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Although efforts to improve the safety of mothers in delivery has long been a
component of international health development efforts, specific interventions
focused on this aspect of maternal and child health intensified in the post—
Alma-Ata era (World Health Organization [WHO], 1978), and particularly with
the realization that a focus on “maternal” health in the primary health care
movement often was overlooked (Rosenfield & Maine, 1985). Renewed efforts
focused specifically on ways to improve maternal and child safety through
prenatal education, postnatal care, early immunization, and integrated devel-
opment programs that tackled economic, infrastructural, and health problems
simultaneously. In the years following these insights, health development pro-
grams have shifted away from general primary health care toward debates
over what “safe delivery” entails and what should be included in the design
and implementation of health care delivery and training interventions to help
mothers “have a safe delivery.” Projects began to focus on the best way to
ensure the safety of mothers, particularly during home deliveries with skilled
birth attendants (WHO, 1992, 1995, 1997, 1999). Debates over the safest form
of delivery, although not completely resolved, spawned a good deal of inquiry
about the resources available to women delivering in rural areas of resource-
poor countries. In fact, exploration into the availability and skill levels of both
traditional (empirical) and trained birth attendants gave rise to a recognition
of the need for more data on the contextual determinants of maternal mortal-
ity in places where safe delivery programs were launched (Midhet, Becker, &
Berendes, 1998), or in places where such programs failed because of insuffi-
cient attention to local cultures and contexts (Kaufert & O’Neil, 1989; Miller,
Sloan, Langer, Winikoff, & Fikree, 2003; Roth Allan, 2002).

Although anthropology offers a rich and plentiful supply of ethnographic
studies on the cultural and behavioral patterns of traditional birth experi-
ences and reproductive safety (Davis-Floyd & Sargent, 1997; Sargent, 1982,
Van Hollen, 2003), and studies of the cultural specificity of women’s repro-
ductive health beliefs are also plentiful (Dogdson & Struthers, 2003; White,
2004), health development programs have yet to adequately utilize these ma-
terials to improve programs in safe delivery. Likewise, with few exceptions,
anthropological and primary Tibetan sources (Chin, 1992; Goldstein & Beall,
1990; Chophel, 1984; Gompo, 2002; Tapkey, 2002a, 2002b; Wiley, 2002) on
pregnancy and childbirth have not been well utilized by health development
programs aimed at Tibetan women. In this article, we report on the findings
of a maternal health development program that sought to use ethnographic
information gathered from rural women in order to develop a birth attendant
training program in rural Tibet (TAR, PRC). We describe and analyze the re-
lationship between Tibetan women’s perceptions of “having a safe delivery”
to perceptions about “having a safe delivery” according to evidence-based
medicine in the West. Our work provides an example of the benefits and
challenges that arise when ethnographic research methods are put to use in
designing and implementing health care interventions.
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BACKGROUND AND PURPOSE OF THE STUDY

In the year 2000, a team of biomedically trained health care providers and an-
thropologists from the United States established a working relationship with
the Health Bureau of the TAR, PRC. This collaborative U.S./TAR team was in-
vited to help strengthen the infrastructure for rural health care for mothers
and newborns. The maternal mortality ratio (MMR) for rural Tibet was re-
ported to be as high as 400-500/100,000 in some areas, and infant mortality
within the first 12 months was reported to be as high as 20%-30% in some
areas.! With funding support from both the NICHD (NIH/NICHD Global Net-
work for Women’s and Children’s Health) and a charitable foundation (One
HEART [Health, Education and Research in Tibet]),? the team established a re-
search and training project that would simultaneously train rural health work-
ers in safe delivery techniques and newborn care, and transfer knowledge of
research skills by way of an evaluation of the effectiveness of the training pro-
gram. A team of Tibetan providers and educators was established and, along
with the U.S.-based clinicians and researchers, formed a Curriculum Devel-
opment Committee (hereafter CC).? The goals of this team were to make sure
that the curriculum used in training health workers was appropriate for the
Tibetan context and that the design of the research and training were Tibetan
oriented. Although the funding for the training project has now shifted away
from NICHD and solely to One HEART, the project continues and already has
achieved many of its initial goals.

Our team initially was assigned to work in four counties in rural Lhasa
Prefecture: Medrogonkar, Taktse, Dulung, and Cheng Guan Chu.* Medro-
gonkar’s county seat is a 2-hour drive outside of Lhasa, the capital of the
TAR, with a population of approximately 40,000, with 8,861 women of repro-
ductive age. Tibetans in this county were counted in government population
records as being 15% nomadic, 70% agropastoralists, and 15% settled farmers.

MThese statistics are based on reporting from both the TAR Health Bureau (2001-2003)
and the Medrogonkar County Health Bureau (2003), as well as independent reporting as part
of One HEART’s midwife training program reporting, monitoring, and evaluation.

20One HEART (Health, Education, and Research in Tibet) was founded in 1999 by Arlene
Samen, RN. For more information on One HEART’s history and ongoing programs, see
www.onehearttibet.org

3In addition to the foreign team (authors above), the committee included biomedi-
cally trained MDs in charge of maternal health from two biomedical hospitals in Lhasa;
biomedicine- and Tibetan medicine-trained doctors from the Tibetan medical hospital
(Mentsikhang); faculty from the Tibetan Medical College; representatives from the Munici-
pal Health Bureau; and the director of maternal and child health at the county hospital in the
Lhasa Prefecture county in which trainings and interventions have been focused.

4After the initial ethnographic phase of this research, it was decided to focus training
efforts on Medrogonkar County only.
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Taktse’s county seat is a 1-hour drive outside of Lhasa, with a population of
25,550, and 6,276 women of reproductive age. Tibetans in this county were
counted in government population records as being 10% herders (nomads or
agropastoralists) and 90% settled farmers. Likewise, Dulung’s county seat is a
1-hour drive outside of Lhasa, with a population of 40,700 and 12,694 women
of reproductive age. Tibetans in this county were counted in government pop-
ulation records as being 15% nomadic, 60% agropastoralist, and 25% settled
farmers. Cheng Guan Chu is periurban, located on the northeastern edge of
Lhasa City, with a population of 44,142, and 13,649 women of reproductive
age. Only approximately 1% of the population were identified as herders,
while 32% were listed as farmers, and 67% of the population were engaged
in wage labor (trade, business, service, etc.).

