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ABSTRACT 

The health and survival rate of mothers and their newborn children is one of the 

major criteria for assessing the standard of health care in any nation. Increased 

medical attention, including hospital births, is assumed to improve these rates. In 
both Papua New Guinea (PNG) and Australia, the country that has most 

influenced medical policies in PNG, there are substantial criticisms surrounding 
the medicalisation of childbirth. In countries like Australia an articulate women's 

health movement continues to challenge the authority of the medical profession 

and is highly critical of the biomedical domination of birthing. In PNG there is 

less national public debate over increased medicalisation of birth and it continues 

to be portrayed as enhancing the health and safety of mother and baby. However, 

in PNG women continue to die at an alarming rate despite a focus on maternal 

and child health by missionary health workers, the national government and 

international aid agencies over a considerable period of time. 

A detailed consideration of birth on the remote island of Misima examines 

the tensions within and between indigenous and biomedical discourses and 

practices and the practical negotiations women make between these contesting 

models. On Misima the promotion of a biomedical model threatens to erode 

women's status and authority while it does little to improve maternal and infant 

health. The association of birth with [maternal] death is acknowle~ged in the 

local perception of pregnancy and birth as dangerous for women. In biomedical 
discourse the danger for women is associated with a myriad of medical 

conditions, undernutrition and anaemia for example. Misiman discourse 

constructs a more sinister association that finds the danger for women in other 

women. In local construction witches are women who create havoc and destroy 

life. A woman who dies while giving birth is thought to be the victim of another 

woman's witchcraft. Here then questions of 'safety' in birthing, foregrounded in 

discussions of infant and maternal mortality, intersect with notions of cultural 

'safety' and how local constructions form the experience of birth. 
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PROLOGUE 

Getting there 

I first went to Papua New Guinea in 1972, fresh from my general nursing 

training, to work at K.anabea, a Catholic mission in the Gulf Province, near the 

Eastern Highlands. Indigenous women were encouraged to come to birth at the 

health clinic. I was relieved that very few women took this option because I felt 

completely inadequate when faced with a labouring woman. I found an old 

midwifery textbook and this became literally a baby-by-book experience. I 

remember the immediate sense of panic I felt the first time a woman came to the 

clinic in labour. In the absence of an operating room table I directed her to lie on 

the clinic table. Three years training as a nurse had already instilled in me 

appropriate postures for a patient - horizontal, even in birth. Father Blake, the 

priest in charge of the mission, laughed at my sense of urgency and reassured me 

the birth was many hours away ... and it was. 

Although I learnt to relax a little and saw that most times mother and baby 

were just fine I decided to return to Australia and undertake midwifery training. 

This seemed a sensible course of action that would enable me to assist birthing 

women. I returned to Kanabea as soon as I had completed my training only to 

find that attending a woman in labour was now much more terrifying that it had 

been before I trained. My head was full of all the things that could go wrong and 

my faith in any woman's ability to birth without medical assistance had been 

trained out of me. So much of what I had been taught just did not seem relevant 

in this situation. I did not have any of the technology that seemed to go with the 

birthing experience - no Doppler or foetal monitor, no external monitor to assess 

the woman's contractions, no steriliser, rarely any suturing material, no 

intravenous poles. None of the tools I had been trained to use and depend on were 

available and I was astonished that any mother or child survived labour and birth 

under these circumstances. It never occurred to me to ask the indigenous women 

about their own ideas and practices of pregnancy and birth. I am not sure I even 

wondered how women in the village birthed. 
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Before I left to undertake my midwifery training Father Blake asked me 

how it was possible to 'build a profession around something that is so natural in 
PNG?' I wish I could tell him how that question has shaped my life. That 
question stayed with me throughout my midwifery training in 1973. By the end of 

my training I decided that Father Blake was simply naYve to imagine that birth 

could happen without the intervention of doctors and medical technology. 
However his question about 'natural births', and other associated doubts, 

remained with me, in the recesses of my mind, surfacing intermittently until they 
finally demanded my renewed attention. In 1988 I began to study the history of 
Western medicine and in particular the development of obstetrics. At that time I 

was working part time as a midwifery supervisor in a private hospital. What I 

discovered in the course of my research irrevocably undermined the foundations 
of my daily work as a midwifery supervisor. Gone was the midwife who thought 

that doctors and medical technology were the salvation of birthing women. Every 

day of my working life I witnessed medical malpractice, I saw women being 
mistreated, disempowered, humiliated and patronised by medical and nursing 

staff and I saw clearly how the medical institution supported this experience. 

Saddest of all, I realised the women themselves didn't expect anything else, in 

fact they thought they had the best: it was a private hospital and they had the best 

obstetrician in town. I have never felt so hypocritical, working in an institution 

where the discourse and practice of birthing were clearly not in the best interest 
of the women they supposedly served. I knew I could not continue to work in a 

hospital setting. My research also led me to the shocking discovery of appallingly 

high maternal mortality rates for women in PNG and I wondered why so many 
women died. I applied to do a PhD - if I was accepted it meant I could leave the 

hospital scene and have the opportunity to pursue my question. And so began this 

part of my life, by default really. I took a leap into the great unknown and headed 
off to the Australian National University bewildered, excited, anxious and 

homeless. Eight months later I found myself on a tiny plane heading across the 
Coral Sea to Misima. 

In the field 

One issue that arises in fieldwork is the difficulty of pursuing an area of research 
when the people there perceive the topic to be mundane, ordinary or simply self
evident and therefore not really worthy of discussion. So often. I have heard 

stories of anthropologists undertaking their fieldwork with a particular research 
focus which changes, often quite dramatically, as they are drawn into the daily 
life and concerns of the local community. If ethnographies of the Massim seem 
overly interested in exchange and those in the southern region with mortuary 
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exchange, they are reflecting the interests and enthusiasms of the people with 
whom they work. Macintyre was interested in the Kula, Battaglia set out to study 

art, Young's research was to focus on local government council and leadership, 
Whiting was keen to look at the socialisation of children and yet they were all 
drawn into death and mortuary exchanges. My own research is no exception as I 
began with the idea of birth but have similarly been forced to deal with death. As 
an ethnographer I have had to bring my questions into association with Misiman 
women's concerns around the relationships between women, birth and death. 

For someone whose major research focus is birth, the practice of women 
birthing alone presented quite a problem for me. At first I thought not to tell the 
women that I was a midwife, as I did not want to set myself up as a specialist. 

Despite all my explanatory efforts as to why I had to be there I continued to be 
excluded from births. Soon I told them I was a midwife, hoping this revelation 
would allow me access to births. It didn't. My 'specialist knowledge' about birth 
was in fact dismissed because I lacked the embodied experience of birthing. 
Although perplexed by my insistence and contrary to their cultural proscription of 
a childless woman witnessing birth, eventually some women did invite me to 

share their birthing experiences. In startling contrast to my experience of being 
with birthing women at Kanabea, with the birthing women of Misima, in the 
village of Ebora, I was, for the most part, relaxed and completely confident in 

their ability to birth their babies. This was not the case however sitting with 
birthing women in the delivery room of the health centre in the town of Bwagaoia 
watching a particularly disturbing manifestation of Western medicine being 

practiced on them. I did not blame the staff for this treatment; they were 
practicing what they had been taught and in very challenging circumstances. 
However I was deeply shocked by what I saw and extremely concerned. Sitting 
with women during labour and birth I was forever caught betwee_n my role as 
midwife and advocate for the birthing woman and researcher observing a process 

in order to know what is happening. This meant my time in the delivery room 
was always difficult and often deeply shocking. 

My position in the village was challenging in different way·s. The first six 
months I felt very isolated - linguistically, culturally, physically and emotionally. 
I didn't know how to do anything the Misiman way - washing, cooking, and even 
going to the toilet. There were two bright spots; the adorable two-year-old Pwata 
I found myself living with and the procession of people who came to the house 
every day with gifts of food, all so1is of fruit and vegetables and fish. And then 
quite abruptly the procession stopped and I was devastated. I was sure I had said 
or done something that had irrevocably damaged my relationship with the 
community. Not so - much to my delight the community had decided that I 
probably would stay for at least a year as I had indicated and therefore I was no 



xxii 

longer to be treated as a guest was but rather as a novice Misiman. As my 
language skills increased and friendships developed, the challenges of daily 
living seemed to fade and I felt remarkably at home in this astonishingly beautiful 

place. 

Plate P .1 My good friend Pwata and me 

When I returned to Australia sixteen months later to write this thesis I 

wondered how I could write an academic thesis about an experience that had 

been so deeply personal, so rich and full of wonderful people and adventures . I 
wrote in my journal that I felt the need to hide under the doona for a year to 
somehow process this experience. As it happened I was struck down by serious 
illness that actually sent me to bed for three years. But that's anot_her story, for 
another time and place. Suffice to say that this thesis is the result of many years 
and many journeys, thousands of births and even more birthing stories and tells 
one of many stories that could be told about birth and death, health and illness in 
Papua New Guinea. 
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INTRODUCTION 

In most societies today childbirth practices are changing in response to larger 
cultural forces. In Australia, North America and Europe, attempts to distance 
childbirth from the illness model compete with continuing advances in obstetric 
technology and medical dominance. Contradictions persist between models of 
childbirth as medical risk and as normal process. In developing countries rapid 
Westernisation in all areas, including health care, is the major contributing factor 
in the redefinition of childbirth as the exclusive domain of the medical 
profession. Biomedicine, in theory and practice, generally disregards indigenous 
birthing systems and thus many potentially beneficial opportunities for 
cooperation between indigenous health care systems and biomedicine are lost. On 
Misima there is considerable tension between indigenous and biomedical 
discourses. 

Focusing on maternal health and childbirth on Misima Island this thesis 
explores some of the broader issues surrounding the provision of health care in 
the modern nation of Papua New Guinea (PNG).

1 
There are several reasons for 

my focus on women and childbirth. First, the health and survival rate of mothers 
and their newborn children is one of the major criteria for measuring the standard 
of health care in any nation. The World Health Organisation (WHO) (World 
Health Organisation, 1987) figures suggest that in the global con~xt PNG has 
alarmingly high maternal mortality (see Table 7.2). 

Second, in many Western countries, including Australia, there is vigorous 
debate about the authority of the medical profession and the medicalisation of 
birth. Although these debates are echoed in PNG as yet they remain distanced 

I 
The independent nation state of Papua New Guinea was formerly divided into Papua and New 

Guinea, each territory being administered by different colonial governments. In November 1888 
the southern part of the main island of Papua New Guinea and a number of smaller island groups 
to the east of the mainland were annexed and declared a colony by the British government. British 
New Guinea, as the colony was known, was to be called Papua by the Australian government 
when it took over responsibility for administration in 1906. In 1884 the German government 
annexed the northeastern portion of the mainland and a number of outlying islands, including the 
large islands of New Ireland, New Britain and Bougainville. This area was referred to as German 
New Guinea until 1914 when Australia took control of it, thereafter calling it New Guinea and 
administering it separately from Papua. After the Japanese invasion of 1942, New Guinea and 
Papua were amalgamated administratively (in 1945). Australia granted self-government in 1972 
and the State of Papua New Guinea established independence in 1975. 
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from policy planners and health care providers who continue to accept medical 
authority and actively promote the medicalisation of birth. The implications of 
this debate for future policies in both Australia and PNG are complex, involving 
changing conceptualisations about childbirth as a process, as individual 
experience and as a site for medical intervention and experimentation. Finally 
there is great concern about maternal health and childbirth in PNG at all levels of 
government; it is central to national health plans and attracts considerable funding 
from various internal and external sources. 

2 
The training of all health 

professionals emphasises Maternal and Child Health (MCH) and there are many 
MCH clinics throughout the country. 

But this concern, the large well-funded projects, the clinics and the training 
are yet to translate into better experiences and outcomes for the majority of 
mothers and babies. Given the very real dangers of birthing for most women in 
PNG, as revealed by their own accounts and reflected in the high incidence of 
maternal mortality and morbidity, it is crucial that we understand why there has 
been so little improvement in the health and well-being of women. This requires, 
in the first instance, a critical analysis of the Western medicine

3 
we so confidently 

export. 

Making medicine work 

Until recently most orthodox social science did not define the nature of medical 
know ledge as problematic and paid little attention to wider social and economic 
issues concerning the nature of medical practice. Indeed as Lock and Kaufert 
note, 

The history of medical knowledge and medical technologies has usually 
been transmitted as a heroic tale about the conquest of the enemy, whether it 
be human or nature - a narrative of progress, and of the betterment of 
humanity in general. (Lock and Kaufert, 1998 :21) 

The determinants of health and illness were assumed to be predominantly 
biological and the solution to health problems was seen to lie almost entirely 
within the framework set down by Western medicine (Doyal, 1979:12). Most 

2 
In 1998 a five year Australian Agency for International Development (AusAID) funded project, 
'Women' s and Children's Health ' commenced. The funding for this project is in the vicinity of 
forty million dollars (Australian). 
3 
All the terms we have for what I have called Western medicine in this instance - biomedicine, 

allopathic medicine, and capitalist medicine - are limited and inadequate. Biomedicine seems the 
best choice though it implies, as Frankenberg points out, 'an unjustifiable identity of biological 
thinking and the medical gaze' (Frankenberg, 1988:455). Throughout the thesis I use the term 
biomedicine interchangeably with Western medicine. 
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developing countries have, to varying degrees, reproduced a pattern of medical 
provision which is hospital-centred, highly technological and dispensed on an 
individual curative basis (Doyal, 1979:225). Western medicine is effective for 
many health problems but in the absence of the fundamental social and 
environmental constituents of health, a predominantly biomedical policy cannot 
reduce the overall high incidence of disease nor raise the general level of health. 
In developed countries Western medicine has been successful because of the 
prior implementation of primary public health measures such as clean water and 
sanitation. In many developing countries curative medicine has become a 
substitute for public health and as a result is much less effective (Doyal, 
1979:256). The struggle to obtain more medical care usually obscures the more 
important and logically prior considerations of the social production of health and 
illness. 

