs that elderly people

are more competent to deal with situations requiring healing skills.

The elderly are, in addition, more knowledgeable in coping with super-

natural forces which may manifest themselves at a delivery. The

particular relationship between the elderly birth attendant and the

parturient may depend on whether the parturient remains in her

husband's household or returns to the household where she grew up. In

her husband's household, she is likely to be living with his mother,

father, possibly his brothers and their spouses, and an assortment of
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other relatives of varying degrees of distance. The birth attendant,

if any, will probably be drawn from these readily accessible individ-

uals.

In only five cases, the birth attendant was specified as a

matrone (all five were in Zongo neighborhood where ethnic differences

may have influenced the responses-~see below). The fact that only five

attendants were referred to as matrones is not necessarily significant

in reflecting either the occurrence of complications or choice of a

specialist to deal with complications. Rather, it may reflect the

great reluctance to cite the name of a matrone or implicate a matrone

in a treatment process in an interview with an European. Although I

have confidence that the relationships described in answer to the

question "who assisted you at your last delivery?" are accurate, I

suspect that respondents did not fully indicate which "old ladies"

were matrones, and in which cases a matrone attended the delivery

before the nurse was called. The number of matrone-assisted deliveries,

then, is probably under-reported.

In considering differences in patterns of utilization among

neighborhoods, one finds two notable distinctions. One is that in the

neighborhood of Zongo, only two of 15 respondents (16%) delivered

without assistance and 5/15 women claimed that a matrone attended their

delivery. This contrasts greatly with the general proportion (38%) of

women who delivered without assistance. An explanation for this

difference is probably the number of Djerma, Hausa, and Niger Fulbe

women living in that neighborhood, who rely more on a birth attendant

and idealize less the solitary delivery than do Bariba women. The

matrone who serves the Zongo area articulated this interpretation of
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the situation, saying that the women of her neighborhood were "less

courageous" than Bariba women and didn't like to deliver alone.

A second distinction evident in a neighborhood is the selection

of mothers-in-law and older sisters as birth attendants in most cases

where a woman sought assistance in Sinawararu. I cannot explain this

preference at this point. Sinawararu also had the largest number of

women who delivered alone (14/26). A presentation of the neighborhood

pattern is shown in Table 8.

TABLE 8.--Birth Attendant by Neighborhood (major categories)

 

Not Mother Old Older

Neighborhood Assisted In—Law Lady Sister Mother Nurse Total

Sinawararu l4 4 3 4 0 0 25

Gberasson 5 0 2 O 0 0 7

Borgou 12 O 5 0 2 4 23

Zongo 2 O 5 0 0 5 12

Pehunko Center 2 2 0 0 0 4 8

Tance 0 0 0 0 2 l 3

Haske 9 0 O O 4 2 15

Banikani 0 l 0 0 0 0 l

Gbankerou 2 0 8* 0 0 0 10

TOTAL 46 7 23 4 8 16 104

*relative of husband of parturient
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Approximately 77% of the birth attendants lived in the same

household as the parturient, 19% resided in the same neighborhood but

not in the same household, and in only one case was the person who

assisted at the delivery from a different neighborhood (a mother from

Tance came to her daughter's delivery in Haske, about 3/4 mile walk).

Clients and Cord-Cutters

In 19% of 116 cases of deliveries on whom the information

exists, the cord was cut by the village nurse. In the remaining 81%

of the cases, the primary figures who cut the cord were in 11% of the

cases an "old lady," (exact relationship unknown except in three cases

where she was the parturient's father's mother); in another 11% of the

cases, the husband's mother cut the cord; and in 13% of the cases, the

cord-cutter was the mother of the parturient. Of the remainder, 6%

were cut by a sister, 3.4% by a co-wife, 3.4% by a neighbor, 2.6% by

a mother's sister, 2.6% by a father's sister, 1% by a father's

brother's wife, 1% by a father's father, and 1% by a husband's sister.

In addition, four elderly women who are known as specialists (three at

least are matrones but one claimed she had no medicines and only cut

cords and washed babies) were called in 25% of the cases. These women

practice primarily within the neighborhood where they live. Thus one

finds matrones practicing as is shown in Table 9 (based on reports

by women of reproductive age regarding assistance at their most

recent delivery).
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TABLE 9.--Matrones as Cord-Cutters by Neighborhood

 

Matrones

Neighborhood Adama Ganigi Yon Seko Bore

Haske 2 0 0 0

Borgou 9 0 0 0

Zongo 0 6 0 l

Gbankerou 0 0 9 0

Pehunko Center 0 0 0 1

Gberasson 0 l 0 O

Haske and Borgou are adjoining neighborhoods and Adama tends to serve

the overlapping area radiating around her concession. In one case,

Adama was the mother-in-law of the parturient. Ganigi practices

mainly in Zongo, the foreigner's neighborhood. The Gberasson case

involved a woman who lived directly across the main road from Zongo at

the outskirts of the Gberasson area. In two cases, Ganigi was related

to the parturient or linked to the family; as the mother's sister to

one parturient and via her husband (a Hausa) to another parturient's

husband. Yon Seko works predominately in Gbankerou (although she is

called to Tance, across the road, as well). Bore is the sole exception

to the pattern; she lives at the juncture of Borgou and Haske, in the

concession of the former chief of Pehunko as first wife. In both cases

where she cut the cord, she was the husband's father's wife. Bore is

best known for healing and for spirit possession rather than for cord~

cutting or baby-washing; in fact, she has never been known to wash

babies, even in the rare instances where she cut the cord.



227

In sum, in 97 cases for which the information exists, 47% of

the cord-cutters came from the same neighborhood as the parturient;

36% from the same household; 14% were uncertain responses; and 2% were

from different neighborhoods. In comparison, of persons "present at

last delivery," 77% were from the same household; 19% from the same

neighborhood. The implication seems to be that outsiders tend to be

called to cut the cord more frequently than to assist at a delivery,

although one must also consider that those women who delivered alone

are obviously not included in the sample with "person present at last

delivery" but all had a cord-cutter. However, it is still interesting

that in spite of the often-expressed statement that "any courageous

person can cut the cord," the person present at the delivery apparently

did not always do so. As the table below shows, some birth attendants

did cut the cord, but in 25% of the cases, a specialist was called to

perform this task. This division of labor may perhaps be related to

the belief that a person who assists at a delivery and lingers to cut

the cord and/or wash the baby may go blind. (See chapter 6 for

additional discussion.)

TABLE 10«—-Birth Attendants and Cord-Cutters by Relationship to Client

 

Birth Attendants by Relationship Cord-Cutters by Relationship

(major categories) (major categories)

no assistant 39% ---

husband's mother 11% 11%

"old lady" 25% "unspecialized" 11%

specialist 25%

older sister 6% 6%

mother 14% 13%

nurse 22% 19%
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The Baby-Washer

As with cord-cutters, approximately 23% of the baby-washers were

specialists, known for their skill at this practice. If one counts the

well-known specialists and other neighbors not so widely renowned, the

proportion rises to 32%

TABLE ll.--Baby-Washer by Relationship to Client

Baby-Washer by Relationship (major categories)

specialist-neighbor 23%

"old lady” of house 18%

mother 14%

husband's mother 9%

neighbor (not renowned) 9%

unspecified 9%

misc. kin 17%

Comparing the geographical relationship of the clients and

baby-washers, one sees that the majority of the washers were from the

same neighborhood, but not from the same household.

TABLE 12.--Neighborhood of Client and Baby-Washer

 

Same House Same Neighborhood Diff. Neigh. ?

# 22 81 1 l3

% 18.8 69.2 0.85 11

A comparison of the residences of person assisting at last delivery,

cord—cutters, and washers indicates a diminishing proportion of

assistants from within the household--77% from the same household in

the case of person present; 36% in the case of the cord—cutter; and

18.8% of baby-washers residing in the same household as the client.

The specialist baby-washers, Adama, Ganigi, Seko, Ya and Manou
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practiced primarily within their own neighborhoods as was found to be

true for cord-cutters.

TABLE 13.--Baby-Washers by Neighborhood

Baby-Washer
 

 

Neighborhood Adama Ganigi Seko Ya Manou

Borgou 12 0 0 0 0

Pehunko Center 3 0 0 0 0

Haske 2 0 0 0 0

Gberasson 0 l 0 0 0

Zongo 0 6 0 l 0

Gbankerou 0 0 9 0 0

Although it was not possible to do a thorough comparative study

of patterns of birth assistance by collecting data in another village,

some available information on the village of Doh provides material for

speculation. Doh is a primarily animist (non-Muslim), heavily commoner

Bariba village, population approximately 800, located approximately

18 kilometers from Pehunko, off the main road. Because of the lack of

national health infrastructure and its generally isolated location and

slow communications flow, Doh provides a useful comparison for Pehunko,

with its more heterogeneous population--Muslim, Bariba, commoner,

aristocrat, migrants; national government presence--in considering the

selection of birth assistances. Moreover, Doh provides a useful

contrast to Pehunko because certain rituals such as one type of

ceremony for a new baby, have not been performed in Pehunko for

perhaps 20 years whereas Doh residents continue to observe the rituals.

Thus the situation in Doh is suggestive of the pattern of birth

practices in Pehunko prior to the growth in population, increase in

migrants from various ethnic groups, increasing Islamization, etc.
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Doh remains an isolated village, fairly remote from the

variations introduced by the national government, due to the exceedingly

poor road which is unusable for three months of the year, and which

requires a determined effort to travel at any season. Doh, to this

date, has no school or on-site nurse; children either live with

relatives in other villages or travel six kilometers by foot daily to

the nearest school. Doh residents have little interaction with

Europeans; when I visited a circumciser to ask questions about female

circumcision, she consulted a diviner after my departure in great

concern over the meaning of my visit. There are few commercial goods

for sale in Doh--no tomato paste or peanut oil--staples in Pehunko;

sauce recipes are simple and "old-fashioned" to some Pehunko women

who refer to a trip to Doh as "going to the bush." Health care is

provided Doh residents periodically by the itinerant, endemic diseases

nurse or in the event of an emergency or a person seeking immediate

consultation, the usual procedure is for the individual in ill health

to travel or be brought to Pehunko.

Interestingly, no woman from Doh is recorded as having

delivered in either the Pehunko dispensary or the Kouande district

maternity clinic in any existing records. Currently, Doh is served

by two elderly matrones; for this study, three were interviewed,

including the two still practicing and one who is blind and no longer

assists at deliveries. Information on Doh was acquired primarily from

these midwives, and from selected women with whom I stayed during trips

to Doh, Doh residents in Pehunko and miscellaneous other Doh residents.
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The village of Doh is composed of three sections, or neighbor-

hoods. Each of these neighborhoods was principally served by one of

the now elderly matrones; the two remaining in practice share the

village since the retirement of their contemporary. Of these two, one

is alleged to be the most powerful and the most charitable. The other

(Gbira), wife of the former chief of Doh, is said to resent being

called out at night and to generally be less helpful a person than

her colleague, Yon Sika. Yon Sika, who was perhaps the most forth-

coming of all the matrones interviewed, outlined the pattern of birth

assistance in Doh as follows: first, a woman tries to deliver by her-

self for a day or perhaps two. Then she calls the matrone in her

neighborhood and usually in a truly difficult case, Yon Sika will be

called. She claims she has never lost a mother or had to evacuate a

patient; in one case, she did send a cyclist for the nuns to drive in

and transport a woman, but the woman delivered before they arrived.

Until recently, when Yon Sika felt that her skill was surpassed, she

called a male healer, Dogi, now deceased (see "healers"). He in turn

(according to Yon Sika and his niece) only lost one patient and that

a very small woman whom he had already advised not to have another

child. She died in obstructed labor.

Dogi is an example of a healer whose fame extended beyond his

immediate locale. It is this category of healer who may be called if

a neighborhood matrone cannot deal with a complicated case. Thus a

matrone from Soadou is called to treat women in Fwabwereku (her

mother's village) 12 kilometers away. Specialists in sterility are

known throughout the region; Dogi, the healer from Doh, was also known
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regionally but ordinarily, the village limits are not surpassed in

seeking obstetrical care, except in instances of complications. One

exception is the village of Gbeke, where two matrones died within a

short period and in the event of difficult births, a matrone in Tokoro,

three kilometers away, is requested to help.

In a large village such as Pehunko (population 2,000) or even

Doh (population 800), several matrones were found practicing concur—

rently, organized loosely by neighborhood, usually with an understood

order of competence. In a small village, matrones claimed that it is

difficult for more than one matrone to practice, and an apprenticeship

type of arrangement may be established, wherein one matrone follows

another and the superior in status instructs the subordinate in what

procedures to follow, sends her to collect herbs and so forth.

Sometimes, if the superior is called to a delivery but is unable to

attend, the subordinate will supervise the delivery alone. This

apprenticeship relationship is not always a function of the size of

the settlement. For example, in Soaodou (population 800) and

Sayakrou (popultion 700-800), two matrones work more or less together

in each village. In each case, one is known as the superior and the

other as less powerful, but both have their own apprentices, so this

arrangement should not be construed merely as a variant of the

apprenticeship system.

The subordinate matrone of the Sayakrou pair said that

Sayakrou was "too small" to have two independent matrones so that one

was obliged to "follow" the other. In actuality, however, size may

not be the factor. The village of Doh, with more or less the same

population, supports two practicing matrones and had three in the past.
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If size is not the factor, how can this arrangement be explained?

One possible explanation involves status characteristics of the

matrones. In this case, the characteristic of membership in a spirit

cult seems to be a common factor with explanatory value. In the

instance of Doh, where the three matrones practiced independently, none

of the three belonged to spirit cults. One was a commoner, and the

other two were aristocrats; this distinction did not appear significant.

In Soaodou, the superior midwife was also a renowned spirit cult

member; she possessed a powerful instrument, a stick of polished wood

carved and covered with cowrie shells, and named "duro toko," (old

man). She used this stick in dancing at cult reunions and also in

treating complications of labor. Her colleague is also a cult member

but is a much younger woman, of lesser renown. This younger woman is

sometimes called for deliveries alone, but often the elder is called

first. Even if the younger is called first, it is nonetheless under-

stood that she is less qualified. In Sayakrou, the two matrones always

work together unless the superior requests that the subordinate go

alone to a delivery. Of these two matrones, the superior is a spirit

cult member but the subordinate is not. It is interesting to note that

in these and other cases of two matrones working together (though it

should be emphasized that the typical procedure is for one healer to

work alone and if no success occurs, another will arrive and the first

one leave), it may happen that the more powerful matrone is called

first, in contrast to the general pattern described earlier where the

less powerful assistant is approached first and her skills exhausted

prior to escalation to a more powerful healer.
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Conclusion

The data from Pehunko suggest that approximately 40% of the

women interviewed delivered their most recent child alone and then

called for assistance in cutting the cord and sometimes for delivery of

the placenta. Of these women who were assisted, 15% were attended by

an elderly female relative and other attendants included "mothers,"

sisters, co-wives, and a variety of other female relatives. Approxi-

mately 77% of birth assistants came from the same household as the

parturient and 19% who were not from the household came from the same

neighborhood. Contrastingly, only 36% of cord-cutters came from the

same household. Similarly, the majority of baby-washers came from the

same neighborhood but not from the same household.

Although reproductive histories were not taken in Doh, the

pattern of birth assistants as indicated by matrones and other

informants provides supplementary evidence for the pattern apparent

in Pehunko.

In sum, the example of the pattern in Doh provides supplementary

evidence of the pattern apparent in Pehunko; brief examples from other

villages such as Sayakrou and Soadou also are suggestive in explaining

the relationships of matrones to one another. The data suggest that:

a woman attempts delivering without assistance. If she delivers

successfully, she calls for help with the cord. If she needs help with

the placenta or for complications of labor, first she is likely to call

a family member, and next a specialist from the neighborhood. If the

neighbor fails, a more powerful person from any neighborhood will be

sought. This hierarchy of ascending power was explained by one
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informant who said that you don't escalate until you need to; you don't

go to the provincial hospital if the local nurse can care for you and

you don't call a powerful healer to deal with a simple problem.

Midwifery as a Therapeutic System
 

The literature on midwifery discussed in Chapter 2 does not

generally indicate clearly whether midwifery techniques and practices

are idiosyncratic, varying from midwife to midwife, or a therapeutic

system common to midwives practicing within a given culture. Although

cross~cultural studies of midwifery refer to "Mayan" midwives or

"Kentucky" midwives, implying that midwifery represents a culturally

specific form of therapy, this issue is not specifically addressed.

In this section, the proposition that Bariba midwifery is a therapeutic

system comprising shared beliefs, values, practices and techniques will

be discussed.

Support for the proposition that midwifery is a therapeutic

system will be presented first from a consideration of detailed inter-

views with 19 matrones and, in addition, descriptions of matrones

engaged in assisting at deliveries. Subsequently, cases demonstrating

client-practitioner encounters will be presented. These cases are

intended to further substantiate the hypothesis that Bariba midwifery

is a therapeutic system. The discussion of interviews with matrones

and case reports are in general intended to provide a basis for

discussing the suggestion that client choice of birth assistance is

affected by assumptions shared with matrones regarding the practice of

midwifery.
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Structured Interviews with Matrones

The 19 matrones, residing in six Bariba villages, were inter—

viewed regarding experiences with delivering women, and problems

encountered in pregnancy, labor, and the post-partum period. Responses

to questions were variable in that many matrones seemed to have special

areas of interest, which they discussed readily, and others which they

declined to answer. (The design of the maternal questionnaire

was developed in conjunction with Professor Alihonou of the Faculty of

Medicine, National University of Benin.) Thirteen matrones consistently

replied to questions. For the most part, a pattern was not discernable‘

in their preferences, with the exception of the topic of maternal

mortality, which was abhorrent to all matrones and eventually was

dropped as an interview question. Although all matrones were inter—

viewed following the interview schedule, in most instances, the fullest

explanations of midwifery practices were not obtained via the

structured questions. Rather, the most useful responses were elicited

when a recently observed delivery was described to matrones. The

matrone was then asked for her Opinion of the course of events.

Information was also obtained by a matrone's descriptions of deliveries

at which she had assisted.

The following consideration of some midwifery concepts,

techniques and practices, then, is based on both structured interviews

and informal discussions held with the matrones. The topics discussed

were selected because they were believed to be pertinent to common

obstetrical complications which matrones might be requested to treat.

In conjunction with Professor Alihonou, questions were designed
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relating frequently encountered obstetrical complications, to which

birth assistants in any culture would likely be required to respond.

Although questions were based on biomedical interpretations of labor

and delivery, attempts were made to formulate descriptions of the

biological concomitants of labor and delivery which were not culturally

specific and could be recognized by matrones.

Questions were ordered following the chronology of the delivery

process. Thus matrones were interviewed regarding estimated date of

delivery; determination of fetal presentation (in order to evaluate

modes of dealing with breech births, transverse presentations or other

presentations); interpretations of normal and abnormal labor (in order

to determine definitions of "complications" and reasons for calling a

matrone); diagnosis of intrauterine death (in order to evaluate the

range of diagnostic skills of matrones); treatment of the membranes

(which has implications for likelihood of infection); treatment for

delayed labor, fatigued parturients and numerous possible complications

of labor such as: lacerations, bleeding, obstructed labor. Matrones

were also asked to comment on post-partum complications with which they

were familiar, again, in order to determine the complications most

frequently encountered by matrones from amongst the complications which

an obstetrician expects a specialist in obstetrics to encounter and the

range of treatments employed in response to complications. Questions

were in general intended to shed light on Bariba interpretations Of a

normal delivery, problematic delivery, and correspondingly, use of

matrones o
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1. Date of Delivery: 11/12 matrones stated that they could not

predict the date of delivery more accurately than by estimating the

month of gestation. Some said that a woman who was concerned about the

date Of delivery could consult a diviner or clairvoyant who might be

able to predict the exact date of the onset of labor. MOst women,

however, do not bother.

2. Perspective on Fetal Presentation: Of those matrones who

responded, seven said that they had no means of checking the position

of the baby prior to delivery, while five respondents said that they

did check. Those who claimed to determine the position of the baby

varied in the means enabling verification. Two used palpatation of

the abdomen, stating that they could find the baby's head; one used

internal examination; one observed the shape of the abdomen; and one

relied on divination, using a special iron ring treated with herbs

which enabled her to "see" inside the parturient.

3. Inducing Labor: Of ten respondents, nine stated that they

had no means Of inducing labor. One matrone described cases of women

who believed that they were overdue (e.g., 12 months of pregnancy had

passed) and said that she possessed a medicine to initiate labor in

such situations. However, in spite of the fact that most women of

reproductive age told stories about women who had overly long preg-

nancies, matrones generally did not treat this complaint.

4. Average Length of Labor: Length of labor was determined to

be a particularly salient topic because Bariba women often state that

"long labor" is a reason for calling a matrone; moreover, dispensary

and maternity clinic staff complain that women in labor Often arrive
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seeking assistance "too late," after three or four days of obstructed

labor. Perception of the ideal length of labor was therefore a relevant

consideration. In response to the question "how many times should the

' most matrones commented that it issun set on a woman in labor,‘

difficult to estimate length of labor because one is obliged to rely on

the perceptions of the parturient herself. A complaining or fearful

woman may divulge the fact that she is in labor after only a few

contractions, whereas a courageous woman may never tell, or only after

a day or even two, at which point she begins to be alarmed that labor

is not progressing. In their response, 4/12 matrones thought "long

labor" depended on the parturient, whether it was a primipara or multi-

para; two stated that two days of labor marked an excessively long

labor; and two thought three days was overly long.

5. Diagnosis of Intrauterine Death: Nine of eleven matrones

stated that they were capable of judging fetal death. Basically,

diagnosis was based on cessation of fetal movement or of contractions;

either matrones interrogated the parturient and interpreted symptoms

such as cessation of contractions, or observed and "felt" her abdomen

in order to reach the conclusion of fetal death. In the event of

intrauterine death, most matrones administered a medicine by mouth to

accelerate contractions and cause the fetus to be expelled.

6. Artificial Rupturing of Membranes: Of 13 matrones who

responded to this question, eleven said that they never ruptured the

membranes; this finding corresponded with the general observation that

matrones rarely conduct vaginal examinations, measure cervical

dilation, or touch the vagina area in any way. Some matrones explain
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their reluctance to conduct internal examinations by the fact that

fingers inserted in the vaginal opening might injure the intestines

of the parturient. The two who said that they did observe that some-

times the amniotic sac might be confused with "hemorrhoids" or other

"protrusions" (i.e., tigpiru, see page 25 ).

7. Remedy for Fatigued Parturients: The most common remedy for

exhaustion in a woman in labor was for the matrone to prepare an

infusion for her, using leaves, bark or roots (5/12 respondents). Bark

of the mustard tree (Parkia biglobosa) was one common treatment for
 

fatigue. Two matrones rubbed pungent—smelling herbs on the stomach of

the woman and held them under her nose to revive her. Two Others used

combinations of techniques--one an infusion and a fumigation treatment

and the other an incantation designed to revive the parturient.

8. Accelerating a Delivery: Thirteen matrones (all who

responded) agreed that they could accelerate a sluggish labor, by the

same methods noted above; medicines to drink or ingest (such as mustard

tree bark to chew) were particularly popular.

9. Problems of Labor and Delivery: In discussing problems of

labor which they had encountered, the following difficulties were

mentioned: lacerations, cessation of contractions or lack of progression

of labor, overly violent contractions, severe bleeding, and tigpiru.

Mast matrones had attempted to treat several of these complications and

one elderly matrone said she had treated all of them.

10. Post-Partum Complications: Approximately half the matrones

who responded (6/13) remained with the parturient for seven days in

order to wash the baby, but the remainder waited only for the delivery
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of the placenta before departing. Nonetheless, nine noted post-partum

complications with which they were familiar. These included hemorrhage,

fever, breast abcess, and worms in the breast milk.

11. Male Participation at Deliveries: The purpose of this

question was to elicit information on sexual division of labor among

healers. As previously noted, only post-menopausal women have the

opportunity to become powerful healers because of the prohibition

against allowing menstruating women to handle medicines. It seemed

possible that midwifery as a profession would represent a unique domain

for female healers, partly because midwifery apprentices are not

necessarily menopausal, and also because of the rigid standards of

modesty which prohibit a man other than her husband to see a woman

naked.