At the outset of the project, the TAR Health Bureau informed us that
the MMR and infant mortality rates IMR) were high and that the major
causes of death during delivery were postpartum hemorrhage, sepsis, and
obstructed labor. They also told us that up to 90% of women in Medrogonkar
county did not deliver in township clinics or hospitals, despite the fact that
there were rural clinics within a day’s walk from most villages and that
there was a hospital in the county seat, roughly 1-2 hours’ drive on paved
roadways from most township clinics. Given the fact that most of the deaths
during delivery appeared to be preventable with appropriate medical care,
we wondered why more women did not come for deliveries at the township
clinics, or seek out the township or village doctors to assist deliveries at home.
Health Bureau officials told us that the skill level of health workers at rural
clinics and the inadequate transportation systems as well as lack of necessary
surgical equipment at the county hospital were deterrents for women to birth
at facilities. We did not know, however, if these were the reasons women
themselves would give for not coming to the clinics, or asking for assistance
during home deliveries.

In order to develop a training program that would equip rural health
workers with the knowledge and skills they would need to adequately
serve these rural populations, the CC decided that in addition to training
students in appropriate medical techniques or safe delivery, students might
also benefit from learning about what prevents rural women from coming
to the clinics. What, in other words, did rural Tibetan women consider to
be a “safe delivery”? And, how did their beliefs about safe delivery relate to
their reticence, or inability, to access county health care infrastructure? With
this information, we felt the team would be better equipped to incorporate
meaningful health education messages to trainees and help overcome some
of the obstacles preventing women from seeking delivery assistance. Although
the project is ongoing and final evaluations of the impact have yet to be
undertaken, we report on the findings from this preliminary aspect of the
research here, in order to suggest the benefits of ethnographic methods during
the initial stages of health intervention research.
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METHOD

To collect data on rural health beliefs about pregnancy, antenatal care, and
delivery, we mobilized a team of researchers who already were trained in
ethnographic methods and semistructured interview techniques. This team
included four U.S.-trained anthropologists or Tibetologists, who had been
living or working in the TAR for at least 1 year (8 years in one case). Although
some of these team members were fluent in Tibetan language, we also teamed
these researchers with local Tibetan counterparts who were not yet trained in
ethnographic methods. All of the U.S.-trained interviewers were female; one
of the Tibetan counterparts was male. The Tibetans were taught the method of
semistructured interviews and use of a questionnaire for interviews. In most
cases, interviews were conducted in Tibetan with English translation (when
needed). Interviews were then translated into English for coding and analysis
by trained anthropologists.

Sample

Our project had permission to collect information in four counties, represent-
ing a wide range of household size, income, and occupation. Sampling of
village women, therefore, included interviews with nomads, farmers, agropas-
toralists, and women who themselves, or whose husbands, worked as wage
laborers. The sample size was 38 village women (2 = 38) in four counties of
Lhasa Prefecture. The team went house-to-house looking for mothers between
the ages of 18 and 40 in the household. Cohort women were chosen randomly,
as were villages in each county. A small portion of the interviews were con-
ducted at a village clinic among female patients. If women met the eligibility
criteria, they were asked if they were willing to participate. The University
of California, San Francisco, approved the protocol and accepted verbal con-
sent to participate in the research. Although each semistructured interview
using the study questionnaire was conducted with one village woman of re-
productive age, other women also contributed to the overall qualitative data
collected. Often, an attending elder female relative would augment the inter-
viewee’s comments with her own experience and opinions. While we used
the data to enlighten our analysis, we do not include the relatives in our sam-
ple size. Sampling of township, county, and prefecture health care providers
was determined based on their willingness to participate in this study, as well
as by their position within the local health care hierarchy.

Data Collection

Data were collected among village women with the use of an open-ended
questionnaire (Appendix 1). Project anthropologists, in consultation with CC
members and the project PI and co-PI, designed this questionnaire. The aim
of this questionnaire was to elicit the basic set of concerns, concepts, and
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terms used by rural women when talking about safe birth. Some of the inter-
views were tape recorded and later transcribed. In one-on-one conversations,
answers to questions were written down in a combination of English and
Tibetan on questionnaire templates. All interview data were reviewed by the
PI and Co-PL.

Data Analysis

Data were first analyzed on the basis of frequency of recurring answers to
particular questions. After this preliminary analysis, we developed a chart of
beliefs and behaviors (Table 1). We also developed a subsequent question-
naire that focused on the key areas of concern for women during pregnancy,
labor, and delivery. This second questionnaire was administered to another
8 women (n = 8), in order to validate our findings and add to our and the
CC’s ability to use this information in the development of our training program
(Appendix 2). As with much qualitative research, our work was simultaneous,
collecting data and analyzing in an iterative process. We began to see various
concepts that emerged as a core process for rural Tibetan women of “having
a safe delivery.” We expand on this core process in the findings below.

FINDINGS

For nearly all of the Tibetan rural women we interviewed, “having a safe de-
livery” involved doing a variety of things to protect oneself and the unborn
fetus and, later, the newborn, from potential harm. These efforts revolved
around the following key categories: fear of attacks by spirits/demons and
negative health effects of meeting strangers; fear of and taboos against pol-
lution/defilement (grib); injunctions to silence and secrecy; various beliefs
about diet and behavior; and various social and economic obstacles to receiv-
ing hospital care. We will now discuss each of these types of concerns, in turn.

SPIRITS

Many participants stated that the world is inhabited by a variety of spirit
entities. Participants described one type of spirit as deities of the hearth, local
mountains, rivers, rocks, and so on, called sap dak, klu, or tsan, as well as
local village, clan, and household protectors (yul lha, etc.). They described
another category of spirit entities as ghosts, zombies, or demons, who could
be spirits of deceased humans who are literally “in between” the intermediate
state between death and rebirth (bar do), or who are simply inhabitants
of realms that coexist with the human realm and are generally nefarious,
mischievous, and troublesome.® The first type of deity can be recruited to

5See Samuel (1993) and Karmay (1998) for more detailed classifications of these beings,
in relation to Tibetan conceptions of sacred geography.
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protect the natural and social environment or, conversely, they can become
angered by being neglected or offended and cause misfortune ranging from
natural disasters to loss of personal wealth, property, or human life through
sickness. This manifestation of wrath on the part of such spirit entities often
targets the most vulnerable members of a household: newborns and pregnant
women.

The second class of spirits is temperamental and sensitive and their wrath
can unknowingly be provoked. For that reason, participants told us that they
were afraid to travel at night or to places where such spirit entities are said
to roam. Or, if they have to travel to or through those places, they do so
with ample protection from religious amulets, prayers, and blessings from
lamas. Many rural Tibetans in our sample told us that they believe that spirits
can be brought into homes by strangers. The spirits ride “piggy-back” on a
person entering the home, without them knowing it. Where possible in the
contemporary TAR, a family will sometimes employ a religious specialist to
rid the household of unwanted spirits that have arrived on visitors’ backs.
For all of these spirit entities, Tibetans historically relied on the help of
lamas and monks to ensure successful mediation, negotiation, offerings, and
appeasement (cf. Aziz, 1978; Snellgrove & Richardson, 1968/1995; Kapstein,
2000). Within Tibet’s more recent history, Tibetans in the TAR do not rely on
religious figures as much as they used to.