The replication of biomedical discourse and praxis in developing countries 
is further compounded by the many variations worldwide. Biomedical know ledge 
is complex, often not standardised and always open to contestation both from 
within the profession and outside. Enormous variation exists both within and 
among the biomedicines institutionalised around the world today, and, as Lock 
and Kaufert suggest, 'tacit knowledge embedded in the cultures of biomedicine 
makes translation among them exceedingly difficult' (Lock and Kaufert, 
1998:16). 

Developing the 'underdeveloped' 

A 'developing' society in the international health discourse implies a lack, a lack 
that is exposed against the standard of a 'developed' society. The existence of 
'developing' and 'developed' as categories into which human ~societies are 
classified is the sine qua non of the development paradigm. 

4 

4 
Since nearly all the terms of international health work reflect the unequal relationship between 

the 'haves' and the 'have-nots', it is impossible to choose value neutral terms. In an effort to 
modify the term 'underdeveloped', scholars have used 'developing' and 'less developed 
countries' (LDC in the WHO parlance). Marxists and others writing from a political-economy 
perspective often refer to the 'Third world' to distinguish the 'First world' (the United States and 
its allies) and the 'Second world' (the Soviet Union and its allies) from the remaining polities in 
the world. The term 'Third world' implies an understanding of the sociopolitical division between 
rich and poor nations, but it nonetheless lumps together quite diverse countries that often have 
little in common except poverty (Worsley, 1984) (Rubinstein and Lane, 1990). According to 
DuBois, 'criticism of development has arrived at a dead end: the term development is riddled with 
elemental value implication, yet no satisfactory replacement exists' (DuBois, 1991:2-3). Since 
there are no non-pejorative terms to describe the major recipient countries of international health 
aid, in this thesis I use developing, less developed, and Third world interchangeably. 

Introduction 
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The concern of Western liberals living in advanced capitalist societies for 

people in the Third world is most clearly expressed in the aid programmes aimed 

at the improvement of health in 'underdeveloped' countries. This concern derives 

from the accurate perception that, as a measure of structural inequality, the health 

of people provides observers with clear, measurable markers. Indicators such as 

nutritional status, life expectancy, infant and maternal mortality can be counted 
and international comparisons can be made on the basis of these quantifications. 

The meanings and policies derived from these studies are indubitably aimed at 

relieving suffering and improving health. However, they ignore the critiques of 

medical treatment, its appropriateness and relevance in different cultural contexts 

(see Doyal, 1979, Doyal, 1995, Illich, 1975). They elide health debates in our 

society, where for example, medicine is often criticised as having spread too 
broadly into areas beyond its concern. The first chapter examines these criticisms 

from the perspectives of sociology of medicine and feminist critiques of medical 

practice particularly around childbirth. These critiques suggest the implications of 

the introduction of Western medical practices in childbirth in PNG. 

The imposition of Western health care in Third world countries is one of 

the most problematic areas of neo-colonial relations and the giving of aid. The 

problem is often conceived as simply one of know ledge or information, so the 

solution is a matter of supplying education/information to Third world countries 

about various aspects of Western health care. Thus the problem is reduced to one 

of know ledge (Western health practitioners) versus ignorance (Third world 

patients) and the anthropological role conceived as mere 'translation' - requiring 

a sufficient understanding of a particular society in order to convey Wes tern 
know ledge in ways that are accessible. The process is premised on an assumption 

of the greater 'truth' of Western views and fails to recognise the ideological 

construction of health. 

Dominant health discourses construct the problems as much as they do the 

'developing other'. Development discourses construct poverty, population control 

and ill health as technical problems and thereby depoliticise them (see chapter 
seven). National and provincial health discourses often echo this and, in relation 

to maternal health, construct indigenous women as backward, ignorant and 

passive mothers in need of government intervention (see chapter three). 
In many respects rural health clinics in remote areas of PNG function as 

agencies for harnessing and monitoring rural populations. The rationale for such 

activity is humanitarian and reinforced through agencies such as UNICEF and 
WHO with their focus on MCH and primary health care programmes. However 

they are also national instruments, as much a part of the requirements for 

adopting a state model by setting up health and other bureaucratic infrastructures 



5 

as they are for monitoring and controlling the state's population (Foucault, 1982, 
Morgan, 1989a). The national health system in PNG operates with various 
restraints both locally and internationally. Like other Third world health systems, 
the health system in PNG both defers to and solicits aid from international health 
agencies. Like most developing countries, PNG has been heavily influenced by 
bilateral and multilateral agencies and compelled to follow the mandates of 
WHO, UNICEF, AusAID, and others in return for the funding it receives for 
health programmes. The government relies on such funding in times of economic 
austerity to help deflect not only health care costs but also popular discontent. 
The powerful force of international health development agencies strengthens the 
ideological force of Western medicine in PNG. 

Healthy diversity and development planning in PNG 

Recognising the cultural diversity within PNG is necessary to understand the 
various meanings of health and illness and to establish a picture of the various 
beliefs and practices about childbirth. At the same time, as May and Nelson 
suggest in Melanesia: beyond diversity, we must acknowledge the status of PNG 
as a nation state and the implications of this imagined unity (May and Nelson, 
1982). The medical system -is perhaps one of the earliest colonial institutions to 
be established in PNG giving rise to ·complex questions about a national medical 
system attempting to cater for the health needs of many culturally diverse groups. 
The challenges and constraints this presents for successive health planners and 
policy makers arise in part because the health system, based on a biomedical 
model, is a powerful ideological force allowing little or no recognition or 
acceptance of indigenous healing discourses. 

The relationship between planning and implementation is complex and 
perplexing to those working in health and development. The discourses of 
bureaucratic functionaries fundamentally differ from those of the groups they 
serve. Bureaucratic processes often impede implementation, communication and 
operation between different levels of government. The discourses of rural 
villagers, the recipients of health services and health care, require careful 
consideration and examination by policy-makers if they are to improve the health 
services they offer. Though the underlying ideology of primary health care holds 
that local people should have a voice in defining and solving their own problems, 
the definitions as well as the solutions are usually the prerogative of outside 
agencies. 

Introduction 
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The ideological discourses of 'tradition' and 'modernity'5, village and state 
respectively, reveal the distances and differences between the two groups. In 
maternal health, the operation of biomedical discourses within the state 
institutional structures of health services (MCH clinics and hospitals for example) 
reveals emergent tensions at the local level. At the grass roots level, indigenous 
and Western medicine may operate concurrently and be complementary. Indeed 
in many villages throughout PNG an Aid Post Orderly or Community Health 
Worker works alongside indigenous healers. But there is no mutual distribution 
of power and medical know ledge. Indigenous healers do not enter the out-of
village health clinic to examine patients but health staff do enter the village. The 
birthing woman is constrained by the authority of biomedical know ledge and 
practice as soon as she enters the biomedical space - be it a mobile health clinic 
or hospital. As revealed in chapter five such constraints are inscribed on the 
bodies of birthing women. Such constraints give rise to resistance, from health 
personnel as well as from birthing women. Health personnel faced with 
difficulties engage in strategies that appear to make the system operate, often in 

· collusion with birthing women. 
The dominant/subordinate relations of 'modernity' and 'tradition' are not a 

given. They jostle for supremacy in many sectors of daily life, including the 
definition and practice of maternal health and childbirth. Tensions and conflicts 
are expressed in both indigenous and biomedical systems of rural Misima. In all 
healing traditions, including biomedicine, regardless of theory, the efficacy of a 

treatment is in the end determined through experience and we trust practitioners 
and treatment we have experienced as effective. Indigenous discourse and praxis 
appear to dominate within Misiman society not least because they are culturally 
and linguistically accessible and meaningful. In contemporary Misiman society 
resistance to the rationalising imperative of the modern state can be seen in 
various modes of resistance to the modern health system, not just because it is 
seen as alien, but because, too often, it fails. 

Critical medical anthropology and the politics of reproduction 

Sociological and feminist critiques of childbirth and Western medicine cannot be 
directly applied to the situation in PNG. The historical and cultural specificity of 
the position of women within PNG must be acknowledged hence the necessity of 
a comparative anthropological approach. We need to consider equally the 

5 
There is no doubt that terms like 'Western' , 'modem' and 'traditional' are problematic and I try 

to avoid them or at least to qualify them. Jolly (1994a) and Vaughan (1994) offer useful 
introductions to the use of these terms. See also Jolly (forthcoming-a) for an eloquent discussion 
of the continued use of binaries. 
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sociocultural and biomedical aspects of childbirth management, using a 
theoretical framework that incorporates a critical perspective of Western 
medicine and the qualitative analysis that anthropology offers. Research that 
weaves together both the biomedical and sociocultural dimensions of childbirth 
carries important and far-reaching implications for health policy (McClain, 
1982:45). Maternal and child health professionals and policy makers will be more 
willing to listen to anthropologists who demonstrate convincingly that respecting 
cultural values, beliefs and standards of practice often translates into meeting 
basic programme goals, such as reducing maternal and infant mortality and 
improving the health of mothers and babies. This can only be achieved if 
anthropologists also recognise the necessity of considering both the corporeal and 
cultural safety of childbirth. 

6 

Until recently anthropological concern focused mainly on the rites 
associated with childbirth itself. In some respects anthropology has shown an 
obsessive attention to the comparative details of human reproductive knowledge. 
Entire volumes were devoted to the topic including Malinowski's (1927) The 
father in primitive society and Montague's (1937) Coming into being among the 
Australian Aborigines. However the interest was narrowly focused as noted by 
Franklin and Ragone. 

Reproduced within the better part of the modern anthropological corpus of 
knowledge concerning reproduction were familiar forms of androcentrism, 
ethnocentrism, and biological determinism that greatly limited the ways in 
which reproduction could be analysed or studied. (Franklin and Ragone, 
1998a:2) 

In particular anthropological work on 'reproduction' from the mid-1800s to 
the late twentieth century was obsessed with 'know ledge of physkal paternity' 
(see Wolfe, 1999) on Aboriginal Australians). Reproduction was not only 
narrowly conceived within anthropology but also within Anglophone and 
European social theory more generally. Franklin and Ragone ( 1998a:2) suggest 
the combination of the naturalisation, domestication, and feminisation of 
reproduction ensured it would remain under-theorised within the major 
paradigms of modern social theory. Since then development in various disciplines 
has seen the emergence of very different theoretical interests and perspectives. 
Anthropological discourses on reproduction have been concerned to interrogate 
biological assumptions about reproduction that position it as a universal, timeless, 
and essential core of human existence. Despite the determined critical 
intervention of the past two decades biological assumptions 'remain ubiquitous 

6 
The concept of cultural safety is discussed in the epilogue. 
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within anthropology, as they do within the larger culture of which it is part' 

(Franklin and Ragone, 1998a:3). 
Jordan (1993[1978]:8) notes that we know little about the decision-making 

process during parturition or the extent of material, physical and emotional 
support for the woman during pregnancy and labour. We know even less about 
pregnancy and childbirth from the perspective of the pregnant and birthing 
woman ( see Ram, 1998b). This suggests the need to develop a model that 
simultaneously considers the sociocultural and biomedical aspects of childbirth 
and privileges women's accounts of their experiences. Despite the importance of 
these issues 'the danger is that one of the most intransigent stereotypes - woman 
equals reproduction - slips by unexamined' (Lock and Kaufert, 1998: 3). Any 
analysis of birth must be situated in the broader context of women's lives. 

The proponents of critical medical anthropology (Lock and Scheper
Hughes, 1990, Manderson, 1989, Morsy, 1990, Singer, 1990b) advocate an 
approach which conjoins political economy and culture and combines macro and 
microanalysis. A further development that emerged from the second wave 
feminist movement as much as scholarship was the realisation of reproduction as 
a potential site of political contestation and resistance. Such a 'politics of 
reproduction' incorporates the notion that the local social arrangements within 
which reproductive relations are embedded are inherently political (Ginsburg and 
Rapp, 1991:312). This local view is expanded to incorporate the wider political 
field, thus allowing us to focus on the intersecting interests of states and other 
powerful institutions as they construct the contexts within which local 
reproductive relations are played out (ibid). The 'politics of reproduction' links 
human procreative activity to a vast array of issues, including environmental 
activism, genetic engineering, the activities of multinational companies, and 
global commodity markets.

