Beyond Supply: The Importance of
female Family Planning Workers in

Rural Bangladesh

Ruth Simmons, Laila Bagee, Michael A. Koeaig, and James E Phillips

Using participant observalion data on worker—client cxchanges from Bangladesh, this article

examanes the inlerface belween a government family planning p:ogram and the rural women it
seives. Case malerial focuses first on lie progrim function typically identified in the litcreture:
meeling wimel demand for contraception by previdizg convenient supply. Functions that have

been less recognized are then illusthated: (1) the worker's role in reducing fear of contraceptive
Cecliology: (2) her effort to address religions darriers, «ild neorlalily visks, and high Jertility
preferences; and (3) her role in maobiliziig wale support. [ ne range of finctions perforned by
the female farili planning worker i the cases dis, wssed liere demonstrates that her role
lramscends the bowndearics of whal s convessaonally insplicd by the concept of suppiy. She acls 1s

@ agent of change whose presence helps 1o shuf

Preprodudive decisicn-making sway fram

passivaly, exposing worien long seclicded by the tradition of purdel to the modorn notion of
defiberale choice, (STUDIS IN EAMILY PLANNIIG TOS8; 19, 24 38)

Family planning programs do much more tini serve un-
met demand by providing a point of convenient access
for users. However, the tendency in the population fit-
erature Lo refer to program aciivities as (he “supply side”
igrores their sipnificant sociological role. Programs may
be logistically and administratiy cly compiex as well as
costly, requiring careful alteniion o design, manage-
ment, and implementation. 1T.¢ scientifically interesting,
issues of fainily planning, however, are perceived Lo lie
clsewhere, inqaestions chout the level and composition
of demand and its socictal determinants. The nature of
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complex organizations, especialty dicrt relations, is gen-
erally ignored in these pursnits, pre:isely because the
sociology of programs is not adequate!y appreciated. This
anticle meves beyond conventional notions of supply by
rotiaying the female outreach worker within the insti-
tutional setting, of village society in Bangladesh. Using,
particisant observation data on worker-client exchanges
from rural Bangladesh, we take a direct look at the in-
terface between a gavernment program and the popu-
lation it serves. The prrpose is to etucidate the meaning
and significance of that relationship through a qualitative
analysis of the actual int=ractions becween the program’s
fickd agents and their clients.

Arecentanalysis of panel data for a large sample of
rural women in Bangladesh has demonstrated tha! worker—
clientexchanges can conslitute anet determinant of con-
traceptize use. The iniluence of contaci remained strong
even when measures of demand were controlled for
("hillips et al., 1985). These results cortoborate earlior
finding,s fromy another study ¢Ihillips of al., 1984a), which
alzo shoved a consistent relationship between worker
contactand contraceptive adoption. These findings stand
in contrast to the view that institutional and structural
variabies exert such overriding influence in the direction
of high fertility in settings such as Bangladesh that service
programs cannol succeed (Cain, 1977: Arthur and
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McNicoll, 1978; Demeny, 1975). By portraying the broad-
er context within which worker-client exchanges occur,
this paper provides insights into the question of why
such contacts lead to contraceptive use.,

We argue that in a social system characterized by
strict patriarchial controls and extensive female seclusion,
the presence of a fensale family plannirg worker acts as
a link to modern ideas about reproductive choice in which
the role of women shifts from passive loward more active
modes of decision-making. By mobilizing demand for
family limitation, mediating familial and religious con-
flicts with repard to contraception, alleviating fears of an
alien technoiogy and delivery system, and facilitating
access to family planning metheds, the worker's pres-
ence contrivutes to contraceptive use. The data analyzed
here warrant an interpretation of the worker's role as
one of emergent institutional significance.

Background and Methodology

Where demand is weak, otitreachiis a crucinl element in
asuccessful supply stiategy. In the Bangladesi povern-
ment family planning and maternal/child health (MCtHD)
prograni, a female field-worker is responsible for an ay-
crage population of 7,500, She lives in her work area,
has at leastan cighth-grade education, and has received
training for approximately four to six weeks. She is re-
sponsible for regular household visits to all women of
reproductive age in herarea. Given the size of a worker's
area, she can, in theory, visit cach cligible woman once
every three months; more typically such visits occur an
average of 1.5 times per year (Clark et al., 19806).

The interactions at the interface between workers
and their clients reflect much about the realities of pro-
gram implementation, but detailed inforination on this
dimension is almost nonexistent in the population li;-
crature. This paper analyzes data based on translaced
transcripts of conversations and field notes from 85 actual
encounters between 22 workers and rural women of re-
productive age. Observations were conducted over a
period of 18 montiis between February 1984 and August
1985, during the workers’ regular village routines.’

The data were coliected in the four sub-districts of
the Extension Project, an ongoing action-research project
of the International Centre for Diarrhocal Discase Re-
searclt, Bangladesh (ICDDR, B).2 All fourstudy areasare
rural. The two areas localed in the northern part of the
countryare ina regio. thatis subject to regular flooding,
and characterized by the absence of industry and low
literacy rates (19.5and 2.5 percent, respectively). Study
areas in the southwestern part of the country are located
near Lwo major citics, have some indusiry, and have
higher literacy rates (26.1 and 35.2 percent, respectively).