Many participants said that infants are particularly vulnerable to spirit
attacks. They are “closer” to the world of the intermediate state, and so they
carry some insight about the world of spirits they have seen in that state.
For this reason, Tibetans pay close attention to the behaviors of infants when
strangers or visitors come to the home. If the baby cries just before the arrival
of a guest, this can mean that the infant “sees” or intuits the arrival of some
spirit beings. If the baby cries a lot when the guest arrives, this too can be
taken as a sign that the baby’s own “soul” or “essence” (bla) is uncomfortable
with the visitor, for reasons of spiritual incompatibility.® Infants are also the
most likely to become sick because of the action of spirits who are in their
vicinity.

This particular set of beliefs and behaviors and fear of spirit entities often
translates into rural women’s suspicion of delivering in locations where there
are strangers, such as clinics or hospitals. The fact that many people die in
hospitals in rural Tibet, as is true everywhere, also works against perceptions
that rural hospitals or clinics are places where one can go to be healed. Rather,
they are likely to be seen as places that are dangerous because nefarious
spirits associated with sickness and death are there. Fear of spirits riding in
on someone’s back also can be a deterrent to having an outsider come to the
home for delivery.

6See Gerke (2003) on translation of the term bla.
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POLLUTION (grib)

Most Tibetans believe in the existence of pollution (grib, pronounced “teep”),
a form of spiritual contamination.” Grib can be associated with death, the
blood of menstruation and childbirth, and the blood of death (from animals
killed for consumption, for example). Grib also can be concentrated in people
who do polluting work (this can include doctors or midwives). Many Tibetans
articulate the notion of grib as not only the physical presence of polluting
substances (blood, feces, garbage, etc.), but also the moral and spiritual
ramifications of allowing such physical pollution to occur in the first place.
Exposure to grib can weaken one’s physical strength, health, and mental
clarity. It is thought to have an effect on one’s consciousness by way of one’s
own bla, which can be disturbed by the presence of these things.®

Tibetans try to avoid exposure to grib, and if exposed, they undertake
ritual efforts to eliminate it. These rituals involve purification ceremonies
with juniper incense (itself considered medicinal by both laypeople and
practitioners of Tibetan medicine) and prayers. If spirit deities are exposed
to pollution (grib), they too can become offended or vulnerable themselves;
sometimes grib can prompt beneficent spirits and protector deities to flee.
Therefore, domestic domains must be kept clear of such defilement, for fear
of these protectors leaving.

Belief in grib can produce two kinds of behaviors in relation to preg-
nancy and delivery. The first relates to the mother’s efforts to avoid exposing
herself to grib. The second relates to things the mother can do to avoid spread-
ing grib to others during her own delivery, because she is, by way of her own
blood, a source of pollution for her household. According to our study partic-
ipants, a mother will avoid going to places where there are dead persons or
dead animals, such as the homes of butchers or commercial slaughterhouses,
in order to avoid grib. More significantly, hospitals can be identified as places
of death, although not always, as we will see below. A mother will sometimes
deliver outside the living space of the home (in a tent outside the main nomad
tent, in a cowshed or animal barn, or in a part of the house that is not inhabited
by a spirit deity). Tibetans are particularly afraid of frightening away the &/,
a class of serpent spirits that are most specifically associated with the purity of

"This concept is closest to the Hindu concept of jutho or ritual pollution, which some
argue found its way into the Tibetan context by way of the introduction of Buddhism to Tibet
in the seventh century and the subsequent conversions of aspects of pre-Buddhist Tibetan
identity.

8If one perceives that one has been exposed to the harmful effects of grib, it can lead to
disturbances of the humoral systems of the body (rlung, mkbris pa, and badkan—wind, bile,
phlegm) or disappearance of the bla. These outcomes can, in turn, result in sickness. This
connection between the spiritual and material causality of illness, as illustrated through how
grib operates, also points to the ways that Tibetan medicine as well as folk practices aimed
at maintaining individual and collective health and well-being share a moral component. The
causality of illness is never solely biological.
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water and the protection of the hearth, and that will be offended and perhaps
flee if exposed to grib. In some places, a “fence” is constructed around the de-
livering mother, to “contain” the grib that comes with her delivery. This fence
can include actual objects or walls (of a tent, for example), or it can refer to
symbolic boundaries that are constructed with prayers and ritual implements,
and symbolic markers of the home, usually in the form of stones painted in
earthen pigments.? Although not all women deliver in such marked locations,
when they do, these locations tend to be much more physically dirty than
inside the living space. For instance, some women deliver in household stor-
age spaces or animal sheds. From a Western biomedical perspective, women
thus expose themselves to greater possibility of infection, despite their belief
that to keep the family clean or unpolluted that they should birth in an area
in which defilements can be concentrated and contained. This is an exam-
ple of two conflicting views on “having a safe delivery”; although the animal
sheds are “safe” spaces from the perspective of the Tibetan women, from a
biomedical perspective it exposes women to increased risks of intrapartum
or postpartum infection, as well as conditions of discomfort during delivery,
lack of heat, warmth, and access to boiled water.

Finally, nearly all of our informants believed that the blood of childbirth
is polluting. Therefore, they are reluctant to have birth helpers, who might be
harmed by exposure to the blood of childbirth. Likewise, those few individuals
who might be trusted to help at a birth—husbands, mothers-in-law, or other
female relatives—will avoid cleaning the knife or whatever implement is used
to cut the cord until after it has been used. After being exposed to the polluting
effects of birth, it is washed and given a ritual cleansing. But, from a biomedical
perspective, for a “safe delivery,” the implement would be less likely to spread
infection if it were cleaned before being used as well as afterward.