7 
I have drawn on this approach in this thesis. 

Given the impact and controversies around many new reproductive 
technologies: including orphaned frozen embryos, the human genome project, 
and artificial life forms, the scope of the politics of reproduction 'span[s] the 
gamut of social institutions; comprise[s] global property debates; confound[s] 
expert jurists, theologians, and ethicists; and challenge[s] the very idea of a 
'natural fact ' (Franklin and Ragone, 1998a:5). Chapter two explores the 
development of anthropological approaches to childbirth analysis and reveals a 
progressive development from earlier descriptive accounts to more theorised 
portrayals and complex analysis. An appraisal of the cross-cultural literature on 
birthing exposes the gap between epidemiological surveys, dealing with statistics, 

7 
See among others O'Brien (1981), Spallone (1989), Ginsburg and Rapp (1991, 1995), Strathem 

(1992) and Franklin (1998b). 
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and dedicated ethnographies that privilege local perceptions into the account. 
Some texts are emerging that bridge the gap in the literature on PNG and other 

• 8 
regions. 

Histories and ethnographies of health in PNG 

The research for this thesis is grounded in ethnographic experience on Misima 
but it is not a classic ethnography. I draw on other disciplines, particularly history 
and demography, in order to understand more fully how and why women in PNG 
live and die. This approach has been integral to this project and has indeed 
strengthened it. However I am aware that I offer only brief overviews of areas 
that have vast and richly textured perspectives in and of themselves - history, 
demography, politics, economics, and medicine - all fascinating positions from 
which to examine my thesis but I have drawn on them selectively. The primary 
material for this thesis was collected during sixteen months fieldwork, between 
January 1990 and October 1991. Participant observation, focus group discussion, 
semi-structured and informal interviews were methods utilised to gather data. 
Most interviews were conducted in Misiman, initially translated by research 
assistants until I achieved adequate proficiency in that language. Transcriptions 
that appear throughout this thesis were recorded in Misiman except those in 
English as noted. All names and some identifying features have been changed 
except where permission to cite has been given. 

The first part of this thesis offers an historical analysis and critique of 
Western medicine, of medical anthropology and the development of Western 
medicine in PNG. The first three chapters set the scene for the subsequent drama 
of women's health and childbirth on Misima. The critical examination of the 
history of biomedicine in the first chapter, and in particular the meclicalisation of 
birth, reveals both losses and gains for women's health and social status. The 
second chapter examines the various shifts in the analysis of childbirth within 
anthropology. The literature on birthing palpably shows how culture and power 
shape the corporeal processes of birthing. Chapter three moves the discussion to 
PNG and examines the development of Western medicine there and in particular 
the impact of this development on indigenous women. In PNG the gap between 
providers of health care and consumers of health care has its genesis in the 
introduction of Western medicine, first by missionaries with their strong focus on 
maternal and child health and then colonial governments who had quite different 
concerns. This racialised and gendered gap between the providers and consumers 

8 
For PNG see (Mallett, 1995, Mallett, forthcoming, Merrett-Balkos, 1998), for Vanuatu see 

(Jolly, forthcoming-b) for Tonga see (Morton, forthcoming) and for Western Solomons see 
(Dureau, 1993). 
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of health care is critical and must be understood both in indigenous and 

colonial/historical terms. 
Part two moves the discussion to Misima Island in Milne Bay Province. 

Chapter four looks closely at the situation for birthing women on Misima and 
provides an ethnographic account of maternal health and childbirth. Many of the 
beliefs and customs about pregnancy and birth are shared by most Misimans 
although there are always contrasts and contradictions particularly across 
generations. Importantly there are also individual variations in practice and belief, 
not everyone follows societal norms in the same way or to the same degree. Such 
flexibility in 'kastom' is both a cause and effect of social change. The many 
detailed case histories of pregnancy and birth I collected attest to this. Rather than 
evaluate indigenous practices that are unfamiliar and/or not supported by 
biomedical practice as harmful or irrational this thesis acknowledges that all 

practices have a basis within women' s perceptions of relative risk and of 

causality. 
Comparing two births, one in the biomedical setting of the health centre and 

the other in a village, reveals that the medicalisation of birth does not necessarily 
enhance the health and safety of mothers and babies in PNG. At this local level 
the disjuncture between the planned and actual quality of health interventions can 
be observed and indeed is experienced bodily by birthing women. A narrow focus 
on women's health as an attribute of procreative behaviour elides women' s 
susceptibility to a range of other health-related problems that are discussed in 
chapter six. The complexity of women' s lives begins to emerge when we see the 
ambiguous position that women occupy in relation to birth and death. This is 
further compounded by their involvement in witchcraft. 

The descriptive analysis of birth on Misima, and of women' s health more 
generally fulfils one of the major obje~tives of this thesis and fills a lacuna in the 
literature of Melanesia. Davis-Floyd and Sargent note that 'indigenous systems of 
birth knowledge are being replaced by, competing with, or acceding to second
tier status under technomedical imports'(Davis-Floyd and Sargent, 1997b: 13). I 
have tried to open a space for the expression of an indigenous discourse in 
relation to women's health and childbirth, a discourse which has either been 
ignored or suppressed by the more dominant biomedical discourses at local, 
national and international levels. The final chapter confronts maternal mortality 
in PNG and examines the use and reliability of maternal mortality measurements. 

In order to explain the structural determinants of maternal-mortality it is 
important to link the larger political and economic structures with those at the 
local and regional levels. This linking allows us to examine more fully the 
relationship between a government policy that, for example, encourages hospital 
births and promotes population control, the political pressures influencing that 
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decision and the local and global market forces underpinning PNG's economy. 
Acknow !edging these relationships allows us to realise that the death of an 
isolated rural woman is the result of a complex set of interactions at local, 
national and global levels and not simply a matter of lack of access to health care 
or poor nutrition, for example. Ultimately any reduction in maternal mortality is 
dependent on a genuine concern for women's health at all levels of politics. Such 
concern and commitment are not evident in the daily lives of the women of rural 
Misima. 

Changes in the local, national or international political-economic power 
relations that would bring about a rapid redistribution of resources that would in 
tum redress social and health inequities do not seem to be on the horizon. Nor is 

there any indication that the dominant authority of development discourses (in 
biomedicine, population control and empiricist social science) will be soon 
subverted. Consequently my intention has been to speak to three audiences -
those in the academy, those working in health, both national and international 
health development and to the women of PNG. In order to achieve this I have 
tried to write in ways that make the empirical material and my arguments useful 
for policy and practice. I have at times oriented my research and writing so as to 
address biomedical concerns relevant to those working in health in the hope that 
my critique of various policies and procedures may be relevant to future planning 
and policy initiatives. Yet, my analysis moves beyond the pragmatics of health 
interventions to the broader political and cultural dimensions of health 
interventions, which in many cases constitute a threat to the health and well being 
of women and to their cultural autonomy. Following the 'local-global lens' 
proposed by Ginsburg and Rapp (1991, 1995) this thesis examines the cultural 
dimensions of reproduction not only from the standpoint of participant 
observation as part of a community or group, but also from the point of view of 
reproduction within global culture. As well as foregrounding the importance of 
ethnographic analysis, this thesis seeks to challenge the traditional conceptions of 
'sites' in 'the field' by expanding what can be considered legitimate 
anthropological or cultural terrain. 

9 

9 
See Franklin (1998b) Gupta (1997) and Clifford (1997). 
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Chapter One 

ACTIVE AND SUPINE WOMEN 

The crux of the problem is that childbirth is not a uniform event whose true 
meaning and real nature are universal and potentially accessible to 
everyone. Childbirth is what it means, and its meanings are so diverse as to 
be virtually infinite. It is meaning that is at the core of this crisis: what 
childbirth means, to whom, and under what circumstances a given meaning 
may come to constitute an official definition of reality. (Treichler, 
1990:115) 

A HISTORY OF DEBATES ABOUT BIRTHING 'SAFETY' 

Questions about how women have given birth and who has helped them are not 
simply questions of the history of midwifery and obstetrics. They are, as Rich 
suggests, political questions. 

The woman awaiting her period, or the onset of labor, the woman lying on a 
table undergoing abortion or pushing her baby out, the woman inserting a 
diaphragm or swallowing her daily pill, is doing these things under the 
influence of centuries of imprinting. Her choices - when she has any - are 
made, or outlawed, within the context of laws and professional codes, 
religious sanctions and ethnic traditions, from whose creation women have 
been historically excluded. (Rich, 197 6: 117) 

This chapter examines the development of Western medicine and its 
underlying ideological constructs. More specifically it explores the expansion of 
medicine into the area of women's reproduction. For women in many Western 
societies this expansion has resulted in them becoming dependent on the medical 
system for the most basic processes of procreation. Although the development of 
medical reproductive care has given women more technical control over their 
bodies, it has simultaneously increased the capacity for the medical profession to 

Chapter One 



14 

exercise more control over women's lives (Doyal, 1979:229). Furthermore health 

care is provided within the context of social relationships which reflect the 

sexism of the wider society (Doyal, 1979). Women are both major consumers and 

major providers of health care and thus medicine is profoundly important to 

women's lives. 

Historical overview 

In Europe, scientific medicine became the dominant mode of dealing with illness 

and disease during the late nineteenth and early twentieth centuries (Doyal, 

1979:28, Illich, 1975: 102). Until then most healing and care of the sick was 
undertaken on an informal basis, often by relatives or neighbours and usually by 

women (Doyal, 1979:28). The art of healing was linked to the tasks and spirit of 

motherhood; it combined 'wisdom and nurturance, tenderness and skill' 
(Ehrenreich and English, 1979:30). Most women had some knowledge of herbs 

and healing techniques and the most learned, the 'wise women', travelled widely 

to share their skills. The 'wise woman', or 'witch', as the authorities were to label 

her, possessed a host of remedies that had been tested over many years of use. 

Liber simplicis medicinae, the compendium of natural healing methods written by 

St Hildegarde of Bingen (AD 1098-1178) gives some idea of the scope of women 

healers' knowledge in the early middle ages.
1 

The relocation of medicine to the 

hands of men was associated with a number of other shifts in the philosophical 

basis of medicine in Western Europe. 

In ancient Greece the understanding of disease and health developed around 

ideas of imbalance and balance of humors and natural elements. Mind and body 

were still viewed as inseparable aspects of individuals (Illich, 1975: 102). In his 

study of anatomy, Vesalius (1514-1564) shifted the focus of medicine away from 

the cosmos to the human body and as a result of his work, physiology, pathology 

and physical diagnosis became standard and specialised traditions of inquiry 
(Janzen, 1984:4). 

The scientific revolution of the seventeenth century further developed the 

knowledge base of Western medicine and the working of the human body was 
mapped out in detail (Doyal, 1979:29). These early investigations were largely 

founded not on a humoral theory that connected body, mind and cosmos but on a 

mechanistic view of the nature of human beings and of sickness and health. The 
philosopher Descartes was influential in constructing an image of the body as a 

machine and imagining the body and mind separated as two parts, one corporeal 

I 
Her book lists the healing properties of 213 varieties of plants and 55 trees, and in addition 

dozens of mineral and animal derivatives. ~ee Blum (1974:43). 
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and the other incorporeal. 
2 

Medicine came to be viewed as predominantly 

concerned with the corporeal. The body, part of the natural world, became 

knowable as a bounded material entity. The mechanistic approach to diagnoses 

and treatment of disease, whereby ill health is defined primarily in terms of the 

malfunctioning of a mechanical system, constitutes what is now referred to as 

'Western' medicine, and began to develop around the sixteenth century (Janzen, 

1984:4). 

Medical scholars of the eighteenth century rejected humoral ideas about 

disease emphasising instead organs and organisms as the unit of human anatomy 

susceptible to disease (Janzen, 1984:4). In the latter half of the nineteenth century 

the individual cell increasingly came to be seen as the central focus for 

understanding of ill health (Doyal, 1979:33). This progressive narrowing of the 

focus of anatomy and physiology continues into the present where medical 

scholarship entails an analysis of cells, molecules and atoms - ever-smaller, more 

elemental units. In search of the meaning of life, living organisms are taken apart 

and reduced to smaller and smaller units. Ironically the attributes we associate 

with being alive are lost in the process. Physical reductionism is a central tenet of 

biomedicine, which radically separates body from non-body. The body is thought 

to be knowable and treatable only in isolation (Rhodes, 1996: 167). 

Foucault sees medicine as one of a number of disciplines that have imaged 

the human body as a crucial site for the articulation of social relationships. 

According to Foucault (1973) modem medicine originated around 1800 when it 

became clinically based and concerned with both the interiority of individual 

bodies and the control of the health of populations. The fundamental change in 

what constituted observation brought about profound changes in medicine which 

in turn shaped the body we perceive. 

The W estem history of disease conceptualisation then, begin~with the idea 

of a human being constituting a miniature reflection of the whole cosmos and 

ends with the understanding of disease as intrinsically an interior characteristic of 

the human body. But not only the aetiology of illness changed. So too did the 
notion of the gender of the sick body. 

The problem with women's bodies 

Medical science has been a powerful source of women's oppression in European 
cultures. In the late fifteenth and sixteenth centuries the conflicts between female 

2 
Cassell (1991 :33) suggests there is reason to believe that Descartes' proposal was a successful 

political strategy that allowed science to escape the control of the Church. Zander (1988: 106) 
argues that Descartes has been treated unfairly by history as he acknowledged that no such mind
bcxiy separation was really possible. 
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lay healing and the medical profession took a particularly savage turn in the form 
of intense witch-hunts (Ehrenreich and English, 1973b:23).

3 
The witch-hunts 

coincided with many broad historical developments: the reformation, the 
beginnings of commerce and a period of peasant uprisings against the feudal 
aristocracy (Ehrenreich and English, 1979:31; see also Trevor-Roper, 1970). 
Theological, ideological, and sociological factors all contributed to the creation of 
the concept of 'the witch'. The targets of the witch-hunts were, almost 
exclusively, peasant women and among them female lay healers.