Overall, interviews with the matrones suggest similarities in

problem definition in obstetrical cases. Although the exact choice of

remedy may vary with each practitioner, (that is, which ingredients are

used in a medicine, or whether gagging or pressure is preferred for a

retained placenta, etc.) it is significant that more sorts of treatments

were advocated for delivery of the ("retained") placenta than any other

complication, which seems to indicate the importance attached to that

condition. Retained placenta was in fact the most frequent reason for

calling a matrone to a delivery, other than "long labor." Interviews

with clients and observations of deliveries substantiated the use of

the treatments described above. An additional very common treatment

which matrones were relatively unified in advocating was fumigation for

tigpiru, the "protruding" disease which is believed to inhibit delivery
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of the fetus and/or placenta. The contents of the fumigation mixtures

vary with each practitioner, however.

In sum, interviews with matrones, together with the case studies

(some of which follow below) suggest that matrones share characteristics

of style, technique and practice (see Table 14). Usually called in the

event of complications, the matrone's first act is to observe the client

for a while, usually without touching her. Relatives who already

attempted to help the parturient may explain length of labor, medicines

administered, and significant symptoms. No matrones routinely do

vaginal examinations. Depending on the problem, the matrone may:

(1) For "long labor," administer pungent-smelling herbs and massage the

parturient's abdomen lightly; her thighs and back may also be

rubbed but most matrones advise against it because the baby "is

very near to the back" and those spots should not be touched for

fear of harming the child;

(2) For "long labor" which does not respond to the above, a fumigation

treatment for tigpiru or witchcraft will be tried, or

(3) Prepare a medicine to wash in, or

(4) Administer a medicine by mouth, in a preparation developed herself

(by the matrone) but usually based on a preparation taught her by

her mentor when she was an apprentice; matrones usually possess

several treatments for less serious complications and probably one

"special" medicine, to ingest, for severe complications;

(5) For retained placenta, administer medicine by mouth or fumigation

and advise on use of the gagging stick or broom, which are

therapies utilized by non-specialists as well;
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TABLE l4.--Techniques and Practices of Bariba Matrones

Techniques and Practices Number of Matrones
  

(Respondents/Total Respondents)

Could not estimate date of delivery ll/12

Don't verify fetal presentation 7/12

Don't induce labor 9/10

Can diagnose intrauterine death 9/11

Don't rupture membranes 11/13

Have medicines for fatigues parturient 10/12

Can accelerate labor 13/13

Have treatment for retained placenta 14/14

Have treatment for Tigpiru 10/13
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(6) Call a more experienced colleague to replace her if she is unable

to treat the complication successfully. This colleague may be

another matrone, or a male healer--either one who possesses an

appropriate medicinal substance, and/or a ritual specialist such

as the gossiko (burial official) who might better diagnose and

treat the problem. If witchcraft is suspected or a witch baby

diagnosed, the ritual specialist would then be one more approrpiate

one to deal with the situation.

Matrones may have additional cures which they have created--for

in spite of the fact that there are many similarities in procedure,

matrones would argue that each matrone mue£_be different. If all were

the same, who would be special? That is why although matrones share

concepts of causation of complications (e.g., witchcraft, tigpiru,

adultery); definitions Of complications (long labor, stillbirth,

exhaustion, retained placenta); and notions of the available range of

types Of treatment, the therapy of choice and composition of the

medicine remain the matrone's personal contribution to her professional

practice.

Because matrones share certain concepts, techniques, and

practices, it seems reasonable to assume that Bariba women expect the

legimate practice of midwifery to fall within this range Of concepts

and behavior. Client expectations of a practitioner's proper behavior,

then, will affect the selection of a healer, and predispose clients to

select a matrone rather than a clinic. Actual models of delivery

procedure, will be detailed in the following case studies and will

suggest the expectations regarding the matrone's role which most

clients would hold.
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Client—Practitioners Encounters
 

I have discussed the preference of many rural women who seek a

birth attendant to rely on an indigenous matrone in terms of the

expectations of the client towards the practitioner. In this regard,

I suggested that the client expects a matrone to possess certain social

characteristics, and to behave predictably, within a credible range of

alternatives. Perhaps the most illustrative approach to detailing the

nature of that "range of alternatives" is to present several cases of

client-practitioner encounters. These cases will highlight some

techniques, practices and concepts common to Bariba midwifery and will

give an indication of the birth setting as well as of the character-

istics, of the relationship between the woman who is delivering and

the matrone. Overall, these cases are intended to serve as key

illustrations of the decision—making process.

The Case of Adama
 

Previously, one common impetus for seeking a birth assistant

was described as a situation where a woman experiences a problematic

delivery. In the case of Adama Worou, the parturient, a woman in her

late thirties or early forties and married to a Niger Djerma, came to

the researcher to express her concern at feeling contractions although

she was only eight months pregnant. Her worry over this occurrence

was related to the belief that a baby born at eight months is a witch

baby; whereas both a seven-month and a nine-month baby are normal

children, an eight-month baby is referred to as a miscarriage and

expected to die (or not be allowed to live). However, many Bariba

women are very vague in determining the date of conception or expected
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date of delivery, which leads to some flexibility in interpreting the

delivery of a witch baby. In this case, Adama initially claimed that

she was in the eighth month of her pregnancy. Her attention to this

detail may also have been related to the fact that she had a most

worrisome reproductive history--twelve pregnancies and one child still

living. She was, at the time of this delivery, newly married and

pregnant for the first time by this husband. She was, then, very

attentive to signs of another misfortune.

According to Adama, at 8 p.m. her contractions were not strong

enough to prevent her from preparing the evening meal. She did stop

by to visit the village nurse; he examined her and said her cervix was

dilated to 4 cm. By 7 a.m. Adama sent someone to call me. When I

arrived about 10 a.m., Adama was sitting on a mat, leaning on an

elderly woman, her older brother's wife. The women were alone in the

central room of a three-room house, part of a concession of several

houses. The membranes had not yet broken yet and the old lady informed

me that there was a while to wait yet. Meanwhile, she sat on a stool,

pressing Adama's back where she complained of pain. (Other women

advise parturients never to touch the back of the baby may be harmed,

cf. the case of Bona.) Periodically the Old lady said "God is," to

' a Bariba expression of pain.Adama, who complained quietly, "wee, wee,‘

At about 10:15, a Pehunko matrone, Yaayi Ganigi, appeared in

the doorway, escorted by two Djerma-speaking elderly women of the

husband's family. Yaayi Ganigi sat down, ate some rice which was

offered to her, and watched Adama. She did not examine her. She then

told Adama to sit up and stop writhing--that twisting her body was bad

for the baby. She told me that Adama was not yet ready to "push"
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because there wasn't any "water" standing out on her face, which would

indicate the imminence Of delivery. Yaayi Ganigi asked the elderly

women who were present if they had tried an application of certain

pungent herbs. They had, but Ganigi asked for more; she rubbed Adama's

stomach with water in which the leaves had been crushed, she held

some of the wet leaves under nostrils for her to smell, and rubbed her

back on request. At 10:40, Adama got up and went into one of the

adjoining rooms which had a bed in it, complaining that we were all

looking at her. NO one followed her or checked on her. Ganigi left

the room (to tell the women outside to get the water ready, she later

explained)§ Within five minutes, the baby was born, preceded

immediately by the breaking of the membrane.

While awaiting the delivery of the placenta, Adama requested

some porridge, which she drank. The household women brought the

porridge-stirring stick to force in Adama's mouth. This is an

extremely common method of inducing gagging which is intended to help

expel the placenta. Yaayi Ganigi, however, turned down the offer of

the stirring stick. Instead, she pushed on Adama's stomach a few

times, told her to push, and used a straw broom, with which she rolled

Adama's abdomen. When these techniques had no apparent effect, Ganigi

took a special tiny gourd which she had brought, filled it with water

and threw a needle into the gourd, with such force that it stuck in the

gourd. Adama was then given the water to drink and the gourd was

dropped on the baby, who was still lying on the floor. At this point,

the baby was placed on a cloth. Ganigi then pulled on the cord lightly,

at intervals, and finally burned some bark under Adama's vagina so that

the smoke rose up. In all, these placenta-expelling attempts took about
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12 minutes. Having exhausted her procedures, Ganigi and all the house-

hold women left the room, leaving me and Adama. I did not realize that

I was expected to try my techniques now, following Ganigi's tacit

withdrawal. In fact, because I saw some membrane delivered and the

cord curl, I touched the cord slightly and the placenta was delivered,

seemingly intact. Ganigi then returned and told me to cut the cord,

which I declined to do, whereupon my lack of bravery was remarked on

with some amusement. At 11:15, Ganigi cut the cord with a new razor

blade. In order to cut it, she placed it on a millet stalk, and sliced

it at her longest finger-length from the naval. She herself brought

in a broken pot for the family to bury the placenta in the shower area

behind the house, all the while complaining that Adama hadn't prepared

anything for the baby's arrival (water jars, cloths).

Next, Ganigi washed the baby. A huge mound of soap was brought

to her (ghi§_had been specially prepared for the baby). She cut off

the top for herself as part of her compensation. She proceded to wash

the baby in the classic style (see washing) and handed it over to the

household women wrapped in a new cloth. At about 11:30, Ganigi's

niece Zenabu and her co-wife arrived to congratulate Adama, who was

still in the bedroom. Then, Adama went to wash herself with hot water

and potash and butter soap and thereafter, to receive more visitors.

The following day, I went to call on Yaayi Ganigi, in order to

ask her why Adama's family had called Ganigi when some women delivered

alone. Ganigi replied: "You yourself saw how she behaved, twisting and

turning. A woman like that could kill the child if no old lady were

with her."
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Comments

Some points surface in the unfolding of this case which require

additional consideration.

(1) The eight—month pregnancy. It seems that the decision to

call for assistance was based on two factors: (a) suspected prematurity,

indicating witchcraft, and (b) a reproductive history fraught with

misfortune. It is interesting that no mention was made of the pre-

maturity of the baby after Adama's initial private comment to me. This

might be the result of various factors—~possibly, I was the only person

to whom Adama mentioned her concern because others might not have kept

close count and be able to confront her with this fact. She herself

was very worried about delivering and keeping the baby, especially in

light of her reproductive history. The women of the household were

aware of her numerous infant losses, however. At the moment of

delivery, a discussion arose as to whether to call the child "Yo."

When a mother has had several children die, the one who is born

' or "YO." In this event,following the deaths may be called "slave,'

the attendants figuratively sell the child to a stranger, neighbor or

relative so that it is no longer the child of its cursed mother. Until

the age of 10 or so, a "Yo" will take gifts to its "owner" and wear its

hair half-shaved in the manner of a slave. (There are also other ways

of trying to safeguard a child born of a mother whose children die--one

is to yell at the child and tell it the earth is full, there is no

ground to bury it in; another is to tie a string from one arm, across

the baby's back, to the other arm, to "attach" it to life, or to have

the child wear iron anklets, symbolizing its attachment to the earth

and life.) In the case of Adama, her brother's wife decided that it was
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not necessary to name the child "YO" because it was the first delivery

by a new husband; the dead children had all belonged to a previous

spouse. The final decision was that nothing had to be done immediately.

Thus it seems likely that given the successful delivery, the option to

declare the child a witch was not taken, perhaps because of Adama's

history of child losses which led to particularly great importance

being placed on a live baby, perhaps because no one was aware of the

eight-month possibility.

(2) During her labor, Adama cooked dinner, in conformity with

the value placed on women continuing their household work and ignoring

(or pretending to ignore) contractions. Later, however, Adama did

express pain, and complained particularly of back pains. Although the

matrone and Adama's brother's wife were sympathetic and did rub her

back, others were critical of this indulgence. It is also noteworthy

that the matrone, in conversation after the delivery, described Adama

as fearful and commented disapproving on her twisting and turning. As

an Observer who has observed deliveries in an American hospital and

deliveries in Benin of non—Bariba who are less concerned with

stoicism, I did not think Adama "twisted and turned" excessively and

she was very quiet; her expressions of "wee" were infrequent and low-

pitched. The degree of expression which is necessary to label a person

as uncontrolled and fearul seems very low indeed.

(3) The matrone, Yaayi Ganigi, did not examine the parturient

internally; her evaluation of the stage of labor was apparently based

on visual appraisal of Adama's appearance. The amniotic sac was not

broken and no one asked about it except me. The answer to a question

regarding the breaking of the membranes is invariably that the
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"water of delivery" (eggmg) never breaks unless the delivery is

imminent; if one sees water but the baby doesn't follow, the liquid was

not the true "water of delivery."

(4) In accordance with the belief that the placenta should be

delivered immediately following the baby, the household women galvanized

into action, bringing an object to induce gagging and the matrone

attempted various efforts designed to expel the placenta. When none

of these efforts were successful, the women left the room, expecting

me to try my remedies. This is the classical procedure in healing,

wherein one healer tries a cure, fails, leaves, and another arrives.

It is rare for spectators to Observe a healer, thus I was left

unobserved.

(5) Regarding the matrone herself, she is an aristocratic

Bariba woman in her 60's, trained in midwifery by her mother-in-law;

she is married to a wealthy Hausa trader (her second marriage; the

first was to a Bariba aristocrat) and lives in the neighborhood of

Zongo. Zongo residents are primarily "foreigners," Dindi, Djerma,

and Hausa-speaking. Yaaya Ganigi speaks Dindi and Hausa and serves

as the principal midwifery resource for Zongo (see neighborhoods).

Adama's household is located in Zongo neighborhood, and the husband's

female relatives speak Dindi. They communicated with the matrone in

Dindi. My impression is that many of Ganigi's clients are women who

have links to Ganigi's husband, either themselves or through their

own husbands, and her ability to communicate in the languages of the

"foreigners" is considered a great asset of the Zongo population.
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The Case of Sako
 

The case of Sako, another client of Yaayi Ganigi, will be

described briefly in order to illustrate symptom interpretation and an

instance of referral. Sako was the Bariba wife of a Hausa neighbor

of Yaayi Ganigi, pregnant with her second child. The first had been

born in another village. Sako went to see Yaayi Ganigi in the late

afternoon to complain of pains. Ganigi asked her if it were the 10th

(lunar) month, which it was. Ganigi took her to an empty storage room

(Ganigi is one of the few matrones who ever has clients who deliver at

her house, rather than calling her to come to them) where she "pushed"

for several hours. According to Ganigi, Sako did not want to Open her

legs or to remove her skirt which provoked Ganigi to tell her "I've

seen many women at birth, women worth a lot more than you!" Finally,

because the baby seemed high in her stomach, Ganigi suggested that Sako

consult the village nurse at the dispensary.

Here, one would note that Sako is under 4'10" in height, and in

western medicine would be considered a high-risk patient because of

her size. At any rate, Sako went to the dispensary, accompanied by her

co-wife and several elderly female relatives of her husband. At the

dispensary, the nurse said that Sako was fully dilated and told her to

lie on the table. She refused, saying that she could not push and that

the child would rise up into her throat rather than descend if she lay

down. As at the matrone's, she refused to remove her skirt and

persisted in sitting on the floor with her legs stretched in front of

her, one crossed over the other. When told to walk around by the old

ladies who had accompanied her, she refused. For the most part, one
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Old lady stayed with Sako while the others waited outside. The nurse

gave her the pungent herbs to smell which are much-relied upon by

matrones, as well as two injections, with no apparent progress of labor.

Finally, the old lady rubbed the herbs on her stomach and sent home for

a medicine to drink. While this medicine was administered, the nurse

was outside the building. The old lady, after each rubbing gesture on

Sako's stomach, tapped her fingers on the floor. After giving Sako the

medicine to drink, she dropped the gourd on the floor (symbolizing the

dropping of the child). Significantly, the matrone Ganigi was not

called back, in spite of the obvious conclusion that the nurse's

medicine was not effective. The husband's old lady, although not

known as a matrone, seemed to have some skills and to be confident that

her remedies were appropriate.

By 10 p.m., Sako still was fully dilated, not pushing, and

sitting silently on the floor with her legs crossed. Finally, Bata,

the president of women of Pehunko (titled yaayikpe), dropped by to

check on the delivery. A tall, heavy woman, Bata dragged Sako to her

knees, and placed her in the "proper" position for delivery as the

nurse watched. The husband's old lady gave Sako another drink, in

which fragments resembling purple fruit peel were floating. Bata then

told two of the assembled women to come in and hold Sako's legs apart.

Shortly thereafter, she delivered a stillborn child with a misshapen

head. The women were silent; the nurse told Sako she had killed the

baby.
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Comments

Both the matrone and the attending women were confused by the

apparent lack of descent of the baby; all the women observed that Sako's

stomach was "high" and that a bump could be felt at the fundus whereas

no bump could be felt in the lower abdominal region. In actuality,

there was no "bump" in the pubic level because the head was already in

the pelvis. Because the women assumed delivery was not imminent, they

refused to urge Sako to push. However, they did react with disapproval

to her refusing to uncross her legs or walk around and some attributed

the stillborn child to this behavior. In discussion regarding this

delivery, one woman commented that Sako's own family probably would not

talk about this misfortune or criticize Sako to her face; however, her

equals (friends, women her age) will bring up the subject in an argument

about something else (for example, if Sako acts arrogantly, someone

might reply "you should talk, at your delivery you behaved badly . ."

and she would be ashamed). Although I could not get anyone to confirm

my suspicion, I suspect that Sako had either broken a taboo, committed

adultery or had some private reason to dread the delivery of the

child--either, as is the procedure in adultery, she would need to

confess the name of the adulterer or she could not deliver, or she

feared she had done something which would cause the child to be

abnormal. For this reason, she refused to uncross her legs, either for

a matrone or the nurse.

Other than the implications for social control indicated in this

case (adultery, gossip, shaming by age—cohorts) it is interesting to

note the simultaneous utilization of western medicine and indigenous
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medicine. Sako began by consulting a matrone (possibly at the urging

of her husband, a Hausa, or due to her fears, of whatever origin). The

matrone administered Bariba medicines and referred her to the nurse.

The nurse gave her injections and herbs which act as smelling salts, and

told her to wait. Thereupon, the discontented family gave her message

and medicine by mouth. Finally, a visiting (and prestigious) friend

took charge of the psychological support functions of the situation,

while the nurse tried to manoeuver the delivery of the head, complicated

by the swelling. The nurse claimed with annoyance that when several

people administer treatments, the one who gave the last therapy prior

to the delivery gets credit for the success, even if "physiology" is

really explanation for the outcome. In this case, however, no one

received credit for success, even though the mother's life was saved.

The nurse thought that the mother had inhibited a spontaneous, easier

delivery; the women also thought Sako had inhibited her labor and

behaved shamefully, although their medicines had contributed to making

the best of a bad situation. The matrone thought Sako was stubborn,

and Sako never commented on what she thought.

The Case of the Prolapsed Cord
 

This case clearly illustrates how interpretation of symptoms

and subsequent action designed to alleviate these symptoms are based

on culturally derived expectations which define the problem at hand.

In this instance, a woman in the late stages of her 10th pregnancy

(exact week or month unknown) called her mother and complained that

"something had come out of her vagina." Because of the modesty which

obtains between mother and daughter, the mother did not examine the
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protruding object; nor was anyone else available in the household who

might have felt in a position to regard the pregnant woman's genital

area. Instead, the mother of the woman sent a messenger to a matrone,

Yaayi Bore, the first wife of the former village chief, and a woman

noted for her spiritual powers and healing abilities. The messenger

was instructed to inform Bore of the problem, in other words, to

request a treatment for dealing with a protruding object which was

considered abnormal. Bore herself did not visit the pregnant woman;

rather, she responded to the description of the problem, which she

immediately defined as tigpiru.

Tigpiru was described in chapter 3 as a condition characterized

by lower abdominal pain or back pain. It is considered to be an

internal growth which, as the illness progresses, becomes red, takes a

round form "like an egg," and protrudes through the anus or vagina. If

the illness does not protrude, it may lie flat in the abdomen and cause

swollen legs and feet. Tigpiru is a common explanation for swollen

legs, ankles and feet during pregnancy. According to the nurses and

nurse-midwives with whom I discussed this condition, when Bariba speak

of tigpiru they are probably referring variably to hemorrhoids,

prolapsed uterus, cystoceles, or rectoceles.2

Women complain that this is the most common female disorder and

most matrones possess medicines to treat it. The usual procedure is

for a woman to take a preventive medicine during the last month of

pregnancy to cause the obstruction to shrink and rise up into her body.

If left untreated, the obstacle will obstruct labor or inhibit the

delivery Of the placenta. In the event of a slow labor or retained
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placenta which is believed to be due to tigpiru, the matrones have two

treatments of choice--one is a product taken by mouth with some

porridge; the other is treatment by fumigation. In the fumigation

method, the medicine (which appears to be a mixture of dried grasses)

is placed on a piece Of broken pottery or tin, on top of burning coals.

As it smolders, it is held under the woman's vagina so that the smoke

will rise and cause any obstruction to dissipate.

In this case, having diagnosed a severe case of tigpiru in which

the illness had progressed to its external stage and had fallen

completely out of the vagina (it should be remembered that until this

point, no one except the pregnant woman herself had actually looked

at the protrusion), Yaayi Bore, the matrone, sent over a fumigation

mixture of cotton, bark and grasses to be burnt under the woman's

vagina. The end-result which was sought was for the obstruction to

rise back up and send the child back to its correct place or if it was

another illness, to cause it to come out completely in the form of

water. However, it did nothing. At this point, the woman's family

sent for the researcher and the village nurse. In the absence of the

nurse, I went. When the woman's mother informed me of the problem, and

told me she had not looked at the "obstruction" due to embarrassment,

I looked and saw immediately that it was a section of the umbilical

cord, indicating a prolapsed cord. Because of the possibility of fetal

suffering which a prolapsed cord may signify, I suggested that we

evacuate the woman to the nearest maternity clinic.

The family consulted and decided to call a second matrone,

Yaayi YO, a neighbor and distant relation to the parturient's mother.

Yo came in person, checked the cord and suggested that the Objective
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should be to induce the Obstruction to protrude further so we could

examine it and better identify it. At this point, she, I and the

nurse's apprentice were present; the woman's mother again left the

room. Yo first administered pungent herbs to smell, hoping to induce

contractions. She also lightly massaged the woman's abdomen with these

same herbs. Next she left and returned with a gourd full of a liquid

which she instructed the woman to drink. Shortly thereafter, the

woman's abdomen could be seen to ripple with a contraction. But after

this one visible contraction, no other effect could be observed.

Periodically during the treatment, I had suggested that the protrusion

was the umbilical cord and the woman should be transported to the

district clinic. Eventually, I altered my explanation and said that a

piece of the placenta was protruding. Evidently the sight of the cord

did not remind her of an umbilical cord, perhaps because in her

Obstetrical experiences, she had never seen such a sight. When I

suggested it was the placenta, Yo responded thoughtfully that sheep

sometimes deliver the placenta before the lamb (this remark was

consistent with the matrone Yo's approach to healing via understanding

animals. In another instance, she explained miscarriages by comparison

with baby mice.) The nurse's apprentice then interrupted to remind the

matrone that women are not sheep and the mother, pregnant woman, other

females of the household and the matrone assembled to discuss the most

appropriate action to take.

The pregnant woman cried because she was sure the protruding

cord was "abnormal," and possibly indicated a dangerous child who was

trying to kill her. The matrone, who was in general very Opposed to
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western medical services, demurred at the idea of sending the woman to

the district maternity clinic. The nurse's apprentice argued in

support of sending her, and eventually the family agreed. They chose

a young cousin to accompany her on the trip. Upon arrival at the

clinic, the nurse-midwife determined that the prolapsed cord was

associated with twins, the first of which (a boy) was stillborn and in

a transverse presentation. Both twins were delivered vaginally

(without any anesthetic) and the second, a girl, seemed healthy,

although very tiny. The family explained the situation ex post facto

by saying that the first twin wanted to kill its mother but was

prevented by me. My understanding of the problem was believed to have

been gained by placing my hand on the woman's stomach which I did at

one point while still at her home, in an attempt to gauge the position

of the fetus, and gg£_by my observing the protruding cord. (Quote

overheard after the delivery, in reference to myself: all that she

[the researcher] did was Egggther stomach and she knew immediately

what was wrong!)