PRIVACY AND SECRECY

Tibetans often hold a wide array of beliefs about the need for, or role of, pri-
vacy and secrecy. The participants frequently mentioned their embarrassment
over discussing anything having to do with reproduction or sexuality. This is
partly because such things are seen as associated with pollution and to talk
openly about these things is almost to bring them into existence and expose
others to their harmful effects. Their shyness also stems from deep-seated sen-
timents about their own vulnerability. If others know things about you, then
that information can be held against you or it can result in jealousy on the part

9The construction of fences with different colored stones placed at the top was intended
as both an indicator to other villagers to not enter the house at that time due to pollution,
and also an indication of whether the child was a boy or a girl (depending on the color
of the stones) and subsequently at what time villagers should visit for the bang sangs, or
purification ritual—2 days after the birth for girls, 3 days afterward for boys in this part of Tibet.
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of other villagers. The latter was particularly true of pregnancies, as revealed
through our research. Tibetan women frequently noted that if other villagers
knew of their pregnancy, then they would be more vulnerable to miscarriage
or a difficult delivery, often as a result of gossip or the jealousy of other village
women. We heard many stories about women who were in extremely difficult
labor for several days, and this often was attributed to the presence of such
jealousy from other village women. Jealousy could come from other women
who did not have children of their own, who lost children of their own, or
who did not possess the gender of child that they preferred (female or male).
Jealousy from others could also, it was sometimes believed, transform a male
neonate into a female.

Associated with the concept of jealousy is the fact that many participants
stated that there were benefits from keeping things secret. Participants told
us they believe that if one anticipates something too much, it can adversely
affect the course of events; therefore, keeping things secret is one way to
prevent negative outcomes. One explanation for this belief is from Tibetan
Buddhist and Tibetan medical ideas concerning the body and health. Tibetans
believe that the three humors of #ung, mkbris pa, and bad kan, glossed as
“wind,” “bile,” and “phlegm” (nyes pa gsum, or “three faults” in the literal
translation), course the body and regulate all physiological functions. Each of
the humors is associated with a “faulty” or “imbalanced” state: desire, hatred,
and ignorance, respectively. The wind humor, associated with desire and
anticipation, regulates all movement in the body (breathe, muscles, fluids,
etc.). Thus, Tibetans believe that if one desires something strongly (such as
anticipating the birth of a child), it can result in imbalances of the humors,
especially if such desires go unfulfilled, agitating the wind humor.!°

Interestingly, Tibetans also believe that the desires of others can also
mobilize a kind of poison that will impact other persons. Thus, it is a
priority for many rural participants to keep the news of their impending
delivery a secret. Participants did not want others to know that they were
pregnant so that they could avoid possible envy and the arousal of desire
in others. Women we interviewed frequently mentioned that although their
pregnancies were obvious to close family members or neighbors (despite
the fact that they would wrap layers of aprons in such a way as to make it
less obvious), in general, this did not lead to family or neighbors “talking”
about the pregnancy or delivery. Participants said they rarely spoke about
their impending deliveries with even a mother or female relative. When such
conversations took place, it was often just to pass basic information to the

0This belief is likely related to Tibetan Buddhist perceptions of the immorality of
attachment. It was considered bad luck and irresponsible to prepare for a child’s arrival,
whether by buying clothes or bedding for it, food supplies, or even choosing a name. The
sentiment here was not simply that one should not prepare for an infant because there was
a great likelihood it could die (not being attached to it), but that too much preparation could
actually put the child at risk.
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mother-to-be, such as, “Have a knife to cut the cord and a string or piece
of cloth to tie it off.” It is very uncommon for Tibetans to prepare for the
arrival of a newborn, or even to purchase clothing or blankets in anticipation
of an impending newborn, for similar reasons. Rather, they only acknowledge
the birth of a child after it has arrived. The typical celebration is a bang gsol
ceremony, usually held within the first 3 weeks of a newborn’s life.

Although these ideas and practices were, for Tibetan mothers, key to
“having a safe delivery,” from a biomedical perspective, they could have
potentially negative impacts on “safe delivery” by preventing prenatal care or
preparation, and preventing other villagers in the community from helping
the mother (with transportation, food, or supplies). All of these factors
increased the likelihood that a mother might be alone during childbirth, “safe”
from spirits and jealousy, but, from a biomedical perspective, an unattended
childbirth is an “unsafe delivery.”

DIET (PREGNANCY AND NEWBORN CARE)

Tibetan beliefs about how to eat well during a pregnancy were constrained by
limited food resources. Nevertheless, we found that many women believed
that a varied diet was best for a pregnant woman, and that although some
foods were scarce (fruits, eggs, vegetables) they would eat them if they could.
Most women told us that it was good for pregnant women to drink broth made
from red meat stock and bones during or after delivery to restore her strength.
They also said it was beneficial to drink warm barley beer (chang) during
pregnancy, for its nutritional benefits. For some women, a healthy amount
was only a few glasses per week, whereas for others a healthy amount was
several glasses per day. For some women, chang was seen as a cleansing or
sterilizing substance, reflecting both a “folk” belief and a connection to Tibetan
medical theory, in which different forms of medicinal alcohols are detailed.
Western biomedicine warns pregnant women to avoid alcohol, however, as
drinking too much may cause fetal alcohol syndrome.

After a child is born, many women feel it is necessary to put butter on
the fontanel in order to protect the child from spirit attacks, and also to put a
pat of butter on the tongue to ensure that the baby would be blessed with
good speech and intelligence. Also, most Tibetan women we interviewed
felt that it was important to feed a child a small amount of butter (mar) or a
prepared mixture of butter and barley flour (rgyud mar or rkan mar) within
the first few days after birth.!'Participants told us this was a way of grounding
the new child in the household, providing a symbolic link to the household

"This practice varied depending on whether the child was born into a primarily nomadic
or primarily farming family; among primarily nomadic families, butter is often given alone,
while in farming communities butter is mixed with fsampa, roasted barley flour. The literal
meanins of this practice vary: rguyd mar literally means “lineage butter,” while rkan mar lit-
erally means “roof of the mouth butter,” indicating the location where this first food is placed.
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into which the child is born, and ensuring good rten "brel, literally an omen
or portent that is the basis for a good, auspicious relationship between this
child and new family members—a “faith relationship” between the newborn
and family members. Although practices surrounding this first feeding vary
significantly culturally across Tibetan areas, the act of such a feeding (whether
with butter and barley flour or only butter) was a consistent part of the
rituals and newborn care described by participants. It is also a practice that is
described in Tibetan medical texts to do with newborn care. In the rgyud bzhi,
or the Four Medical Tantras, that form the basis of Tibetan medical theory, this
act is described in a section devoted to care during the first 3 days of a child’s
life. The meaning of this act of giving a child butter is described as a means of
ensuring the child will have a clear mind and clear, well-developed senses.

For many Tibetans milk products and barley are not merely seen as “nu-
tritional” in a strictly biological sense. They are also symbolically significant:
They are used as ablutions in religious rituals and are evoked through Tibetan
oral and literary tradition as defining elements of Tibetan identity, marking off
the produce of the high Tibetan plateau as distinct from that of lowland Han
China, for instance (cf. Glover, 2003).