4 
The Malleus 

maleficarium
5 

denounced midwives because 'they surpass all other witches in 
their crimes' (cited in Kitzinger, 1988:4). The inquisitors reserved their greatest 
wrath for the midwife, asserting that, 

The greatest injuries to the Faith as regards the heresy of witches are done 
by midwives; and this is made clearer than daylight itself by the confessions 
of some who were afterwards burned. (Kramer and Sprenger, 
1968(1484):218) 

Medicine inherited from Christianity its role as guardian of sexist ideology. 
Early church writings are filled with denunciations of women as men's spiritual 
inferiors. 'Every woman ought to be filled with shame at the thought that she is a 
woman,' wrote Clement of Alexandria (clS0-215) (cited in Ehrenreich and 
English, 1973a:11). St John Chrysostom (c347-407), who once pushed a woman 
off a cliff to demonstrate his immunity to temptation, said 'among all the savage 
beasts none is found so harmful as woman' ( cited in Ehrenreich and English, 
1973a: 11). 

The nineteenth and early twentieth centuries witnessed a pronounced shift 
from a religious to a biomedical rationale for sexism, as well as the formation of 
the medical profession as we know it today - a male elite with a legal monopoly 
over medical practice (Ehrenreich and English, 1973b: 12). In the same period 
female control of reproduction was further eroded by the inclusion of obstetrics in 
the curricula of professional medical training (Oakley, 1976:23, Ehrenreich and 
English, 1973a:41).

6 

Freeman argues that medical expansion into the area of childbirth began 
before the development of asepsis, surgical techniques or anaesthesia, all of 

3 
The witch hunts actually spanned four centuries from the fourteenth to the seventeenth century. 

See also Blumenfeld-Kosinski (1990:91-119) and Trevor-Roper (1970:121-150). 
4 

Of more than a hundred thousand people executed during the witch-hunts, eighty-five percent 
were women (Barstow, 1988:7). 
5 

The best source for the day-to-day operations of the witch-hu..rits, and for insights into the 
mentality of the witch-hunter (Kramer and Sprenger, 1968(1484)). 
6 

The issue of control is complex and will be discussed later in this chapter. 
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which are now considered crucial to obstetrics (Freeman, 1979:29). By the 

beginning of the nineteenth century medicine had begun the redefinition of 

childbirth from a family or religious event to a medical one, requiring medical 
presence for safe conduct. It was the ideological power of the claim to greater 

expertise rather than actual expertise, that justified male participation (Freeman, 
1979:29, Oakley, 1980:28). Oakley attributes the success of the claim to certain 
notions of womanhood (Oakley, 1980:12). Medical writing about women's 

diseases and reproductive capacities during the nineteenth century was derived 
from perceptions of women's character. Since Hippocrates bewailed women's 
'perpetual infirmities', modem medical ideology continues to perpetuate the 

belief that women are essentially reproductive beings and ultimately inferior 

persons (Doyal, 1979:215). The ideological construction of the uterus as the 
controlling organ of womanhood demoted reproduction to the status of a 'pitiable 
handicap' (Oakley, 1980: 12; see also Ehrenreich and English, 1973a:34.) It was 
not simply the process of reproduction that was perceived as disabling but the 
possession of reproductive organs which was seen to make women slaves to their 

biology (Ehrenreich and English, 1973a:34).
7 

The concern with anatomy and the visibility and functioning of body parts 
found in the eighteenth and nineteenth centuries was thus bound up with the 

gendering of bodies, the increasing interest in the differences between men and 

women (Gallagher and Laqueur, 1987, Laqueur, 1990). During this period sex 
roles were constituted and legitimised by scientific and medical language and 

increasingly the natural sciences and medicine were suffused with sexual 
imagery. Jordanova's history of the biomedical sciences and the conventional 
metaphors they employed reveals 'nature as a woman to be unveiled, unclothed 

and penetrated by masculine science' (Jordanova, 1989:24). Jordanova argues 

that science and medicine have been major mediators of ideas of nature, culture 
and gender, with verbal and visual images the conjoint tools of that mediation 
(Jordanova, 1989:42). Medical imagination, the visual language of the body, and 

the 'naturalistic' accounts of anatomical, physiological and pathological 
characteristics all shaped ideas about the relationship of body image to sex roles 
(Jordanova, 1989:44). 

Her discussion of wax anatomical models of men and women from the late 
eighteenth and nineteenth century suggests the new assumptions about gender 
and its representation that the models expressed. Such models were used for 

making anatomical drawings and for display in popular museums (Haviland and 
Parish, 1970). Most of the female models, aptly named 'Venuses', were 
recumbent, lying on velvet or silk cushions, and adorned with flowing hair, pearl 

7 
For further references see Oakley (1980). See also Theriot (1993). 
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necklaces, removable parts and ·small foetuses (see Plate 1.1 and Platel.2). 
Eyebrows, lashes, head and pubic hair were painstakingly added, so that the body 
appeared as lifelike and alluring as possible. 

8 
Comparable male figures were 

usually upright and often in a position of motion (Jordanova, 1980:54). 

Plate 1.1 French eighteenth-century wax figure. (Cited in Jordanova 1980:55) 

The wax models of recumbent women, 'sleeping beauty figures' were 
highly sexualised with their conspicuously feminine features and erotic postures. 

8 
The standard reference work is Pyke (1973). 
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Equally they exposed female reproductive capacities through the omnipresence of 
the foetus revealed by removing successive layers of the model. Medical and 
philosophical writings of the eighteenth century focused on the breast as the 
privileged symbol of the valued role of women in domestic nurture. Nineteenth 
century biology shifted its attention to the uterus - a retreat into the hidden 
recesses of gynaecological anatomy, from which female nature now seemed to 
emanate (Jordanova, 1980:49; see also Yalom, 1997). 

Plate 1.2 French eighteenth-century wax figure with the covering of the trunk removed. 
(Cited in Jordanova 1980:56) 

To an extent this reflects the general nineteenth century understanding of 
female sexuality as pathological: female genitalia were of interest partly as 
examples of the various pathologies that could befall them but also because 
female genitalia increasingly came to define women in the nineteenth century 
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(Gilman, 1985:216).
9 

Jordanova (1980:54) suggests that the wax models not only 
portrayed the literal naturalness of women in their total nakedness and by the 
presence of the foetus, but their symbolic naturalness is implied in the whole 
conception of such figures. A dual meaning of woman as natural was evoked: 
'she was taken as a creature defined by her biology and as the feminine natural 
object of masculine science' (Jordanova, 1980:57). 

Assumptions about how the sexes were to inhabit the world were built into 
representations of the human body in an historical setting, where sex differences 
located in the organs were then relocated in the interaction between a person and 
his/her preferred place - in public or domestic domains for instance. Links 
between behaviour and the body were commonplace and a medical framework 
that focused on and explained the origins of social differences was political at its 
very core. Thus through the lens of the history of medicine we can see how a 
politics of reproduction developed out of eighteenth century attitudes toward 
sexuality, marriage and childhood long before the advent of the modern 
bureaucratic state (see Jordanova, 1995). 

'Framing the foetal portrait' 

Before the eighteenth century images of the foetus and the womb tended to be 
idealised. They might feature an outline of a round vessel, like a narrow necked 
vase, containing a foetus with an erect miniature adult body. Intimate physical 
connections between foetus and mother, 'the umbilical cord, placenta, and the 
uterine walls surrounding the foetus, are elided in these images' (Adams, 
1994: 128). From the moment printed anatomies directly represented the results of 
dissection of women in pregnancy the figure of the foetus and its relationship to 
its environment changed dramatically. William Hunter's Anatomy of the human 

gravid uterus first published in 1772, exemplifies this shift. According to Adams, 
Hunter 'insisted that the object contains its own truth: the task of the anatomist is 
to reveal rather than to construct, the 'mark of truth' that originates in the object' 
(Adams, 1994: 129). He saw 'nature's truths as being on the surface, ready to be 

received by the trained, observant mind' (Jordanova, 1985:339). His atlas 
contains a series of five plates that document the progressive dissection of a 
pregnant woman (see Plate 1.3 and 1.4). In the first five plates the woman is 
progressively reduced as the dissection proceeds until all that · is left are the 
stumps of her thighs and her uterus. Even her external genitals · have been cut 

9 
See Gilman (1985:216, 218) regarding the dissection of genitalia. Apparently only female 

genitalia were dissected. 
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away. The massive uterus, filling the abdominal cavity and the page, is her 

nucleus. 

When everything inessential has been cut away, the core organ, the uterus is 
left. [I]n the sixth plate, the wall of the uterus facing the viewer is cut away 
to reveal the fetus. The dissection then progresses until the uterus is 
removed entirely, leaving the body as empty shell: the woman has been 
cored. (Adams, 1994: 132) 

Plate 1.3 Nine-month uterus, William Hunter's Human Gravid Uterus 1779. 
(Cited in Adams 1994:133) 
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Plate 1.4 Foetus in utero, William Hunter's Human Gravid Uterus 1779. 
(Cited in Adams 1994: 133) 

'Hands of flesh, hands of iron' 

This shift in the scientific gaze of anatomy was accompanied by a transformation 
in the 'grasp' of bodies in birthing. Childbirth became a concern for doctors in 
the second half of the seventeenth century when it afforded medical men the 

opportunity to dominate the formerly female field of midwifery and consequently 
subordinate female midwives and patients to medical authority (V ersluysen, 
1981:9). Versluysen argues that these objectives were behind the extension of 
medical control to include the establishment of maternity hospitals in the 
eighteenth century, where female midwives were initially excluded from 
employment (Versluysen, 1981:78). However, the development of obstetrics and 
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the subsequent demise of traditional midwifery occurred not simply as an 
extension of medical control over women's bodies and women's lives but also in 

response to the real risks that childbearing presented (Shorter, 1984). The 
introduction of laws and examinations effectively excluded women however, who 
in earlier European experience had tended the sick (see Brighton Women and 
Science Group, 1980, Oakley, 1976:2). 

The male midwife arrived on the scene at the moment that the male medical 
profession was beginning to control the practice of healing, refusing 
'professional' status to women. He appeared first in the aristocratic courts 
attending upper class women. He began to assert the inferiority of the midwife 
and to make her name synonymous with dirt, ignorance and superstition. 

10 

Numerous attempts were made to regulate midwives in a way that suggests they 
were feared as morally and sexually polluting. 

11 

The fad of employing a man-midwife spread among the French upper 
classes who could pay well for such services. As Finney tells us, 

[T]he few physicians who were known to be qualified in this art soon found 
themselves besieged by royalty and the well-to-do, and amazed at this 
sudden tum in their fortunes, they promptly limited their practice to 
obstetrics. (Finney, 1937:101) 

As in France, fashion played an · important role in the process of men's 
participation in childbirth in Britain. Writing in 1724, John Maubray observes 
that the 'Politer Part of the World' had already begun to put themselves in the 
hands of men. Soon the 'middling classes' followed and by the 1760s the practice 
was spreading to the tradesman and artisan class (Maubray cited in Donnison, 
1977:22, see also Thicknesse, 1765:4, 22.) From the 1720s onwards, more and 
more men were coming into the field. At first these men were only called on to 
assist in difficult labours but later they were engaged for routine cases. This, 
combined with the introduction of forceps, around 1720, precipitated the 
acceleration of what was already a trend to the male medicalisation of birth (see 
Radcliffe, 1947:38-9). 

The female 'hands of flesh' that had delivered millions of babies and 
soothed the labour of millions of mothers were soon to be replaced with the male 
'hands of iron' - the forceps. Obstetric forceps were used in conjunction with a 
lever to grasp the back of the baby's head and a fillet or cord used to help pull the 

10 
The beginning of the transformation of obstetrics into a male province is usually dated from the 

attendance of a court physician named Boucher on Louise de la Valliere, the favourite mistress of 
Louis XIV, in 1663. 
11 

See Wilson in Bynum (1987). See also Forbes (1971), Jordanova (1981: 12-32) and Petrelli 
(1971). 
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baby, once disengaged from an abnormal position, out through the birth canal 
(see Plate 1.5, Plate 1.6, Plate 1.7). Rich describes the history of the forceps as 'a 
peculiar one, involving three generations of a family, the commercial exploitation 
of a scientific invention, and the effective displacement of the midwife through a 
male monopoly of that invention' (Rich, 1976: 133). 

Plate 1.5 Pierre Amand's sling for extracting the 
foetal head, introduced in the early 
eighteenth-century. (Cited in Martin 
1987:55) 

Plate 1.6 The manner in which Amand's sling was 
applied. (Cited in Martin 1987:55) 

Plate 1.7 The mid-nineteenth-century foetal extractor of Jules Poullet. (Cited in Martin 1987:55) 

The invention and use of forceps was often claimed, by male midwives at 
the time and since by medical historians, to be the chief advantage of male 
midwifery practice to legitimise male involvement in childbirth. 

12 
Forceps were 

valuable in obstructed labour, but such labours represented only a minority of 
cases. Overall, forceps had little effect on infant mortality, except perhaps to raise 
it further (Versluysen, 1981: 12). Male midwives regarded forceps as a convenient 
means to hasten along a labour that wasted their time. 