Comments

There are two points regarding the selection of a matrone which

are noteworthy here. As in other cases, the matrone was called due to

the appearance Of an abnormality, the prolapsed cord. When the first

matrone, Bore, provided a medicine which did not work, the family did

not call her back in order to request a different medicine or to ask

the matrone's Opinion. Rather, they tried a second matrone. They

asked my advice first, but my immediate response to transport the woman

to the district clinic was found disagreeable, and Y0 was called. When



260

I became involved, I tried to enlist Bore's help in order to avoid

assuming full responsibility myself, but Bore refused to come unless I

said I couldn't do anything and that the case was beyond my powers.

However, the family did not ask her again. I tried to address this

issue directly by asking the parturient's mother why she called Bore

first but didn't ask her advice when the tigpiru fumigation yielded

no results. The mother replied that (1) she called Bore first because

"Bore is known everywhere for her powers, she is even written about in

books!" (2) Second, she called Yaayi Yo because Yo works "together

with Bore." This second statement sounded very tantalizing, but

further investigation provided no support for the contention that the

two worked together. They had never been known to be present

simultaneously at a delivery; they are not kin, and although both

belong to the sambani possession cult, they participate in different

branches. I concluded that the two matrones probably do not work

together and that the parturient's mother was merely trying to avoid

criticizing the lack of success of Yaayi Bore's treatment.

' At the beginning of this case, I suggested it as an illustration

of the relationship of selection of a treatment to interpretation of

symptoms and to expectations regarding the problem at hand. It is

worth re—emphasizing this point. The prolapsed cord was diagnosed as

a prevalent folk syndrome (tigpiru ; the fact that it did not

completely conform to the characteristics of tigpiru (i.e., it was not

round and red) was overlooked (a) because it was a protrusion from the

vagina, also a sign of tigpiru and (b) because of cultural prohibitions

on the mother viewing her daughter's genitals. Both these factors--
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diagnosis of tigpiru and modesty-—are associated with the hesitation of

the women in this case to use the maternity clinic. Bariba women in

general share this reluctance to use national health clinics if tigpiru

is suspected.

First, tigpiru is considered prevalent among Bariba women but is

assumed that Europeans and government health personnel do not understand

this condition, cannot diagnose it, and hence will not treat it. This

is borne out by the treatment of swollen feet in the government

maternity clinic. When women go for prenatal care to the district

clinic (and also for those few who visit the village nurse), their

feet and shins are checked for signs of oedema. In the event that

swelling is Observed, the nurse or nurse~midwife invariably advises

the woman not to eat salt, so that the swelling will subside. MOst

women receiving this advice, may follow it but certainly do not think

that it is relevant to curing swollen feet, which is believed to be

due to tigpiru and to require fumigation treatments for alleviation

of the condition. It is clear, then, why the woman and her relatives,

faced with the prolapsed cord, did not panic or take immediate action

to consult a nurse; even more than the usual hesitations, the

diagnosis of a folk condition precluded utilization of a modern service

and therapist within whose realm of competence the condition did not

fall. (Even though a majority Of women do not attend clinics or

dispensaries for prenatal care, the advice or "taboo" regarding salt

has become well-known throughout the region. Even Yaayi Bore, the

elderly matrone, who does not reside near a clinic nor accept clinic

utilization as a satisfactory alternative for obstetrical care,

mentioned, unsolicited, the warning of nurses not to eat salt.)
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One proviso to the argument that diagnosis of a folk syndrome

leads to selection of an indigenous healer is that those matrones who

had experience with a prolapsed cord in the past did get seem to

interpret the condition as tigpiru. Following the termination of this

case, I discussed it with the matrones in the research sample. This

method of acquiring information was one of the most successful-~matrones

reacted with interest, and with less suspicion than was usual to a

description of an obstetrical intervention. The matrones are some-

times willing, then, to comment on the Obstetrical complication and

appraise an intervention, although they are rarely willing to criticize

another matrone's procedure. Rather, they state "each has her own

fashion of doing things." In the case of the prolapsed cord, the

Pehunko matrone Ganigi shook her head in consternation at the report

of such an occurrence; according to her, the appearance of the cord

(or placenta, as the women preferred to define it) heralds a difficult

delivery which may be followed by a stillborn child. She had had an

experience with just such a case, involving a niece, who eventually

consulted a nurse-midwife at a clinic but the niece's baby could not

be saved. Another matrone, Yaayi Yon Sika of Doh, had also observed

a prolapsed cord which terminated in a stillbirth. It was not clear

whether in these cases of prolapsed cord, the protrusion was originally

diagnosed as tigpiru, but it is certain that matrones were consulted

in both instances prior tO consulting national health service personnel.
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The Case of the Terrifyinngreech
 

This case illustrates the personality attributes useful to the

matrone in performing her role satisfactorily. The story was recounted

by Yon Sika of Doh as an example of the most frightening event Of her

professional life, and in fact, the worst thing she ever saw.

Do you know what the worst thing I ever saw, she asked?

(Chorus of listening women: what?) It was a baby. (Chorus: what kind

of baby?) It was a woman who had been in labor for several days when

they called me. I gave her some medicine to drink so that she would

push; then when she was kneeling, I saw the terrible sight. It was the

buttocks of the baby appearing first [in the vagina]. I wanted to

leave the room but the woman begged me to stay with her so I did. When

the baby fell, it was delivered sitting up. (The fate of this child is
 

unknown; from exclamations of horror by the audience, one might surmise

that the child was not allowed to live.)

The matrone continued: I became as white as a Fulani cheese

from fear. Later, I became ill from what I had seen and had to consult

an old man who cured me. That was the worst sight I have ever seen.

Comments

In this case, it is clear that the matrone needed the qualities

of courage and fortitude, as well as compassion for the parturient in

order to stay with her during the delivery and to restrain herself

from fleeing the terrible sight of the breech presentation. The

matrone Yon Sika is in fact known throughout the village of Doh for

her charitable nature, in comparison with the other practicing matrone,

who is not always willing to come to a delivery when called. It is
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also noteworthy that You Sika as the assisting matrone was herself

endangered by the sight of the abnormal birth. She actually became

ill from the sight and was obliged to undergo a curative treatment to

restore her "health." A matrone, then, always risks this kind of

ordeal and requires both prOphylactic medicine to fortify herself

against the risks and personal attributes to sustain her while

performing her function.

The Case of Bona
 

The following case exemplifies the classic case Of a woman who

has always delivered easily and alone, but finds herself in a problem-

atic situation and decides to call for assistance. The case also

illustrates the midwifery procedures favored by a third matrone of

Pehunko, Yaayi Bore, the matrone who provided the fumigation medicine

for the woman with the prolapsed cord. At this delivery, the

parturient (Bona) was expecting her fourth child. In part because of

her friendship with the research, she had attended prenatal consulta-

tions with a visiting Obstetrician from the capital and had also

consulted once with the village nurse regarding cramps in her legs.

Bona said she felt contractions during the night but in the morning,

she said nothing and sold beans as usual while the other women went

to the fields. At noon, a child was sent to ask for my assistance

because Bona was worried due to the nurse's prediction that she would

deliver twins. (The nurse was out-of—town.) Bona walked to the

dispensary where she learned that the nurse was really absent, and

then called for her Older sister. The Older sister decided to call

Bore, the chief's wife and a neighbor of Bona's father-in-law's
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household. Meanwhile, Bona requested that I bring the medicines to

accelerate delivery which the old matrone of Doh, Yon Sika, had given

me. I was not immediately obliged to decide on the ethics of

administering the powders because Bona's mother-in-law returned from

the fields and told Bona to wait for Bore before taking any action.

Finally Bore arrived with a gourd and three small medicine

containers. She touched Bona's lower back, asked her if she wanted

to push and if the water of delivery had come yet. Bona replied

negatively to both questions and Bore pronounced her not ready to

deliver yet. Bore gave the sister medicine to heat in water; Bona

had gone to urinate in the shower and stayed there so Bore took her

the medicine to drink. Following administration Of the medicine,

she dropped the gourd in the gesture that symbolizes the falling of

the child. Next Bore told the mother—in-law and Bona to move to the

mat on which we were sitting into another room.without a ceiling;

the room with a ceiling provoked fear in her "because the ceiling

thinks it is a chief," so we moved to a storage room. Next Bore

prayed, washing her hands and feet, in a corner of the courtyard and

then prepared a fumigation medicine (duke) in case some obstruction

was inhibiting Bona's labor from progressing. Bona sat over the

smoldering coals for about three minutes (she said it was hot). Her

contractions seemed to increase (judging from observation of the

surface of her abdomen). Periodically, Bona went off to the shower

area behind the house, possibly to obtain some privacy. No one

commented when she left.
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During one of her departures, the matrone took me to look for

a certain insect's nest which is laid on the dirt walls of houses. I

found one and cut it Off the wall for her. She then crushed it, mixed

it with water and rubbed it on Bona's stomach in semi-circular motions,

to the right and to the left. Subsequently (laughing and telling the

family in the courtyard that I was her assistant) she took me to find

a mustard tree (Parkia biglobosa) to cut off some bark. I carried the
 

bark for her, the proper role for a subordinate; she then peeled it

and gave some to Bona to chew (the fiber is spit out and the juice

swallowed.) By this time, about an hour and a half had passed and Bona

left. Bona told me that this delivery was much worse than her others

and she was worried. She asked again for "my" medicines (from Doh)

but Bore then returned with another medicine to drink. The gourd was

dropped again with the exclamation "begeke" which is said when the

child is delivered. Shortly thereafter, Bona began to kneel because

she felt like pushing. Her back hurt and she wanted to lean forward

but Bore told her not to touch her back because the child was close

to the skin there during pregnancy and to sit up straight.

Bore supported her from behind while she was kneeling and

briefly, her older sister was called to do so. Prior to the delivery

of the baby, the amniotic sac became visible. I asked if it could be

broken but Bore said no and prepared another fumigation medicine to

deal with this Obstacle. Before she could do so, it burst and the

baby was born. Immediately Bore tugged on the cord and told the

sister to get a scarf. This scarf was held taut and used to massage

Bona's stomach to expel the placenta. Another female relative (the
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husband's father's brother's wife) arrived with a porridge-stick to

induce gagging. The matrone told me to push on her stomach but I

(alarmed over the pulling on the cord) suggested waiting. After two

minutes, the placenta was delivered; it seemed to be missing a segment

and in fact Bona lost a couple pots full of blood. Bore promptly left.

The father's brother's wife came to cut the cord, first marking

the spot with sandstone, then placing the cord against a millet stalk

and cutting it with a new blade. Some debate occurred over the best

place to cut the cord; the cord—cutter prevailed in her decision to

measure the cord against the right knee of the baby. The cord stump

bled, so the cord-cutter spit chewed charcoal on it and friends appeared

immediately to "greet" the baby. Bona went to wash herself and the

cord-cutter proceeded to wash the baby.

The baby washing ritual occurred in one of its more thorough

versions. The washer scrubbed the baby twice with a fibre sponge and

potash and butter soap, rinsing it in "koru," a special water made from

the water left when shea butter is prepared and saved for the first

washing of a baby. This butter water is designed to remove "the blood"

of the delivery from the child. After the washing, the baby was

buttered with shea butter, including her anus, and pressed. Her nose

was pushed up to the forehead to prevent its being flat and then raised

in relief. Then her head was pressed in from both sides and from both

ends so that a fold could be seen along the back of the head when

pressed sideways. Three or four times the arms were pressed palm up

and palm down and stretched out. The legs were similarly handled.

The washer then crossed the baby's legs behind it and pushed her body

down, her lower back was pushed in, its chest pushed hard enough so
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that finger marks showed. She was then held in the air by the hands

and shaken, shaken lightly upside down and tossed three times in the

air (with her head held firmly) to give her courage. Finally, another

of the husband's relatives helped perfume and dress the baby, put

antimony on her eyes and eyebrows and wrap her in some cloths.

Meanwhile, Bona had begun to worry that she was bleeding

excessively and expressed her concern to me. I suggested (in the

absence of any appropriate drugs or competent diagnostician) that she

stOp walking around, lie down and place ice on her abdomen. The women

of the household, particularly her mother-in-law and the father-in-law's

brother's wife relieved her fears by telling her that bleeding is

therapeutic and cleanses the stomach of impurities, tigpiru,

dysmenorrhea (painful menstruation), etc. Several hours later, when

the bleeding continued to a degree that the women thought unhealthy,

they called the nurse's apprentice (Bona had by then drunk the ice which

I intended as an ice pack) who gave Bona an injection of a "heart

stimulant" (syncortyl). The bleeding slowed down without further

intervention and by evening, Bona was eating porridge and milk prepared

for her by her husband's sister. This same sister also prepared the

preferred sauce for post-partum diet, which is composed Of nuts

(dukubinu) and bark (£222) imported from Nigeria, mustard, condiments,

and green leaves. This sauce is intended to "help the blood come out."

The following day, Bona complained of extreme cramps, in spite

of the sauces she had eaten which are intended to alleviate such

discomfort. (It is retained blood which causes pain; the sauce acts,

then, by stimulating the blood to flow out.) Bona asked me if any

of my "old ladies" (matrones) had given me a medicine to treat these
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pains. I recommended a certain sauce advocated by the matrone from Doh.

This sauce contained: dukubinu nuts, tabu bark, pepper and crushed

leaves known as "swadobarakaru.' While she was preparing this sauce for
 

herself, an elderly woman who lived next door passed by and asked Bona

how she was feeling. Bona complained of her cramps and the old woman

recommended the same sauce. Bona thanked her but did not tell her she

already know about it. After eating the sauce, she claimed she felt

much better and explained that her pains were probably due to the

injection which the nurse's apprentice had given her the day before.

(According to the Bariba interpretation, by cutting off the bleeding,

the injection had caused pain because pain is prevented by bleeding.

thus eliminating the pain agent with blood.)

Comments

During the course of Bona's delivery, therapies from differing

medical traditions were opted for alternatively.

(l) Bona attended prenatal consultations with a visiting Obstetrician

and the village nurse.

(2) She requested that the researcher, nurse, and her older sister

assist her at her delivery.

(3) In the absence of the nurse, she chose (based on her sister's

advice) a local matrone, a neighbor.

(4) While waiting for the matrone to arrive and when the matrone's

treatments seemed ineffective, she asked the researcher to

administer a Bariba medicine acquired during the researcher's

apprenticeship in another village.
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(5) When Bona experienced excessive bleeding post-partum, she contacted:

(a) The researcher, whose advice was overruled by,

(b) The mother-in—law and father-in-law's brother's wife, whose

opinion was swayed by the duration of the bleeding and who

called,

(c) The nurse's apprentice who injected Bona with a drug not

specifically indicated for the condition.

This variety of choices of treatment seem to indicate a prag-

matic interest on the part of the parturient and her relatives in

coping with complications as they arose. The alternative and

consecutive use of "indigenous" and "modern" services suggests the

difficulty in characterizing people's preferences for birth assistance

(and in general, medical treatment) as either modern or traditional.

(See also Colson 1971; Fabrega 1978); the intermingling of western

medical and traditional Bariba Obstetrical practices is also much

in evidence in deliveries which occurred in the Pehunko dispensary,

although less so in the district maternity clinic, where the nurse-

midwives tend to be more authoritative in maintaining their "preserve."

Also of note in this case were the symbolic gestures used by the

matrone, Bore, in the course of her ministerings. One such gesture was

the application of the crushed insect larva to Bona's abdomen. This

procedure was later interpreted by several matrones as representing

a successful delivery. The preference is to a particular insect, which

is said to not produce offspring itself; it merely builds a house on

the wall (kpansa) around a larva (its Offspring) and the offspring

bursts out. The matrone represents the insect, drawing out an off-

spring which is not from her own body. Similarly, the matrone on two



271

occasions administered medicines to drink from a gourd and then dropped

the gourd to symbolize the dropping of the child, and exemplifying the

principle of "contagious magic" inherent in much of Bariba medicine.

(See chapter 3 on medicines.)

A final point which is raised in this delivery involves the

question of the solitary delivery. At all the deliveries which were

observed or on which information was obtained immediately post-partum,

as part of this research, immediately upon delivery of the child, even

if the woman delivered completely alone, someone came almost instanta-

neously to cut the umbilical cord and to check on the delivery Of the

placenta. Then neighbors appeared to congratulate the mother and greet

the child. This consistent appearance of a cord-cutter and of the

neighbors suggests that although the parturient may be physically alone

during the delivery, family and friends are aware of the situation and

are unobtrusively following all stages of labor and delivery (at least

to the extent that others can guess by certain signs that a woman is in

labor) and are ready to appear at the last act to provide a chorus of

salutations. In this sense, a delivery is a performance and cannot

be considered as a purely individual and solitary act.

Pain as a Cultural Phenomenon

Throughout the observation of deliveries, the lack of expression

Of pain or discomfort by women in labor was striking especially to an

observer with experience in maternity wards in other cultures, such

as the USA and southern Benin. This behavioral response common to

Bariba women during childbirth seems worthy of further discussion

regarding the interpretation of the responses observed. Bariba women
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almost never uttered any verbal expression of pain other than softly

clicking their teeth or muttering "wee" under their breath. Mbst made

no sounds at all, including the woman with the prolapsed cord, who

had a stillborn child turned internally and removed without anesthetic.

In the above presentation of cases, mention was made of Adama, who from

the researcher's perspective, could hardly have been called a complainer

or hysterical but who was scorned by the matrone for twisting her body

all around, in an uncontrolled manner harmful to the baby. One might

speculate, then, that the cultural criteria regarding the appropriate

responses to pain seem to necessitate self-discipline and stoicism,

regardless of discomfort.

In trying to further interpret the reactions Of Bariba women in

childbirth, it becomes evident that the literature on pain includes

few references to the influence of culture on response to pain (Wolff

and Langley 1968: 494). WOlff and Langley, in their review of the

literature on this subject, note that investigations of the Pain Group

of the Department of Medicine of NYU Medical Center showed a difference

in pain response due to ethnocultural factors. In general, the authors

state that experimental studies do not allow a definite conclusion on

whether basic differences in pain response exist among ethnic groups

but there is strong evidence that they do (499). Unfortunately, few

studies have been undertaken where the experimenters were skilled in

the application of experimental pain-inducing techniques, and

specifically investigated cultural or ethnic effects on pain response

(Wolff and Langley: 498).
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The available data on Bariba responses to labor and delivery

also lacks the element of rigorous controlled measurement of pain

intensity and response. However, the data do shed light on some

behavioral responses to pain. It is assumed that such responses are

not necessarily correlated with the intensity of the pain sensation.

Studies on the measurement of pain intensity in childbirth have

demonstrated that

The reactions of the patient depend partly on the pain and to

a greater extent on fatigue, anxiety, and in some cases hostility

...whereas pain intensity as measured was related to the uterine

activity and dilation of the cervical and perineal tissues. It

seems important, therefore, to make a clear distinction between

the intensity of the pain perceived by the patient and visible

evidences of reaction to pain, such complaining, groaning and

crying out. (Hardy and Javert 1949: 161)

The intensity of pain, then, cannot always be evaluated by the

reaction or correlated with manifestations of distress. In the classic

anthropological study of the cultural dimensions of pain, Zborowski

postulated that there is no such phenomenon as a "natural" physiological

function (e.g., pain) which is not shaped by cultural influences and

H

suggested that . . . the 'cultural' nature of physiological activities

implies that they have to be learned, not only on the level of reflex

conditioning, but also on the level of interpersonal relationships,

through words and example." (Zborowski 1969: 21-22). According to

Zborowski, people respond to pain as members of an ethnic group,

hence there is a sociocultural dimension to pain, distinct from the

psychological or physiological interpretation (21).25

One might ask, however, if it is not possible that for some

reason, childbirth is less painful to Bariba women than to women in

other cultures (cf. Freedman and Ferguson 1950). Freedman and Ferguson
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concluded in their article on this subject that "it has been empirically

demonstrated that the pain of childbirth can be diminished and in some

cases eliminated by the application of suitable techniques, even of a

rather simple and superficial nature." But, they caution, " . . . at

least in the case of the pain of childbirth, the fact that agony may

be increased or decreased by environmental manipulation should not

blind us to the physiological actuality Of its sources or the univer-

sality of its existence" (1950: 370-371).

It is interesting that the argument of Freedman and Ferguson

closely parallels the perspective of the majority of Bariba women with

whom the subject was discussed. First, the question of the reality of

pain in childbirth was proposed to women; that is, it was suggested

to them that the reason women often seemed expressionless and did not

complain during delivery was because they were not experiencing pain

or discomfort. This was denied categorically by both parturients and

matrones. One matrone, Yon Sika, commented that this same issue is

sometimes raised when Bariba women travel to other regions, for example,

following husbands engaged in commerce in Nigeria. If the Bariba

woman delivers in the presence of other women (solitary deliveries

also provoke amazement) of neighboring ethnic groups, the parturient

or her husband are likely to be asked to share whatever medicine they

have which prevents the parturient from feeling pain and permits her

to maintain such control. The matrone Yon Sika suggested that women

do not show pain because a woman who did so would "eat shame" and

never be allowed to forget her lack Of self-discipline and her

cowardice. This matrone also noted that while she did not have a

medicine to take away pain, she did have a medicine to take away fear.
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It is the effect of fear which causes women to be unable to remain

controlled, to cry out or twist their bodies unseemingly or to ask for

help. When a fearful woman eats this medicine, she may feel the same

degree of pain, but she will be able to overcome it. One school of

thought holds that the experiencing of pain is lessened when the

individual manages to control the manifestation or responses to it but

this possibility could not be addressed in the present research

project. A similar statement was put forth by the matrone Gingire

[Soaodou] who possessed a medicine invented by her husband. This

medicine was designed for the same purpose as that described above.

In addition, it came in two forms--a product to wash in for women,

and one to take in the form of snuff for men. (A warning accompanies

this medicine: it must be taken in moderation; too much makes a person

lose perspective and become brazen.)

Matrones claim that it is very difficult to determine that a

properly controlled woman is actually ready to deliver. It requires an

experienced observer to do so; one sign is known as "the language of

feet," and refers to the clenching of toes of a woman in labor. Even

a stoical woman will give herself away by this sign. Sweat on the

face is also considered an indicator by some. Curiously, although

most women are very reluctant to express pain during labor, many women

will complain about post—partum discomfort and will request of others

a medicine to alleviate this pain. Thus the focus of the effort to

remain impassive and controlled seems to be the actual labor and

delivery and to be somewhat lessened post-partum.
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Referring again to Zborowski's study of responses to pain, one

finds additional comments which illuminate an interpretation of the

behavior of Bariba women. Zborowski lists five behavior responses to

pain. These include: (19)

(1) motor responses (e.g., twisting, clenching teeth)

(2) vocal responses (e.g., screaming, moaning)

(3) verbal responses (e.g., cursing, complaining)

(4) social responses (e.g., change in manners, withdrawal)

(5) absence of manifest behavior (e.g., hiding of pain or suppressing

external signs of pain.)

Based on observed deliveries and reports by matrones and nurse-midwives,

the most common behavioral response to childbirth by Bariba women is the

fifth item, "absence of manifest behavior." As Zborowski underscores,

cultural traditions dictate correct conduct during a pain experience

(32). Correspondingly, a consideration of other occurrences affecting

both Bariba men and women, in which pain might be experienced suggests

that the deprecation of pain and the conception that lack of self-

discipline reflects cowardice and merits shame, are common to other

situations than childbirth. Bravery in war and hunting and stoicism

in the event of injuries incurred in those activities is greatly

admired among men; even in the event of an injury such as a scorpion

bite, a person is expected to try not to tell anyone he has been bitten

and tO continue with normal work (nonetheless, the typical description

of a scorpion bite is that it keeps the victim awake all night with

throbbing pain.) Children are also expected to behave bravely but are
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not scorned for cowardice as are adults; almost all girls cry during the

female circumcision ceremony, for example. (Male circumcision is done

on babies.)

The Pehunko village dispensary was a useful setting in which to

observe reactions to pain and anxiety. The primary form of treatment

at the dispensary was an injection; injections are vastly preferred by

patients and are believed to be more effective than tablets or syrups.

They are also considered somewhat awesome and painful but it is very

rare to confront a patient who jerks away from the injection or who

shows any facial reaction. Those few who were observed to shy away

from an injection or to cry were children, who, nonetheless, were

roundly chastized, cuffed and held in place for the injection. Little

girls who fuss are often reminded that the treatment they are undergoing

is much less painful than childbirth, so they had better learn to handle

the situation. Sometimes women will behave in a joking fashion,

grossly exaggerating the pain of the treatment and provoking laughter;

otherwise, the typical behavior for the woman receiving an injection

is to stare vaguely into space, pull her skirt down over one hip,

receive the injection and leave, without comment.