As such, feeding the newborn small amounts of butter and barley flour
soon after birth is seen as a key component of “having a safe delivery.” Yet
these efforts to protect the infant and ensure its health and membership in the
family may be in conflict with a “best practices” biomedical approach to new-
born care. Many health development programs advise exclusive breastfeeding
for the first 6 months in rural village settings, to reduce the risk of bacterial
contamination and devastating, often fatal, diarrheal diseases. In view of the
lack of hygiene in most rural households, this early feeding could be seen
as increasing the risk of intestinal infections of newborns. And yet, Tibetan
women are likely to see the deprivation of butter and barley as jeopardizing
their infant’s integration into the spiritual, social, and familial Tibetan life.

WORKLOAD

Although responses to concerns over workload for pregnant and newly
postnatal women varied depending on the status of the family in the village,
region, and livelihood strategies (e.g., nomads, farmers, and agropastoralists),
participants told us that it was often important—or simply necessary—for
women to work right up until the onset of labor. Some stated that heavy
work would ease the delivery by keeping the mother strong, while others said
that heavy work was not appropriate and could lead to complications during
pregnancy, but that light work was appropriate. Some of the Tibetan women
we interviewed also told us that the status of the woman in the family had a
bearing on the perception of the amount of work a woman was expected to
do while pregnant. If the mother lived in her natal community, surrounded
by her natal family or even in her natal home, she was not expected to work
as hard as if she lived with her husband’s family or in her husband’s village.
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Although there is evidence from a biomedical perspective that contin-
uing to engage in some physical work up until delivery can be healthy for
the mother, too much strenuous work might be detrimental to her health. A
particular concern with regard to Tibetan women is the belief that strenu-
ous work in the last months of pregnancy is good, in view of the high rates
of hypertension among Tibetan women. Women with preeclampsia should,
in biomedicine’s view, rest. Most participants did not attend prenatal clinics,
however, and so did not know if they were hypertensive or not.

HOSPITAL/CLINICAL CARE

In many instances, women told us that they did not feel it was good to use
the hospital (or local clinics) for delivery because they were afraid of the
health workers, doctors, or nurses; could not communicate well with them;
or were afraid of the kind of care they would receive once in the hospital or
clinic. We witnessed miscommunication in hospital settings, in which health
workers sometimes assumed that Tibetan village women would not or could
not understand medical language, would be resistant to their advice, and
would need to be spoken to in harsh tones in order to convey the seriousness
of their messages. This was due to different education and social status, but
to villagers, it often felt like admonishment and was seen as offensive and
unnecessary. They were less likely to heed these caregivers’ advice when it
came to them in this form.

Participants also told us that they doubted the skill level and training
of their caregivers in hospitals and clinics, particularly at the township and
county level. We understood the rationale behind their doubts, as we learned
that, although the government was trying to remedy this situation, many of the
rural health workers had received minimal training in obstetric care, and even
fewer in emergency obstetric care. Even in those hospitals that had personnel
who were trained in emergency services, few providers in these settings had
the ability to perform these services because they lacked medical equipment
and supplies to do so. This greatly undermined villagers’ confidence in the
government-provided clinical services.

TRANSPORTATION

Rural participants also noted that it was sometimes impossible to use clinics
or hospitals because they were simply too far away. Transportation by foot,
horse, tractor, car, or truck was both arduous and sometimes quite expensive.
In addition, many women or their family members had difficulty taking time
away from household duties to make trips to township clinics or county
hospitals for medical care, particularly prenatal and postnatal checkups.
Women said they feared that the travel to a clinic would pose problems to
them that might either jeopardize their birth or impede a speedy recovery.
One woman said, “There was more pain and bleeding after delivery on the
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roads home than during the delivery.” If emergency care was sought during a
prolonged delivery, families were as likely to call a health worker as they were
to try to transport the mother to the hospital, but usually this action was begun
far too late, considering the distances and difficulty of finding transportation.

FINANCIAL OBSTACLES

Finally, participants noted that even if they had access to clinics or hospitals
and even if they were inclined to use them, they frequently were unable to
do so because of the prohibitive cost. Although the state Cooperative Medical
System (CMS) theoretically guarantees that household members are eligible
for government reimbursement for medical care, including care sought during
a delivery, few rural Tibetans know how to access this system; the government
bureaucracy remains unfamiliar and daunting. The system itself is hard to
navigate: Reimbursement schemes vary from township to township and
county to county, often depending on the quality of the county hospital and
health bureau directors. In some cases, families were unable to pay the fees
required of them ahead of time because they simply did not have the cash. In
other cases, families were unable to process subsidy forms in a timely manner,
or were unable to fill them out correctly due to linguistic barriers. In other
instances, women in need of emergency obstetric care have been turned away
because they could not provide prepayment for the entire service, before
their reimbursement from the government for a large percentage of the cost
could be processed. So, even for those villagers who were not inhibited from
using biomedical services because of cultural obstacles or long distances,
they simply did not have the ability to pay for them. Of course, from both a
biomedical perspective and from the public health literature on safe delivery,
basic access to hospital referral, need-blind service, and low-cost or subsidized
transportation are crucial. See Table 1.

DISCUSSION

Although we collected a good deal of information that was very region spe-
cific, in the sense that women in some areas believed in certain types of
supernatural forces or inauspicious signs, and practices varied depending on
whether women were from farming, agropastoral, or nomadic backgrounds,
we learned that in order for our research to be useful for program develop-
ment, we had to focus on the more widely held and widely practiced beliefs
and behaviors Thus we developed a list that came to serve, as Pigg (1997b)
notes, as a sort of index of “traditionalism”—although we recognize the essen-
tializing effects of this sort of list. That is, there is no true uniformity of beliefs
and behaviors even though we report on the accumulated views in this for-
mat for the purposes of establishing basic guidelines. The need to formulate
such an index also points out one of the direct challenges of translating ethno-
graphic complexity into simplified guidelines for development interventions.
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In a sense, programs designed with the goal of both cultural sensitivity and
replicability demand a distillation of local reality into generalizable indicators,
in this case the “beliefs and behaviors” of Tibetan women on issues of
pregnancy and childbirth. Yet the resulting list was not simply a guide to some
common beliefs and behaviors found in rural Tibet in relation to childbirth;
it was an instrument the CC could use to decide how much and what sort
of interventions would be needed to be sensitive to and selectively change
rural health behaviors in general, and, specifically, how a training program
for township-level health workers should be structured.