Since historians of midwifery have generally been obstetridans it is hardly 
surprising that they would stress the technical progress represented by forceps 
(Versluysen, 1981:14) and thus perpetuate the idea of the superiority of 

12 
See Radcliffe (1947), Donnison (1977), and Rosenberg (1974). 
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obstetricians to midwives (cf Sterne, 1965[1760]).
13 

The relatively low status and 
the limited training of the men who first wielded forceps - 'broken barbers, 
tailors, or even pork butchers' in the words of one disapproving midwife (Nihell 
cited in Wertz and Wertz, 1977:40) - suggest that the words of Samuel Gregory 
(1848) had some basis: 

[T]he introduction of men into the lying-in chamber, in place of female 
attendants, has increased the suffering and dangers of childbearing to 
women, and brought multiplied injuries and fatalities upon mothers and 
children. (Gregory, 1974[1884]:7) 

The establishment of male midwifery and its institutionalised base, the lying-in 
hospital, must be viewed as a part of the vast movement beginning in the 
eighteenth century that Foucault (1981) terms 'bio-politics'. At this time the 
economic and political potential of women as reproducers was recognised and by 
the 17 60s there was an emphasis on the maternal duty of breastfeeding to 
preserve infant life (Badinter, 1981). Lying-in hospitals were often seen as 
worthy and important public charity for 'poor lying-in women' (see Donnison, 
1977). However another important component of these institutions was that they 
provided a steady supply of cases for clinical study and the instruction of (male) 
medical students (see Ross, 1986:151). Analysis of the clinical records of the 
Rotunda Lying-in hospital in Ireland lead Murphy-Lawless (1988:296) to suggest 
that it was not just the attempt by male medicine to establish the 'speaking eye' 
(Foucault, 1973: 114) of clinical discourse which could formulate definitive truths 
about the body but a more specific application in relation to the female body. 
Lying-in hospitals were the institutional expression of a series of economic and 
philosophical arguments about the importance of women as reproducers but they 
were also 'equally the institutional expression of the desire of male medical 
discourse to control the female body in labour' (Murphy-Lawless, 1988:297). 

At the time that physicians were taking over control of childbirth the non
interventionist, supportive technique of the female midwife was still safer for 
both the birthing woman and her baby (Freeman, 1979:29). As the definition of 
childbirth changed from 'normal process' to 'medical condition' , the roles and 
practices surrounding it were re-organised to suit medical needs. 

13 
Writing in the eighteenth century, Sterne created, and then ridiculed, Dr Slop, a man-midwife 

(probably a caricature of a doctor who was an obstetrician at York). The jest at man-midwives 
was based on the fact that at this time obstetrics and surgery were held in little esteem. Trained 
physicians usually merely diagnosed and prescribed; surgery was left to humble 'barber 
surgeons,' and the delivery of babies to midwives. Slop's specialty would seem ridiculous to 
many of Sterne's readers (See Sterne, 1965(1760):ppS0-116 for example). 
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The relationships between midwives and other types of medical 
practitioners were complex. Women midwives ( as most of them were) always 
had children themselves and notions of femininity as mothering were intimately 
linked to ideas of nurture and healing (Jordanova, 1989:32). Beyond the 
competitive element for fees was the rivalry over control of medical practice. 
Writings by eighteenth century male practitioners exemplified this rivalry 
implying that midwives were dangerous and ignorant by comparison with 
surgeons and physicians. As mentioned earlier, the spectre of midwives as 
morally and sexually polluting was also mobilised in attempts to regulate their 
practice. 

But women practiced a wide range of medical techniques and not just 
midwifery. Both men and women had in the past attended women in labour. 
There was no clear demarcation about who should or could assist women. On the 
one hand some thought it indecent for men to attend women in labour; on the 
other hand some thought midwives were of doubtful decency. The unease about 
the demarcation between male and female practitioners was as much about 

sexuality, sex roles, science and nature as it was about professional territory and 
rivalry (Jordanova, 1989:32). 

Jordanova' s work shows that the recurrent attempts to control and clarify 
gender boundaries were based in words and pictures as well as practices 

(Jordanova, 1980; 1985;1989). In The parish register written in 1807 George 
Crabbe, medical practitioner turned pastor and poet, narrates the battle between 

the established, successful and honoured village midwife, Leah Cousins, and the 
new Doctor Glib. In his poem Crabbe deploys contrasts between male and 
female, science and nature, urban and rural, upwardly mo bile and socially 
unpretentious. 

And what is Nature? One who acts in aid 
Of Gossips half asleep, and half afraid: 
With such Allies I scorn my fame to blend, 
Skill is my Luck and Courage is my Friend: 
No Slave to Nature, 'tis my chief delight, 
To win my Way and act in her despite;
Trust then my Art, that, in itself complete, 
Needs no Assistance and fears no Defeat. 
(Crabbe, 1988[1807]:273) lines 685-920) 
Crabbe locates the conflict not just between two individ_uals, classes or 

professions but between modernity and tradition and between their related stances 
towards nature. In this context we can see that the development and use of 
forceps by men probably reinforced their image as possessors of new and 
progressive power, the bearers of modernity (Jordanova, 1989:60). Despite the 
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fact the baby died in this 'modern birth', the wealthier villagers were so 
impressed by Dr Glib' s claim that it was only his skill that had saved the mother, 

that they abandoned the village midwife and went over to him (Crabbe, 
1988[1807]:272 lines 656-70).

14 
Dr Glib did his best to undermine Leah Cousins 

and sneered at her as 'Nature's Slave' who trusted only to luck and in 

emergencies to prayer while he relied on skill and courage and could bend nature 
to his will. In response Leah pointed to her long record of success. 

That I have Luck must Friends and Foe confess, 

And what's good Judgement but a lucky Guess? 
He boasts, but what he can do:- will you run 

From me, your Friend! who all he boasts, have done? 
By proud and learned Words his Pow·ers are known; 
By healthy Boys and handsome Girls my own: 

Wives! Fathers! Children!, by my Help, you live; 

Has this pale Doctor more than Life to give? 
No stunted Cripple hops, the Village round; 

Your Hands are active and your Heads are sound; 

My Lads are all your Fields and Flocks require; 
My Lasses all those sturdy Lads admire: 

Can this proud Leech, with all his boasted Skill, 
Amend the Soul or Body, Wit or Will? 
(Crabbe, 1988[1807]:274 lines 699-712) 

Leah's protests were to no avail, her 'truth was vain' (ibid) and she gradually 

declined and died, embittered and poor, deserted by those whom she had served 
so well. 

Changing midwifery practices threatened concepts of gender ~o deeply that 

the frontispiece to a diatribe of 1793 entitled Man-midwifery dissected portrays 
the man-midwife as a bizarre monster, half-man, half-woman. The background to 
the female side includes a few simple accoutrements and vessels for making 
medicine. In contrast the male side includes fearsome instruments and drugs. The 
monster's propensities for crudity and indecency are detailed in the text ( cited in 

Jordanova, 1989:34). Moreover the figure implied that each individual had to 
possess a unified, coherent gender identity - 'the splitting was portrayed as 

14 
This is currently echoed in many delivery rooms in Australia. A midwifery colleague recalled a 

recent occasion where a woman was about to birth with the assistance of a midwife. In came the 
doctor and declared the woman in need of an episiotomy. He duly cut her perineum, delivered the 
baby and told the mother how lucky she was that he had come into the room at that precise 
moment. The mother, who according to the midwife would have birthed without an episiotomy, 
was then very grateful to the obstetrician and was later heard telling her husband how the 
obstetrician had saved her! 
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monstrous ' (Jordanova, 1989:34; see Plate 1.8.) Yet, constantly since that time, 

historians of medicine declared that obstetrics could only move forward once the 

male midwife or physician took the place of the female midwife. Rongy states 
that ' the backward state of obstetrical knowledge was the direct result of this 

complete monopoly by women' (Rongy, 1937:84) . And yet now in the 1990s the 

monopoly by obstetricians is the focus of concern for many midwives and 
birthing women in many Western countries.

15 

Plate 1.8 Frontispiece to a diatribe of 1793 entitled Man-midwifery dissected 
(Cited in Donnison 1977) 

15 
See Kitzinger (1988) and Sullivan (1988) for a comparison of the position of midwives in 

different medical systems in industrialised and developing countries. 
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In order for obstetrics to establish its claim in the area of childbirth, and 
eliminate female midwives, childbirth ( whether complicated or normal) had to be 
considered a pathological state requiring the intervention of obstetricians, their 
instruments and surgical techniques (Scully, 1980:28). Representing childbirth as 
pathology remains the most characteristic perspective of obstetrics today. The 
'hands of iron' and many later tools continue to invade the bodies of birthing 
women. 

Puerperal sepsis 

Apart from the ideological perils for women imaged as passive and polluting, 
16 

the introduction of men into the area of reproductive management involved other 
dangers. In Britain in the eighteenth and nineteenth centuries the generally 
careless and ignorant use of the male midwives' interventions was often fatal for 
mothers and babies (Oakley, 1980). Perhaps the most striking feature of this time 
was the dramatic increase in the incidence of maternal deaths associated with 
puerperal sepsis. Of the three main causes of maternal deaths, puerperal sepsis, 
toxaemia and haemorrhage, the first showed a tendency to rise in Britain, 
America and other countries until the late 1930s. Puerperal sepsis was associated 
with hospitalised, doctor-controlled childbirth (Oakley, 1976:45).

11 

Before 1840, Oliver Wendell ·Holmes supplied convincing evidence that 
puerperal sepsis was contagious, transmitted by the hands, clothes or instruments 
of a doctor from an infected woman to a healthy one and concluded that the 
practice of confining women to lying-in hospitals increased the risk of spreading 
infection. He was ridiculed by his colleagues (Scully, 1980:31). Then in 1861, 
Semmelweis attributed the dramatic rise in puerperal sepsis to male doctors who 
often attended labours having come straight from the post-mortem room. 

During his time at the Viennese maternity hospital he collected statistical 
data on maternal mortality rates. The maternity hospital was divided into two 
clinics. From the time the first clinic began training only male obstetricians, the 
mortality rate in the first clinic was consistently higher than in the second clinic 
where only female midwives were trained. Indeed as the figures reveal in 1846 
the mortality rate in the first clinic was five times greater than in the second and 
over a six year period it was, on average, three times as great (Semmelweis, 
1983[1861]:64). 

16 
See Atlee (1963), Oakley(1976), Callaway (1978) and Ehrenreich (1979). 

17 
See also Colebrook (1954) for an historical review of the work on puerperal sepsis. 
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Table 1.1 
Maternal mortality rates in first and second clinic of the Viennese maternity 

hospital for 1841-1846 

Year First Clinic , , .second::ciinic":: 
-· -~-· ·"' 

Births Deaths Rate Births Deaths Rate 

1841 3036 237 7.7 2442 86 3.5 

1842 3287 518 15.8 2659 202 7.5 

1843 3060 274 8.9 2739 164 5.9 

1844 3157 260 8.2 2956 68 2.3 

1845 3492 241 6.8 3241 66 2.03 

1846 4010 459 11.4 3754 105 2.7 

Total 20042 1989 17791 691 

Average 9.92 3.38 

Source Semmelweis, 1983(1861]:64 

Semmelweis suggested that the difference in mortality rates between the clinics 
was actually larger than the table suggests because of the practice of transferring 

all ill maternity patients to the general hospital during times of high mortality so 
that when these patients died they were not included in the maternity hospital 
statistics (Semmelweis, 1983[1861]:65). Even the poor women of Vienna knew 

they were more likely to survive in the midwives' section than in the physicians' 

section. 

That they really dread the First Division can readily be demonstrated, 
because one must endure heart-rending scenes, when women, wringing their 
hands, beg on bended knee for their release, in order to seek admission to 
the Second Division after having hit upon the First Division because of the 
unfamiliarity of the place, which the presence of many men made clear to 
them. (Semmelweis cited in Rich, 1976:146) 

His plea for greater cleanliness among doctors was ignored and he incurred 
the wrath of medical colleagues who resented the suggestion that physicians were 
the purveyors of disease (Brighton Women and Science Group, 1980: 166; Scully, 
1980:31). He was forced to leave Vienna for Budapest, taking a post at a lying-in 
clinic where 'directly under the windows of the obstetrical department is found 
the open sewer, into which all the liquid refuse of the pathological anatomy is 
thrown' (Semmelweis, 1983[1861]:417). Working under these conditions, 
coupled with the constant rejection of his findings in one country after another, 
contributed to his mental breakdown in 1865 when he was committed to the 
Vienna Insane Asylum. Immediately prior to his commitment he was to read a 
report to a faculty meeting. When he was called on to do so 'he rose, took a piece 
of paper from his trouser pocket and, to the astonishment of those present, began 
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to read the text of the midwives' oath (Gortvay and Zoltan cited in Semmelweis, 
1983[1861]:57). One can only speculate that his apparent alliance with midwives 
was related to his know ledge that birthing women fared better with midwives 
than doctors. Slaughter's interpretation of Semmelweis' action was that it was 
another manifestation of his madness (Slaughter, 1961:145). This was the last 
function Semmelweis performed in his faculty, which 'had lost the most 
accomplished, and the most illustrious of its professors' (Gortvay and Zoltan 
cited in Semmelweis, 1983[1861]:57). Just prior to his being committed as insane 
he had wounded his hand while operating and he died soon after of septicemia -
ironically the same death as the thousands of women whose fate had obsessed 
him (Rich, 1976:147).