The one case treated at the diSpensary which was characterized

by extreme manifestation of pain was that of a young miller who had

amputated three fingers in his mill and came daily to have his hand

dressed. Evidently in much pain, he would scream and plead for someone

to save him, while the other patients waiting to see the nurse would

click their tongues quietly in comment, or stare fixedly in a different

direction. On the other hand, a Fulbe who fell on a tree stump and
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gouged a large hole out of his knee came for several days to be treated.

Each time, to the admiration of the observers, he sat and stared

expressionlessly into the wound while the nurse poured antiseptic into

it.

Courage is greatly admired by Bariba; courage among men seems to

be associated with the ethic of warriors and hunters; women have fewer

occasions to demonstrate their strength of character and courage in

delivery seems to be one of the few behaviors manifested by women which

are admired by men. Thus in interviewing, many men showed obvious

pride in describing how their wives had been in labor without their

knowledge. Although they were in the next room, they didn't realize

her condition until they heard the baby cry. It seems then, that to

both men and women, delivery offers a rare and dramatic opportunity for

a woman to display endurance and stoicism, qualities which are highly

valued in Bariba society. For men, these qualities are typically

manifest in hunting (or in warfare, in the past) whereas childbirth

represents the primary Opportunity for women to demonstrate their

courage.

The ability to adhere to the ideals regarding stoicism in the

face of pain is variable, but it has been suggested, is primarily

expected of adult men and women (post-puberty). It is difficult even

with sophisticated equipment to undertake comparative studies measuring

degree Of pain suffered but it is clear that those Bariba women

observed in this study expressed less pain than those of other ethnic

groups where such weight is not attached to denial of pain. Women in

southern Benin, for example, claim that screaming helps the baby to be
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born and also points out to the husband how much his wife is suffering.

Manifestation of pain, as indicated by such criteria as body tenseness

and verbal behavior has been found in the United States to be correlated

with childbirth training (Davenport-Slack and Boylan 1974: 219). One

study noted that childbirth training studies have for the most part

found that

Trained women behave more calmly than do nontrained women. However,

these studies have Often erroneously concluded that lack of overt

signs of pain means that the woman is experiencing no pain. It

might tentatively be concluded from the results of the present

study that training provides a model for behavior during labor

and delivery rather than actually decreasing the subjective

experience of pain (Davenport-Slack and Boylan 1974: 220).

The same study quoted above makes reference to the significance of

self-reliance, self-control and independence as factors in predicting

childbirth experience (20).

Speculating on the behavior of Bariba women during labor, one

might suggest that women do not learn any special breathing exercises

comparable to Lamaze childbirth training, nor do they seem to practice

meditation, reverie, trance or hypnotism. Bariba women are, however,

provided with a "model Of behavior" during labor and delivery. First,

from childhood girls are warned of both the dangers of birth, the

desirability of motherhood as a status and the necessity for self—

control. The specificity of the advice increases when a girl marries

and becomes pregnant. A woman experiencing her first pregnancy is

carefully drilled by women her own age who have already had children

and by older women in what to expect and how to behave, down to details

on when and how to kneel. (This description and advice procedure may

be compared to the sort of "training rehearsals for labor" employed
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in hypnotic procedures used in relieving pain connected with childbirth,

although such training is a more focused and academic training than that

received by Bariba women, cf. Hilgard 1975.)

Although children are never present in the room where a woman is

delivering, households are physically structured such that children are

fully aware that something is occurring (in the case of an assisted

delivery) and can hear noises, conversation, and so forth. Correspond-

ingly, they will notice when women of the household deliver alone, and

they will notice the silence of women during labor. Before her own

delivery, then, a pregnant woman has had experience, if only peripheral,

in evaluating the ideal behavior of a pregnant woman. In this regard,

the Bariba woman is provided with more role modeling than the typical

American primipara, who probably has never been in close contact with

women during labor and delivery but who has attended a childbirth

preparation class.

As part of childbirth preparation, experiencing of pain is

addressed in both cultures. As Zborowski noted, "displeasure of pain

is tolerated when cultural tradition calls for its acceptance" (28).

In addition, anticipation of pain may allow the individual to prepare

herself and respond according to the appropriate attitude of acceptance

or nonacceptance (29). In the case of childbirth, one would surmise

that education in most cultures would include the anticipation of some

discomfort. This is certainly true in the Bariba example. However,

the fact of pain being expected evidently does not mean that it is

accepted; one contrast between Bariba women and American women in labor

revolves around this distinction between expectation and acceptance.
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(Note, for example, the Bariba proverb "women suffer," which applies

generally to the condition of women but particularly to hearing

children.) Bariba women expect pain but also expect that it must be

bearable and controllable and that no recourse exists for pain

alleviation, whereas American women are advised that medication can be

provided and that pain can and often should be alleviated. The

manifest differences between these two groups of women, then, would be

related to acceptance of the bearability of pain, and the futility of

the expression of pain, rather than to differences in sensitivity.

How, then, do Bariba women manage to control the expression of

discomfort? The fact that Bariba women are advised to work as long as

possible during labor, at ordinary household activities, and to walk

around even when they are unable to work, seems likely to act as a

diversion for the parturient similar to breathing exercises.

Correspondingly, it seems possible that Bariba women, in attempts to

"act" as if they were not in labor and to continue normal activities,

are engaging in dissociation, a technique sometimes utilized by long-

distance runners. Dissociation is a cognitive strategy which can be

used for coping with pain by "thinking about something else" and

deliberately cutting oneself off from the sensory feedback which would

normally be received from the body (Psychology Today 4/78).

The following account of the first pregnancy of an l8-year-Old

Bariba schoolgirl, originally from the village of Doh, will indicate

how the parturient may attempt to follow the advice, her responses to

labor and her strategies for coping with pain.
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Pregpancy (by Nicole [translated by researcher])

I had my son involuntarily. Why is this? Because I didn't

want to disappoint my husband. I was in Zieme (11th grade). After my

menstruation, I had sexual relations with him during ten days. And

after that I kept myself from going to him. But the 15th day after my

period he begged me. I didn't want to give in to him because it was the

day of my ovulation [she learned this in 10th grade]. But he insisted

and finally I gave in to him. After this blow, I was very sure that I

would become pregnant. Two weeks after I should normally have gotten

my period, alas, I didn't have it; I was pregnant.

At one month of pregnancy, I already felt tired and I always

wanted to sleep. I was nauseated and everything that I saw made me want

to vomit. All I did was mix acassa (corn paste) and water, morning,

noon and night. In my second month, my cousin and her husband, with

whom I was living, quickly understood that I was pregnant.

Therefore my cousin told me not to drink any more acassa or

during my delivery, I would lose too much water. I continued going to

school anyway. In the fourth month, I could feel the child in my

stomach. It was mango season and they (cousins) forbade me to eat

mangoes. However, I hid and ate lots of them. They told me mangoes

make the labor hurt very much. They forbade me to sleep on my back

or the umbilical cord would roll around the child; they forbade me to

eat lizard (debe), to walk outside at night because evil spirits might

change the child (into a monster) in my stomach. They advised me to

work a lot so that the blood would circulate well . . . . They told me

to eat well because I was no longer alone.
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They told me not to tell anyone if I was in labor. [She went

back to live at the Mission near her village.] The moment arrived, I

was in labor three days and no one knew. The second night of labor I

thought, what can I do to explain how I am acting? Then a scorpion hit

me and I used that as an excuse. That night the nuns and my friends

went to a film and I was happy because I could suffer alone.

When the nun guessed that I was in labor, she called me but the

head was already coming out.

Conclusion
 

The preceding cases demonstrate the types of situations in

which matrones are called to assist at deliveries, and indicate both

that matrones hold in common midwifery techniques and practices and

that clients share expectations regarding appropriate and relevant

diagnosis and treatment of obstetrical complications (e.g., fumigation

for tigpiru, breech indicating witchcraft, "washing" medicines to

accelerate labor). MOreover, these cases provide information on the

decision-making process in obstetrical crises.

In all the cases discussed in this section, the initial impetus

for requesting birth assistance came from the onset of a complication

of pregnancy or labor. In one case (that Of Sako), those Observing

initially were not aware of a complication but in retrospect, it

became clear that the parturient was fearful for reasons of her own.

Her labor did turn out to be complicated--this was blamed on the woman

herself by everyone except me, who blamed the delayed labor on her

height. Overall, however, the major factor leading to a decision to

seek help was the presence of a complication or abnormality. Thus
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Adama feared a premature baby was a witch who would harm her during

labor; Sako was referred to the nurse by a matrone who diagnosed a

problems-a "high" baby, and overlong pushing plus a perplexing attitude

on the part of the parturient; Ganigi experienced a prolapsed cord,

diagnosed as a folk illness. The appropriate specialist was consulted

and when she failed, my advice was asked. My advice being unacceptable,

a second matrone was consulted. When she met no success, my advice

was acted upon (reminiscent of Janzen's argument that alternative

decisions may be offered within the decision~making group; if the

first priority decision is found to be flawed, a lesser priority

decision may subsequently be acted upon.)

In the case of the breech birth, the matrone Sika was asked to

attend a long labor which terminated in a clear abnormality of a

buttocks presentation, and in the case of Bona, she was warned of

twins during her pregnancy, which alarmed her. She first consulted the

nurse; in his absence she called for both a matrone (selected by her

elder sister) and me (her friend). She then alternated in relying

on me and the matrone; when she despaired of the matrone's prowess,

she asked me for medicine but switched back to the matrone at the

advice of her mother-in—law. When it was determined by her husband's

female relatives that her post-partum bleeding was dangerous, the

nurse's apprentice, who gave injections, was consulted. (I was calling

at the household regularly during that period, and Offering advice, both

solicited and unsolicited.)

During the collection of case material, it was often difficult

to discern who was making the decisions. This difficulty was in part

due to the pace at which obstetrical emergencies can occur and require
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action, and subsequent problems in discussing the delivery retro-

spectively and trying to obtain responses regarding attributions of

responsibility for decisions or actions. In all cases considered here,

decisions were made by women; men were kept informed of events as they

arose in two cases-—that of Sako, whose husband actively sought reports,

and in that of Bona, which occurred on a holiday when the men were all

sitting around inside the house. Men remained relatively silent and

tangential to the action, however, and this was true of all cases which

came to my attention, with few exceptions. These included the case

where the Village Delegate's sister-in-law hemorrhaged to death and he

decided to call me, after his wife tried to help her, and in some cases

where male healers were consulted for severe complications. (Women of

the household could consult these healers, however.) In some cases at

which the nurse of Pehunko assisted, he claimed that the husband of

the parturient had contacted him. In these cases, the husband was

usually a trader and friend/acquaintance of the nurse. There were

always complications in these cases too and presumably the women had

first tried to deal with the situation, and then consulted the husband

or head of household. It is also possible that women were reluctant to

contact the male nurse (sometimes at night) in these situations.

In two cases, the decision-makers were clear; in the case of

Bona, she and her elder sister decided on the nurse, and the sister on

the matrone; throughout the delivery, the mother-in—law and father's

brother's wife made authoritative statements which were quickly obeyed,

but the elder sister was the primary assistant. At the onset of labor,

the parturient gave her Opinion much more than later, but she retained
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a voice in the proceedings throughout. In the Case Of the Prolapsed

Cord, the parturient's mother discussed alternatives with the

parturient, me, and the second matrone and seemed to make the final

decision herself. The parturient acquiesced tearfully, but the tears

were attributed by Others to fear, not to disagreement with the

decision.

The last case presented, that of Nicole, the student who tried

to deliver alone but was discovered at the end of the second stage of

labor by the nun, expresses the prototype of the Bariba woman attempting

to conform to ideal behavior during labor and delivery. Generally,

the conclusion set forth in the Case of Bona seems applicable over a

wider spectrum of cases. That is, patients and their relatives

utilized indigenous and modern health personnel and medicines both

alternatively and consecutively, although in this set of cases,

priority was mainly for the assistance Of a matrone first. However,

even when the parturient was treated in the dispensary, relatives and

matrones maintained an active interest and often a treatment role in

the case. Success in treatment was then attributed tO the person who

had intervened within the time period closest to the outcome of the

delivery. This pragmatic approach to Obstetrical care in national

health facilities should be qualified by the note that in larger

clinics or in administrative centers such as Kouande, personnel do

not usually allow mixed treatments. This approach seems restricted

to home deliveries and smaller, more informal dispensaries or clinics.



CHAPTER IX

UTILIZATION OF NATIONAL HEALTH SERVICES

FOR MATERNITY CARE IN THE DISTRICT

OF KOUANDE

Preceding chapters have primarily dealt with home deliveries--

both assisted and unassisted-~among Bariba women, and with the socio—

cultural context of decision-making regarding obstetrical care.

Chapter 8 presented particular case studies in order to detail signifi-

cant aspects of obstetrical care decisions, and indigenous midwifery

techniques and practices; the cases include some discussion of the

utilization of national health maternity services in conjunction with

services provided by Bariba matrones, however the primary focus of the

discussion was indigenous Obstetrical procedures. Contrastingly,

chapter 9 will report primarily on the utilization of national health

maternity services for maternity care in the District of Kouande. This

chapter will provide a consideration of the factors influencing women

to select a national health service delivery rather than a home

delivery and thus in general, the chapter is intended to more clearly

delineate those factors affecting the choices which Bariba women make

regarding obstetrical assistance.

The health services examined here are the dispensary of the

Commune of Pehunko and the 32-bed Maternity Clinic of Kouande, both of

which were studied during 1976-77. Discussion focuses on social

287
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characteristics of patients, utilization patterns, and in addition, a

brief consideration of maternity clinics in Benin and a comparison

Of mortality and morbidity in home deliveries and clinic deliveries

is presented and related implications for selection of birth assistance

are discussed.

Clinic vs. Home Delivery: A Pehunko Sample
 

Of 118 women of reproductive age interviewed who represent

approximately 43% of the estimated population of women of reproductive

age in Pehunko, 95 women, or 80.5% delivered all their children (ever

born) at home. Of the remaining women, 8.5% delivered all their

children at a maternity clinic; 7.6% delivered the first child at a

maternity clinic but subsequent children in home deliveries, and 3.4%

delivered first children in home deliveries and subsequent children at

maternity clinics. The majority Of those women who delivered all their

children in maternity clinics might be categorized as wives of upwardly

mobile men, primarily wives of civil servants and traders.

TABLE 15.--Home and Clinic Deliveries

 

All at Home All at a Clinic lst at Home lst at Clinic

Others at Clinic Others at Home

No. 95 10 4 9

% 80.5 8.5 3.4 7.6

 

A consideration of the characteristics of women who delivered

all their children at dispensaries (see Table 16) indicates that one

woman was herself a student, 5 of the 10 respondents were wives of

civil servants, 2 were wives Of traders, one the wife of a peasant, and
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one the wife of a mason. Two delivered at the Pehunko dispensary, but

the others delivered in maternity clinics in the towns where their

husbands' jobs had situated them. Figure 4 shows that there is a

decrease in clinic deliveries with age, but with only ten cases it is

difficult tO make conclusions regarding the effect of age on utiliza-

ation.

TABLE l6.--Characteristics Of Women Delivering All Children at Clinics

 

Age Husband's Occupation Clinic # Children

18 n.a., self student Pehunko 1

30—35 civil servant Bembereke 1

30-35 veterinarian 6 major towns 6

40-45 nurse's aide 4 northern towns 4

20 mayor Banikoara 1

20-25 peasant Pehunko 1

l8 mason Parakou 1

20—25 trader Kouande l

29 trader Kouande, N'Dali 4

30 nurse 4 major towns 4

Similar considerations of women who delivered at least one child

at the dispensary and subsequent deliveries at home suggest that the

highest grouping is again wives of civil servants (44%) followed by

wives of traders (22%), peasants (22%) and one tailor's wife (11%).

Ages ranged from 20 to 45, with a peak at 25-30. However, it would not

necessarily be accurate to interpret the decrease at higher ages in

terms of preference, because at the time women now aged over 35 had
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their first children, maternity clinics were either newly opened or

non-existent. The date of opening the maternity clinics in the region

could not be obtained from the Archives of the Ministry of Health;

apparently most were functioning during the 1950's (Prof. Alihonou,

Faculty of Medicine, UCS, personal communication).

It seemed possible that some women might have preferred to have

their first child at a clinic, in order to acquire "experience" with

delivery but would thereafter feel competent to deliver at home. With

the small sample of women who fall into this category (only 7.5% of

the sample delivered their first child at a clinic and subsuquent

children at home) it is difficult to draw conclusions; nonetheless,

some suggestive social characteristics are evident in this sample and

will be discussed below.

TABLE l7.--Women Delivering First Child at Clinic, Subsequent Children

 

at Home

Why

Age Husband's Occupation Location # Children Switched

34 teacher Parakou 6 moved, no

clinic

25-30 civil servant Djougou 9 moved, no

clinic

40-45 nurse's aide Kouande 9 ?

20-25 tailor Bembereke, 3 2 were

Kouande complications

25-30 trader 2 northern 4 moved, no

towns clinic

35 ag civil service Kouande 6 moved, no

clinic

25-30 carpenter, trader Kouande 4 moved, no

clinic

25 peasant Kouande 3 moved, no

clinic
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Of the four women who had their first child or children at home

but subsequent deliveries in clinics, two were wives of civil servants

and two experienced complications at home during labor and sought

assistance at a dispensary.

Summary

In general, this sample suggests a tendency for those women who

utilized dispensaries to be wives of civil servants or traders: in the

example of women who delivered all their children at clinics, 50% were

wives of civil servants and 20% of traders; of those who delivered a

first child in a clinic but subsequent births at home, a similar

proportion is evident (44% wives of civil servants, 22% of traders,

with the addition of 22% wives of peasants); while 2 of 4 women who

delivered a first child at home but had subsequent births at a clinic

were civil servants' wives. This tentative pattern will be found to

manifest itself more clearly in an analysis of deliveries at the Pehunko

dispensary and the Kouande maternity clinic.

Utilization of the Pehunko Dispensary
 

Records exist for 43 deliveries supervised at the Pehunko

dispensary in 1975-76. No records were kept during 1976-77, although

nurse's aides estimated that the nurse assigned to Pehunko at that time

attended approximately 13 deliveries. One possible explanation for the

diminished number of cases in 1976 is that the nurse serving the

village during that period became particularly noted for skill in

deliveries, whereas the nurse serving in 1976-77 was fundamentally a

nurse for endemic diseases who assisted at deliveries because no one

else was available. In this regard, the significance of the personality
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and reputation of the nurse should be noted as an influence on

selection of medical assistance, for Obstetrical care and in general.

A case in point is a former male nurse in Pehunko, who was extremely

inaccessible to the population and was known to cheat patients

financially. Eventually he lost almost all his clientele and was

transferred out by the Ministry of Health.

A consideration of the social characteristics of the women who

chose to deliver at the dispensary during 1976 shows that all 43 were

under age 30. The occupations of the husbands of the woman varied, as

is shown in Table 18.

TABLE l8.--Occupations of Husbands of WOmen Delivering at Pehunko

Dispensary in 1976

 

Occupation Percentage

Agriculture 44.18

Commerce 20.9

Civil Service 9.3

Other (mechanic, carpenter, mason, 25.62

chauffeur, photographer)

It is difficult to assess the significance of these percentages because

data on the distribution of occupations in the general population are

lacking, or if available, are not reliable.

In the agglomeration of Pehunko center and its neighborhoods

(population 2,000), farmers represent over 90% of the population; civil

servants 0.8% of the pepulation; and traders with shops approximately

0.4% of the population. The latter figure does not include former

grain traders who might have called themselves "traders," but whose

function has been replaced by official structures. From the information

available, it appears that wives of farmers are less likely to deliver
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at the dispensary than one would expect from their distribution in the

village population. Contrastingly, wives Of traders, civil servants

and miscellaneous professions are more highly represented than their

numbers in the population at large.

With regard to other significant characteristics of these

dispensary deliveries, it is noteworthy that 80% of the women on whom

information is available (40) arrived more than two hours prior to

delivery. This finding is interesting because the Kouande maternity

clinic has been particularly subject to women arriving less than half

an hour prior to delivery, and to women who deliver en route or at

home and bring their babies immediately following delivery to be

washed and weighed by the midwife (see section on Kouande maternity

clinic).

The explanation for the earlier arrivals in Pehunko may

possibly be found in an evaluation of remarks describing the deliveries

in the dispensary records. According to these comments, 16.3% of the

women suffered difficult labors and deliveries; 14% suffered other

complications (prematurity, twins); while 7% had retained placentas.

Thus approximately 30% Of the cases were characterized by complications

which would account for the length of their stay at the dispensary--

that is, they arrived early because they feared an abnormal birth, or

because labor was not progressing. Another two cases for which time Of

arrival and delivery was not noted terminated in evacuations. For the

other 63% with no comments pertaining to the delivery, one can only

surmise that given the Bariba predilection for not calling for

assistance except for perceived difficulties, some Of these women
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probably chose to deliver with the assistance of the nurse precisely

because they were experiencing a long labor, which extended for several

hours after arrival at the dispensary. Of those 20% (8 cases) who

arrived one hour or less before delivery, only one case was marked as

difficult (large fetus).

Additional information exists for January and February, 1977.

During this period, seven women delivered at the dispensary. Five of

the women had attended prenatal consultations held in Pehunko by

Professor Alihonou Of the National School of Midwifery in December,

1976. These women claimed that they had been told at the consultations

that they should deliver at the dispensary. Three of the women

experienced difficulties and all had lengthy labors at home (8 to 12

hours) before coming to the dispensary. At least one had been assisted

by a matrone until the matrone admitted her capabilities had been

exhausted.

With regard to the occupational status of the husbands of these

parturients, five of the seven were traders, one was a nurse's aide,

and one a mason. Again, traders and other non-agricultural occupations

are over-represented in comparison to their proportion in the

population. Observation of cliques of women in Pehunko suggests that

gossip networks among families engaged in the same occupation probably

stimulated some of the women to deliver at the dispensary; in addition

the well-publicized prenatal consultations probably had an effect;

as noted, some women did cite the consultation as a reason for

selecting the dispensary.
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Of these 1977 deliveries, only one was a primipara. Correspond-

ingly, of the 43 deliveries in 1975-76, five were primiparas (11.6%).

Thus it does not seem that women are any more likely to come to the

dispensary for a first birth than for subsequent births.

Additionally, I Observed several deliveries in 1977 which were

not recorded in dispensary dossiers. These included a civil servant's

wife who was a friend of the nurse's aide; a woman referred by a

matrone after several hours of "pushing" at home; a woman in labor for

12 hours at home for a 4th pregnancy; and the daughter of a woman who

had recently delivered a stillborn child. Another woman arrived at the

dispensary in labor but the nurse was out-of—town. This woman had been

warned to expect twins and was fearful of delivering alone. The death

of a woman who delivered alone at home and suffered a severe post-

partum hemmorhage in June, 1977 provoked a number of prenatal consulta-

tions and discussion among women of the benefits of delivering at the

dispensary but it is too soon to evaluate the effects of the misfortune.

For whatever reason women select the dispensary, most expect

immediate action and results. At four deliveries observed in 1977,

after several hours at the dispensary, families became anxious and

supplied the parturient with indigenous medicines (for massage and by

mouth) to supplement such injections as the nurse might have adminis—

tered. On two occasions, an indigenous midwife was called in to

evaluate the situation and in one case where a woman spent three days

in labor, two matrones were called, consecutively. This intermingling

of traditional and modern medicine may be related to uncertainty about

the power of "modern medicine," but is also related to the belief that
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if a medicine is appropriate for the problem it will take effect

quickly (within 15 to 30 minutes for delivery medicines). Correspond-

ingly, in the traditional medical system, most healers possess a small

number of medicines, or sometimes only one, designed to treat a

particular condition. In the event of failure, the healer advises the

client to try elsewhere. Bariba behavior at the dispensary, then,

conforms to indigenous practice in seeking medical relief.

Conclusions
 

The above consideration Of deliveries at the Pehunko dispensary

from 1975-1977 suggests the following conclusions:

(1) Primiparas are no more likely to deliver at the dispensary than

multiparas.