The principal objective of this project is to utilize
insights from the successful experimental maternal and
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child health and family planning project in Matlab® in
order to strengthen sgrvice delivery in the government
program. Research is guided by a mixed-method para-
digm with quantitativeand ¢ utative methods provid-
ing complementary perspectives on the complex issues
of program dynamics and service effects. Statistical analy-
sis of longitudinal survey data trom this project has pro-
vided support for the hypothesis that changes in repro-
ductive behavior are significantly related to the clients’
contact with workers (Phillips et al., 1980), posing mul-
tiple questions about the sociai context within w'ach
theoe effects arise. These questions can be at least partially
answered with a qualitative approach. The contribution
of qualitative rescarch in this respect is threefold: (1) it
lends perspective to a gross effecl as measured by sta-
listical coefficicrits, rendering a personal and explicable
interpretation of an effect that is otherwise enigmatic;
(2) qualitative research permits an-lysis of invariant at-
tributes of the study population, which are a major focus
of the present analysis; and (3) qualitative research per-
rits exploratory investigations, allowing not ju-t re-
{inements in analysis but expanded scopes of inquiry.

To highiight the real-life quality of the data, seven
cases are precented for detailed analysis, with extensive
citations of actual dialogues. These dialogues provide
access to the program-client interface, which is often
blocked due to linguistic and gender barriers, social and
cultural distance, or the ditficulties of unobtrusive ob-
servation. The cases discussed here were purposefully
selected, guided by the endeavor to elucidate the socio-
logical sign.ficance of the worker's roie, not to portray a
picture of average or representative performance. Var-
ialions in length, content, and quality of exchanges do
exist but are not discussed in this paper. In fact, given
the emphasis on sociologically relevant functions, this
analysis portiays the worker’s best rather than average
or weak performance. It should also be noted that some
of the workers had received special training and guidance
fron: the Extension Project. Field-warkers were familiar
with project staff from previous activities, a fact that
coniributed much to reduce anxieties about the observ-
er's presence. Care was also taken to explain the non-
supervisory nature of the observations, and workers
were followed to several househn!de in the expectation
that this would be more likely to capture normal behav-
ior. Nonetheless, it must be assumed that the observed
behavior reflects the worker’s best performance.

This article focuses first on the function typically
identified in the literature on programs: meeting unmet
demand for contraception by providing convenienl sup-
ply. Functions that have been iess recognized are then
iltustrated: (1) the worker's role in reducing, fear of con-
traceptive technology; (2) her effort to address religious
barsiers, child mortalily risks, and high fertility prefer-
ences; and (3} her role in mobilizing male support. A
final section summarizes and interprets the worker’s role
within the institutional setting of rural Bangladesh.
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Meeling Unmiet Demand through
Convenient Supply

While debate persists about the magnitude of unmet
need, some demand for family limitation and modern
' contraception in Bangiadesh is generally acknowledged,
even thougivithas been argued that social and economic
institutions nurture high fertility norms. When clients
exprress interest, itis the female worker's role o provide
instruction about contraceplive methods, to deliver con-
traceptive services to the woman in her homie, or to [a-
cilitate access Lo services at the nearest appropriate health
facility. Her role in these situations closely follows the
designated purpose of programs defined in “he popu-
lation literature:

[Programs are] designed to provide the inforation, sup-
plies, and services of {rmodern) means of fertility control
to those interested. Such programs frequently have a per-
stasional comvonent as well, advocating the small-family
norm, but that clement is not strong. Usually the programs
mure orless accepl existing levels of motivation and seck
tomeetthe existing ‘need’ by minimizing the cost of ferblity
control not only manetarily but personally, by legitimizing
the idea and by providing services through trusted sources

(Freedman and Berelson, 1976:3).

Several of the observed encounters betwoeen the fe-
male outreach worker and her clients fit this conventional
concept of the worker's supply function well, Three such
cases are now illustrated,

Case One

The worier approaches a poor household where she is
()bvi()usl_v well known; the women of the houschold and
several neighboring women gather around her inside the
housc. She inquires whether everyonc is well and asks
for the household registration cards, which she recently
brought to this house. A young woman brings the cards
and the fellowing conversation takes place:

Worker: See, Apaisister], have sewn all these cards to-

gether so that none will be lost, but where has the string

wone?. . Geta needle ard thread, Tam sewing it again.

& hitag

How many times do 1 have to pubit together?

(The womun of the household looks as if she wanls 1o say some-

thing. Cventually she speaks.)

Waoman: Do you people give the pill to stop birth?

Worker: Oh, yes, we do. Why? Do you wanlt any?

(The woman covers her face with her savee in a gesture demon-

strating culturally appropriate modesty.)

Woman: Yes, 1 want some. Give me some pill.

Worker: Does the baby’s father know about it?

Woman: Yes. e asked me Lo lake some.

Atthis point the husband returns from the ficld, and sits
next to the worker.