18 

Dissenting voices 

There have always been dissenting voices regarding the participation of male 
midwives and doctors in childbirth - voices which are too often ignored or 
silenced. Female midwives, perceiving the danger to both their clients and their 
profession, fought against instrument-aided childbirth (see Nihell 1760 in Scully, 

1980:28). 
Both men and women protested about the participation of male midwives 

and doctors on the grounds of the importance . of female modesty - a modesty 
violated by gynaecological and obstetrical examinations done by the male 
physician (Scully, 1980:26-28).

19 

These protests can be seen to represent attempts 
to preserve valued traditional beliefs and practices.

20 

Paradoxically, perhaps the 
most important source of opposition came from within the ranks of the medical 
profession itself (see Donnison, 1977:24, Rosenberg and Smith-Rosenberg, 
1974). Many physicians believed that unless the foetus was m an unusual 
position, female midwives were competent to assist in childbirth (Scully, 
1980:26) and because childbirth was seen to be a demeaning process, men's 
involvement was likely to lower the status and prestige of the profession 

18 
Much has been written about Semmelweis' illness and the cause of his death. After a review of 

the evidence, Nuland concludes that Semmelweis probably suffered from Alzheimer's disease and 
that he died of wounds inflicted when he was forcibly restrained by the attendants at the mental 
home, that he was 'in effect beaten to death' (Nuland, 1979:270). Semmelweis had been tricked 
into visiting the sanatorium and when he tried to leave he was forcibly restrained. 'He fell into a 
fit of delirium and six attendants could scarcely hold him. He was confined to a straitjacket and 
put in a dark room' (Slaughter, 1961:145). 
19 

Sterne's (1965(1760]) satirical work refers to the salaciousness of these doctors. 
20 

Similar oppositions based on cultural grounds are echoed in many developing countries where 
Western medicine is increasingly influential. In PNG today there is strong resistance to the 
participation of male aid post orderlies and doctors in the area of childbirth as such participation is 
in breach of local gender norms. 
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(Versluysen, 1981 :28). Other physicians were genuinely concerned with the 
plight of the mother and baby. In 1847 Dr AM. Mauriceau alerted his readers. 

[T]he office of attending women in their confinement should be entrusted to 
prudent females. There is not ... more than one case in three thousand that requires 
the least assistance. I am aware, however, that there are crafty physicians who 
attempt and often succeed in causing the distressed and alarmed female to believe 
that it would be altogether impossible for her to get over her troubles without their 
assistance; and for the purpose of making it appear that their services are absolutely 
necessary, they will be continually interfering, sometimes with their instruments, 
when there is not the least occasion for it. (Mauriceau cited in Scully, 1980:26) 

Forty years later, Engelmann, (1883) an obstetrician, contended that 
nineteenth century obstetricians had a lot to learn from the customs of non
medicalised childbirth in pre-literate societies, particularly in relation to delivery. 
And one hundred years after that, in 1984, Dr Frederica Perl added her voice to 
the continued dissent: 

If we want to increase the number of normal deliveries, we have to make 
sure that doctors do not get involved. As doctors we are trained to deal with 
pathology. (Perl cited in Zander and Chamberlain, 1984:219) 

SAFETY AND THE PLACE OF BIRTH 

Maternal and infant mortality rates are used most often as indicators of the 
success of obstetrical practices. One of the reasons for encouraging hospital 
deliveries was the belief that maternal and infant mortality rates would improve. 
The discussion of Semmelweis suggests that this was far from the case, as 
maternal mortality showed a marked increase associated with iatrogenically 
induced puerperal sepsis. However, this mistaken assumption, that hospitals are 
safer for birthing women, continues to inform medical practice in many 
( developing and developed) countries. 

Whilst childbirth has become safer for mothers and babies during this 
century, in part as a consequence of the introduction of asepsis and new 
developments in obstetrics and neonatal medicine, the importance of medical 
technology is generally over-estimated (Doyal, 1979~234). Improvement in 
maternal and infant mortality rates reflects rather a healthier population with 
improved socio-economic conditions resulting in better nutrition and hygiene. In 
many countries there has also been a reduction in the number of women having 
large families and the number of very young or old women having babies 
(Huntingford, 1978:244). These changes effectively reduce the number of women 
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at high risk, as do improved socio-economic conditions ( see Chalmers and 

Richards, 1977:49) 
Despite all the other factors associated with a lower mortality rate, there 

continues to be a tendency to attribute the greater safety in childbirth and reduced 

mortality rates solely to better medical care. 
21 

Yet, by the mid-1970s a number of 

published studies suggested that the relationship between hospital delivery rate 
and the decline in perinatal mortality was spurious 

22 

but policy-makers largely 

ignored these findings. 
The first major challenge to the assumption that hospital births were safer 

for all women came from Marjorie Tew, a statistician working in the Department 

of Community Health at Nottingham University. While teaching a course in 
epidemiology she set herself and her students an exercise to see how much they 
could find out about maternal and perinatal mortality from published data. 

Expecting to find evidence to support the conventional wisdom that hospital 
delivery was safer for all women she was astonished to find 'that maternal and 
fetal death rates for comparable groups were always higher in hospital than at 
home whether the predicted risk, on account of the mother's age or size of family, 

was high or low and also that the years when births in public hospitals had 
increased most were not the years when mortality rates decreased most' (Tew, 

1990). Her initial attempts to have her findings published in various medical 

journals were rejected on the grounds that they would be of no interest to the 
readership. When the results appeared in the New Society in 1977 they attracted 

considerable public attention, and from some prominent academics and 
government officials (Cartwright, 1977:749, Whitehead and Ford, 1977:748-9). 

When the Department of Community Health, who were aware of Tew's findings, 

failed to renew her contract in 197 6 Marjorie Tew was not alone in interpreting 
this as a further indication of the hostility and anger with which her findings had 
first been received, echoing the response to Semmelweis and others who have 

challenged the dominant medical discourse a century earlier. 
Despite long-term lack of evidence for a causal link between the decline in 

perinatal mortality and the increase in hospital delivery, the claim is still being 
made. 

21 

The practice of delivering nearly all babies in hospital has contributed to the 
dramatic reduction in still births and neonatal deaths and to the avoidance of 
many child handicaps. (Maternity Services Advisory Committee, 1984:v) 

See Alberman (1977:2), Brighton Women and Science Group (1980:175), Chalmers (1977:49), 
Oakley (1979a:5), and Romalis (198lb:22). 
22 

See Chalmers (1976), Barron (1977), and Ashford (1978). 
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Debate since the late 1970s has generally been better informed and less 
polarised and there has been an increasing awareness of the need for rigorous 
scientific evaluation of many obstetric and midwifery procedures (Macdonald, 
1987; Royal College of Midwives, 1987). However the debate has continued 
against a background of the steady erosion of choice about the place of birth, 
encouraged by further policy recommendations which seem to have been 
formulated without any objective review of the evidence of relative risks and 
comparative benefits (Campbell and Macfarlane, 1987). For example Dewhurst 
(1984:252) is confident that more and better foetal monitoring will reduce foetal 
mortality and morbidity. He also claims that 'fully natural childbirth in which 
there was no interference would unquestionably result in an appalling high 
perinatal mortality' (ibid). Analysis of the available data suggests that the belief in 
the greater safety of hospital deliveries is at best doubtful and might well, in 
certain circumstances, be contrary to 'safety'. 

23 

Much of the debate continues to be conducted in terms of safety. Campbell 
and Macfarlane (Campbell and Macfarlane, 1990:233) suggest it is tempting to 

· ask 'safety for whom?' They argue that, 

The stated rationale of a policy that all women should give birth in hospital 
is that this affords the safest environment. Unlike home, hospitals for most 
women are alien environments over which they have almost no control. This 
is not so for obstetricians and hospital midwives. Thus, it might be 
suggested that when obstetricians recommend that the wishes of women 
should be met, but only 'within the confines of safety' this means - at least 
in part - within the confines of an environment in which the obstetrician 
feels 'safe' . (Campbell and Macfarlane, 1990:233) 

Ripper, an Australian midwife, argues that the safety issues which have 
'increasingly caught our attention, and informed our professional practices, are 
the ones where the baby's safety is being protected' (Ripper, 1992). One of the 
consequences of this 'foetal focus' is that the mother is increasingly seen as a 
threat to her baby's safety. Moreover since the advent of ultrasound (first tried on 
obstetric patients in the late 1950s( the woman, along with her pregnant body, is 
no longer the privileged focus of medical gaze. 

23 
See Kloosterman (1978), Tew (1984, 1990:196) and Goer (1995). 

24 
See Oakley, (1984: 159). 
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As Adams suggests, 

[A]s long as the living foetus remained inaccessible to the physician's eye, 
the clinical gaze found the mother its only accessible object. .. .In an optical 
illusion, whenever the eye focuses on one form the other fades out of focus 
and becomes the ground for the newly intelligible figure. Something similar 
has happened in obstetrics, effecting a change so profound that it has 
already transformed the ethic and practice of obstetrics. (Adams, 1994:154) 

The mother's behaviour, habits and lifestyle are often described as 'risk 
factors' for the health of the baby. Pregnant women in Australia are advised to 
get plenty of rest, eat nutritious food, have a certain amount of exercise and avoid 
stress and exhausting physical labour. This is indeed a worthy lifestyle to pursue, 
not just because it represents 'responsible motherhood' but because it is 
intrinsically valuable for the woman's own well being. But there are many 
barriers to achieving this lifestyle - poverty, arduous and unsafe working 
conditions, addictions to prescription and non-prescription substances for 
example. Ripper argues that, rather than working toward creating the conditions 
that make this lifestyle attainable, health professionals focus on the more practical 
and personally rewarding task of changing the behaviour of individual women 
(Ripper, 1992). One of the negative consequences of this focus is that it sets up a 
model of pregnancy where the mo~her and the developing foetus are seen as 
adversaries and the health professional often assumes the role of advocate for the 
foetus against maternal irresponsibility. Ripper enumerates the premises that 
underpin this posture of professional advocacy. 

First, it assumes that women can control and therefore choose to avoid 
unhealthy lifestyles. Second, there is [a] moral injunction inherent in the 
advice to put the needs of the foetus first. This is consistent with a- cultural 
stereotype wherein a 'responsible mother' is a selfless mother. (Ripper, 
1992) 

In many Western countries being a 'responsible mother' excludes the possibility 
of choosing to have a homebirth. Women now expect to go to hospital to give 
birth and it is only an assertive, determined and informed woman who can 
discover how to organise a homebirth and who can persist in her determination to 
have it. Such a choice is seen as irresponsible and as an affront to the authority of 
the medical system. People who consider homebirth dangerous question a 
woman's right to choose, and the midwives right to provide, this alternative to 
'normal' medical practice. In my experience as an Independent midwife in 
Australia, women choosing homebirth were confronted by doctors, midwives, 
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friends and family who questioned their ethics as well as their motives and sanity 

(see also Hoff and Schneiderman, 1985). 

In Australia, after thirty years as a midwife and twenty-four years 

experience as an Independent midwife, Maggie Lecky-Thompson has been 

defending charges of misconduct brought to the NSW Nurses Registration Board. 

Of the six complaints before the tribunal only one was initiated by the family 
involved. The remaining five complaints were brought to the board by 

obstetricians who were not involved in the care of the women or babies involved. 

This has been a protracted and complex case. On trial with Lecky-Thompson are 
the midwifery profession and the rights of birthing women to choose where and 

with whom they give birth. At the time of writing the tribunal has determined that 

Lecky-Thompson showed lack of professional judgement in the first five cases 
and a lack of 'fundamental honesty' in the sixth case. She has been struck off the 

register and banned from practice for three years. She is in the process of 

appealing the decision in the Supreme Court. Such persecution is not an isolated 
case in Australia or in the global context. This has led many to discuss the issue 

in terms of a modem day witch-hunt. 
25 

Sullivan and Wise (1988: 129) suggest that in legal terms the question of 

whose rights should prevail- the individual's or the state's - is least clear when a 

woman's choice will affect her foetus as well as herself. 

In several cases, physicians have used the law to force women to have fetal 
surgery, cesarean sections, or blood transfusions, or have tried to enforce 
standards of conduct believed to protect the fetus, such as restricting drug 
use. [I]n these situations, physicians have argued that the interests of the 
fetus and the mother are antithetical, and that women's individual rights 
should be limited for the sake of their fetuses. (Sullivan and Weitz, 
1988:129) 

In the United States the doctrine of 'parens patriae' gives the state the right 

to intervene in parental decision-making. MacKenzie et al argue that if this right 
is extended to antenatal decisions, pregnant women risk becoming mere 'vessels', 

25 
Marsden Wagner, a physician and perinatal scientist with many years experience as a specialist 

in maternity services in the World Health Organisation, had, to 1995, testified in twenty legal 
cases in eleven countries. Seventy percent of the accused were midwives and eight-five percent 
were women (Wagner, 1995:1020). In all, ninety percent of the accused were involved in 
homebirth or alternative birth centres. Wagner concludes that the function of the tribunals in these 
cases was not to weed out true incompetence and protect the public, but rather to 'punish the 
deviant professional that could threaten the income, practice style and power of mainstream 
doctors' (Wagner, 1995: 1022). Like the witch-hunts in earlier centuries this one has its basis in 
political not medical issues. The imposition of Western medical practices in developing countries 
and the subsequent erosion of indigenous knowledge and practice is another manifestation of this 
witch-hunt, masquerading as programmes and policies which purport to be in the best interests of 
women. 



