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Asking women why: 
a study in Tanzania 
Denise Roth 

A young Tanzanian woman. Health care may be adversely affected by a lack of mutual 
understanding between women, their families and health workers. Photo WHO/L. Taylor 

Listening to how people define 
risks to their own or their 
family members' health is an 
important first step in 
understanding their health 
care decisions. This increased 
understanding will enable 
policy-makers and programme 
planners to develop health 
programmes that take into 
account the realities and 
complexities of peoples 
everyday lives. 

One day in the summer of 1990, 
as I was being given a tour of 
the postpartum ward in a large 

government hospital in Dares 
Salaam, a Tanzanian nurse brought 
me to the bedside of a 16-year-old 
girl. The nurse explained to me that 
the girl's father had brought his 
daughter to the hospital five days 
after her labour began in the village. 
As a result of the trauma of that 
prolonged labour, she had suffered 
extensive vaginal and rectal tears , 
and nerve damage which had left her 
temporarily paralysed. The baby had 
not survived the ordeal. 

From the perspective of the nurse 
showing me around that day, the 
delay in the girl's arrival at the 
hospital was a result of the father 's 
"ignorance". The nurse felt certain 
that before bringing his daughter to 
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the hospital, the father had first 
made the rounds of traditional heal
ers in his community who, "most 
likely", had declared sorcery to be 
the cause of the birth complications. 

But what about the father and the 
young woman in this incident? If 
they were to recount their version of 
the events that contributed to their 
delayed arrival at the hospital, what 
would we learn? I offer some possi
ble answers to these questions by 
drawing from my own research in a 
different rural community in the 
United Republic of Tanzania. 

During 22 months of fieldwork, I 
learnt that many pregnant women 
were using two systems of maternal 
health care simultaneously: that 
offered by health personnel in hospi
tals and clinics, and that offered by 
diviners, herbalists, spirit mediums 
and other categories of healers who 
lived in the community. By paying 
attention to the risks that women 
themselves associated with child
bearing, I began to understand that 
some of their so-called "irrational" 
health care decisions were often 
quite logical choices. 

Acknowledged and 
unacknowledged risks 
Previous research into maternal 
health issues has identified a variety 
of factors which contibute to delays 
such as the one described above, 
including distance to the hospital, 
illiteracy, poverty and women's 
status in society. Other factors are 
also known to affect maternal health 
outcomes; they include underlying 
health problems, age at the time of 
pregnancy, and the number of previ
ous pregnancies. 

In talking with women and their 
family members about some of the 
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A woman in labour at a traditional birth attendant's house. Photo WHO/D. Roth 

dangers they associated with preg
nancy and delivery, I soon learnt that 
an alternative set of risk factors 
existed - a corresponding set of 
unacknowledged risks. I present 
some of these below. 

Physical versus social distance 
Although delays in treatment were 
often caused by transportation prob
lems, I observed that delays in seek
ing care also occurred, and these 
were sometimes an unacknowledged 
side-effect of illiteracy and poverty. 
For example, some health care work
ers treated poor and illiterate women 
with less respect than they accorded 
pregnant women of higher socioeco
nomic standing. Poorer women were 
criticized if they arrived in "dirty" 
clothes, were often spoken to as if 
they were chjldren, and insulted if 
the nurse attending them believed 
that they already had too many chil
dren . 

Poverty and women's low status 
in society posed risks to maternal 
health in other ways as well. Health 
workers in these communities, most 
of whom were women, earned very 
low salaries, and worked in condi
tions often characterized by a lack of 
essential supplies. The day-to-day 
frustrations of working in conditions 
where they are unable to respond 
appropriately to obstetric emergen-

cies undoubtedly affects health 
workers' ability to remain motivated 
at work and, ultimately, the quality 
of provider- client interactions. 

Excessive versus successful 
fertility 
The maternal health literature also 
focuses on the health risks associ
ated with "excessive" ferti lity, that 
is, with too many or too closely 
spaced pregnancies, and unwanted 
pregnancies. In contrast, many 
women I spoke to seemed more 
concerned with the notion of "suc
cessful" fertility. As a result, they 
had used local herbal and spiritual 
medicines in the hope of either 
becoming pregnant or preventing 
miscarriage. Moreover, most of the 
women in the community were not 
using family planning methods. 
Upon further questionjng, it soon 
became clear that recent debates in 
Western countries regarding the 
side-effects of some birth control 
methods were sentiments echoed by 
the rural women I met. Irregular 
periods, fear of kansa (cancer) and 
perceived threats to their future 
fertility were some of the reasons 
women gave for either discontinuing 
a chosen birth control method or 
avoiding family planning altogether. 
Their comments indicate that health 
care interventions which seek to 
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improve women's health status by 
enabling them to space their preg
nancies must also address women's 
concerns with infertility and miscar
riage. 

Spiritual risks 
Women also acknowledged spiritual 
risks. Many Muslim women in the 
community, both Arab and African, 
tended to speak about risks during 
pregnancy, childbirth and the post
partum period in relation to Islam, 
while many of the non-Muslim 
women saw spiritual ties to ances
tors and sorcery among family and 
other members in the community as 
threats to maternal health. But even 
these distinctions were often blurred: 
some Arab women used local spiri
tual medicines to safeguard against 
sorcery, whjle some non-Muslim 
African women used Islamic medj
cine to prevent miscarriages. 
Although concerns about ancestors 
and sorcery are often brushed aside 
as "irrational" beliefs, they are an 
indication of social tensions that 
may exist within the community, 
similar to the way that "stress" is 
talked about as a reflection of social 
tensions in many Westen settings. 
Although "stress" is not visible in 
the same way, for example, that 
bleeding is, its existence and its 
ability to affect health have never
theless been acknowledged by many 
Western medical professionals. 
Likewise, the notion of "spiritual 
risk" is by no means limited to non
Western settings. 

Gaining an understanding of how 
people define risks to their own or 
their family members' health is an 
important first step in understanding 
their health care decisions. This 
increased understanding will enable 
policy-makers and programme 
planners to develop maternal health 
programmes that respond to the 
realities and complexities of peo
ple's everyday lives. • 
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