Waorker: What is the news?

Ttusband: We are fine. How are you?

Warker: Do you want v+ .ur wife to take the pill?

Husband: (lnnghing) Yes 1 want to. [ do nol want another
baby soon. She is ouly one year old.

The worker begins to instruct the woman in the use of
the pill after the husband has loft the room to spare his
wife the embarrassment of discussing the details of con-
traception in his presence.

In this case, both husband and wife clearly want to
limit their family size; the husband appears lo have in-
itiated the decisicn-making process leading up to the
adoption of contraception. When asked for the pill, the
worker responds willingly with supplies and instruction.

Case Two

This is the case of a woman who wants to use a Copper
THUD and has just secured her husband's approval for
doing so. As sheand the worker discuss the date for the
insertion, which will take place at the nearest subcenter
staffed by a female paramedic, the woman insists, “But
you li.e.. the worker] have to take me, and bring me
back.”

This is a typical request when services cannot be
provided in the home. In a society that values the prin-
ciple of purdahi—the physical and cultural seclusion of
women—itis highly unusual for a worman to leave the
immediate vicinily of her house. When she must do so,
cultural norms and her own security require that she does
not leave unaccompanied. Because she is known and
trusted, the worker can serve as a link to an unfamiliar
delivery system. Itis generally the worker who takes the
woman lo the nearest subcenter for 11D insertion or to
the health center in the case of tubectomy, often incurring
transportation costs out of her own pocket. She stays
with the client until services have been completed and
accompanics her back to the village.

Case Three

A major activity of the worker is the resupply of pills or
injectables.” In one such case the worker has come tothe
houschold of a poor mother of four children who uses
injectable contraception. The woman explains that the
use of injectables hasalleviated her menstrual problems:

Woman: Listen, Apa, T had so much trouble with my period
belore that I cannot express it lo you. The bleeding was
so much—ijust like a woman who delivered a baby recently.
I'had to change so many times a cay Iwas notable to do
my housework. .. . But after taking the injection my
bleeding is normal now. [ think it is because of the injection,
ILis very good.

Warker: You people became angry al me at the beginning
when T asked for family planning. But you didn‘t want to
understand what it is. Sit down, the injeclion is ready.

The worker administers the injection to the slightly ner-
vous woman. Two other women are present, and the
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atmosphere is friendly and relaxed. The mother then
proudly shows her four little boys to the observer:

Waorker: Pray to Allah so thal they remain healthy,
Woman: Apa, it would be better if 1 would not have him
(she hugs the baby), if 1 would have known aboui this in-
jection before. (Aftera pausc) He [the babyJis now one and
a half years. It would be time for me to pel pregnant if |
did not take the injection.

This, then, is an example of contraceptive services
made conveniently available in the home. Without the
visitof the fermale worker, this woman is unlikely to con-
tinue contraceplive use. She wishes her last child bad
nol been born—a genuaine indication, il would appear,
of strong demand for family limitation. She recognizes
that withoult the services of the worker, she might find
herself pregnant once again.

Distributing the pill anc facilitating access to services
and resupply are characleristic situations in which the
worker performs the supply functions defined in the lit-
erature on programs. Follow-up visits to check 1UD in-
sertions and tubectomies, so essential in assuring con-
linued confidence, fall into this calegory as well, In the
cases presented above, services were delivered in a con-
text where the worker had established trust and credi-
bility. Without these, the function of nreeting unmet
demand  through convenient supply could not be
performed.

Fear of Coutracepiive Technology and
Ambivalence toward Additional Births

Many women contacted by the worker appeared quite
willing to contemplate the possibility of limiting child-
bearing, but expressed fear about contraceptive methods
and the delivery system itsell. The profound fear and
anxielies associated with contraceplive technology and
its delivery system are tied to the position of women-—
thatis, to their status and life experience in a traditional
culture that values female dependency and seclusion.
Exposure of a woman's reproductive organs, necessary
for IUD insertion, violates the profound sense of modesly
and shame regarding, anything assodiated with sexual-
ity—"women'’s special sense of vulnerability” (Papanck,
1973:296). Tubectomy, referred to in the village as “op-
eralion,” evokes the horror of death for people who turn
to the local healer when they are ill. They expect the
events of the reproductive cycle te occur within the home
environment. ills and injectables, although more ac-
ceptable because of their dissociation with sexuality or
the hospital, havea reputation for side effects that many
women [ind inlolerable. Asisillustrated in the following
cases, the worker attemipls lo provide reassurance and
supportin the face of these fears, while ai the same time
emphasizing the need to limil childbearing,
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Case IFour

The worker is in a household where the husband has
three wives. Two of the wives are present during the
exchange; the husband and oldest wile, who has no chil-
dren, areaw-y. The youngest wife has just lost her first-
born. The second wife has four sons and one daughter.

Most of the exchange occurs between the second
wife and the worker. When the worker had met the hus-
band some time before, he asked her to spcak to his sec-
ond wife about family planning. After an initial discus-
sion about the death of the youngest (third) wife’s child,
the worker addresses the second wife:

Waorker: Did you have your period in time?