37 

losing the rights otherwise granted to competent adults (MacKenzie, et al., 1986). 
Where women's interests are subsumed under the interests of the foetus, 
medicine, and the state, we can expect ever more stringent legal requirements 

placed on their behaviour.
26 

The meaning of success 

Another significant aspect of the use of infant and maternal mortality statistics as 
indicators of success is that 'success' is defined quite differently by obstetricians 

and mothers (Oakley, 1980:23). Lewis (1990b:15) shows that there has always 
been a gap between the perceptions and demands of women in respect of 
maternity policies and practices, and what has been offered by policy-makers and 
professionals. 

27 
The meanings of success from the perspectives of birthing 

women have been detailed by several scholars 
28 

and articulate around 
collaborative decision-making, little or no intervention, as well as the process 

being a fulfilling and joyous experience. 
Obstetricians' reference point in determining success is infant and maternal 

mortality and to a lesser degree certain restricted indices of morbidity. Mothers, 
however, view success in a more holistic and complex way than the achievement 

of a healthy baby, and whilst they share the goal of the live birth of a healthy 
baby, success is also concerned with a satisfactory personal experience ( Graham 
and Oakley, 1981:55). Dewhurst (1984) defends the medical profession against 
the accusation of taking the 'emotional satisfaction out of labour' with a 
rhetorical question: 'was labour ever emotionally satisfying?' This kind of 

rhetoric denies the emotional depth and satisfaction of labour for many women, 
ignores the legitimacy of women's concerns and privileges those of obstetricians. 

Iatrogenic obstetrics 

In 1932, the British Ministry of Health issued a report on maternal mortality and 
morbidity. They concluded that out of 5,805 maternal deaths at least fifty percent 
were preventable. Other medical opinion put the figure at seventy-five percent 
(Oakley, 1976:47). Puerperal sepsis accounted for more than thirty percent (ten 

26 . 
The medical profession has been working with the concept of 'foetal autonomy' for at least 

thirty years. See Wolstenholme and O'Connor Foetal autonomy (1969:1). 
27 

Lewis ( 1990a, 1990b) is quick to remind us that women's views have undergone significant 
changes over time - early twentieth-century women's groups campaigned actively for anaesthesia 
and hospital births. Such demands need to be understood in relation to the material circumstances 
of women's lives at the time. 
28 

See among others Odent (1984:93-108, 1986:66-69) and Gaskin (1977). 
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percent of which were associated with forceps delivery). By far the most 
important reason was mismanagement on the part of the doctor that occurred in 
twenty percent of all deaths. Most common errors were premature use of forceps, 
inadequate management of toxaemia and inadequate precautions against sepsis 
(Oakley, 1976:47). An American study, also conducted in 1932, concluded that 
sixty percent of maternal deaths were preventable and that doctors' errors 
accounted for forty-one percent of these deaths whilst midwives' errors 
accounted for two percent (Oakley, 1976). A previous American study (1912) 
found that most doctors at the time were less competent than the midwives they 
were replacing (Ehrenreich and English, 1979:87; see also Tew, 1990.). 

Despite these investigations the Peel Report ( 1971) claimed that the greater 
safety of hospital confinement for mother and child justified the proposal to make 
one hundred percent hospital deliveries available (Great Britain DH-ISS cited in 
Alberman, 1977:10). However, the Peel Committee failed to produce any 
evidence to substantiate the claim that a hospital delivery was always safer but 
rather drew attention to the overall decline in perinatal mortality rate and the 
increase in the proportion of hospital deliveries (Campbell and Macfarlane, 
1990:220). Although doctor-related mortality and morbidity has, in all 
probability, declined since 1932, a more thorough evaluation of techniques and 
technology is required before anyone can declare hospitals 'safe' places for 
birthing. 

Oakley lists various procedures - birth in horizontal or semi-horizontal 
position, episiotomy, forceps delivery, cutting the umbilical cord immediately 
after birth, accelerated delivery of the placenta - which were introduced into 
obstetrical practice without a systematic evaluation of their effectiveness and 
notes that all of these procedures have disadvantages or dangers to mother and/or 
baby but continue to be used without regard for their iatrogenic qualities (Oakley, 
1979a: 18). Although some of the practices do benefit some women they are often 
applied to the majority of women who do not need them. 

It is the balancing of benefits and hazards to two different populations of 
mothers and babies, those who need medical care and those who do not, that 
represents the unique dilemma of medical maternity care. (Oakley, 1980:26) 
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Spiralling sequence of interventions 

Nearly thirty years ago Haire (1972:5) drew attention to various obstetrical 
practices which she argued were rooted in hospital and medical tradition rather 
than in scientific research. She presented some chilling statistics which indicated 
that among the developed countries, Australia, England and Wales, and the USA 
had unacceptably high infant mortality rates (see Table 1.2). 

Table 1.2 
Lowest infant mortality rates per 1000 live births for selected countries 

with populations over 2,500,000 for 1972 - 1973 

--t.GoµH)wl 
Sweden 10.8 9.6 
Finland 11.3 10.0 
Netherlands 11.7 11.5 
Denmark 12.2 11.5 
France 16.0 15.5 
Canada 17.1 15.6 
German Democratic Republic 17.7 16.0 
New Zealand 15.6* 16.2* 
Australia 16.7 16.5* 
Hong Kong 17.5 16.8* 
England and Wales 17.2 16.9 
Belgium 18.9 17.0* 
United States 18.5 17.7 
Ireland 17.8 18.0 

*Provisional 
Source: Wegman, M.: 'Annual Survey of Vital Statistics -1974', Pediatrics, 
56:960-966, December 1975. (cited in Haire, 1972:5) 

Though it would be convenient to attribute blame for a persistent and 
significant number of infant deaths to socio-economic factors or lack of hospital 
facilities, Haire (1972) argued that 'modern' obstetrical practices were largely at 
fault. She looked at various practices, common in obstetrics today, and revealed 
the spiralling sequence of much modern birthing technology. She attributed this 
to the lack of awareness of the problems that can arise from each successive 
digression from normal childbearing practices. Consequently, the introduction of 
one technological practice often necessitates using another technology to 
counteract the bad effects of the previous procedure and so on (Haire, 1972). 

29 

29 
See Stewart and Stewart (1979:2) for their perspective as parents on the snowball effect of 

medical interventions in childbirth. 
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One of the most common series of such events in Australia today begins 
with the artificial rupture of the membranes. 

30 
This has been associated with an 

increase in the rate of infection for both mother and baby (Blaikley, 1956) and the 
rate of infant jaundice (Chew and Swann, 1977). This procedure commonly 
necessitates the use of an intravenous infusion to administer the drug Syntocinon, 
to stimulate uterine contractions. Because of the dangers associated with the use 
of Syntocinon, it then becomes necessary to monitor the mother and the baby and 
this involves connecting the mother to a machine to monitor her contractions, and 
applying a scalp electrode to the baby's head to monitor its heart rate. The use of 
Syntocinon increases the strength and frequency of the contractions and 
consequently there is greater use of analgesics and commonly an epidural 
anaesthetic is required for adequate pain relief for the mother. The stronger 
contractions induced by Syntocinon can damage the soft bones of a baby's skull, 
cut off the baby's oxygen supply by compressing the umbilical cord, and rupture 
a woman's uterus.

31 
Epidural analgesia has been associated with longer first and 

second stages of labour, increased oxytocin use, mal-rotation, instrumental 
delivery and caesarean section (particularly for dystocia) (Howell, 1999; see also 

Martin, et al., 1978.). The effect of the epidural anaesthetic is that the labouring 
woman is temporarily paralysed from the waist down and is therefore often 
unable to push her baby out. 

32 
Thus the baby needs to be delivered by forceps and 

such a delivery requires an episiotomy that will later require suturing. The use of 
forceps to deliver a baby can result in a cephalheamatoma; a blood filled swelling 
on the baby's head which if large enough can cause neonatal jaundice. If the 
jaundice is severe enough the baby is often very sleepy, unable to feed well at the 
breast and requires time in a humidicrib under special lights to get rid of the 
jaundice. 

Like other medical technologies, epidurals have a useful contribution to 
make to the childbirth experience of some women but appear to be used too often 
and without proper regard of the associated risks.

33 
The majority of obstetricians 

would argue that all women benefit from such medical interventions and are 

30 
See Lumley ( 1980: I 00-09) for a description and discussion of induction of labour. 

31 
See Wilson (1953), Cladeyro-Barcia (1975a), and Baumgarten (1976). 

32 
The advent of 'walking epidurals' or low dose narcotic epidurals, where a labouring woman is 

supposed to be able to walk has made little difference to women who are still connected to 
intravenous lines and machines which makes walking about cumbersome. Often by the time a 
woman has an epidural she is too tired to walk around. (Personal communication Alison Chandra, 
Clinical Midwifery Consultant, Delivery suite, Canberra Hospital) 
33 

While supporting women's right to choose their pain relief in labour we must also acknowledge 
studies that have demonstrated that women who are supported by continuous midwifery care need 
less pharmacological pain relief and have better and more satisfying outcomes than those who do 
not have access to midwifery care (Hodnett, 1999). 
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consequently less concerned with the appropriate use of interventions. However 
as Chalmers and Richards (1977:48) point out, the quality of medical care 
depends on the extent to which effective interventions are applied to those 
women who can benefit from them Thirty years ago the appropriateness of 
interventions was considered in terms of the obstetricians' timetable. There is 

little to suggest this practice has changed. 

There is universal agreement that the chief reason for electively inducing 
labour is to provide a more dependable schedule for the obstetrician. As 
Hall has said, [i]t is high time we shed our shame over preferring to practice 
obstetrics in the daytime.' If the safety of the gravida [pregnant woman] and 
her fetus can be assured, convenience for the obstetrician is a valid 
objective. (Niswander, 1969: 122) 

By examining literature which documents the serious complications 
associated with elective inductions

34 
the safety of the 'gravida and her foetus' 

cannot be assured and thus the practice of inducing labour, particularly if only for 
the convenience of the obstetrician, is a dangerous one. During the mid- l 970s 
consumer groups expressed increasing concern about the possible misuse of 
induction for social rather than medical reasons (Jordan, 1974, Robinson, 1974). 
Disquiet about the use of inductions was also expressed by the medical profession 
and midwives (Robinson, 1974).

35 

Technology is created to fulfil perceived professional needs and embodies 
the assumptions that those who create it may have about its use. Recent obstetric 
technology has been produced within the prevailing assumptions about 
appropriate care - that women should labour in hospital and, usually, on a 
delivery bed. For example, the design of most monitoring devices assumes their 
use in hospital rather than at home and many of the devices used in labour can 
only be used when a woman is lying in bed. 

The power of technology to oversimplify the inherently complex and 
produce certainty where doubt is necessarily present, has proven irresistible not 
only to medicine but to the whole culture (Cassell, 1991:22). The intrinsic 
promise of technology - that it will relieve uncertainty and doubt - is virtually 
irresistible given the special circumstances of medical practice. However, 
uncertainty and doubt remain, although often shifted or concealed. Cassell 

34 
These include uterine spasm, foetal distress, postpartum haemorrhage, prolapsed umbilical cord 

and rupture of the uterus, (Scully, 1980:36) along with those already mentioned. 
35 

See Lancet editorials (Editorial, 1974, Editorial, 1975). Two midwives were so outraged about 
what they saw as a 'surge in obstetric interference' that they convened the first meeting of what 
was later named the Association of Radical Midwives (Scruggs, 1978). 
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suggests that it is the 'burden of doctors to have great responsibility on a sea of 
doubt and uncertainty' (Cassell, 1991:18). 

Kupfermann highlights the paradoxical situation where childbirth is being 
increasingly medicalised and 'active management oflabour' held up as the ideal, 
whilst women are being encouraged and indeed expected to think of labour and 
childbirth as the 'greatest experiential high' of their lives (Kupfermann, 1979:66). 
There is a strong resistance from obstetricians to the 'natural childbirth 
movement' which must be seen within the broader context of the cultural 
definition of female social and sexual roles as well as the history of 'medical 
authority for overseeing and controlling women's sexuality' (Romalis, 1981a:81). 
Oakley summarises the politics of medicalised reproductive management in the 
following way: 

Certainly there are some deaths and illnesses among pregnant and newly
delivered women and their foetuses/babies in Britain that are preventable 
[and] medical ante natal care must be counted as an essential ally. But we 
delude ourselves about the character of the medical profession, the nature of 
the states interest in reproduction if we think that's all there is to it. (Oakley, 
1984:274) 

The position of women - in labour 

Except for being hanged by the feet, the supine position is the worst 
conceivable position for labour and delivery. (Cladeyro-Barcia, 1975b:l 1) 

Robert Cladeyro-Barcia voiced his unequivocal opposition to the use of a supine 
position for labouring women during his term as president of the International 
Federation of Gynaecologists and Obstetricians. Women can give birth in a 
variety of positions but where childbirth is treated as a surgical procedure women 
are placed in either lithotomy or dorsal position - despite the fact that her ability 
to push is significantly reduced, which subsequently prolongs the second stage of 
labour. Also, as Davis-Floyd (1992: 121) notes, if a woman is lying on her back to 
give birth the baby is born heading upwards. 