Ethnographic research on rural Tibetan women’s perceptions of safe
delivery provided useful information about not only why women did not
feel “safe” coming to clinics but also how they created a situation for safety
during delivery in their own homes. When presented to the CC, some of these
behaviors and beliefs were seen as obstacles to “having a safe delivery,” while
others were seen as useful starting points for designing interventions that
supported or made use of existing beliefs. Different members of the team
ended up holding different perspectives and opinions on how best to use,
or not use, the data. Should public health outreach and education efforts
organized by the municipal hospital try to target these beliefs and eradicate
them, supplying only useful biomedical information with the intention of
changing existing beliefs and behaviors? Or, should the team attempt to create
a training curriculum that took into account the possible ways that certain
beliefs or existing behaviors might be utilized for improving health outcomes
in the biomedical sense?

For example, some members of the team felt that the curriculum might
usefully tap into existing beliefs about “pollution” to convince women to come
to clinics. Deliveries in clinics, they said, could be explained as “more safe”
to rural women in the sense that the blood of delivery would be far from
the home and disposed of quickly and easily. In later interviews with nomad
women, we found that this idea was already at play. In one family that lived
close to a township clinic, a daughter who had delivered there noted how
much “cleaner” the delivery was in the clinic than at home precisely because
at the clinic the staff made sure to clean up the blood quickly and remove it
from mother and child.

Similarly, the belief that it was harmful to allow strangers into the home
soon after delivery probably reduced the likelihood of exposing newborns to
infections from outsiders. It was felt by some that these beliefs and behaviors
should be encouraged or at least not targeted for “eradication.” Conversely,
the prohibitions on sharing information about pregnancy and alerting neigh-
boring families about an impending delivery was, from the biomedical per-
spective, potentially harmful, as was the fear of allowing strangers to aid in
deliveries. Finally, some of the data produced ambivalent responses, such as
existing dietary beliefs and behaviors surrounding pregnancy and delivery.
Some of these were considered healthful (tendency to eat more nutritious
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and varied foods during pregnancy and use of bone soup at delivery), while
others (feeding butter or tsampa flour or both to the newborn, for example,
or drinking chang) were considered harmful.

One of the interesting results of our team efforts to deliberate the various
merits of inclusion or exclusion of this kind of ethnographic information was
that it became clear that many of the rural health workers who would be
recruited as students in the training programs were themselves more likely
to be familiar with, and believe in, these ideas than were people on the CC.
In other words, their starting point for recognizing the cultural importance
of such things as pollution, the dangers of strangers, and so on was much
closer to that of the participants who conveyed this information to us than
they were to most of the urban, educated health care providers who make
up the CC. Many of the health workers believed in these things as much as
rural women did. Therefore, our strategy shifted from educating rural health
workers about cultural beliefs to working with rural health workers’ own
beliefs and behaviors to improve the quality of care and their ability to educate
rural women.

Other interesting outcomes of the research were that it confirmed official
government perceptions that transportation was an obstacle to utilization of
clinics, and the officials’ perceptions that rural women did not necessarily trust
the skill levels of their providers. Our research uncovered that participants
sometimes believed that the health workers were not skilled enough or
that the technological resources of the clinics or hospitals were poor. If
miscommunication occurred, this also worked as a deterrent. Finally, we
found that in addition to rural participants’ perceptions that the clinics were
not “nice” places to go, financial prohibitions on utilizing even an undesirable
clinic were great Although the government has a financial scheme for assisting
rural families with their health care costs, it is clearly not yet functioning well
enough to encourage greater use of government resources when it comes to
having a safe delivery.

CONCLUSIONS

Use of ethnographic information in designing health interventions proved
useful in the case of our research and training program in rural Tibet. The
CC was able to make use of the information to design culturally sensitive
materials for rural health workers who, in this case, were able to think more
objectively about their own beliefs and behaviors, which were in some cases
shared with the rural women they hoped to serve. Rural health workers were
questioned about the benefit of having discussed some of the ethnographic
research findings in their trainings, and most gave positive responses, noting
that it helps them to know how to approach women about these behavioral
patterns and to understand the cultural, economic, and spiritual constraints
that work against women asking for attendance during deliveries.
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The benefit of this research should not be overstated here. In fact,
weighted against the other kinds of information that were considered high
priority for the training of rural health workers, this information was seen by
some members of the CC as rather insignificant. What many health workers
and CC members stated was that it was more important for them to learn
basic biomedical knowledge and techniques for safe delivery than to spend
time thinking about how to integrate these practices with traditional beliefs
and behaviors. Some team members even stated that no time should be spent
considering the problem of integration or eradication of traditional beliefs and
behaviors at all, since new biomedical knowledge that was based on effective
outcomes would quickly supplant those old beliefs anyway. One CC member
put it this way:

It is not so important to collect this kind of information, because doctors
and the health workers have to give scientific information, and traditional
ideas must be changed by scientific ideas. Some rural patients, maybe
they deliver at home. Okay, so they believe in these things. But we have
to give a scientific education to them and teach them to go to the hospital.

Although the rural health workers we interviewed argued for the benefits
of using ethnographic information to conduct outreach and education activi-
ties with their potential clientele, we found nomad women who told us that
the most important thing for rural health workers to have were the medical
skills for safe delivery. One woman told us:

First they [the rural health workers] should know how to deliver safely.
It is better to have the doctors [rural health workers] know about that
because they can give better help.

At the same time, most women also noted that there could be benefits
from providers being sensitive to the cultural beliefs of rural women:

We prefer to get help from medically skilled and knowledgeable doctors.
It is not so important for them to know about these other things [grib,
jealousy, and so on]. But, for example, if the health worker knows how
to remove the bloody things quickly, then that would be good.

In conclusion, the ethnographic information gathered and qualitative
methods used in the design and implementation of this safe delivery train-
ing program in rural Tibet was useful to both Tibetan and U.S. team mem-
bers. Interviews conducted with rural women, township and county health
workers, and CC members helped map the terrain of “safety” and “safe deliv-
ery” as understood from both biomedical and Tibetan perspectives. Obstacles
and possibilities for improving maternal and child outcomes were identified
and discussed from a variety of perspectives. Significant discussion and de-
bate emerged, however, about the extent to which this explicitly “cultural”
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knowledge could, or should, be incorporated into training programs. This
was particularly true among urban Tibetan medical practitioners who were
given the task of developing and implementing this rural health worker train-
ing curriculum. For the most part, all CC members stressed the need to im-
part as much (primarily biomedical) knowledge as possible in the course of
these intensive 3-month trainings, and not to spend much time discussing
women’s beliefs and behaviors about pregnancy and childbirth. Those with a
background in Tibetan medicine stressed some “cultural” information should
remain in the curriculum, citing the ways some of these “folk” beliefs and be-
haviors are linked to Tibetan medical theory, and also implying the ways such
inclusion of Tibetan cultural and medical viewpoints also allowed for contin-
ued expression of Tibetan identity in the contemporary sociopolitical context
of the TAR. In the end, an ambivalence surrounding the idea of “cultural sensi-
tivity” emerged from local-level rural women and township health workers to
urban Tibetan medical and biomedical providers, as well as U.S. collaborators.
This ambivalence reflected an emergent embrace of international biomedical
“standards” of health care interventions, although this was not uniform or un-
contested. Both members of the CC and township-level trainees stressed that
such issues were best directed through health outreach programs overseen by
state-endorsed community-based outreach workers (such as township and
county branches of the Women’s Federation) rather than be a part of more
clinically oriented trainings like the ones One HEART had focused on to date.