Second wife: Yes. I 1 would have one more child, then |
would go. (After repealing this sentence two or three times, she
looks at the third wife.) She does not have any cerainly of
staying here. If the man dies, then she has to go lo marry
someone else. That man will need some children. But if
she stays here, that is a different thing. If she gets some
children, that is alright.

Later she agrees with the worker that five children
are really enough for her, and most of the conversalion
focuses on her fear of contraceplive methods.

Here is a woman who is quite ready to agree that
five childrenare enough when confronted by theworker
with the importance of family planning for health and
cconomic reasons, However, when considering the fate
of the childless third wife and the insecurity implied in
childlessness, she expresses the wish to have another
child. This ambivaleace about the preferred number of
children does not appear to Le the only barrier to con-
(raceptive use. The woman's fears of the operation and
the [UD are extensive, and she is apparently unsuited
for ihe use of pills.

She fears tubectomy because, she says, women
could become pregnant in spite of the operation. The
worker counters this by pointing toward a nearby house:

Worker: All of them had the operation. I took them for the
operation. Did any of them get pregnant? Did you hear
i?

As the conversation conlinues, it becomes evident thal
the woman is profoundly afraid of the operation itself;
Second wife: T don't like cuts, stitches and all that.
Warker: You will not feet them.

Second wife: No, thatis not right. Babu’s wife felt them and
shouted at the doctor, “What are you doing lo me?”
Third wife: 1 know three or four women who cried in the
operaling room.

Worker: Now they don’t make the patient unconscious—
only the part of the body becomes senseless. Bul you will
nol feel anything about the operation.

Second wife: Tam afraid of the operalion.

W



The fear of contraceptive technology and of aspects
of the delivery system emerge as strong themes in this
encounter. They must be considered an influence on
contraceptive use that is independent of, though inter-
acive with, reproductive preferences. Abdullah and
Zeidenstein have arpued that the perceived risks of side
effects are so extensive that they often oulweigha wom-
an’s desire to limit chitdbearing:

M a youny village woman uses contraception and has
problems with it, sheis in a very difficult situation. he
presonwho speaks for herif the outside world is involved
is hermother-in Taw who will hear from her son thatthere
isa problem The young woman must therefore have their
priorapprovalinorder to poto them, and even then there
is fikely 10 be embarrassment. If there were no problem
within the household, the woman indifficulty is still faced
with the real problem of petting adequate attention because
there is likely 1o be no oae teatly knowledpeable about
family planning in the village; because travel to a clinge is
culturally and physically difticult o costly: because de-
pendable health care relevant o lamily planning needs
may not be available atall. In addition, puing oul for help
reveals the problem to the whole village and the men of
the family are subject to ridicule for allowing such a sil-
tation to ocenr, is not hard to anderstand why, in this
selling, many women whao may be motivated or interested
i contraception, will nol take the risk of bying it, or if
they do, will stopras soon as they encounter difficulties.
Itmay be penuinely less difficult and even less costly to
have another child (1982: 187).

The worker's role here s 1o provide reassucmcee and
support, which works well when she can point to suc-
cessful contraceptive users within the neighborhood, Al
times, though, this is not sufficient to alleviale the fear
evoked by counter-examples of women whao experienced
severe complications. Since these experiences, in faet,
reflect lapses in the qualily of care or followw-up within
the povernment program, the worker's role is 1ot an casy
one. Ultimately it vill be her standing within the com-
munity and the credibility she establishes through her
interactions with the client that puarantee high quality
care and persuade women (o take the risk of trying an
unfamiliar and alien technolopy:.

Introducing the Calculus of Choice in an
Environment of High Fertility Norms,
Morlality Fears, and Religious Opposition

Bangladesh has been desceribed as a sociely in which high
fertility is the norm. Children provide welcome extra
hands in an agricultural economy; moreover, sons pro-
vide status and securily to women in a patriarchal society
and an environment constantly fraught with the risk of
calamity. From the perspective of parentsina Bangladesh
village, Cain concludes, . .. high fertility and larpe

numbers of surviving children are cconomically ‘rational’
propositions” (Cain, 1977 224).

The family planning worker is required to visit all
womenin their reproductive years, not only those who
are actively seeking contraceptive methods. The follow-
ing, cases illustrate the nature of her role and influence
in households where the fear of child mortality and re
ligious oppaosition dominate the conversation.

Case Five

The worker and observer have come to this house ac-
companied by the client who was present at the visit next
door. A family dispute in another partof the house has
lefteveryone feeling slightly uncomfortable. An clderly
man and an elderly woman are present as the worker
begins to ask the client whether she has ever practiced
family planning;

Waoman: 11ow can | stop birth when Fdon’t know whether
they are poing to die or not? All the children will not sur-
vive,

Worker: Now vou have three. Three is enough. The excess
fourth one came but died. Actaally two is cnough now-
adays. Bt you have one more.,

Waontane: Allah will decide how many will survive, If he
wishesthen all of them might survive, otherwise tlwy will
dies Teannot do anything over Allah.