(2) WOmen are likely to arrive more than two hours prior to delivery

but are not likely to arrive at the onset Of labor.

(3) Husbands are likely to be engaged in commerce, civil service, or

other noneagricultural occupations; cultivators' wives are numerous

but under-represented in proportion to their distribution in the

total population.

(4) Gossip networks may be stimulating some women to deliver at the

dispensary. This gossip pertains both to "neutral" news that a

friend or neighbor delivered at the dispensary, and "loaded"

reports of a crisis such as maternal or infant mortality.

(5) Clients combine indigenous and modern medicine to ensure that all

possible alternatives are covered and optimal care received by the

parturient.
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Pehunko WOmen at the Kouande Maternity Clinic
 

During 1976, thirty-one women from Pehunko delivered at the

Kouande maternity clinic. Of these cases, five were probably evacuated

from Pehunko for complications (inferred from maternity clinic records);

three others delivered at home and came to the maternity clinic after-

wards. Given that Pehunko is located 37 kilometers from Kouande and

transportation between the two localities is undependable, it seems

most likely that the three women had gone to stay with family in

Kouande during pregnancy. This practice is common for first and second

births. Others may have gone to stay with family in Kouande in order

to be close to the clinic, but few are likely to have left Pehunko at

the onset of labor in order to deliver in Kouande.

The only other information available on Pehunko women is the

occupations of husbands of the parturients. This is shown in Table 19.

TABLE 19.--Occupations of Husbands of Pehunko Parturients

 

Occupation Number Percentage_

Cultivator/harder 11 25.5

of which 5 probably evacuations

Civil Servant 8 25.8

Trader 3 9.7

Tailor 3 9.7

Pastor 2 6.5

Soldier 1 3.2

Veteran l 3.2

Mason 1 3.2

Laborer l 3.2
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Those engaged in agriculture and the civil service, then, are the most

heavily represented occupational groups. In comparison with the

Pehunko dispensary deliveries, however, wives of traders are much less

numerous. As in Pehunko, those engaged in agriculture are less

numerous than their proportion in the population would warrant,

especially if one considers that of the eleven cultivators' wives who

delivered in Kouande, five were cases with complications. Therefore

probably less than 20% of the cases in 1976 were wives of cultivators

or herders who selected the maternity for delivery without the

provocation of a crisis.

Conclusion
 

A consideration of clinic deliveries of Pehunko women, both in

the Pehunko village dispensary and at the Kouande maternity clinic

suggests support for the hypothesis underlying this research project,

that village women, other than wives of upwardly mobile men such as

civil servants, prefer traditional birth attendants, when assistance is

sought. More precisely, the hypothesis requires modification in that

wives of traders, followed in numerical importance by wives of men

engaged in non-agricultural occupations, other than civil service,

are more likely to choose to deliver in a clinic than expected. In

addition, wives of cultivators comprise a relatively high percentage of

those delivering in clinics (44% in Pehunko, 36% of Pehunko women in

Kouande). However, given that 90% of the population is engaged in

agriculture, it is evident that cultivators' wives are not represented

among clinic utilizers in proportion to their representation in the

population at large. A discussion of some of the reasons for women's

reluctance to utilize the clinics follows below.
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The Kouande Maternity Clinic: General

Utilization
 

Records from the clinic dating from 1970-76 were examined in

order to provide information concerning the characteristics of women

delivering at the clinic during those years. Unfortunately, population

statistics for the District of Kouande are scant and consequently, it

was only possible to roughly estimate the expected number of births in

either the village of Kouande, where the maternity clinic is located,

or in the District, for comparison with the number of clinic deliveries

(see footnote 3). I estimated that perhaps 25-30% of the district

deliveries occur in the clinic but because population data are so

unreliable, this estimate is not dependable. Additionally, it was

possible to compile the absolute number of deliveries for each of the

six years and the total from between 1970 and 1976 and to compute the

distance traveled by the client between the village of residence of

the patient and the clinic. This was intended to determine the

26

significance of distance as a factor influencing use of the maternity.

Number of Deliveries

The Kouande clinic supervised 1,554 deliveries from 1970-76

(see Table 20). A consideration Of the total deliveries by year shows

a slow increase in attendance during the six-year period. MOnthly

totals were also evaluated for indications that utilization of the

maternity clinic is related to seasonal changes, perhaps affecting

work schedules, transportation difficulties, etc. (See Figure 5)-

Figure 6 shows that the range is from 16 to 22 deliveries per month.

Although the range in numbers is slight, it represents a 25% increase
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x y x y

JAN - 1 17.7 NOV '11 17.8

FEB ' 2 17.1 DEC '12 20.0

MAR - 3 16.1

APR - 4 20.4

MAY - S 19.6

JUN - 6 17.8

JUL - 7 16.1

AUG - 8 19.0

SEP ' 9 18.0

OCT -10 22.1
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FIGURE 5.--Totals by Month
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from the lowest months (March, July) to the highest month (October).

Without knowledge of the monthly totals of all births, it is difficult

to evaluate this information. Possibly more conceptions occur in

February, during the dry season, when the workload is lighter.

Distance

Of the 1,554 cases handled at the maternity, 1,226 were

residents of Kouande center (see Table 20). The next most frequent

sites of origin were Gbeko (6 kilometers), Orou-Kayo (9 kilometers),

Sekeguru (9 kilometers), Pehunko (37 kilometers) and Guilmaro (29

kilometers). Many of the Guilmaro deliveries were evacuations of

Fulbe women. According to a clinic midwife, the Fulbe women tend to

be malnourished and this debilitation is associated with complications

during labor and delivery. Pehunko cases have already been described

as consisting mainly of women who were staying with family in Kouande

or evacuations. Gbeke, Orou—Kayo and Sekeguru are relatively close to

Kouande and are on well-traveled roads. The fact of location on these

roads may mean both that there is more communication regarding use of

the clinic and that access to a motorbike or car heading towards

Kouande is facilitated. In Gbeke, for example, there is a French

priest with a car who frequently travels to Kouande and will chauffeur

emergency cases. Other villages closer to Kouande have sent fewer

women to the clinic; this may be due to more remote locations (linked

by footpaths) or greater isolation from urban influences. In this

instance, Kouande center seems to serve as a generative influence,

wherein residents have become habituated to using the maternity clinic,

and remote villages are stimulated to use clinic services through

gossip networks such as information passed on market days when
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neighboring villages are drawn to Kouande. On the other hand, when

some more distant villages show greater representation, this may be

due to the presence Of civil servants, particularly agricultural agents,

located in those villages, or to evacuations.

Prenatal Consultations

Many more women come to prenatal consultations than deliver at

the clinic. MOreover, women from outlying villages who come regularly

to consultations are not likely to deliver at the maternity. The clinic

system is for Kouande center consultations to be held on Tuesdays and

for village women to come on Fridays. Mast of the women who attend

Friday consultations do not deliver at the clinic. The reason for

this seems to be primarily one of distance, together with the problem

of not knowing when labor will begin and hence not considering

starting for the clinic until after the onset of labor.

TABLE 21.--Prenata1 Consultations and Clinic Deliveries

 

Year Total Consulted Total Delivered

1976 95 18

1977 (1-6/77) 31 9

TABLE 22.--Consultations by Residence

Year Kouande Outlying Villages Unknown

1976 48 46 l

1977 (1-6/77) 15 16
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TABLE 23.-—De1iveries of Consultees by Residence

 

Year Kouande Outlying Villeges

1976 16

1977 (1-6/77) 9 0

Even Kouande women often arrive at the clinic when delivery is

imminent. Others deliver en route or at home. In the latter cases,

the baby is brought to the maternity, still attached to the placenta,

for the midwife to cut the cord and clean the baby. (Note the Bariba

custom of not cutting the cord until after the placenta is delivered.)

TABLE 24.--Home and En Route Deliveries by Year

1970 1971 1972 1973 1974 1975 1976

Number 23 14 16 35 40 50 23

 

 

Percentage of Total 11.7 7.0 8.6 14.4 15.5 20.9 9.5

 

The high percentage of home and en route deliveries in 1973, 1974 and

1975 provoked the midwife to announce late in 1976 that women should

cease bringing "basin babies" to the maternity and that mothers should

refrain from "going to the woods to get kindling" during the ninth

month of pregnancy. The latter statement was in response to the claim

that the women couldn't make it to the clinic because they were far

from home, collecting wood, at the onset of labor.

Probably reasons for these home and en route deliveries

include:

(1) Distance Of clinic from site Of residence.

(2) Attitudes towards waiting at the maternity during 1abor--women

claimed, in informal discussion, that if a woman waits at the
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clinic, she is forced to walk around, lie on the table, and is

looked at. MOdesty is often offered as an explanation for having

arrived at the clinic when delivery was imminent. With reference

to the Bariba particularly, this corresponds to the traditional

ideal that a woman should hide the fact that she is in labor as

long as possible; she should continue working as long as she is

able and if Others suspect she is in labor, they should pretend to

be unaware. Thus because of their reluctance to arrive overly

early at the clinic, some women deliver on the road or never leave

home.

Reasons for Utilizing the Clinic

During the months of May, June and July 1977, 33 women who

delivered at the maternity clinic were interviewed regarding their

reasons for delivering at the clinic rather than at home. The most

frequent responses were:

(1) So the midwife can save me if I suffer.

(2) At prenatal consultations, the midwife told us all to deliver at

the clinic.

The complete breakdown of reaponses is shown in Table 25.

TABLE 25.--Responses Given for Clinic Utilization

 

Response Number Percentage

Save us if we suffer 10 30.3

Advised at consultation 7 21.2

My friends come 4 12.1

To assure birth certificate 4 12.1

Had a difficult delivery 2 6.1

Delivered on road, was brought 2 6.1

Husband is a civil servant l 3.0

NO response 3 9.1
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Civil servants' wives in Pehunko also gave as a reason for

preferring to deliver at the clinic the fact that their husbands were

civil servants, a characteristic which is relevant from two perspect-

ives. One is that civil servants are among those most familiar with

bureaucracy in general and the mechanics of the family allocation

system in particular. This system operates so that a parent presents

a child's birth certificate at the local government office, fills in

certain forms and receives a tri-monthly supplement for the child until

the child reaches age 18, or longer if the child is in school. In

order to acquire a birth certificate without delivering at the clinic,

the parent must pay a 1,000 franc fine; thus a person familiar with

the procedure for receiving family allocations would encourage his

wife to deliver at the maternity. In addition, delivery at a maternity

clinic is associated with "urbanism" so that civil servants transferred

from large towns to villages may send their wives to the clinic to

emphasize the differences between their educated urban background and

the local milieu.

Although the 33 women described in this section are only a

small fraction of maternity patients, it is interesting to note that

over 70% of interviewed women who had delivered during May, June and

July, had delivered all their children at a maternity. Apparently,

then, most of the women interviewed consistently chose the same type

of birth assistance.

Contrastingly, women interviewed in Pehunko who had one or more

deliveries at the clinic but others at home have as reasons for not

continuing to patronize the clinic: transportation problems; cost

(especially transport); home responsibilities (no one to leave the
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children with, no one to cook for husband); no relatives in Kouande

(no one to bring food to clinic, or wash the baby). In some clinics

in southern Benin, women have formed the habit of arriving at the

clinic well in advance of the expected onset of labor and living at

the clinic until delivery, according to a government midwife. This

approach would alleviate the problem of finding locomotion at the last

minute, but the other inhibiting factors remain.

The most difficult factor to evaluate is the significance of

values such as courage, modesty, or fear of "abnormal" (witch) children

in evoking hesitation to use a modern clinic. The value of courage

among the Bariba was referred to earlier. To recapitulate, a woman

demonstrates her courage by delivering alone and not calling for

assistance until the child is delivered. Requiring assistance for an

uncomplicated birth is considered shameful. In addition, women fear

that government midwives will not report to the mother the position

of the child at delivery. This is alarming because a breech birth

signifies a witch child, against whom precautions should be taken.

Flexibility of options in responding to a witch child (e.g., infanti-

cide) may be reduced by a clinic delivery. (See chapter 1 regarding

witchcraft beliefs as a factor influencing delivery practices.)

Furthermore, displaying one's genitals, as is required at the

clinic, is a breach of modesty. Another frequently expressed concern

is that if a woman delivers in the lithotomy position, the child will

rise back up into the uterus rather than descend and be delivered.

Some women also claim they cannot push efficiently while lying down.
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Occupational Status

Following is a complete breakdown of occupations of the fathers

of all the children delivered at the maternity clinic between 1970-76

(see Table 26). The three major occupational groups represented were

1) agriculture/livestock (55.4%), 2) civil service (15.0%) and 3) trade

(5.2%); adding up to 75% of the total utilization. Other occupations,

in order of degree of representation, were, tailors, masons, carpenters,

chauffeurs, blacksmiths, religious workers, soldiers/police. Factors

influencing civil servants to utilize the maternity have been mentioned

above. In the discussion of utilization of the Pehunko dispensary, the

fact that "agriculture" is not represented in proportion of the

population involved in agriculture/livestock was discussed, and the

possibility of a gossip network influencing utilization among traders

was raised. Both these points are equally valid for Kouande. In

contrast to Pehunko, as the district, Kouande houses government offices

with a variety of employees and attracts peripheral enterprises less

prevalent in Pehunko.

In considering the other occupational groups listed above, one

possible approach is to determine factors common to all the occupations

represented, including education, income and experience with bureauc-

racy. These factors might be expected to be related to social status;

the maternity, in turn, is assumed in this approach to be associated

with urbanism and upward mobility, represented particularly by the

civil service.

Only one factor seems to link a majority of the occupational

groups most likely to use the maternity and that is that all except

blacksmiths might be termed "modern" occupations. None of those
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TABLE 26.--Occupations of Fathers of Babies Delivered at the Kouande

 

 

Clinic

OCCUPATION 1970 1971 1972 1973 1974 1975 1976 TOTAL

Civil Service 16 26 25 31 23 27 36 184

Ag. Service 5 4 7 8 10 6 9 49

Agriculture/

Livestock 101 114 85 143 155 127 136 861

Trade 15 10 8 9 ll 15 13 81

Non-Farm

Enterprise

Tailor 8 6 6 6 8 6 7 47

Carpenter 2 6 8 2 6 12 7 43

Chauffeur 6 4 5 5 5 5 4 34

Mason 4 3 3 5 2 4 5 26

Blacksmith 7 l 3 4 l 6 4 26

Laborers 4 3 4 5 0 2 2 20

Butcher 1 5 2 3 3 0 0 14

Cook 0 2 2 1 2 2 1 10

Miller 2 0 0 0 0 4 2 8

Repairman 0 l l 3 0 l 2 8

Shoe Maker 2 0 0 l 1 l l 6

Mechanic 0 0 0 0 l l l 3

Hair Dresser 0 l l 0 l 0 0 3

Launderer 0 0 O 0 3 0 0 3

Gas Attendant 0 0 l 0 0 1 0 2

Lumberman 0 0 0 0 0 l 1 2

Watch Repairman 0 0 0 0 0 0 l 1

Photographer 0 0 0 0 O l 0 1

Night Watchman 0 l 0 0 l l 0 3

Postman 0 l l 0 0 0 0 2

Religious Worker 9 4 5 8 7 4 l 40

Trad. Relig. 0 1 0 l 0 0 0 2

Soldier/Police 4 5 8 3 5 4 2 31

Veterans 0 0 l 0 l l l 4

Paramount Chief 0 0 2 2 2 2 0 8

Student 0 l l 0 l 2 2 7

Unspecified 0 1 5 3 2 2 3 26

H \
O

0
‘

200 184 243 251 239

 

241 1,554
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represented are likely to have had much or any education excepting

police (who are required to have primary school education) and possible

religious workers educated at Protestant or Catholic missions. All are

likely to have a steady income; however income is not likely to be a

determining factor excepting the cost of transport from distant

villages, because the only fixed cost at the maternity is one bottle

of alcohol (currently 190 cfa). Those employed by the military,

police or as religious workers are likely to be familiar with modern

administration, and hence are not likely to be intimidated by the

health bureaucracy.

The heaviest numerical representation among clinic utilizers,

then is from agricultural/livestock, probably due initially to the

influence of civil servants, and now also to the belief, especially

widespread in Kouande center, that the midwife can "save you if you

suffer." As occupational specialization increases in Kouande, however,

one can expect to see increasing utilization of the maternity by a

diverse population. In this sense, then, the Pehunko dispensary is a

microcosm of the Kouande maternity. In both instances, civil service,

agriculture and trade are represented comparable proportions of clinic

patrones.

Morbidity and MOrtality

A question which arises in examining the utilization of medical

facilities such as dispensaries and clinics is the following: are

people making rational decisions in deciding to use or not use a

national health facility for obstetrical services. "Rationality,"

as defined in chapter 1, refers to choosing the most effective means to
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reach a goal (or most preferred goal when a set of goals is involved),

however that goal is defined. A consideration of Bariba birth has

indicated that Bariba hope to achieve multiple goals at delivery and

primary among these goals are "live mother" and "live baby" (see

chapter 1, page 31). In discussing the utilization of national health

services for maternity care, then, one must consider to what extent

dispensaries and clinics represent the most effective means to reaching

the goal of "live mother and baby."

In chapter 1, I noted that various writers have suggested that

choice of a health service or form of therapy is based on previous

evidence Obtained by the client population regarding the efficacy of

the alternatives available (Colson 1971: 227). Other Observers

referring to Obstetrical care in particular have commented that

obstetrical services tend to attract clients more quickly than other

services, due to the Observed benefits of improved care (Maclean 1976,

Foster 1962, Landy 1977).

The subsequent section will address the above issues from two

perspectives. First, from an etic perspective, what does available

information regarding morbidity and mortality in home deliveries and

in national health services suggest with respect to the quality of

care available in those settings and correspondingly, what are the

implications of this quality of care for service utilization. Second,

from.an emic perspective, how do local populations assess the quality

of care in national health services with respect to the delivery goal

of "live mother and baby" and finally, to what extent do the Bariba

data support the suggestion of other writers that prospective clients
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select a health service on the basis of "observed frequencies of

successful outcomes" (Erasmus 1957).

The Etic PerSpective

Government policy, which increasingly advocates maternity

deliveries and decries traditional practices, assumes that peOple are

irrational or not maximizing the potential for effective health care if

they do not choose to employ the available resources. This policy

position is not, however, based on an assessment of morbidity and

mortality statistics in health services throughout the country. (One

study which does evaluate the type of assistance available in maternity

clinics throughout Benin will be discussed below.)

Because of the absence of birth and death registrations, it is

difficult to estimate mortality rates. Information on maternal mortal-

ity proved impossible to obtain on a systematic basis due to the

prevalent Bariba attitudes toward maternal deaths (see chapter 4).

Although some attempt was made at interviewing matrones regarding

maternal deaths which they had encountered or remembered, this

questioning was dropped due to distaste and outright refusal to answer

the question among all matrones. (A typical response to the question

was for a matrone to cover her ears and reply that she did not want to

hear of such a terrible thing; others replied that those who demonstrate

a desire to speak about dreadful happenings are asking God to provide

them . . .) In sum, it seemed that pursuing such techniques as

inquiring whether each household had any motherless children, and if so,

what was the cause of death of the mother; or directly asking for

deaths in childbirth in the past year, two years, and so forth, would
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result in greatly limiting other avenues of questioning and hence would

not be profitable.

Information on maternal mortality was therefore acquired by

hearsay. Obtaining such information was facilitated by the custom of

requiring pregnant women and women carrying babies on their backs to

flee the village (or neighborhood, in the case of a large village)

until the parturient was buried. News of such an event was noteworthy;

in addition, the Pehunko nurse, during journeys to outlying villages

for treatment of endemic diseases, Often learned of unusual occurrences

such as a maternal death. By this somewhat haphazard but reasonably

accurate method, it can be stated that at least three maternal deaths

occurred among women residing in a population area for which I

estimate 272 women of reproductive age during the period of data

collection of twelve months. Accounting for child spacing practices,

one might expect from 21 to 30 deaths per 1,000 live births. This

variance is related to alternative census data on the Pehunko region,

as follows: (computed with the assistance of the staff of the University

of California Maternal and Child Health Project in Cotonou, R.P. Benin).

Option 1) Based on personal census of the Pehunko agglomeration.

if there are 272 women of reproductive age

10% infertile

= 245 women

if each woman delivers every 29 months, 101 births would be expected

annually for this population. Three maternal deaths per 101 births can

be extrapolated to 30 deaths per 1,000 births.

Option 2) If the population as officially listed is used as a base,

there would be 375 women of reproductive age, which, following the
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same computation, would suggest an expected 140 births annually and a

maternal mortality rate of 21 per 1,000 births.

The maternal mortality rate, then, seems to be between 21 and 30

per 1,000. If, however, the pregnancy interval is less than my estima-

tion, the number of expected births would be greater and the mortality

rate lower; also, with such small numbers, an annual change of one

death would greatly alter the mortality rate-~thus two deaths in 101

births would result in a mortality rate of 20 per 1,000 and two deaths

in 140 births in a mortality rate of 14 per 1,000.

In comparison to the range of 21 to 30 deaths per 1,000 in 1976,

the rate in the maternity clinic in the provincial capitol of Natitingou

in 1975 was estimated at 14.23 per 1,000. In comparing these maternal

mortality rates, the hypothesis to be tested was that maternal mortality

in the national health clinic in Natitingou differed from the mortality

in the rural region of Pehunko. This hypothesis was designed in order

to contrast the quality of care in the two settings as manifest by

mortality statistics and to examine the possibility that government

policy is incorrect in advocating use of maternity clinics based on the

assumption that clients are likely to experience more successful

delivery outcomes in a maternity setting than with home delivery.

Correspondingly, comparison of mortality rates was expected to assist

in interpreting Bariba assessments of the benefits to be gained from

utilizing a maternity service.

If the mortality rate of 21 per 1,000 is compared to the clinic

rate of 14 per 1,000, the results are as follows:
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Died Lived Total

Observed 3 137 140

Expected 2 138 140

x2 = .00361. The critical value, set at 95% confidence level, was

3.841, therefore the results were not significant.

If the mortality rate of 30 per 1,000 is compared to the clinic

rate of 14 per 1,000, the results are:

Died Lived Total

Observed 3 98 101

Expected 1.4 99.6 101

x2 = 2.09. Therefore, again, the difference in the maternity figures

was not significant.

It seems, then, that the hypothesis that the mortality in the

Natitingou clinic differs significantly from the mortality at home in

the Pehunko region is not supported. 'In order to examine more closely

the meaning of this conclusion, some additional aspects of morbidity

in the rural, home-delivery setting and in clinic settings will be

considered. As a preliminary to evaluating morbidity and morality in

the rural area and in order to assess the kinds of complications with

which a matrone might be expected to contend, prenatal consultations

were conducted with a sample of 50 pregnant women in the Pehunko area.

These consultations were organized and supervised by Professor Alihonou,

Director of Obstetrical and Gynecological Services, National University

of Benin.

Prenatal screening suggested that Bariba women enter pregnancy

in generally good health (see appendix for screening protocol).
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Particular attention was paid to hemoglobin levels in this sample, due

to the assumption that rural women would likely suffer nutritional

deficiencies leading to anemias. Resulting debilitation might cause

complications in labor and delivery (cf. Knottenbelt 1973; Foster 1968;

Mati and Hatimy 1971). Among the 45 women tested, the average hemo-

globins were found to be 9.32 grams hemoglobin per 100 ml blood, com-

pared to an average of 12 for a control group of 106 non-pregnant women.

(These hemoglobins were measured using a hemoglobinometer and were

checked by two Observers.)

According to the Geigy Pharmaceutical Scientific Tables on blood

values (1975) average hemoglobin levels for non-pregnant women were 13.1

grams and for pregnant women (34 weeks) 11.1, with an average drop of

two grams during pregnancy. Assuming that these levels are based on

hemoglobins of white women, it is useful to note the work of Garn, Smith

and Clark (1975) who showed a difference in blackdwhite hemoglobin

levels (where income was held constant) of l g/100 ml blood; the authors

speculated that a genetic difference was responsible. Based on Garn's

data, the mean lowest recorded hemoglobin value of pregnant black women

(unsupplemented by injection) was 10.2, with a standard deviation of 1.6.

Bariba women, then, are concentrated at the lower end of this distribu-

tion (Garn, personal communication, from Perinatal Collaborative Study).