Although we recognize Pigg’s (1997a, 1997b) insights that what often
happens in international health development is that the foreigner is consid-
ered the “expert” and local knowledge is effaced/erased and discredited in
aid projects, this was not the overriding logic of our case study in Tibet. In
our case, we often found that the “foreign-based” orientation was focused on
paying more attention to local, cultural knowledge, while the Tibetan-based
orientation was to embracing biomedical approaches that could not accom-
modate local, cultural realities. In fact, many of the foreign-based assump-
tions about the “best” way to develop a curriculum for training township-level
health care workers in safe delivery techniques and practices, specifically by
advocating cultural competence, were challenged repeatedly, not because this
sort of information was irrelevant, but because the contexts within which it
would be useful already were contested domains of meaning and practice in
the TAR. Being “culturally competent” in this case, in part, meant supporting
the decisions of the CC, even if this meant literally abandoning the ethno-
graphic materials nearly entirely in the final curriculum. What we initially had
assumed would be advancing “cultural competency” or “cultural sensitivity” in
health development meant, in this case, rejecting the sorts of information that
would, in other contexts, be seen as a defining basis for developing cultural
competence in the international health development world.

Finally, we are left with the ethical question that is raised by the
challenges that surface through this sort of project: What do you put to the
forefront, when weighing the relative importance of local knowledge and
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cultural sensitivity versus the poor health indicators and immediate health
needs of a group, in this case Tibetan women and children? Perhaps one
answer to these ethical questions is that the question itself should be phrased
differently. Is it fair or possible to weigh these options against one another,
when they are so deeply intertwined? How can one provide an effective
intervention that requires education and behavioral change, if one does
not really know why people do what they do to begin with, or if one
does not know how to prioritize villagers’ needs clearly? In case after case
(Ferguson, 1994; Roth Allan, 2002), we have seen that the best planned and
best intentioned efforts to deliver direct aid fail, precisely for the reason
that they have not taken into account cultural factors. In our case, U.S. and
Tibetan providers and researchers continue to collaborate and refine the safe
delivery curriculum for use in ongoing trainings, with the hope that rural
health workers will be able to provide women and children with quality health
care, in ways that account for, and learn from, the specific socioeconomic and
cultural circumstances at play in Tibet.
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APPENDIX 1: INITIAL BASELINE QUESTIONNAIRE

Village Level Information (home interviews with women)

Village: House #:

Herder or farmer:

Age of people in house

Parity

Health insurance schemes?

Household financial resources for medical needs?
Check woman’s neck for evidence of goiter

How many people in the household?

1. Pregnancy history
How many times were you pregnant?
# live born children
# babies died / # lost in pregnancy
Maternal beliefs surrounding
Preconception (before pregnancy)
1. Dietary (include all foods, fruits, and drinks including alcohol)
2. Spiritual
3. Social (birthspacing, community rivalries/curses, government reg-
ulations, number of children)
Determination of gender
Behavioral prohibitions (travel, dress)
Eliciting folklore/advice “my mother told me. ...’
Appropriate attendants
8. Medicines that can/cannot be taken

f. Pregnancy concerns

1. At what point is it socially acceptable to talk about/reveal preg-
nancy to family members/nonfamily members?
Prenatal visits? Any why or why not? To whom?
Dietary (include all foods, fruits, and drinks including alcohol)
Spiritual
Spiritual or alternative healers
Except for the doctor, lama, and tsi pa, what other people do you
visit for help?
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8.

9.

10.

11.

12.

13.

14.

g. Lab

18.
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Are there monasteries or special places that you visit while preg-
nant?

Social (birthspacing, community rivalries/curses, government reg-
ulations, number of children)

Determination of gender, can it be influenced?
Behavioral prohibitions (travel, dress)

Eliciting folklore/advice “my mother told me. ...’
Appropriate attendants

Medicines that can/cannot be taken

Special hygiene rules?

3

or and delivery

What are the signs that labor has begun?

Where does the delivery occur and why?

Who helps with delivery and why?

Are there special hygiene practices for delivery?
Handwashing? Who? Why? When?

Cleaning of genital area? With what? Why? When?

Was the birthing area cleaned? Yes, how and when, why?
If no, why not?

Materials used in delivery (cloth, paper, boiled water, etc.)
How, when, why?

. Is there a possibility of changing fetal or newborn gender?
. How and why?
. Eliciting folklore/advice “my mother told me. ...’

i

Medicines that can/cannot be taken

. Why would you go to a clinic? Why not?

Who are the most important people to call during a delivery?
Social: Who is and is not allowed to be present during delivery?
Why?

Spiritual concerns (timing of birth, blessing, divinations, etc.)

h. Postpartum

1.

2.
3.
4

IS

©

At what point is delivery complete?
Dietary (include all foods, fruits, and drinks including alcohol)
Spiritual

. Is it necessary to purify the birthing area, the mother, the child, the

family, the house?

Social: Who should and should not be present after birth?

Is there a possibility of changing gender of the baby at any time
after birth, even up to a year?

How and why?

Eliciting folklore/advice “my mother told me. . ..
Treatment of placenta and umbilical cord (How do you assist in
removing it, how and when do you cut the umbilical cord, and
what do you do with it afterwards?)

”
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i.

j.
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10. Medicines that can/cannot be taken
11. Why would you go to a clinic? Why not?
12. Behavioral prohibitions (travel, dress)
13. Appropriate attendants
14. Medicines that can/cannot be taken
15. How long did you rest after delivery?
16. How long should a woman rest after delivery?
17. Should the mother be secluded, from whom, for how long?
18. Why?
Neonatal
1. Dietary for infant (when breast feed, other foods or substances)
2. Schedule for the newborn (when does the baby sleep, when does
the baby eat, when should the baby be awake?)
3. Spiritual (Who names, etc. blessings, by whom? Is there a time of
purification? How long does this last?)
4. Social (Do they seclude newborn? How long? Why? How do they
show the baby to others? Who does the baby stay with? Why?)
5. Eliciting folklore/advice “my mother told me....”
6. How do you determine the gender of the newborn?
7. Is there a possibility of changing newborn gender?
8. How and why?
9. Behavioral prohibitions (travel, dress)
10. Appropriate attendants
11. Medicines that can/cannot be taken
12. Why would you go to a clinic? Why not?
13. Does a doctor or midwife visit you after the birth? If so, how often?
14. Immunizations (Does the baby receive shots? At what time and

where?)