Worker: This is not true that all of your children will die or
Allahwill take themvaway. Allof them will not dicanyway.
O man: What you said is the order of the povernment
and what we believe is the rale of God, He will decide
everything. I he can give the mouth, he will provide the
food as well. Peaple do not have anything to do with it,

Waorker: People have four, five, or more children. But you
canunderstand easily that having two childien is better.
You can raise the children very comflortably. And itis less
expensive oo togive them foed and clothing. Most of our
preople don’t have enough money,

Ol i You don’t have to think about children’s food.,
God will provide you that.

The conversation continues along these lines, end-
ing with the old man statin 3 "Government people in-
vented all these medicines and now they have to sell it—
that is why--"""The worker, though, does not allow him
o finish his serdence, countering, “I'cople would not be
able to invent anything if God did not wish that. God
pives us the knowledge. Man cannot makc anything
without God's wish

Is religion a pretext, the vehicle throug,h which peo-
ple atticulate high fertility norms or express ambivalence
about fertility limitation, or is it the real reason for the
unwillingness to practice contraception? The old man
dwells on the religious position. Would the woman have
reacted similarly without his presence? Evidence that re-
ligious arguments are quite often used by men to oppose

k)
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a woman’s wish to practice contraception is presented
below. Fear of child mortality and religious prohibition
against contraception are recurrent themes in the cases
we discuss in subsequent sections as well. The wourker
allemplts to counter religious opposition to family plan-
ning while at the same time referring to the value of
smaller families for health and economic reasons. In this
case, the worker's arguments did not persuade the client
or her older male relative of the need to limit childbearing
or of the legitimacy of contraceptive practice within
Islamic law, certainly not during this particular visit,
Nonetheless, it interpreted within the context of female
seclusion and patriarchy, which define sex roles for
women in Bangladesh, her visit was far from meaning-
less.

The system of purdah prescribes that women must
be sheltered from what is perceived to be a threatening
“outside” world. They are expected to remain within
the confines of their own compound; maobility beyond
this arcais to occur only on special occasions and with
appropriate company. Limited female education, an ad-
ditional consequence of patriarchal systems that establish
women’s complete dependence on men and the dictates
of female seclusion, has keptwonien in rural Bangladesh
isolated from innovation and change. Their behavior in
most spheres of life continues (o reflect the norms of
a traditional, rural, Islamic society. With respect to fer-
tility, a high valuce is placed on large families, especially
sons, and husband wife communicalion on issues re-
lated (e reproductive functions penerally does not oceur.,
With strong norms about what constitates appropriate
fertility behavior, individual decision-making is passive
in nature. What [ Hollerbach has written for Latin America
holds for Bangladesh as well: “In such situations the rel-
ative costs and benefits of childbearing are not ~on-
sciously weighed norare alternatives to childbearing; or
the consequences of ciildbearing are defined o prioni as
positive and socially reinforced” (1980): 5).

[tis in this context that the houschold visits by female
ficld-workers assume special signiticance. Women’s se-
clusion implies separation frony innovation and change
occurring in socicly at large (Maloney et al., 1980). In
addition, women have limited access (o formal and in-
formal learning outside of the home, This i the envi-
ronment into which the female family planning worker
enters. She articulates new ideas aboult childbearing,
representing the voice of someone from oulside of the
family—a worker of the povernment program—but at
the same time she is a woman from the community who
is miore educated and generally also of higher social status
than her clients, Sheactzasan intermediary, connecting,
traditional women to the wider ideas of a modern and
changing world in what is the most central, role-defining,
dimension of women's lives: childbearing. While arguing
for change, she 1espects and emphasizes conformity with
tradition and the inslitutions of rural life.

The worker'sargumentsintroduce the possibility of
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choice into a cultural context where childbearing re-
presents a learned, unquestioned response to the very
definition of what it means to be a weman. Many of her
clients will continue to believe that any lampering with
reproductive functions violates Islamic law and repre-
sents unsound insurance against the risk of child mor-
tality. Their world has changed nonetheless. They now
know, and will hear the message again, that some wom-
en, not sa different from themselves, believe in the fe-
pitimacy of alternatives.

Notable also in these encounters is the fact that itis
the worker's message, but not herrole, thatis frequently
rejected. THer role is validated when men allew their
women to engage in conversation with the worker and
when taey themselves participate in the exchange. As
losigas the workeris allowed to enter the household and
talkcwith her clients, the cultural barriers that segregale
women fiom the outer world have begun to crumble,
and teproductive norms, long sheltered from influences
of change, are exposed to Browing cross-presstres.

Mobilizing Male Support

The institution of patriarchy shapes most facets of village
fife in Bangladesh. Patriarchy has been defined as* . . |
a set ol social relations with a material base that cnables
men to dominate women” (Cain et al., 1979: 406). Women
are dependent on husbands and sons for status and se-
curily, and therefore desire high fertility. A point less
emphasized is that when women do decide to fimit
childbearing, patriarchy once again exertsitself. The de-
cision toadopt contraception does not rest only with the
woman herself. " Given her dependency on men and her
limited power to act imlo,‘)cndcnlly, husband’s consent
and approval of other male elders is usually required.
Sanclions against wonien who defy these norms can be
extreme,

Aswiil be scen from the cases discussed below, the
worker's role in such situations is to facilitate husband-
wile communication, to mobilize supporl for the wom-
an’s decision, or al times to arrange and support sur-
replitious contraceplive use. In cach case she acts as an
ally for the woman and expanils her power base to make
reproductive: decisions, while simultancously persisting
i her efforts to weaken the desire for additional children.