Using the above figures, one might expect a black non-pregnant

woman to have a hemoglobin level of 12.1 and a pregnant black woman, a

level of 10.1. The Pehunko sample of non-pregnant women, then showed an

average demoglobin level of 12, comparable to the expected "normal"

level for black, non-pregnant women. The pregnant women, however,

showed a drop of 2.7 grams Hb (as compared to the "normal" drop of 2
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grams) during pregnancy. This augmented drop may be due to lack of iron

supplements during pregnancy, or hypothetically, to dietary changes, but

none of the latter could be determined. Seasonal factors did not seem

significant in explaining the difference; pregnant women were tested in

December, at the beginning of the dry season when food supplies, includ-

ing some green leaves, remained plentiful; non-pregnant women were tested

in February. If a level of 10 grams Hb is considered a normal level,

then 70% of the Pehunko pregnant women would be considered anemic; how-

ever, the consulting obstetrical, Alihonou, noted that in current local

clinical practice, women were not considered anemic with a hemoglobin Of

10; in his experience, those with hemoglobins under 9 were referred for

further diagnosis and treatment. Garn's data also suggest normal hemo-

globin levels to be lower than do some other studies (Ferguson et a1.

1968; Mati and Hatimy 1971; Elwood 1973).

Thus the findings of this sample of Bariba women does not sup-

port the idea that complications of pregnancy, labor and delivery are

likely to be related to anemia. In addition, the finding that 106 non-

pregnant women of reproductive age (i.e., "between" pregnancies) showed

hemoglobin levels averaging 12 grams suggests that iron supplementation

during pregnancy may not be necessary to prevent anemia after a

succession of pregnancies.

The prenatal examinations also provided information regarding

the effects of the kneeling position preferred at delivery by Bariba

women. One might question whether women who deliver in a kneeling

position, without a tradition of episiotomy, do not suffer severe

teating; such.tears might then become infected. Following prenatal

examinations, however, Dr. Alihonou concluded that the multiparous
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women showed no signs of severe scarring which would indicate previous

tearing. Unfortunately he was unable to complete a further study

directly devoted to this issue which would have provided valuable in-

sights into the effects of delivery position. Where tearing does occur,

the usual hygienic measures, involving strict observation of post-partum

vaginal washings with hot water and strong soap, might reduce the like—

lihood of infection; correspondingly, puerperal fever seemed to be rare

w-in a one year period, the nurse was called to treat one case of high

fever and serve post-partum infection. This apparent low incidence of

infection also seems related to the hygienic measures customary.

As a cause of mortality, obstructed delivery should be

mentioned. Although statistics are not available, several cases

occurred of women who died during labor, in neighboring areas. Both

the district maternity clinic and the provincial maternity clinic

claim to have received cases requiring a Caesarian section; (statistics

were not available) only the hospital is equipped to handle surgical

procedures. In Bariba practice, the only technique devised to deal

with what is believed to be an obstructed labor is an episiotomy;

this procedure is said to be performed, for example, when excessive

scarring from cliterodectomy inhibits the birth of the child. Other

than this technique, no surgical procedures are practices; situations

where the parturient cannot deliver vaginally, then, no doubt result

in mortality in the past and often continue to do so.

Additional information on morbidity associated with home

deliveries was difficult to Obtain because of the impossibility of

obtaining systematic data by trained medical personnel whenever a

complaint arose. Some conclusions can tentatively be drawn regarding
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obstetrical complications, however, based on Professor Alihonou's

interpretation of reports regarding deliveries observed by the

researcher and described to him.

One primary topic of interest is the treatment of complications

associated with delivery of the placenta. Because of Bariba beliefs

regarding the dangers of a retained placenta and the expectation that

the placenta should be delivered immediately following delivery of the

baby, numerous procedures have been developed to accelerate delivery of

the placenta (see chapter 8 for case reports on this subject). .

Dr. Alihonou noted the possibility that the remedial measures designed

to expel the placenta such as rolling the parturient's abdomen with

a broom may in fact be injurious and may, for example, provoke

retention of the placenta. Given the widespread practice of broomr

rolling, it is possible that this procedure, intended as therapeutic,

actually provokes complications and thus affects the morbidity rate

in the region. Similarly, Bariba assessments Of the therapeutic

effects of bleeding (see chapter 8) and lack of indigenous medicines

to arrest hemorrhage may also increase morbidity and mortality in

home deliveries.

Other complications of pregnancy and delivery which caught the

attention of Professor Alihonou were cystoceles, rectoceles and

prolapsed uterus (see chapter 8, page 255). Although Alihonou did not

conclude that these conditions were prevalent among the sample screened

in prenatal consultations, he suggested, based on reports of symptoms

described to the researcher by parturients, that complaints identified

by women as tigpiru would most likely be diagnosed as cystoceles,

rectoceles and prolapsed uterus. Regional nurse-midwives who treat
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Bariba patients concurred with Alihonou's diagnosis regarding tigpiru.

It is not clear, however, whether the incidence of these complaints

varies with delivery setting and type of assistance.

In summary, a review of complications associated with home

delivery suggests that (l) Bariba women are not notably anemic and

correspondingly, anemia does not produce general debilitation leading

to a high rate of complications of delivery; (2) that delivery position

does not seem to cause complications such as scarring (other complica-

tions were not investigated); (3) that post-partum infection seems

infrequent; (4) that indigenous methods of expelling the placenta may

be harmful; and (5) that indigenous midwifery does not include

techniques for handling either obstructed labor or pelvic disproportions,

or for arresting hemmorhage. Although it is difficult to draw

conclusions regarding morbidity associated with home deliveries, one

can tentatively suggest that women experiencing retained placenta,

obstructed labor or hemmorhage are particularly likely to receive

inadequate treatment from a matrone.

The Clinic Setting

In comparison with the risks encountered by a woman who does

not consult western medical personnel and who delivers at home, the

risks to women who utilize maternity clinics are also noteworthy.

Speaking of maternity clinics in Benin in general, Takpara Issifou, in

his 1976 Thesis for the Doctorate of Medicine on maternal and perinatal

mortality in Benin, states that the majority of the maternity clinics

in Benin are competent to deal only with eutocic deliveries (ll),

lacking as they do, equipment and/or capable personnel. He states
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that "throughout the territory, at this time, one single maternity,

that of Cotonou, can resolve in a satisfactory fashion, obstetrical

problems . . ." (11, my translation). Because of overworked personnel

and insufficient stocks of drugs and equipment, together with tardy

evacuations of complicated cases from rural areas, the quality of

care available in maternity clinics suffers. Takpara also signals the

problem of maternity personnel who receive parturients who have never

been seen at a prenatal consultation, due to (a) absence of family

allocations (see page308); (b) inconvenient distances to travel and

(c) time-consuming daily responsibilities (13). Maternity clinics

supervise from 10 to 20% of the deliveries in rural areas. A

consideration of maternal mortality in three maternities indicates

a wider variation in rates. These maternities are located in three

major towns: Cotonou, the capital; Parakou, the northern railhead town;

and Natitingou, administrative capital of the Atakora Province and the

clinic to which Kouande district women would be evacuated in an

emergency (19-20).

TABLE 27.-~Maternal MOrtality per Clinic by Year

Maternal MOrtality

 

Maternity Years ,per 1,000*

Cotonou 1970 2.9

1975 1.6

Parakou 1973 6.1

1974 3.4

Natitingou 1973 16.52

1974 15.23

1975 14.23

* The World Health Organization has suggested as a goal for the Africa

Region to bring maternal mortality down to 0.04 per 1,000 in the next

25 years (20). The rate in France in 1975 was 0.26 (43). The overall

maternal mortality rate for Benin is cited by Takpara as 1.7 per 1,000
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based on records from 67 clinics; however this rate seems suspiciously

low given the 1975 rate at the Cotonou clinic and perhaps reflects poor

recordkeeping from the smaller, rural clinics. The rate of 1.7 is,

nonetheless, 6.5 times as high as that in France and corresponds to

the rate in France at the turn of the century.

The difference in the maternal mortality rates in Cotonou (1.6)

and Natitingou (14.23) is partly explainable in terms Of factors

suggested by Takpara--lack of equipment and drugs, shortage of personnel

and overworked personnel, and late evacuations of exhausted parturients

who are more likely to die due to their debilitated condition. Due to

difficulties with records, detailed information on cause of maternal

death could not be obtained for Natitingou. However, Takpara provides

provocative information on 95 cases of maternal deaths in the Cotonou

maternity clinic, from 1970-75. Causes of death were determined to be

as illustrated in Table 28.

TABLE 28.--Causes of Death in the Cotonou Maternity Clinic

 

Cause of Death No. of Women Percentage

Hemmorrhage 55 55.8

Infection 22 23.1

Viral hepatitis 9 9.5

Surgical shock 4 4.2

Eclampsia 3 3.2

Amniotic embolism 2 2.1

Approximately 91% of these parturients were evacuated from towns and

villages up to 130 kilometers distance from Cotonou (21). As in the

Natitingou situation, then, one might speculate that some of the deaths

resulted from late evacuations, for example, of women in labor 24 to

48 hours before being transported to Cotonou. (As elsewhere, sometimes

blood is not available for transfusions at the Cotonou clinic; this

situation affects the mortality rate from hemorrhage, etc.)
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Interestingly, the primary cause Of death was found to be

hemorrhages, which were also a significant cause of maternal mortality

in the Pehunko region. Infections, as was previously mentioned, do not

seem to be a significant factor in maternal morbidity or mortality in

the Pehunko area, and the other causes of death cited for Cotonou are

also unknown or undiagnosed in rural areas. Interviewing in the

Pehunko population on symptoms of eclampsia elicited no recognition;

surgical shock is no doubt a factor in Natitingou, but of course not

in rural areas, and hepatitis and embolisms could not be investigated

because the researcher lacked the medical training to diagnose these

conditions.

Looking more closely at hemorrhage as a cause of death in

Cotonou, one finds hemorrhages linked to cases of uterine rupture

(49%), placental delivery (25.4%), placenta previa (12.7%), premature

delivery of placents (9%) and cervical lacerations (3.9%). In his

discussion of hemorrhage as a cause of death, Takpara makes an

observation which is particularly pertinent to the data on rural

Bariba women. Takpara comments that 428 women were received at the

Cotonou maternity for treatment of hemorrhage associated with

delivery of the placenta. Of the 428 women, 14 died. These hemorrhages
 

followed intemperate manoeuvers practiced on the cord or abdominal
 

pressure immediately following delivery of the child (23, my underlines).
 

His Observation lends support to the hypothesis that the Bariba practice

of rolling the abdomen with a broom immediately following delivery of

the child may provoke complications and that the two deaths in the

region described as due to retained placenta may more accurately be

due to hemorrhage. It is also interesting that the practice of
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abdominal pressure is widespread among southern as well as northern

ethnic groups. Cord traction is not, however, characteristic of

Bariba midwifery (see case accounts).

In sum, one finds certain parallels in primary causes and

contexts of morbidity and mortality in rural, home deliveries in the

Bariba region and deliveries in the major maternity clinic in the

country. Although statistics are not available, one might expect a

similar correspondence between the Cotonou and Natitingou maternity

clinics in causes of mortality, with the contrast that a greater

percentage of patients die in Natitingou due to factors already

specified, e.g., shortage of supplies, personnel, and late evacuations

from remote rural areas.

In referring to the maternal mortality rate in Natitingou, it

has already been noted that no significant difference was found between

maternal mortality rates in the clinic and in the Pehunko home delivery

setting. In making this conclusion, it is necessary to note that the

factor of late evacuations leads to a situation where the Natitingou

clinic serves a client population which is especially likely to die.

It would be unwise, then, to lean too heavily on the conclusion that

mortality does not differ in the home delivery and clinic settings, or

to ignore the fact that some complications are more successfully treated

at clinics, given reasonable conditions (e.g., retained placentas if

the parturient has not waited unduly long before consulting at the

clinic). The Kouande clinic, for example, which evacuates its worst

cases to Natitingou, showed a much lower maternal mortality rate than

that in Natitingou-~one death in the 1970-76 period; under-reporting

may be at issue here, however.
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In general, it seems that in cases of severe complications, the

only maternity clinic truly competent to provide care is located in

Cotonou. Although in some circumstances local and provincial clinics

in the northern region may deal successfully with problems of labor

and delivery, the benefits of a clinic delivery are not always

conclusively evident, based on current mortality data. Parenthetically,

another issue which was not closely considered in this research was

whether eutocic deliveries are more safely conducted in clinics; one

authority suggested that hygienic procedures at some clinics are such

that a parturient is less at risk for infection if she stays at home

(Dr. C. De Sweemer, personal communication).

Finally, the question of the quality of care offered by

matrones in contrast to national health services raises an issue which

is much larger than that of the comparative morbidity and mortality

in Pehunko home deliveries and Natitingou clinic deliveries. This

issue involves a comparison between the Natitingou provincial maternity

clinic and the Cotonou maternity clinic. Previously, maternal mortality

rates in the two clinics were cited as l4/l,000 in 1975 and 1.6/1,000

in 1975 respectively-~in other words, the Natitingou rate is almost

nine times greater than that in Cotonou. Given the Observations of

Takpara and Alihonou (personal communication), it seems likely that the

explanation for this differential lies largely in the budgetary

priorities accorded the capitol city clinic.

A brief review of the distribution of health personnel through-

out the country suggests that this facet Of the quality of care--

availability of personnel—-is directly linked to the priorities
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allocated to certain regions of the country. To recapitulate the

distribution of personnel in the Province de l'Atlantique (Cotonou)

and in the Province de l'Atakora (Natitingou) is found in Table 29.

TABLE 29.-—Distribution of Personnel

 

Personnel Atlantique Atakora

Doctors 15

Dentists 4

Nurses 269 90

Nurse-Midwives 133 10

Total Population 447,000 365,000

To give one example, if equal priority was allocated to both provinces,

one would expect to find that based on the Cotonou personnel numbers,

219 nurses would be transferred to the Atakora, rather than 90;

similarly, one would expect 190 nurse-midwives rather than 10.

Other information on the national budget allocations for health

care is not available; however, a superficial investigation of

pharmacies throughout the country will quickly indicate that north of

Parakou, drugs are in scant supply and stockage is very irregular and

undependable. (At the time of Alihonou's prenatal consultations in

Pehunko, he was shocked to find that none of the gynecological products

which he prescribed were available closer than Parakou, a distance of

177 kilometers, accessibly every five days by market truck at a cost

of 2600 CFA round trip; one can also commission the driver to bring

medicines which increases the cost of the product.) It is also worth

remarking that in spite of the fact that the Atakora Province has the

highest mortality rate in the country, health personnel are very
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reluctant to be transferred to this region because of the difficult

working conditions, and because of the reputation of the region as a

frontier outpost, xenophobia, food shortages and so forth. Thus in

1976-77, six nurses were officially transferred to the Atakora but

none arrived; of ninety onsite, ten left. Clearly, the historically

low priority of the Atakora in national planning, expressed here in

the positioning of health personnel, which has persisted to the

present, explains the extent to which facilities, resources, and

personnel are available in the region. Correspondingly, the quality

of care offered by national health services in the Atakora in general

and in Kouande in particular is fundamentally affected by national

priorities which have relegated public services in the Atakora Province

to a low priority.

The Emic Perspective

This section will address the issue Of clinic utilization from

an emic perspective, in order to determine to what extent and by what

means do local populations assess the quality of care in national health

services. This topic will be considered with particular reference to

the delivery goal of "live mother" and "live baby," beginning with an

examination of Bariba perceptions of the risks associated with delivery.

Discussions with matrones and their clients indicated that

certain complications are perceived as likely to be associated with

pregnancy and delivery. Both matrones and women of reproductive age

shared perceptions regarding morbidity associated with delivery, as

was nOted in chapter 8 which presented a detailed discussion of treat-

ment procedures in relation to perceived obstetrical complications.
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That material will not be repeated in this section; however, some

significant aspects of midwifery concepts related to clinic utilization

will be reviewed.

During interviews, matrones were questioned regarding some

obstetrical complications considered common in western biomedicine.

The complications discussed included: a) fever, b) tearing, c) tetanus

(convulsions), d) severe bleeding, e) breast abcess. Matrones dis-

claimed familiarity with all of the above, excepting breast abcess

which was reported to be common and treated by cauterization. The

interpretation of bleeding among Bariba women has already been

discussed; in recapitulation, bleeding is considered a healthy

mechanism for cleansing the female interior of ailments. Bleeding

which is excessive, or is associated with death, may be interpreted

as pathological but is not invariably identified as a cause of

mortality. From the point of view of matrones and parturients,

however, vertigo and fatigue are frequent concommitants of delivery.

In general, tigpiru is considered to be an extremely prevalent

problem during pregnancy and delivery but is not usually considered to

be life—threatening. As previously stated, Bariba believe that it is

not worthwhile to seek treatment at a national health service for

tigpiru because it is an indigenous complaint which health personnel

do not know how to diagnose, nor do they have medicines to treat this

complaint.

Contrastingly, in the perceptions of most women, the primary

complication of delivery is a retained placenta; both matrones and

their clients claim a high prevalence for this complication and comment
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that parturients risk death primarily from this condition. Obstructed

labor is the second most dreaded complication of labor. In the event

that either of these two complications should arise, matrones and

women of reproductive age gg_consider the possibility of utilizing

national health services.

As noted above, women in the Kouande area have Observed and

been impressed with successful treatment of some Obstetrical emergen-

cies in the Kouande maternity clinic, and some women stated that they

utilize the clinic because the nurse-midwife will "save them."

However, whatever the statistical reality of the situation, in the

perception of the rural population, experience has shown that women

who are evacuated to a clinic because of complications of labor and

delivery often die. The fact that such women may sometimes die

because of delays or home treatments does not alter the end impression

which equates hospitals with death. Women of Kouande, for instance,

noted that women in labor sent to Natitingou for surgery die. In

actuality, although accurate records could not be obtained, reports

from nurse-midwives suggest that during a period of several years, a

succession Of women did die during Caesarian sections. Possibly this

rash of deaths represented a small proportion of cases treated, but

nonetheless, the effect via the rumor network of Kouande has been

long-lasting. Also noteworthy is the traditional Bariba belief that a

person going west while ill will die--Natitingou and Kouande are both

west of Pehunko. It is impossible to judge whether in contemporary

times this belief affects actions, or augments reluctance of women to

use the clinic facilities located to the west; Abbe Pierre, a Bariba
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Catholic priest of Kouande, suggests that to his knowledge, this

association of the west with bad luck has affected elderly Bariba men's

attitudes towards health care in Natitingou.

In returning to the original question Of whether women who

choose not to utilize a clinic are making a rational choice, the above

discussion on.morbidity and mortality suggests that both in terms of

the information available to them, and in light of the adequacy of the

provincial health facilities as manifest by the mortality statistics,

Pehunko women are selecting a reasonable alternative when they choose

to stay at home to deliver. It seems incorrect to argue that women who

prefer a home delivery are not safeguarding their health and that of

their infants. The implication of this conclusion is that a significant

change in utilization patterns, with a shift to a preference for

western medical care, will depend in part on changes in the effective—

ness of the care available.

Thus Bariba women selecting delivery assistance appear to be

choosing rationally in the sense of selecting the most effective means

I

of reaching the delivery goal of "live mother and baby.‘ MOreover,

those analysts who have suggested that client populations deciding

among therapeutic Options are affected by observed frequencies of

successful outcomes appear to be correct in that assumption.

Conclusion
 

In reviewing the factors influencing the selection of national

health clinics for obstetrical care, a useful model is provided by

Riley and Sermsri's paradigm of the Thai medical system (1974: 52-60).

Riley and Sermsri present a series of propositions regarding health
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decision-making which are generally supported by the data on Bariba

utilization of obstetrical assistance.

Proposition 1. Choices ultimately are based upon the perception and
  

meaning of the services to the clients.

a. If explanations and techniques are comprehensible to the

clients, they will be more receptive towards utilization of a service.

b. The client's own diagnosis and etiological notions have

relevance for certain services.

c. The context within which various services are perceived can

encourage or discourage usage of the service.

Comment

The significance of the meaning of the services was discussed

and emphasized in chapter 1 on the meaning of efficacy. It seems

evident that the client's interpretation of the obstetric problem for

which medical care is sought will delimit the services considered

relevant. In the Bariba case, a preliminary diagnosis of witchcraft,

for example, would probably rule out the village nurse as a choice for

therapist. Point (c) regarding context seems particularly relevant to

the rural setting where Bariba peasants do perceive the maternity

clinic, hospitals and private services (such as the nursing nuns) as

associated either with the national government or with "foreigners"

and missionaries. The government is still regarded as intrusive,

although since the 1972 military take-over of the national government,

the presence of the government has been increasingly felt in even

remote villages, in the form of obligatory village meetings,
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para-military training, "ideological formation,’ radio broadcasts,

national agricultural campaigns, etc. To this date, however,

structures associated with the national government, such as health

services, are still considered more or less "imported" and somewhat

remote from access by the ordinary person. Thus peasants may be

repelled by the association of health services with the national

government but civil servants might be attracted by the same

correspondence. An exception to this correlation between health

services and the government is the village nurse, who tends to mix

more frequently with the local population, and to be viewed as more

accessible. However, the latter may depend on the personality of the
 

nurse, as previously remarked.

Prpposition-2. Clients attempt to choose services with minimal
 

location costs.

a. MOnetary costs

b. Time lost by traveling

Comment

The issue of time lost by traveling is especially pertinent

when a woman is in labor, particularly given the problem of estimating

when it is time to leave for the clinic and in the context of the

reluctance of Bariba women to disclose being in labor or to wait in

labor at the clinic. Distance is clearly a primary factor in selecting

a delivery location. Table 30 lists the costs of delivery at several

possible health services for a woman living in Pehunko. Time and

distance, including costs of transport, here function together and Often

render a selection or preference for Obstetrical care unusable.
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PrOposition 3. Clients attempt to choose services with minimal service
 

costs.

a. Monetary

b. Non-monetary

(1) Waiting

(2) Embarrassment, insults

(3) Discomfort

(4) Incomprehensible therapy

(5) Loss of control over the situation

Comment

Regarding monetary costs, service cost would be a significant

factor in some towns where maternity clinics are located and are

observing the official rates, which are shown in table (EHUZU

3/3/77).

TABLE 30.--Officia1 Rates of Obstetrical Services

 

Service Official Rate

Prenatal consultation with nurse-midwife 400 francs

Normal delivery with nurse-midwife 2,000 francs

Twins with nurse-midwife 4,000 francs

The Kouande clinic, however, charges the price of one bottle of alcohol

for the entire nine months of prenatal consultations (1976-190 francs,

1977-230 francs) and the price of any prescribed medicines after

delivery for the mother or the infant. The charge for delivery is

usually about 25 francs a day (although this may vary); deliveries at

the Pehunko dispensary with the assistance Of the nurse are free of
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charge, although families usually give a gift to the nurse according to

their capacity and preference. The monetary cost of delivery, then, is

probably not as significant a factor in this region as it would be in

other areas. (In the case of the woman who died of a post-partum

hemorrhage in Pehunko, for example, financial factors played a signifi—

cant role in decisions regarding obstetrical care. She had been living

in Parakou with her husband, who decided that the 600 franc daily fee

at the maternity in Parakou was too steep and sent her back to the

village to deliver. Other reasons may have influenced his decision,

of course.)

Non-monetary costs, as mentioned throughout the discussion of

utilization, are of primary importance to decision—making. All of the

factors noted as sub-points by Riley and Sermsri are pertinent to the

situation of a Bariba woman who decides to deliver in a clinic. In a

typical case, the woman who arrives at the Kouande maternity clinic in

labor (excluding those many women who deliver en route or as they

arrive at the steps of the clinic) is told to climb up several steps

and lie on the delivery table, where she is examined internally to

determine cervical dilation. If she is uncomprehending or reluctant,

the nurse-midwife may scold her or speak roughly to her, usually in

French (the tone of voice would seem self-explanatory, even if, as is

frequent, the woman did not understand the words). After the

examination, the woman can walk around or sit or lie down, as she

wishes but other women, male nurses from the dispensary, or visitors

may pass through the clinic. Periodically the woman will be examined,

given injections if her labor seems prolonged, or on rare occasions in
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the event of a very fatigued patient intravenous glucose solution will

be administered. When she is ready to deliver, the woman is obliged

to lie on her back on the table, with her hips on a bedpan in what

appears to be a singularly uncomfortable position. She will be ordered

to "push" or receive instructions, first in French and then in the

local language, translated by an aide.