Assessment of knowledge (What do mothers know about pregnancy?)

1.

Conception (Do you know how women get pregnant?)
Pregnancy complications (What are the most common problems
in pregnancy and delivery?)

Newborn complications (What are the most common reasons
newborns die?)

How can a mother keep her child healthy?

Contraception (What does she use?)

How are these practices different from previous generations?
When pregnant, when delivering, and after birth, what are things
you think might cause problems?

Pollution?

Spiritual danger/attacks?

Presence of people outside the family/strangers/others that you
know?

Going to hospital?



2.
3.
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12. Who would be consulted for:

A. Prenatal care

B. Delivery care

C. Postpartum care

D. Newborn care
Of what would an uncomplicated delivery consist?
What are typical problems women experience in regards to their health
during pregnancy (housework, outside work, financial problems, care
of other children, relationship with husband, relationship with mother/
mother-in-law, community relations, government regulations, other)?

SAFE MOTHERHOOD SURVEY 2

Questions

General Information

1.
2.
3.

Interview Date
Interviewer
County
Township

Village

Farmer or Herder

Name of Mother
Other Household Members (list by relationship and age)
Mother’s Age

Prenatal Care

4.

Number of pregnancies (including miscarriages)

. Number of living children

5
0.

Did you lose any babies while pregnant?
If so, how many?
What years did that occur?
How many months’ pregnant were you? (1) (2) (3
Do you know why you lost the child? (check only those mentioned)
Work too hard
Ate food that caused miscarriage
Didn’t have enough food
Didn’t have enough good or variety of food
Sickness of mother
Other
7. Don’t know
How do you calculate the number of months’ pregnant?

ac oe

AW AR N



848

10.

11.

12.

13.

14.
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Before delivery did you tell a health care worker that you were pregnant?
a. Yes or no?

b. Why or why not?

c. If yes, during what month?

d. Who did you see?

During last/current pregnancy did you see anyone for prenatal care?
Yes or No?

Which pregnancy?

Who did you visit?

Did they come to your home or did you go to the clinic?
1. When? (How many months’ pregnancy?)

2. What did they check? List

If you did not see anyone, why not?

a. Cost of medicine (preference: biomedicine or Tibetan medicine)
b. No transportation

c. Not necessary, no medical problem

d. Other

Did you tell any other villagers that you were pregnant?

a. Yes or no?

b. Why or why not?

c. If yes, during what month?

Did you bleed during pregnancy?

a. Yes or no?

b. Less than a normal period?

¢. More than a normal period?

Did you drink chang while pregnant?

a. Yesor No

b. Why or why not?

¢. How much chang did you drink in a week?

d. Did you boil this chang or just heat it?

Did you change your diet while pregnant?

a. Yes or no?

b. How?

c. If you did not change your diet, why not?

ao oe

Delivery

15.

Have you ever delivered a baby in the hospital/clinic:

Yes or no?

If yes, how many times?

Was it a good experience? (Describe her response below)
If no, why not? (check only those mentioned)

1. Cost?

2. Transport?

ao ge



16.

17.

18.

19.

20.

21.

22.

23.
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Not necessary/no medical problem?

Embarrassment

Time or labor problem

Fear of strangers, doctors, spirits, pollution

Other reason

If pregnant now, will you deliver in the hospital/clinic?

e. How many hours away from the hospital/clinic are you (driving,
riding, walking)?

During your last delivery did you have a helper?

a. Yes or no?

b. Who?

Who is the best person to help? (rank order of preference)

Mother

Mother-in-law

Other female relative

Husband

Other male relative

Nonrelative friend

Health care worker (midwife, village doctor, township doctor)

Hospital doctor

Where did you deliver you last baby? (describe location)

a. Why did you deliver there?

b. Did you worry about “theep” (grib)

Before delivery did you clean the birth place?

a. Yes or no?

b. How?

Did you wash any part of your body?

a. Yes or no?

b. If yes, where?

¢c. When did you wash?

Did your helper wash his/her hands before delivery?

a. Yes or no?

b. With what?

Who cut the cord?

a. How was it cut?

b. Was the utensil cleaned before use?

0 N OV e
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1. How?
2. Why?
c. Was the utensil cleaned after?
1. How?
2. Why?

Did you have any complications during your labor?
a. Yes or no?
b. Causes: bled a lot?
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Causes: convulsion?
Labor more than 2 days?
Breach birth?
Twins?
Other?
Did you seek/get outside help?
Did the mother have to be moved to another location?
If so, how?
o you know any woman who has died during or right after childbirth?
Yes or no?
How long after delivery?
What year/how long ago?
Where?
Do you know the cause?
1. Bleeding
2. Fever and abdominal pain
3. Severe headache
4. Other
f. What is the most common reason a woman has problems during
delivery?

24.
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Postpartum

26. After delivery, was anything done to help you recover?
a. Yes or no?
b. What?
c. Why?
d. How many days rest did you take?
27. Did a health worker check you after delivery?
a. Yes or no?
b. If yes, what did they do?
¢. When did they check you?

Newborn

28. After the baby was born, did you clean the child?
a. Yes or no?
b. If yes, what?
c. How?
29. After your baby was born, did you wrap it in anything?
a. Yes or no?
b. If yes, what?
¢. Did you clean it before you used it?
30. When did you start breastfeeding your baby?



31.

32.

33.

34.

35.
30.

“Safe Delivery” in Tibet

Did you feed the baby anything else?
a. Yes or no?

b. If yes, when?

¢. What?

d. Why?

Did the health worker check your baby?
a. Yes or no?

b. When?

c. Where/Who?

Did any of your newborns die?

Yes or no?

How many?

What year did this occur? (list each)
How old was the baby?

Do you know why the baby died?
1. Causes: Was the baby too small?

oan T e

2. Causes: Did the baby get sick? With what?
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3. Causes: With what? (Breathlessness, diarrhea, cold, spirit attack)

4. Other?
What are the common reasons newborns get sick? (check only those
mentioned)
a. Fever?
b. Breathless?
c. Too small?
d. Diarrhea?
e. Spirit attacks?
f. Pollution?

g. Colds or stomach aches?

What do you do to help a baby when it gets sick?

Did you take any medicines during pregnancy, delivery, and recovery?

a. Yes or no?

b. If yes, what (biomedicine or Tibetan medicine?) and why?