Case Six

The worker approaches the house of a poor woman, who
is caling while she nurses a baby. Three naked children
share the food with her; her saree is torn. The worker
asks the woman to finish feeding her children. After a
moment the conversation begins:

Woman: What should I say? My man is not home.

Worker: How many children do you have this time? Three
or four?

\»
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Woman: Four.

Worker: (Addressing the observer) 1 have been trying ta con-

vince her since she had only two. Now she has four. |

could notconvinee herinany way. Sheis rigid like a store.

She is not ready to take any pill, or use somelhing or o

o somewhere to do something, (Addressing the womany |

(the woman star's fnughing) have to send some angel, per-

haps he can do something to you.

Wonan: Tam afraid of those things. (Afler a while) it would

be nice if vou would come in the marning. His father

(poutting 1o the tittle boyy would be home then.

Warker: IUis quite carly in the morning. Now tell me what

is your decision?

Wonan: Can1say anything without his permission?

Worker: You are giving the same excuse for a lon 1, lon
5 i H

tinie.

Woman- So what can | do?,

Feannot give the decision.

- He can give the decision.

Warker: Listen tome. |lave yousvertried to convinee him?
Trv to convince him nicely. Tell him that you have only
this picce ofland. You have noextra space tomake houses
for your sons when they will sprow up. Where will you
make houses for them? Look at vour clothes aid blankets.
They ae alltormn. You were not like this before. You used
towear nice sarees but now you ave using the same sarce
and itis all patched. vor - condition will deteriorate if you
petany more childre .,

Wonawn- I do understand it | need one seet of rice every
day.

Worker: How niach money does he peteach day from day
[abor? Ten or twelve taha. You need rine faka to buy one
seerof rice What will you buy with the remaining one faka?
Salt, chili, orkerosene? What do yotreatand what do you
givetomy brother [ie, the woman's Liisband]? Children
donotunderstand youreconanmic condilion. ] hey will cat
as much as they need. (The woman ayrees with each point )
Woman: You are right, children do not understand. They
are immature,

Worker: You have no chance to gelsome rice orany other
produce from the field . You don't have any land. You are
poor peaple. If you would have one o wo children, you
could share the foad in a better way. Lam suppgesting this
because you are poor. Even rich people are using family
planning methods,

The woman begins to talk about the children who
died during her first marriage, when she was pregnant
I times. All bat two of those T children died; she sub-
sequently had foar more during her second marriage.
She believes sheis at the end of her childbeazing period
and will not become pregnant again. The worker dis-
agrees, arguing that she is perfectly capable of having,
several more children.,

The worker recounts to the observer how she had
previously convinced the husband that the wife should
have a Copper TIUD inserted; she even advanced them
some money (presumably the campensation acceplors
receive for IlUDs) and she treated the husband when he

was ill. Bul this couple changed their mi 1ds, giving re-
ligious excuses. The dialcgue continues: '

Worker: Your old man is very difficult.
Wanmn: Ihe does notagree, Thave no way lodoanything,.

Worker: That was a very good chance for me. But I failed.
Even thaugh T was not successful, ! am not giving up hope.
My hope is that today or tomorrow [ must give you some
kind of method. When 1 o to him he says you do not
apree; whenTcome to you, you give his excuse. (The woman
faughs.) Truly speakirg, this is not our way of giving peaple
family planning. We never force people to do that, We
I' etoconvince people by regular visit, by behaving very
welland loving them. You are my own people; am your
well-wisher, That is why Lam asking you so many times
and for so long,

Wounne: That is true. But ] have a brother and somelimes
Lvisit his house. have no other place to go. But if [accept
a method, then that door will be closed for me. | will not
beable o walk near his house., My younger brother’s ivife
had the operation and my elder brother said that he will
notanange her zanaza [last prayer alter death] and he will
notl bury her. He said that she should be isolated from
sociely.

Warker: s he your own brother?

Waoman: Yes.

Waorker: You did not tell me this before.

Woman: This is what [ am afraid of.

During most of this conversation it seems that the
woman might be willing to limit childbearing but that
she cannot act without the consent of her husband. The
experience of child mortality that overshadowed her first
marriage has not been [orgotlen, lhough; her reference
to the nine children who died during that marriage sig-
nifies a nagging fear about the fate of her current off-
spring. Thus, whiie the dominant theme is the husband’s
opposition, the woman implicitly acknowledges her own
hesitaney o accept a method.

The worker directs her arguments both at the ad-

verse economic consequences of continued childbearing
and at the need for persuading the husband of the urgent
need to limil births, so that they can provide for the chil-
dren they already have. Her previous efforts with this
family were almost successful, but a last minute change
of mind obliged her to start from the beginning,.