After the delivery, the woman's companion, who accompanied her,

will be called to clean the bedpan, dispose of the placenta, and

eventually to carry the baby to the ward where the mother is supposed

to stay until the cord stump falls off. From the perspective of the

parturient, this experience involves embarrassment at exposing her

genitals and at waiting in a public place, obviously in labor (even if

she is left alone in the delivery room, everyone "knows" what is

happening); harsh words and commands from the nurse-midwife, usually

a non-Bariba usually in a strange language; discomfort of pelvic

examinations and treatments; and the "incomprehensibility" of the

lithotomy position, alleged by Bariba to cause the baby to rise back

into the mother's throat rather than be delivered, and to inhibit her

pushing. For all but the most sophisticated wives of civil servants or

multiparas with a history of clinic use, a delivery at the maternity

clinic truly involves "loss of control" and placing oneself at the

mercy of a foreign environment.

In discussing the Thai situation, Riley and Sermsri wrote that

"differences in non~monetary costs help explain the vitality of the

traditional segment in spite of the tendency to believe that modern

medicines are generally more effective" (39). I am not convinced that
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Bariba would claim that modern medicines are more effective, in spite

of a great admiration for injections. Probably it would be more

accurate to say that modern medicine is believed to be more effective

for treating some complaints; normal births, as has been stated, is

not such a condition. Overall, however, the decisive import of non-

monetary costs in affecting choices for obstetrical care (and health

care in general) is manifested by the opinions and behavior of

Bariba women.

Preposition 4. Threshholds of tolerance to monetary and non-monetary
 

costs increase in proportion to "desperation" levels.

Comment

Although I originally postulated that in "emergencies," village

women would tend to opt for a nurse or nurse-midwife, certain exceptions

are worth noting. Several cases were recounted, and one confirmed by

personal involvement with a relative of the parturient in question,

which modify the proposition. In the confirmed case, a woman living

three kilometers from Pehunko died in labor, never having delivered,

The family did not send for the village nurse; reports of the death

simply arrived in Pehunko after the event. Attempts to determine why

the family had not contacted the nurse were not very revealing; some

villagers suggested that the family attributed the complications to a

cause which did not fall within the realm of the nurse's competence.

Other deaths also occurred without consultation requested from

the nurse. However one interprets this phenomenon, it seems probably

that the mere imminence of death does not necessarily qualify as an
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"emergency" or provoke "desperation" which leads to contacting a

western medical practitioner, although in many cases a nurse or nurse-

midwife is called as a last resort, often.when the patient is dying.

It seems that if the condition is defined as outside the province of

western medicine; if the patient dies suddenly; or if the medical

practitioner has demonstrated certain idiosyncratic characteristics,

no stimulus will be sufficient to persuade the family or a "desperately"

ill patient to seek this alternative form of assistance. The influence

of the personality and habits of the practitioner should not be under-

estimated; an illuminating example is the former male nurse in Pehunko,

referred to above, who consistently refused to make house calls,

propositioned female patients, and charged double for medicines.

Villagers simply ceased calling him under any circumstances. The

Bariba data suggest, then, that the proposition be modified to state

that whether a life-threatening condition produces the "desperation"

or motivation to seek western medical assistance, depends on the

indigenous interpretation of the problem, and client assessment of the

practitioner or service alternatives.

Proposition 5. Socio-economic characteristics may be associated with

choices of health care.

Comment

The preceding section on utilization of clinics has shown that

socio-economic characteristics are associated with the selection of a

medical service for obstetrical care. In particular, occupation, and

associated factors such as education, income and familiarity with modern



 

340

administrative and bureaucratic procedures were found to be correlated

with clinic use. In retrospect, it seems probable that when the

Kouande clinic first opened, it was mainly used by civil servants and

others who were employed by European administrators or missionaries.

This social strata served a communications function by providing role

models as patients successfully delivered at the maternity clinic;

undoubtedly successful treatment for occasional cases considered

"lost" or suffering grave complications also received notoriety and

propagandized for the worth and acceptability of the clinic. To

many Bariba women, delivering in a clinic is perceived as "modern" and

inapprOpriate behavior, characteristic of foreigners--both European and

non-Bariba Beninois. However, as indicated by the slightly increasing

numbers of wives of cultivators who delivered in the maternity clinic

from 1970-76, a clinic delivery seems to be slowly acquiring an

intrinsic value among the peasant population residing within a narrow

radius of Kouande Center.



  

CHAPTER X

SUMMARY AND CONCLUSIONS

The intent of this study was to determine the factors which

influence women's utilization of obstetrical services in a Bariba

region of the People's Republic of Benin. An increasing number of

maternity care Options are available to the local population, including

hospitals, private clinics, missionary clinics, indigenous herbalists,

diviners, and midwives. This study considered the alternative

utilization of these available sources of obstetrical assistance, and,

in addition, sought to provide a thorough description of the indigenous

Bariba obstetrical system, both in order to illustrate prevailing birth

practices and to supplement the scant published data on indigenous

midwifery.

The Bariba case is particularly interesting because of the

contrast between the apparent attraction of cosmopolitan maternity

services in other countries (cf. Maclean 1976, Foster 1962, Landy 1977)

and the reluctance to use maternity clinics and the verbal depreciation

of their value by rural Bariba. This research, then, examined the

reasons for the slow increase in the utilization of national health

obstetrical services in the District of Kouande in northern Benin and

for the continuing preference among Bariba women for maintaining

indigenous birth practices.
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Previous researchers have suggested single factor hypotheses to

explain health service utilization (cf. Colson 1971); however, in

attempting to delineate the factors influencing women's obstetrical

care preferences, it was determined that it is necessary to consider

a set of factors, rather than a single factor, in order to explain

Bariba birth practices. The consideration of Bariba birth practices

and utilization of obstetrical assistance was therefore based on a set

of hypotheses which fall into several major categories. These

catagories included the following:

(1) Assumptions underlying the model of health services utilization

(2) Features of the disorder

(3) Features of the decision-making process

(4) Features of practitioners (midwives)

(5) Features of clients seeking obstetrical care

(6) Features of the model

Assumptions
 

The assumptions underlying the analysis of this data were taken

from rational choice theory, which was found to provide a useful

perspective for considering the decision-making process among Bariba

women selecting obstetrical care. The primary assumptions upon which

the Bariba material was structured were adapted from Heath (1976) and

stated that:

a) People usually do have choices to make, not the least of which is

the choice whether to conform to prevailing norms;

b) People have given wants, values and goals;
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c) PeOple will make decisions rationally; "rationality" used in

this context refers to selecting the most effective means to reach a

goal or set of goals;

d) Decisions will be affected by access to information;

e) A primary consideration affecting a decision will be the

comparative costs of alternatives; these costs may be conceptualized

as both monetary and non-monetary costs.

Analysis of the data indicated that from the perspective of

Bariba women, a delivery incorporates a set of preferred goals. Taking

as an ideal type a farmer's wife in the village of Pehunko, the goals

of a Bariba woman seeking a delivery setting and obstetrical

assistance were listed (in order of priority) as live mother and baby;

live mother; live baby; witchcraft control; manifestation of high

standards of female behavior; and minimization of infrastructural

costs.

In attempting to meet these goals as effectively as possible,

Bariba women have options of selecting from among the various forms

of obstetrical assistance mentioned above. However, in spite of the

existence of such alternatives as the District Maternity Clinic in

Kouande, the Pehunko dispensary, the Tobre nursing nuns, and various

other hospitals and dispensaries located throughout the region, the

majority of Bariba women in the District of Kouande were found to

prefer to deliver at home and maintained an expressed preference for

H H

the customary Bariba ideal of a "solitary delivery; solitary delivery"

was explained as a situation where the parturient attempts to disguise
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signs of being in labor, delivers unassisted, and after delivery of the

baby, calls for a female relative or neighbor to cut the umbilical

cord and perhaps to assist with delivery of the placenta.

Features of the Disorder
 

A consideration of the solitary delivery suggested that an

understanding of the implications of delivering alone was integral to

comprehending Bariba preferences for birth assistance. Further, the

implications of solitary delivery were found to derive from larger

issues pertaining to Bariba concepts of the causation of misfortune.

Thus one central hypothesis which was examined in the research on the

Bariba suggested that decisions regarding the utilization of alternative

medical services are largely derived from the diagnosis of the sickness

or disorder that is presenting a problem to the sufferer and to

significant others. The cultural context of therapeutic choice, then,

was found to be a necessary point of departure for assessing

obstetrical care preferences among Bariba women.

A review of Bariba beliefs and assumptions regarding the causes

of misfortune, assumptions regarding human nature, and conceptions of

the order of the universe provided an explanation for certain key

features of the Bariba obstetrical system. It was proposed that

decisions regarding the utilization of alternative medical services

are primarily based on the diagnosis of the problem at hand, and that

treatment of a disorder is related to ideas of sickness causation.

Correspondingly, the Bariba data indicate that sickness in general may

be attributed to various causes-primarily God, man, spirits, witches,
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or breach of taboo. Obstetrical complications fit generally into the

pattern of beliefs and practices regarding sickness with the exception

that intrinsically, pregnancy and delivery are not considered patho-

logical processes. Pregnancy is considered to be a perilous state,

requiring attention to certain taboos and recommended behaviors which

may be sufficient to prevent a disorder or affliction from occurring.

Should a complication arise, it is viewed within the general context

of sickness causation, and would usually be attributed to witchcraft

by the unborn child.

The possibility of witchcraft as a causative factor, then, was

found to influence the actions of parturients, their families, and

birth attendants in selecting therapeutic options in that a specialist

in obstetrical complications was expected to possess an armamentarium

designed to confront witchcraft in a delivery setting. Similarly, the

preference for solitary delivery was found to be associated with

witchcraft beliefs. The parturient who delivered alone maintained

flexibility of options--if signs of a witch birth were manifest at a

delivery, she might alter those signs if she chose to keep the child

and risk the presence of a possible with who would harm his patrilineal

kin, or she might choose to destroy the witch baby. A woman who

attempted to deliver alone but experienced difficulties and called an

indigenous matrone to assist her could enlist the matrone's advice,

cooperation and aid in either decision which she selected.

Contrastingly, a national health maternity clinic delivery,

presided over by a government nurse-midwife, eliminates a parturient's

flexibility of options in diagnosing and coping with a witch baby, due
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to the fact that Obstetrical procedures at clinics inhibit identifica-

tion of witches and the public nature of the setting constrains

infanticide. In sum, beliefs and practices regarding witchcraft were

found to be of fundamental significance to Bariba and the cosmological

implications of birth as an event were determined to have a significant

influence on decisions to select a particular type Of birth assistance.

The Bariba data, then, supported the hypotheses in the category

"Features of the Disorder" which proposed that:

(1) Clients will select a practitioner or service on the basis of the

definition of the problem to be treated and correspondingly, on the

basis of decisions regarding the type of practitioner most competent

to deal with the disorder as diagnosed; and

(2) Where a shared definition of the problem is absent, a service

cannot offer care addressing the perceived needs of the population

and will not be a preferred choice to a majority of prospective clients.

Features of the Decision-Making_Process
 

A second category of hypotheses which was examined dealt with

"Features of the Decision—Making Process." One hypothesis included in

this category related to the above discussion on the cultural context

of therapeutic choice in suggesting that women's choice of obstetrical

care is the outcome of cultural expectations, past experiences, and

existing alternatives. A second proposed that the domain of reproduc-

tion represents the primary arena in which women control decision-

making.
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The data on status of women and on beliefs and practices

regarding reproduction in Bariba society supported these propositions,

indicating that paramount importance is attributed to fertility and

that concomitantly, conception and birth are affirmed as events of

primary value. The fact that the Bariba language includes three words

for vagina was noted, illustrating the significance of the vaginal

passage in relation to reproductive processes. The roles of the

specialists who deal with these processes is correspondingly valued;

in particular, the sterility specialist and the matrone, both of whom

make it possible to produce life, were found to receive great esteem.

Throughout the discussion of reproduction, the status of Bariba

women was assumed to be of critical significance because in Bariba

society, as throughout rural Africa, reproduction is a domain Of

particular concern to women. In general women's goals were presumed

to be defined by their position in society and the goals of Bariba

women regarding reproduction were found to derive from their status

in Bariba society.

A consideration of social stratification in Bariba society

suggested that a clear demarcation exists between the "domestic" and

the "public" domains. The affairs of women are largely restricted to

the domestic sphere, to which their decision-making authority is

correspondingly relegated. Constrastingly, men control the public

domain, including monopoly of extra-domestic political and economic

decisions. WOmen were found to perform necessary functions in

agriculture but do not hold decision-making positions; they were almost

totally devoid of formal political power in Bariba feudal society;
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their prestige in the household is greatly derived from that of their

husband, and according to ideal, their verbal and behavioral initiative

in the household is restricted when the husband is present. However,

in contrast to their limited range of authority in the public domain,

women have dominant responsibility in the domain of reproduction and

it is within this domain that a woman is most likely to succeed in

enhancing her position.

The arena of reproduction carries a twofold potential for a

woman to enhance her prestige. First, a necessary route to achieving

any position of respect and influence for a woman is to be a "mother of

children," especially sons. Thus a primary goal for most women is to

become pregnant and safely deliver healthy children. This goal, is

shared by men and women, but its achievement is largely the responsi-

bility of women, whether via self-management of pregnancy and delivery,

through communications with other women of reproductive age, or via

counsel, diagnosis and treatment from elderly female specialists.

Correspondingly, professional specialization in reproductive disorders

provides one of the rare avenues for women to transcend sex as a

category and to achieve fame which might surpass regional limits.

In considering women's decisions to select a type of birth

setting and obstetrical assistance, it becomes evident that a Bariba

woman who decides to deliver in the District Maternity Clinic is fore-

going control of a customary domain of female responsibility. For

example, a home delivery, whether assisted or solitary, generally

remains the complete responsibility of the household women. If those

who become involved choose to request assistance from a specialist,
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that choice is also their prerogative. If, however, a woman is contem-

plating a national health service delivery, she must, under most

circumstances, ask permission from the male head of household.

Starting with the decision to select this type of assistance, then, a

woman's realm of responsibility and authority is diminished. In

addition, women perceive that their control of the delivery situation

is weakened in many respects--by definition, a woman who selects the

maternity option cannot deliver alone and has relinquished her

flexibility regarding the fate of the child; she has lost her authority

to request and then accept or reject treatment offered by a matrone;

and she loses the opportunity to enhance her status by demonstrating

courage as manifest by one of the few means available to women--the

solitary delivery.

MOreover, the selection of a clinic delivery removes "birth"

from the context of a female specialization-~in some instances a male

nurse may supervise the delivery and the government nurse-midwife,

although she is a female practitioner, is not perceived as occupying

a role parallel to that of the Bariba matrone. Thus although great

respect is attached to the role of matrone, this respect is not

transferred to that of nurse-midwife. The nurse-midwife's functions

lie outside the Bariba reproductive complex which incorporates

meanings, beliefs, and practices associated with professional speciali-

zation in Bariba society, with sex roles, and with witchcraft as a

causative agent of misfortune. Rather, a Bariba woman from Pehunko

who delivers in the Kouande clinic is entering a domain which signifies
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the presence of the national government, of foreign authority, cash

incomes, and bureaucratic procedures, in which midwifery is a narrow

technical speciality and client and practitioner do not share concepts

of the implications of reproduction.

Features of the Practitioner
 

Thus cultural expectations held by Bariba women regarding the

midwife as a particular type of practitioner were found to be signifi-

cant influences affecting selection of birth assistance. Correspond—

ingly, the data supported the hypotheses proposed in the category

"Features of Practitioners" which stated:

(1) Clients will select a practitioner based on the degree Of homophily

(similarity in attributes) between themselves and the practitioner.

Absence of homophily is considered to operate as a constraint to clients

evaluating the desirability of alternative Obstetrical assistance; and

(2) Choice of practitioner will be related to role expectations held by

clients regarding attributes, techniques and practices characteristic

of a competent midwife.

In this study, Bariba women as clients, and matrones were found

to be homophilous in that they share concepts of sickness causation and

expectations regarding diagnosis, delivery goals, and midwifery

techniques and practices. To her clients, the matrone is perceived as

competent because she demonstrates attributes which fall within an

acceptable range. Additionally, clients and matrones share expectations

with respect to appropriate behavior for a parturient and regarding

client-practitioner interactions.
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A review of the sociological and career attributes of matrones

indicated that they shared characteristics, among which were:

a) midwifery was a part-time specialty

b) midwives learned by apprenticeship

c) most midwives were animist, with no formal education

d) all were over 40 years of age; all except one was menopausal

at her first unsupervised delivery

e) all had been married at least once

f) all had at least two pregnancies and at least two living

children

g) approximately 71% were wives of peasants

The significance of these characteristics became especially

evident when comparing the typical government midwife to the matrone.

The government midwife is likely to be non-Bariba, with secondary

school education; until recently, she was most likely to be a southerner

transferred to work in the north. She probably did not understand

Bariba and was in her early twenties. Midwifery is a full-time,

salaried job, placing the midwife in the category of civil servant.

If married, most midwives live without their families; when married,

their spouses are usually other civil servants. The midwives usually

have no or few children, are literate, learned medicine in school, and

are Catholic or Protestant.

Matrones and nurse-midwives differ greatly in their approach to

treatment procedures and client-practitioner relationships. With regard

to differences in responsibility and authority, for example, the nurse-

midwife clearly pre-empts control of the situation, whereas the matrone
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gives advice but her position is one of support, not dominance. The

matrone speaks the same language as her patients, probably resembles

their mothers or grandmothers, and shares the same sort of educational

background, household organization, and marital status. Contrastingly,

the nurse-midwife tends to emphasize the distinction between herself

as an educated, (southern), salaried, government employee and her

northern, uneducated, rural non-French-speaking clientele. In sum,

perceptions of the status characteristics of nurse-midwives and the

absence of shared expectations among nursedmidwives and prospective

clients regarding appropriate role behavior, differing concepts of

causation of obstetrical complications and of appropriate midwifery

practices serve to constrain prospective clinic patients from utilizing

the clinic alternative.

Features of Clients Seeking Obstetrical Care

The data presented in this study have indicated that the vast

majority of women in the District of Kouande prefer home deliveries,

either unassisted or assisted by a matrone, rather than deliveries in

a national health clinic. There is, however, a regular and slowly

increasing clientele who patronize the district maternity clinic. This

clientele was found to consist largely of women who resided within a

two-kilometer radius of the clinic, who were wives of civil servants,

wives of wealthy traders, and wives of men in "modern" occupations.

Wives of peasants represented the lowest percentage of clinic patrons,

in proportion to their representation in the population.
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The data, then, supported the hypothesis set forth under

"Features of Clients Seeking Obstetrical Care" which suggested that

social characteristics such as education and occupation are related to

preferences for obstetrical setting and type of assistance. The

assumption that decisions are based on availability of information was

also supported, as it became evident that women's access to information

regarding national health service maternity care varied with urban or

rural residence (distance from the maternity clinic) and with socio-

economic status. Thus wives of civil servants had more access to

information and received more complete and accurate information

regarding clinic treatment procedures, bureaucratic measures associated

with clinic use, and expected behavior for both patients and clinic

personnel.

The lack of full access to information for much of the rural

population was found to affect clinic utilization in that although

national health clinics opened in the Kouande region perhaps 25 years

ago, the clinics are still perceived by rural Bariba as "situations of

uncertainty." Inadequate information, then, is one factor which leads

many Bariba to consider the likelihood of outcome in a clinic delivery

as unfathomable, in contrast to a home delivery, which represents a

known quantity. This perception of uncertainty therefore acts as a

constraint on women considering a clinic delivery.

In considering clinic utilization in contrast to the preferred

birth practices of the majority of the population, the factors of

central importance might be categorized as (l) role modeling and (2)

boundary maintenance behavior. The significance of role modeling
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derives from the fact that initially, the core of the clientele of the

Kouande Maternity Clinic was drawn from among southern civil servants

who had been transferred north. These civil servants came from

southern urban areas, were educated, and had experience with cosmo-

politan medical care which has longer history and is both more

accessible and more heavily utilized in the south than in the north.

In addition to this category of clinic clients, employees of Catholic

and Protestant missionaries were encouraged by their employers to

utilize the clinic. It seems, then, that this original clinic clientele

served as a source of new information and an example of innovative

behavior to populations in the Kouande locale.

Moreover, reports of successful obstetrical interventions in

cases given up by local matrones and transferred to the clinic (some-

times at the urging of expatriates such as priests, nuns, or agri-

cultural advisors) provided an alternative perspective to prospective

clients who viewed clinic utilization as incomprehensible behavior.

Thus as Barth suggested, people's allocations of time and resources

are determined by " . . . the pay-offs that they hope to obtain and

their most adequate bases for predicting these pay-offs are found in

their previous experience or in that of others in their community"

(1967: 668). People may make mistakes in evaluation but learn as they

judge outcomes of alternatives, through experience. Correspondingly,

Bariba acquired and continue to acquire new information and new bases

for assessing the function, benefits, and detriments of clinic

deliveries from a core of clinic patrons, originally "foreigners,' who

served as role models.
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A second factor cited as significant in explaining clinic

utilization was boundary maintenance behavior. Civil servants' wives,

when questioned as to why they delivered in a clinic rather than at

home invariably responded flatly that "civil servants use clinics;

we don't have babies at home." To civil servants, especially

southerners from an urban background who have been transferred to

positions in the rural north, utilization of national health services

("modern medicine") differentiates the educated urban elite from the

uneducated rural population (cf. Foster 1973; Eramus 1977).

Similarly, civil servants have historically been identified by

northerners as foreigners and further, as members of the elite, linked

with the national government. Institutions such as the maternity clinic

were equally associated with the national government, southerners, and

the elite. Thus rural Bariba (as well as members of other ethnic groups

in the region) have maintained the distinction between "Bariba" and

foreigners by get_patronizing the clinic. However, the increasing

presence of the national government in the Bariba region in aspects of

life such as cultivation, marketing, ideological orientation, enforce-

ment of compulsory education requirements, immunization campaigns and

military training seems to portend a blurring of the boundaries between

Bariba and non-Bariba and northerners versus southerners. It seems

also that Bariba with aspirations to upward mobility, such as wealthy

traders, are adopting patterns of "civil servant" behavior as a means

of redefining their status and attempting to enhance their prestige.

Similarly, Foster has stated that "the prestige factor often outweighs

other motivations in leading people to new habits" (1973: 157).
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One might argue, then, that increasing clinic utilization by traders

and peasants is a precursor to the breakdown of boundary maintenance

behavior and represents a facet of the process of national integration.

Features of the MOdel
 

Reviewing the goals of Bariba women at delivery, one finds that

the goals of a farmer's wife in Pehunko and a trader's wife in Kouande

might be defined as follows:

  

Farmer's Wife Trader's Wife

live mother and baby live mother and baby

witchcraft control aspirations to upward mobility

manifestation of high standards prestige associated with 'civil

of female behavior servant' behavior

minimization of infrastructural minimization of infrastructural

costs costs

Selection of birth assistance and utilization of a type of health

service derive from attempts to achieve the above sets of goals as

fully as possible.

Thus far a set of factors has been shown to influence women's

obstetrical care choices. These factors might be conceptualized as

monetary and nonemonetary constraints and incentives, which might be

diagramatically represented as is shown in Figure 7. Either monetary

or non-monetary costs may act as the determining factors in obstetrical

care decision-making. However, it is important to emphasize the

critical effect of monetary costs, and constraints related to the

health infrastructure, such as transportation, fees, support services

for maternity patients, and home obligations. Thus a woman who is

considering delivery in the Kouande clinic must have transportation at

the appropriate time, money to pay for the transport, relatives nearby
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to feed her while she is staying at the clinic, and someone to under-

take home responsibilities during her absence. In many cases, such

factors may render the utilization of the clinic not a real choice.
 