The relationship is friendly and casual, and the
worker jokes frequently. It is not until the end of this
lengthy conversation, however, that the woman reveals
who might be the real barrier in this case: her brother,
whoobjects to family planning on religious grounds. He
has threalened another sister-in-law with social sanctions
and the refusal to give her the last prayer at the time of
her death. Both husband and wife seem 1o fear these
religious sanctions more than anythingelse. The worker
is surprised that she did not know this before, but un-
daunted in her readiness to deal with these fears. She

Volume 19 Number January/February 1988 35



obviously recognizes that success is not likely during, this
visit but cheerfully states that she will keep trying,

Social and religious sanctions from a husband if a
womanacts without his consent, and more importantly
in this case, the fear of such senctions from other fnmi!y
members, predominate over what appears to be consid-
crable readiness to limit childbearing. The worker's task
is a formidable one.

No malter what the sanction, though, women do
seem al times ready to (ollow the advice of the worker
rather than abide by the dictates of male relatives. Such
is the example discussed nexl.

Case Seven

The worker is in s house where the husband’s older
brother, a religious leader, vehemently argues that Islam
does not permit the practice of family planning. The
workercontradicts him point by point, arguing that fam-
ily planning is not forbidden by Islamand is quite widely
accepted by other religious leaders. When (he olfder
brother leaves, the worker turns to the woman's husband
and asks for his opinion, 1 le meckly declares, “What
should be my opinion? My opinion is what my brother
thinks about it

Otherwomen whoare presentthroaghout the con-
versation einphasize that this man’s wife would not be
allowed in the house if e had a tubectomy. l“,\’('l‘.lllil”)’
the woman whispers to the worker:

Wormn 1 ean foel that Lam not yel prepnant. But you have
seeeverything. Whatcan Tdo, tell me? My hoshand does
not have ary voice in tis family. My brotherin-law is
everyvthine

The worker decides to condude the visit:

Worker: Iis nol possible to discuse anvthing confidentially,
All these are confidential malters Anvhow, we have to

,,v“ [RIRASN

The wite follows her to the nexd houschold where
she beging alking to her. She wants 1o accepta methaod
but is afvaid of her brother-in-law. She seems at fiest o
want pills, but when the worker oifers them to her she
does not accept them alter all yelshe continues to fol
low the worker white she visits the next three house-
holds. Here we see an indication that CTOSS-Pressures
mightnotalways be resolved in favor of relipions herms
asinterpreted by male relatives. The workerisbecoming,
an ally of women who choose to use secrecy inor ler to
bypass the opposttion of their hushands and oth r male
relatives,”

Why would men object to their wives” use of con-
traceplives? Male opposilion lo women's practice ol
contraceplion is notlimited to Islamic socicties, bul part
of the explanation may nonetheless be seen in the in-
stitution of prrdah. One aspectof purdah, Papanck arpues,
"o allocates to women in segregated societies a greater
responsibility in- the maral sphere. ... Women's
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proper behavior as sheltered persons becomes an im-
portant source of the status of their protectors” (19723;
7). ractice of contraception, through its association
wilh sexuality, violates fundamental moral tabocs. Sev-
crabof the reterences in these worker- client exchanges
convey the impression thal tamily planning use is as-
socaled with a loss of status for women. Following Pa-
panek’s reasoning, one might supgest that this loss of
statusis notlimited to women but affects theirhusbands
aswell. This concern with siatus must, of course, be con-
sidered along with the possibility discussed above that
religions concerns themselves are both penuine and
profound.

The combined forces of patriarchy and purdah imply
that women in traditional Bangladesh socicty have no
support system outside the family, In addition, piven
the nature of pnllinrchy, the woman's interests, Cspe-
cially when she is young and must estaklish her waorth,
are always secondary to those of others in the family
(Chen, 1983). The presence of the female family planning
worker constitutes a remarkable departure in this insti-
ttional selting. Not only does she articulaie alternatives
to traditional, high fertility norms, but she assists women
inovercoming male opposition, an unprecedented phe-
nomenor for these traditional rural womer,

Conclusion

The range of functions pertormed by the female family
planning worker in the cases discussed above demon-
strates that her role transcends the boundaries of what
is conventionally impi.ed by the concept of supply. She
actsasanagentof change whose presence helps to shilt
reproductive decision-making, away from passivily, cx-
posing women long secluded by the tradition of purdal;
to the modern netion of deliberate choice. This, it might
beargued, isa prevequisite for eventual l'('rlility control,
The worker defends the practice of contraception as le-
pitimate within the principles of Islamic law and atte mpts
o alleviate child mortality fears by reference to new
trends. She also makes refovant MCT | recommendations
and acts as a peneral femily friend, providing advice on
marniage and cconomic matters. |lor credibility acts as
puarantor orthe safely of contraceplive technology and
for-an alien delivery system. She provides support in
lamilial conflicts when the views of other family members
and the woman’s own interests concerning the practice
of contraception clash. The provision of convenient ac-
cess to the means of fertility control are partol the work-
er's function, butthis role has broader socialand cultural
significance.

When the worker talks to clients she is rarcly alone;
proups of neighboring women, young girls, children,
and sometimes mea pather around her, Olten lengthy
conversations ensue, providing women with the op-
portunity to discuss contraceplion and related family
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matlers. It is not only the worker who lectures women
on these occasions; other women explore openly the pros
and cons of family planning. At times, satisflicd uscrs
proudly describe their experience Social diffusion has
obviously occurred and is continuing to spread as the
worker proceeds from house to house.

The worker's presence in the village is beginning to
show institutional potential, although the incipient stage
ol this phenomenon must be emphasized. Notall work-
ers perforni the various dimensions of this role with equal
competence, nor with the formally required repularity.
Some of the observations, including those cited here,
reveal glaring inadequacies and missed upportunilies for
meaningful exchange, and it is known from our close
association with the field and other Fxtension P'roject
research that the overall quality of care— espcdially
screcning of patients, attention to side-effects, and
follow-up —must be improved. Morecover, il is recog-
nized that support systems and requisite facilities to as-
stie full effectiveness of the field staff are lacking, that
quota systems —especially in the absence of effective
supervision and support —may blur the line belween
authoritative guidance and undee pressure, and that
worker-lo-population ratios are oo low 1o assure a steady
presencein the village. Infact, the overalladministrative
and operational context within which the field-warker
functions is penerally so weak that the strenpth of her
presence and obvious influence in the village are almost
aswrprise. The intent of this paper has been to locus on
the significance of the fickd-worker as an ideal type. This
does not imply her performanceisalways exemplary bul
that the “crucial instances” (Gerth and Mills, 1958) re-
ported here atount o o type ol influcnce that is in fact
operative in rural Bangladesh,

While tihe institutions of treditional society conlinoe
to shape the lives of rural women in Bangladesh, forces
of change are also visible, creating greater responsiveness
toward the worker's role. Radios are a commaon house-
hald pood and even television sets are oceasionally available
in the village. The media reinforce family planning mes-
sages and provide indirect access to a wider, modern
world, even though most women remain restricted in
theis physical mobility. Female education, while stll low,
is increasingly accepled as desirable. Growing landless-
Nness ana economic n(lvvrsily, coupled with aspiralions
forabetterand more modern life, may alsocreate a more
responsive climate lor the worker's message of family
limitation (Irecdman and Freedman, 1980).

On miethadological grounds, it might be arpued that
the situations observed overrepresent the normsal por-
formance of a worker. This is undoubtedly so. Workers
knew they were being observed and it can be assumed
that they gave their best performance. Nonetheless, there
is much evidence in the data that what was obscrved
was not simply the resull of a “Hawthorne effect.”
Workers were, on the whole, well known and well re-
ceived, even by families who opposed the practice of
contraception. They were repeatedly invited for a meal

or asked to stay longer with a family. Individual con-
versations revealed evidence of long-standing relation-
ships and motivational efforts.

Bangladesh has been described as a society lacking
in local institutional mechanisms to assure collective ac-
tion for the berefit of communities. Villagesare deficient
in social cohesion, faclional alignments are strong, and
local administration is weak (Arthur and McNicoll, 1978).
In the context of such institutional weakness, the role of
the ficld-worker as a representative of the deliberately
constructed povernmental mechanism to affect popu-
lation growth assumes special significance. In spile of
relatively low worker densilies and variabilily in indi-
vidual performance, the notion of the worker’s role as
one with emergent institutional relevance is persuasive,
[t.can be hypothesized that the presence of the female
worker is beginning to amount to an institutional in-
novation counteracting those elements in the system of
patriarchy and purdah that render women passive in de-
cisions about their fertility.

Noles

The MOCHFEP (Matermal/Child Health-Family Planning) Extension
Projectis funded by agrant o the International Centre for Diarrhoeal
Disease Rescarch, Rangladesh (ICDER,B) from the United States
Apency for International Development (USAID). Ruth Simmons’ col-
liboration with the ICDDR, B on these projects is supported in part by
aprant rom e Ford Foundation to the Population Council. The au-
thors pratetully acknowledgie research assistance in data collection by
Fazilatin Nessa and dita analysis by Edna Jonas,

E Obseraations were made by one of the authors and two other female
researchers,

2 Forthe desipn and initial findings from this research see Phillips
ctal, 1984b and 1986: Simmons el al., 1984; Kohlinsky etal., 1985;
and Yunus et al., 1985,

3 The Matlab projectis described in Bhatia et al., 1980; Phillips etal.,
1984b; and Phillips et al., 1984c.

4 Following the Matlab examyple, the Extension Project has introduced
e delivery of injectables through field-workers on an experimental
basis. ’

H For a more peneral discussion of this point sce Koenig and Foo,
1985,

6 That women somelimes use secrecy to protect their personal in-
terests and that of their children against household or other relatives
has been noted by Abdullah and Zeidenstein (1942) who report
instances where women accamulate savings without the knowledge
of other family members.
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