 

  

  

    

Factors

Perceptions/Meanings

Role Expectations

Location Costs

Service Costs

Embarrassment

Choice Non—Monetary Insults

Costs Waiting

Discomfort

Comprehension

Control

Desperation

Socioeconomic Status

 

Monetary Choice

Costs

 

FIGURE 7.--Monetary and Non—Monetary Cost Factors Affecting Choice

One must also ask, if no structural factors or monetary costs

inhibited utilization, or if the infrastructure facilitated utilization,

would women exploit maternity services? The answer evident in this

discussion is that many would not, in part due to a variety of

conflicting values which may be called into consideration in selecting

birth assistance. Among these are modesty, courage, competence

credibility, familiarity, and prestige aspirations. Which values will

dominate may depend on the situation. For example, the husband's

status may outweigh the wife's desire for privacy. Depending on the

sanctions the woman may fear if she disregards her husband's prefer-

ences, his may be the deciding influence. Contrastingly, even in the

event that the husband desires a maternity delivery, if the woman has

returned to stay with her own family, the option of her relatives,

particularly elderly women, may be decisive.
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The data suggest that at least three types of factors operate

in the selection of birth assistance. These include:

(1) social infrastructural factors

(2) personal costs

(3) values and other non-monetary costs

This set of factors was found to interact to facilitate or inhibit

choice of a maternity care option. Thus:

 

 

NO CHOICE (—-——-—-) Social Infrastructure (, 9) CHOICE

Personal Cost

OPTION REFUSAL é——-) Non-Monetary Costs ( 9 OPTION

(Values)

Unfortunately, the data do not offer sufficient evident to

enable weighing these factors, except in indicating extremes. The

factors should not be regarded with a higher degree of specificity

than is warranted by people's decision-making process, in which the

outcome is rarely due to a discrete element. One can say, though,

that any factor may prohibit utilization and negate the possibility

of a real choice. Mbreover, where all factors operate together,

whether to facilitate or inhibit utilization, the odds are that the

decision is predictable. Thus a woman with little cash income

available, living in Guilmaro (29 kilometers journey from Kouande, no

regular transport) who has always delivered alone, is very unlikely to

choose the maternity clinic except in the event of an emergency

evacuation, whereas a rich trader's wife or wife Of a civil servant

living one kilometer from the clinic is most likely to do so.
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In the intermediate range, where there appears to be no cluster

of high monetary costs, nor relative absence of such costs, it is

difficult to predict choices. The problem which arises was suggested

to be that as the comparative differences in benefits and costs

narrows between alternatives, it becomes progressively more difficult

to predict which choice will be preferred; thus where there seems to be

little to recommend one choice over another, individuals may seem to

be choosing at random, by whimsy, or due to the greater visibility of

one alternative at a critical moment. It may, then, be inherently

impossible to predict behavior in this middle range.

Finally, this study has shown that Bariba assess the quality

of care available to them from alternative maternity care options.

One facet of this assessment involves interpretation of empirical

evidence of mortality associated with clinic deliveries. The high

maternal mortality rate in the provincial hospital was shown to have

affected Bariba evaluations of the benefits of birth assistance from

national health services. Government health personnel argue that the

high mortality rate is in part due to inappropriate use of services by

clients. Thus parturients arrive at a hospital after several days of

labor and following treatments by indigenous matrones and are more

likely to die due to debilitation than had they arrived at the onset

of labor. Nonetheless, a consideration of the treatment available at

national health services in the Atakora Province in general and in

Kouande in particular suggests that Bariba are correct in concluding

that in many instances, they are not likely to receive effective care

at a clinic. A significant shift from home deliveries to clinic
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deliveries may therefore depend in part on an improvement in the

effectiveness of care, ranging from assurance of the availibility of

competent personnel, adequate equipment and drugs, to modifications in

style of treatment, in order to convince prospective patrons of the

sensibility of choosing this alternative.

The Cross-Cultural Study of Midwifery
 

In the preceding discussion of the results of this research I

have sought to both provide original data and a perspective lacking

in the existing literature on the cross-cultural study of midwifery.

The literature on utilization of health services was shown to have

offered primarily single factor explanations for health-seeking

behavior. These hypotheses provide only partial interpretations of

the alternative utilization of health services. With the exception

of Janzen (1978), researchers have not focused on the evaluation of

therapeutic Options by decision-makers. Similarly, a review of the

midwifery literature indicated that the topic of women's choices of

alternatives for obstetrical assistance has received little attention.

The cross-cultural study of midwifery was shown to heavily comprise

superficial descriptions Of status characteristics of midwives, and

to lack reports of first-hand observations of deliveries and midwifery

techniques and practices. Contrastingly, I suggested that a more

productive approach to the study of midwifery would include an analysis

of midwifery more fully presented in sociocultural context and would

consider birth as both a biological and a sociocultural phenomenon

(cf. Jordan 1978).



 

361

In attempting to respond to some of the deficiencies in the

literature, this research focused on a population having options to

use indigenous and cosmopolitan obstetrical services. The research

demonstrated that a single factor hypothesis was insufficient to

explain birth practices among Bariba women. Rather, the study

delineated a set of factors which influenced women's selection of

obstetrical assistance. To the extent possible, Bariba birth was

discussed as a physiological/sociocultural event. Thus material on

sociological and career attributes of midwives was provided with the

intent to provide data for comparative purposes but also in order to

present the role of the Bariba midwife in the larger context of the

role of women in Bariba society, and Bariba midwifery in the context

Of a professional specialization available to women. Correspondingly,

the study of Bariba obstetrics provided reports of observed deliveries

both in order to further the comparative investigation of midwifery

techniques and practices as a response to the biological concomitants

of delivery, and in order to Offer a consideration of indigenous

obstetrics in relation to Bariba concepts of cosmology.

This study, then, was intended to augment existing literature

focusing on cross-cultural obstetrics, health care decision-making, and

the status Of women. Specifically, this research was designed to

supplement scant data on health service utilization in the People's

Republic of Benin and to provide an in-depth study of the comprehensive

role of the indigenous midwife in offering reproductive counseling and

treatment, and prenatal and neonatal care both in Benin and in West

Africa in general. Such data were presumed to be valuable both in
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supplementing information on beliefs and practices surrounding health-

seeking behavior in Africa, and in contributing to planning of maternal

and child health services which meet the needs of rural African

populations.
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DEMOGRAPHIC DATA

TABLE 31.--Age Structure of Pehunko According to Census*

 

Neighborhood 16—20 21-25 26-30 A§If35 36-40 41+ Total

Sinawararou 18 12 15 12 19 12 88

Pehunko Center 10 16 33 14 10 8 91

Gbankerou O 1 2 0 3 l 7

Tance 1 2 5 l 4 3 16

Total # 29 31 55 27 36 24 202

% 14 15 27 l3 18 12

compared to

Age Structure of Survey of WOmen of Reproductive Age**

 

Ages

16—20 21—25 26-30 31-35 36-40 41+ Total

Total # 15 26 26 l9 19 15 120

% 13 22 22 l6 l6 l3

 

* I am grateful to Harry Raulet for assisting me with the analysis of

this demographic data.

** The age structure of the sample of women of reproductive age is

comparable to that of women in Pehunko as officially listed in the

census except in the categories of women aged 21-25 and 26-30. However,

taking those two categories in aggregate, assuming ages 21—30 as a prime

childbearing period, the discrepancy diminished (village = 42%;

sample = 44%).
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TABLE 32.—-Official Census and Research Sample

 

 

# Households Mean Size S.D.

Official Census 60 14.96 15.70

Research Sample 79 14.36 8.45

 

TABLE 33.--Proportion of Live Births Ending in Infant or Child Death

Age at Interview* # Interviews Livebirths Ending in Death

#deceased #live births

 

 

 

 

 

 

 

15—20 15 2 17 12

21-25 26 9 47 19

26-30 26 17 89 19

31-35 19 22 87 25

36-40 19 35 122 29

41+ 15 37 108 34

Totals 120 122 470 26

Other Pertinent Data:

Total Number of Pregnancies of Sample 520

Pregnancy Wastage, including stillbirths 50

Mean Number of Pregnancies 8

Mean Number of Live Births 7

* Age structure of sample closely reflects actual age structure of

village; see table 31.
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FEMALE CIRCUMCISION SONGS

I.

Biibe yoriyo surkpg wori basiyo surukpe

(no glutinous sauce together with "that which hurts")

Mun2>nu basiyo suruke ka samtunsun5 surukpe

(no tree with red flowers/with that which hurts/ . . .with non-

glutinous sauce . . . is good)

II.

BEsEsa kara bee goo somburu siare

(we never congratulate anyone for working: interpreted as-—

circumcisers don't congratulate others because they do so well

themselves)

Bo gogube goo n bu bwiyare

(no one hits a wound: interpreted as--

don't seek quarrels)

Baru woo gogube goo baro karare

(a pushing person pushes someone)

BEsesa Doh waworu Sara yio

(we have confidence in the Land Chief of Doh; from the Circumision

Song of the Village of Doh)

III. (also sung at marriages and at the death of a hunter)

mokpebwfibwfira makpe

(fermented corn paste is poverty)

An gu tausun3'benum ma

(if you die in war it is because of fear)

An gu yebu sonu yikura

(if you die while making yam mounds it is laziness)
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BEnum ma saka HS: 333 wa wall:

(fear makes a bad mood)

Yikura sa ka n3) 5:: wa gb'a' me

(it is laziness which makes us grimace)
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FOOTNOTES

1The concept of "hierarchy of resort" was developed by

Romanucci-Ross, 1969.

2This research project was funded by:

HEW Fulbright-Hays Doctoral Dissertation Research Abroad Program

The Ford-Rockefeller Population Policy Program

The National Science Foundation

Social Science Research Council

3Accurate demographic data are unavailable for the District of

Kouande. However, the district population is estimated at approximately

18,000. Given a crude birth rate of about 50, one would expect 800-900

births per year in the district. This would suggest that from 25% to

30% of district deliveries occurred in the maternity clinic. However,

it seems probable that the district population is greatly under-

estimated. MOreover, use of the clinic is heavily limited to the

district seat. It would be unwarranted, then, to conclude that 25% of

the women in the district utilize the maternity clinic for deliveries.

A more conclusive estimation of clinic utilization will be possible

subsequent to the United Nations census currently in progress.

4"Civil servant" in the context of this discussion refers to

public sector employees (those paid by the national government); this

category includes all government administrators and personnel,'such as

Ministry officials working both at the national and local levels;

bank employees; post employees; and all health personnel including

nurses and nurse-midwives who are trained in national schools in the

capitol and posted throughout the country by the Ministry of Health.

The Civil Service also includes the Agriculture Service, including

local officials such as village-level extension agents and sub-district

extension Officers.

P.R. Benin (Dahomey until 1974) has long been noted for the

disprOportionate percentage of its budget allocated to the public

sector. Thus in 1970, 80% of the national revenues went towards

salaries of civil servants and 'agents of the state,‘ who numbered

approximately 29,000 in a population estimated at 2.9 million.

(Survey of African Economics, Vol. 3, International Monetary Fund.

washington: 1970).

In order to understand the position of civil servants in a

northern district such as Kouande (and in the province of the Atakora

as a whole), it is necessary to recognize that during the colonial
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period, the French presence was oriented towards the south of the

country (Ronen 1975: 37, 64). Compared with other French colonies,

there was a great interest in education in Dahomey and the country

later acquired fame because of its intellectuals, who served in the

colonial administration throughout French West Africa (Ronen: 65).

However, there has always been a significantly unequal distribution

in school attendance between the north and south, a reflection of a

general social, cultural and political dichotomy between northern and

southern regions. Thus in 1949 about 32,000 children attended school

in Dahomey of whom about 2,900 were from northern ethnic groups. Even

in the north, 90% of the students were from the south. This in turn

has resulted in a situation where the majority of civil servants have

been southerners and correspondingly, it is southerners who represent

the salaried elite of the country (although this situation is changing

as more efforts are made by the national government to provide

educational opportunities to northerners and to enforce compulsory

education requirements).

Civil servants, then, have traditionally been considered

foreigners by northerners. As Ronen states in discussing southern

teachers, a southern official was rejected by northern populations

because " . . . he belonged, together with Europeans, to a different

race . . . .A similar attitude existed on the part of the southerners

toward their northern 'compatriots . . . ." (67). This situation has

affected utilization of health facilities and maternity clinics in

particular in that health personnel, as southerners, have traditionally

been perceived both as "foreigners" and as members of the elite and

were rarely integrated into local society. This situation has been

modified somewhat in recent years in the Kouande area as southern

officials married Bariba women, and as the national government presence

has become more evident in all aspects of Bariba life (e.g., agricul-

tural operations, marketing, "ideological orientation sessions,"

compulsory education, literacy campaigns, immunization campaigns, and

so forth).

 

5"Bariba" is a Europeanized term possibly derived from the

Yoruba name "Barba" used to refer to the population who call themselves

Baat nu (plural Baatymbu)(Lombard 1965: 43). writers such as Lombard

(1965) and Baldus (1974) have referred to the Baat mbu as Baat mba,

however here I am adopting the plural baat'mbu as cited by the National

Dahomean Commission for Linguistics, Publications No. 2 and No. 4.

In this discussion I am using the term Bariba when referring to

the Baat mbu because it is the term currently utilized by the government

of the People's Republic of Benin and in Nigeria are best known in the

literature.

61 am grateful to Dr. William Derman for comments regarding

constraints which affect real choices by decision~makers.
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7A qualification to this statement is necessary: I found that

many people recognized the Bariba name of the plants and other botani-

cals recommended for treatment of obstetrical complications. Often

people were not aware that the item in question could be used for

obstetrical care, but did know of other uses for it. This was generally

the case for botanicals other than for obstetrical care--the same item

was utilized for different purposes by differing people, although some

plants or barks were widely known for one particular cure. Therefore,

although I can say that some medicinal preparations seemed to be used

only for the purpose recommended by a midwife, probably other

individuals would recognize at least a component of the preparation as

useful for other disorders. I should add that most midwives were

adamant that the medicine prescribed would only be effective for the

function indicated. For example, I assumed that a medicine which

would accelerate labor would act (or be presumed to act) by increasing

or strengthening contractions. I expected that the same medicine, by

producing the same effect would also expel the placenta or possibly,

provoke an abortion. The midwives denied that one medicine would be

effective to accomplish different purposes (i.e., placenta, delivery of

fetus, expulsion of fetus) and that each medicine had its own identity

and function.

8"His spiritual power which authorized him to manipulate the

most dangerous natural element, fire, and to fabricate all the instru-

ments which had power of life--agricultural tools--as well as of death

--arms." (My translation)

9"Each attitude of daily life tended always to specify a status

and there was no contact between individuals which was not, first of

all, for one, recognition of his hierarchical inferiority, if not his

dependency . " (My translation)

101a a discussion of formal political positions such as this, it

is useful to note Lebeuf's comment that "In all the political systems

which have either one or two women at the top of the hierarchy, these

women belong to a very respected group drawn from a social class which

already confers on them, even before they occupy their special roles,

rights and privileges which are in marked contrast to those of the rest

of the female population" (1960: 9).

11"Potters, midwives, initiates (of spirit cults) and above all,

cult priestesses had an influence which often surpassed the limits of

the village or even the region, and certain reputations might spread

throughout the Bariba country, by the intermediary of the praise-

singers." (My translation)

121m this discussion, power and authority are defined following

M.G. Smith: "Authority is, in the abstract, the right to make a partic-

ular decision and to command obedience . . . Power . . . is the ability

to act effectively on persons or things, to make or secure favourable

decisions which are not of right allocated to the individuals or their

roles" (quoted in Rosaldo and Lamphere 1974: 21).
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13The reasons why no market women's associations exist in the

rural Bariba region are not germane to this discussion. However, it is

interesting to note that in Leis' discussion of Ijaw women's associa-

tions, she suggests that women's associations are most likely to be

found where certain conditions are present. These include: patri-

locality, patriliny, polygyny, permanent villages, a market system, and

economic independence among women derived from.the trade and market

complex. Other factors such as diffuse loyalties of both sexes, or

situations where women are strongly oriented towards their own kin,

may inhibit the develOpment of non-kin-based women's associations

(Leis 1974). All the conditions favorable to association formation are

present in Bariba society. Possibly among rural Bariba women, the lack

Of organization results from women's orientation towards their own

paternal and maternal kin ("a woman is always a stranger in her

husband's house"); a sparse population in the region in spite of

permanent villages; difficulties in transportation and communication.

The fact that most women, operating as individuals, engage in petty

trade and do not amass a large capital may also be a factor.

14It is evident that all professional specialization,

especially that concerning fecundity and birth, supplemented the

prestige and strengthened the special status of women.

15Correspondingly, the curse of sterility is evident in the

burial procedures for a person who dies without offspring. Such a

person is beaten in the area of the lower back and buried facing west,

the direction of sorrow and obscurity, in the hope that such a grave

misfortune will never afflict others in the society. In a sense,

burial of a barren person is comparable to excommunication—-the cursed

individual is banished from the community of the healthy and the

blessed and deemed no longer to exist.

16In an encounter between two women of the same village, a

typical exchange of greetings might be as follows:

  

 

 

 

lst woman f bake greetings second daughter

2nd woman f '12 greetings first daughter

lst woman f sesi greetings clan name

2nd woman mm acknowledgement

lst woman f kpagnero greetings aristocratic name

2nd woman mm acknowledgement

Here one sees the progression of: rank among children, origin of birth,

and clan affiliation. The clan name "Sesi" merely indicates an

aristocratic clan.

17Men are rarely present at births but in dangerous deliveries,

if witchcraft is suspected, a powerful male healer (generalist) may be

called.



 ..——-‘.____- .._- ..._ .. ._-,., ,
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18For this computation, it was assumed that when asked for

"number of pregnancies," matrones reported live births. Matrones

contrasted with non-matrones as follows:

Women over age 40

Deceased children
 

Live births = 344

A

Midwives (all 40+)

Deceased children = 24%
 

Live births

19In Bariba society, the father's sister/brother's daughter

relationship is traditionally one of respect and awe in that the

father's sister's curse can result in sterility. However, the father's

sister may be present at the delivery perhaps because her power to

curse is balanced by her power to bless and to allow fertility of her

brother's daughter whereas there is a taboo against parturient's mother

being present at the delivery particularly for the delivery of

daughter's first child. This taboo might be explained in terms of the

"social equivalence" of mothers and daughters and the idea that same

sex offspring are inherently replacements for their parents. Thus the

childbearing activity of a mother's own offspring in the death knell

for the mother and her generation and the parturient's own mother must

avoid viewing her own replacement in the act of giving birth. The

vagina may be perceived as the symbol of the production of children and

the quintessence of the social identity of a woman and correspondingly,

the parturient's mother must not look upon her daughter's vagina in the

very act of reproducing. (Based on personal communication with

Dr. Robert McKinley.)

20Cults were in very low profile during the research period due

to government restrictions on their functioning (see chapter 1) which

restricted data collection on such topics as internal organization of

cults and cult politics.

21 See Paul and Paul 1975 on the Mayan midwife who interprets

occult signs such as wealth, sorcery, witchcraft, rainmaker. The

latter's role is more ritualized than that Of the Bariba matrone who

is limited to identifying the problem and protecting the mother. The

divine call and relationship between spirit possession and midwifery

among Bariba indicate another similarity between Bariba and Mayan

midwives; however, although Mayan midwives and Bariba spirit cult

members share certain characteristics, especially the nature of the

initiation, Bariba matrones do not generally undergo such a rigorous

initiation to the practice of midwifery. However, in both cultures,

midwives are called to deal with the occult. Thus the Bariba midwife

risks encountering witchcraft at a delivery, whereas the Mayan midwife

interprets signs of the occult. Unlike Mayan midwives, Bariba are not

obliged to abandon marital responsibilities to practice midwifery,
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although all Bariba midwives had been married or were currently

married. All these characteristics differentiate the matrone from

non-healers, from other women her age, and from younger women who may

become her clients.

22Given the attitude of Bariba women towards childbirth and the

stoicism observed at deliveries, I would suspect that the fact that 60%

of the sample did have someone present indicates a high rate of

complications, rather than a lack of effort in adhering to the ideal.

23It is impossible to Obtain data on numbers of witch babies

actually killed due to the fact that this topic of questioning does

not lend itself to survey research. However, elderly and young

informants alike claim that witch babies are not allowed to live.

Some witch babies, especially babies born with teeth, are an exception

in that they may be given to the Fulbe to raise; these children formerly

constituted a category of slave called mareyobu by Bariba.

The mareyobou (or machube, in Fulfulde) were studied by Baldus

who notes that the belief that the child whose first teech appear in

the upper gums brings disaster, illness and death to its family is a

belief found in other areas of West Africa, for example, among the

Yoruba of eastern Dahomey and Nigeria. Meek reports similar practices

among the Ibo (1937: 290-291). "It seems, however, that nowhere else

was the belief taken as seriously as among the Batomba [Bariba] and

nowhere else did it lead to the same elaboration protective measures"

(Baldus 1974: 361).

 

According to Baldus, the alternative measures taken were to have

the child killed by the gossiko (burial official); to have the child

raised as a slave by the gossiko; or after the pastoral Fulbe moved into

the area in the 18th and early 19th centuries, such children were given

to them to be raised and kept as slaves. These children were fully

integrated into Fulbe family life but never lost the identity of a

dangerous child abandoned by the Batomba. Of these machube, Baldus

writes "Of all slave groups in Borgou with the possible exception of the

gandegibu [who were the property of Bariba aristocrats] the machube

were the most openly exploited as an economic asset" (Baldus 1974: 362).

Similarly, Lombard remarks that these slaves were ranked at the bottom

of the slave hierarchy.

 

24The hospital file of one woman who informed me that she had

tigpiru listed her condition as "giant prolapsed genitals" [French

translation].

The New American Pocket Dictionary defines these terms as
 

follows:

prolapse: the falling of a structure

prolapsed uterus: uterus descends into the vagina and may be visible

at the vaginal orifice
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cystocele: prolapse of the posterior wall of the urinary

bladder into the anterior vaginal wall

rectocele: prolapse of the rectum so that it lies outside

the anus

25
One brief article of interest related to this topic is

Davitz et a1. 1976, on "Suffering As Viewed in Six Different Cultures."

This article reports on a study regarding nurses in six cultures;

nurses were asked to judge the amount of physical pain and psychological

distress patients were experiencing. The study indicates that nurses,

reflecting the cultural system in which they live, vary markedly in

their perceptions regarding patient suffering. For example, Americans

believed Oriental patients felt less pain than patients from other

ethnic backgrounds whereas Oriental nurses believe their Oriental

patients are especially sensitive to physical pain (1297). The

authors note that "These results probably reflect cultural differences

in the relationship between experience and expressive behavior . . . in

the Japanese culture, strong feelings are not necessarily expressed by

overt behavior" (1237).

6An accurate assessment of distance as a factor influencing

clinic utilization requires census data which are not obtainable for

all of the villages cited in the discussion. These data are necessary

in order to determine the ratio of clinic users from each village of

origin to population size of the respective villages. If distance is

an influential factor, the above percentages decrease with distance

from the clinic site. A sample of villages for which population has

been estimated in presented in table

TABLE 34.--Ratio of Clinic Users to Village Size in Relation to Distance

Traveled

Clinic Users Estimated Village

 

Village Distance 1976-77 Population %*

Kouande 0 199 3,100 6.4

Gbeke 6 4 838 0.4

Orou-Kayo 9 8 1,355 0.5

Sekeguru 9 2 834 0.2

Ganikperu 12 0 1,325 0.0

Kabare l4 0 361 0.0

Makru 16 O 502 0.0

Tiku l6 0 1,044 0.0

Niassera l7 1 706 0.1

Niarusu l7 0 631 0.0

Niaro l8 0 532 0.0

IMaka 18 0 421 0.0

Kouba 21 0 759 0.0

Pehunko 37 3 2,114 0.1

Yemasson 59 1 834 0.1
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TABLE 34.--Continued

* Number Users

Village Size

 

The above table indicates that percentages do roughly decrease with

distance. However, I do not have the necessary data to differentiate

distance as a factor from the effect of other factors such as type of

village (e.g., percent of civil servants or traders in the population),

a distinction might, for example, be pertinent in the case of Pehunko.

In general, however, the above findings are not inconsistent with the

hypothesis that distance is at least a contributing factor to the use

pattern described.

27It is difficult to offer definitive conclusions regarding

clinic use without more accurate population data in order to indicate

population growth over the time period in question in relation to

clinic utilization; unfortunately the necessary census data were not

available. This interpretation of clinic utilization is therefore

offered tentatively, taking into account the limitations of the

existing data.
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