Studies comparing women's preferences for supine versus upright positions 
for delivery reported, without exception, more positive responses from 
women using the upright position. (Davis-Floyd, 1992:122) · 

The controversy about the position of women when birthing reflects ideas 
about women' s autonomy, respect for custom, experience and knowledge as well 
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as medical benefits. G. de la Motte writing around 1730 suggested that the 
position a labouring woman adopted should be determined by her ( de la Motte, 
1985[1746]: 177). In 1883 Englemann concluded that 'the semi-recumbent and 
inclined positions are the correct ones for the parturient woman - anatomically, 
theoretically and practically (Engelmann, 1883:56). In a majority of non
European societies for which there is information, an upright position, either 
kneeling or sitting, is most common (see Scully, 1980:61; Oakley, 1979a:10). 
However, the use of the supine position continues to be promoted in medical 
textbooks. In the most recent edition of Williams obstetrics, it is suggested that 
the most widely used and often the 'most satisfactory [position for birth] is the 
dorsal lithotomy position on a delivery table with leg supports' (Williams, 
1989:315). Yet several studies, conducted more than fifty years prior to this, 
suggest that the dorsal lithotomy position is hardly the 'most satisfactory'. 

Mengert and Murphy (1933) recorded intra-abdominal pressure at the 
height of maximum straining effort in more than one thousand observations with 
women placed in seven different positions. They found that the greatest intra
abdominal pressure was exerted in the sitting position, due not only to major 
visceral weight but also to increased muscular efficiency. In 1937, Vaughan 
(1937) presented x-rays and measurements which indicate that squatting alters the 
pelvic shape in a way that makes it advantageous for delivery. All of this research 
was ignored and the supine position continued to be imposed on birthing women 
for the comfort and convenience of the obstetrician. 

[The] use of the lithotomy (supine) position has two purposes: It makes 
maintenance of asepsis easier and it contributes greatly to the convenience 
of the obstetrician. These advantages more than compensate for the 
somewhat unphysiologic posture and the discomfort of the position itself. 
(Danforth, et al., 1966:532) (emphasis added) 

In the 1970s Mendez-Baur and associates (Mendez-Baur, 197 5: 85) 
demonstrated that upright positions improved muscular efficiency and shortened 
labour. Their research was also ignored. Newton and Newton argue that; 

[I]f Mengert and Vaughan advocated a new drug to speed labour, it is likely 
that culturally accepting attitudes would have resulted in the adoption of 
their findings -even with far less scientifically controlled data. However, 
instead, the proposition of improving labour efficiency through sitting or 
squatting conflicted with the strongly held cultural attitude that birth is an 
event experienced lying down. (Newton and Newton, 1972:167) 

A supine or lithotomy position is clearly contra-indicated as these positions 
adversely affect the mother's blood pressure, cardiac return and pulmonary 
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ventilation which in tum lowers the oxygen supply to the foetus,
36 

reduces the 
normal intensity of the contractions, increases the length of labour, and inhibits 
the mother's voluntary efforts to push out her baby. This necessitates further 
intervention, inhibits spontaneous expulsion of the placenta, which requires 
further intervention and increases the need for episiotomy (Balaskas and 
Balaskas, 1983, Haire, 1972).

37 
Research has shown that when other positions are 

used mothers tend to push more effectively, appear to need less pain relief, are 
more likely to want to be conscious for birth and are less likely to need an 
episiotomy or have perinea! tears. 

38 

Two hundred years after de Ia Motte, Moore also suggests that the position 
for the delivery should be determined by the mother, but concedes that the choice 
continues to be made by the birth attendant (Moore, 1977: 116). Despite medical 
research and cross-cultural practices that clearly show that a vertical position is 
the most effective physiologically, and women prefer an upright position, the 
practice of delivery in lithotomy or dorsal position continues. While resistance to 
the introduction of alternative birthing positions continues perhaps the following 
warning should be prominently displayed at the entrance to all maternity 
hospitals: 

The lithotomy position - lying on your back with your feet up in stirrups -
is the worst, most ineffective and most dangerous position for labor. It is 
used in most hospitals for the convenience of the doctor. (Pincus and 
Swenson, 1985:373) 

Being delivered 

Who gives [birth]? And to whom is it given? Certainly it doesn't feel like 
giving, which implies a flow, a gentle handing over, no coercion ... Maybe 
the phrase was made by someone viewing the result only ... [Y]et one more 
thing that needs to be renamed. (Atwood, 1984:225) 

Like other branches of medicine, obstetrics has developed an essentially 
mechanistic model of the patient. The mechanical metaphor began to appear in 
seventeenth and eighteenth century French hospitals where the womb and uterus 
were spoken of 'as though they formed a mechanical pump that in particular 

36 
SeeHumphrey (1974, 1973), Johnstone (1987), and Kurz (1982). 

37 
See Brighton Women and Science Group (1980) and Roberts (1980a, 1980b) for a review of the 

various studies. See also Davis-Floyd (1992: 121-25), in particular the section on the ritual 
purposes of lithotomy. 
38 

See Haire (1972:21 , 22), Gardosi (1989), and Liddell (1985). 



45 

instances was more or less adequate to expel the fetus' (Wertz and Wertz, 
1977:32).39 The metaphor of the uterus as machine combines with the use of 
actual mechanical devices such as forceps. Martin (1989[1987]) goes beyond the 
machine/mechanic metaphor and examines analogies from the realm of 
production in factories as they are applied to birth. She suggests that images of 
women's bodies in medical textbooks employ metaphors drawn from the 
language of capitalism that emphasises production, control and hierarchy. 
Martin's work, like Jordanova's, directs attention to the powerful links between 
the metaphors used to describe the body 'scientifically' and the gender dynamics 
of society which render women's bodies subject to masculine scientific and 

medical control. 
Modem obstetrics developed primarily within a hospital setting where the 

physical aspects of labour and childbirth have come to be emphasised to the 
detriment of the social and psychological aspects (Doyal, 1979:236). Obstetrics 
has succeeded in isolating the labouring woman and the delivery of her baby 
from the rest of the childbirth experience by defining childbirth as a 
medical/surgical event that requires specialised knowledge and techniques. When 
put into a broader context Oakley (1976: 18) argues that the main change in 
childbirth in industrialised countries over the last century has been the transition 
from control located in a community of untrained women to control located in a 
profession of formally trained men. Thus, says Oakley, 'a process of 
professionalism has been accompanied by a transfer of control from women to 
men' (1976: 18). 

Many scholars share Oakley's (1976) view that women once controlled all 

aspects of childbirth. 
40 

The problem with this argument is that it is based on a 
notion of control by individuals or groups of individuals defined by sex. By this 
view, power and control over birthing women and their bodies belengs either to 
women or men. It implies, on the one hand, a male-dominated mechanism of 
power and control exerted through such man-made agencies as hospitals and law
courts and, on the other hand, a reservoir of female reproductive power available 
as an alternative, but currently suppressed. Others argue that the focus on the 
suppression of female midwives as the most visible and public aspect of a male 
'takeover' resulted in a tendency to romanticise women midwives and woman
controlled childbirth as a natural historical entity, positing a Golden Age of 
childbirth.

41 

39 
See also Merchant (1980) and Westful (1971) for an understanding of mechanical metaphors as 

they have been used to describe nature and humans since the seventeenth century. 
40 

See Donnison (1977), Lewis (1980), Ehrenreich (1973a), Arms (1975), and Wertz (1977). 
41 

See Callaway (1978), Macintyre (1977), and Radford (1984). The tendency to romanticise 
midwives and woman-controlled birth has persisted. While the move to less interventionist more 
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Callaway ( 1978) agrees that there has been a shift in the management of 

childbirth from midwives to the male-dominated medical profession, but argues 

that the question of control of female reproductive care is complex and cannot 

simply be analysed in terms of who manages childbirth. Callaway (1978:174) 

suggests that even where women actively manage childbirth they do so within 

cultural systems of ideas and practices which reflect the dominant power 

structures. The question of control and power cannot be seen in terms in 

individuals or groups of sexed individuals but must be seen in the context of the 

organisation of social relations and of issues such as who determines the practice 

of medicine, the conceptualisation of the body and the organisation of sexuality. 

The structure of reproductive care in any society cannot be divorced from the 

broader context of the cultural construction of gender and gender relations. The 

vesting of 'control' with one sex rather than the other is significant where the 

social situations of men and women are generally differentiated and more 

significant where the ideologies held by each group with respect to gender roles 

are also dissimilar (Oakley, 1976:19). Moreover men can be excluded from 

birthing but still assume dominance in reproductive politics.
42 

With respect to Western medicine where the ideas and practices tend to 

assert rigid and authoritarian control over the patterning of pregnancy, labour and 

delivery, they are often detrimental to women. The modern male-controlled 

system of reproductive care has a tendency to treat women not as whole) 

responsible people but as passive objects for surgical and medical manipulation. 

The popular allegation that the medical profession tends to see patients as 

diseases (as in 'the appendix in bed four') rather than as individuals is not sex-

'natural' childbirth has benefited many women in the West there is a tendency to project a 
romantic and mythical image of 'natural' birth inappropriately onto a Third world context 
(Rozario, 1998: 144). Rozario's work on childbirth in rural Bangladesh examines the role of 
indigenous midwives (dai) who are defined as low-status and menial participants in the process of 
birth because of their role in dealing with birth pollution (Rozario, 1998: 168). 'It is too easy, 
perhaps, to counterpose the midwife to the doctor, seeing the former as a repository of traditional 
wisdom and knowledge and the latter as a projection of patriarchal intervention. In practice, both 
may have serious deficiencies in terms of delivering effective health care, and their effectiveness 
may be further compromised by the cultural and material situation within which they work' 
(Rozario, 1998: 144). As Jolly notes, in Rozario' s depiction there is little room for romance about 
birth either in rural Bangladesh or in any reconstruction of the traditional midwife in the image of 
the 'wise women' of a feminist history in Europe (Jolly, 1998a:15). Similar concerns regarding a 
romantic view of maternity have been expressed by Dureau who found that women living on 
Simbo, an island of the Western Solomons, consider motherhood and maternity a 'profoundly 
ambivalent state and relationship' (Dureau, 1993:31) and by Merrett-Balkus who found that birth 
for Anganen women in the Southern Highlands of Papua New Guinea birth is potentially fraught 
with spiritual danger (Merrett-Balkos, 1998; see also Scheper-Hughes, 1985 and Jolly, 1998b for 
an elaboration of this theme.). The dangers and difficulties for the women of Misima who are 
thought to be 'beside the grave' echo these concerns. 
42 

See Ginsburg (1991) for a discussion of the broader determinants ofreproduction. 
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specific. Insofar as it is a product of medical education both male and female 

patients are affected. However, the processes of medical education and 

professionalism generally provide an ideological rationale for the treatment of 

women which is different from that of men. Thus, both male and female 

practitioners of reproductive care, as members of a male-dominated society, tend 

to participate in the ideology and practice of sexism. 
Callaway concludes that the control structures of human reproduction 

(including female care) in most societies throughout history have been male

dominated (Callaway, 1978). The debate about control continues and Rothman 

(1991[1982]:8) suggests that although some of the practices of the seventies 

improved and some maternity services may seem more user-friendly, the 

underlying ideologies have not changed and doctors remain very firmly in control 

of birth. 

Childbirth as social and biological 

To birthing ... we bring our histories, our relationships, our rituals [our] needs 
and values that relate to intimacy, sexuality, the quality and style of family 
life and community, and our deepest beliefs about life, birth and death. 
(Dickson cited in Pincus and Swenson, 1985:361) 

A widely believed notion is that childbirth practices in Western societies are 

based on good sense and scientific logic; that it is largely a matter of sound 

medical principle (Lomas, 1966:207). Conversely, childbirth practices in other 

societies are regarded as illogical and ritualistic. Much of this chapter has been 

concerned with the 'physiological' aspects of childbirth, but as the above quote 

reminds us, the physiology of childbirth is not a natural universal but culturally 

created and particular. 

As reflected in this chapter the subject of childbirth in most Western 

developed countries has been dominated by male discourse for a long time. The 

importance of these discursive structures is that they have shaped how, when and 

with whom women give birth. Medical discourse has consistently used a theory 

of female incompetence to justify the necessity of doctors' presence at birth and 

as the basis of its clinical practice. The definitive know ledge that it claims in 
relation to the female body is based on the 'fact' of women's feebleness and 

incompetence. The power that doctors wield over women in childbirth is par 

excellence the power of the written word to shape the way our bodies function as 
we actually give birth. 
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[L]anguage is not an abstract system of normative forms but rather a 
concrete heteroglot conception of the world. All words have the 'taste' of a 
profession, a genre, a tendency, a party, a particular work, a particular 
person, a generation, an age group, the day and hour. Each word tastes of 
the context and contexts in which it has lived its socially charged life; all 
words and forms are populated by intentions. (Bakhtin, 1981 :293) 

Meanings in childbirth depend, among other things, on scientific evidence, 

personal experience, professional training, economic incentives and ideological 

convictions. All these domains anchor and authorise given definitions. 
Definitions are social, cultural and political as well as linguistic and are 

constructed by specific speakers with specific aims and interests (Treichler, 

1990:132). 

The word childbirth is not merely a label, provided us by language, for · a 
clear-cut event that already exists in the world; rather than describe, it 
inscribes, and makes the event intelligible to us. We cannot look through 
discourse to determine what childbirth 'really' is, for discourse itself is the 
site where such determination is inscribed. (Treichler, 1990:132) 

A critique of the medical model reveals how the ideas and practices of birth 

are derived from ideologies about reproduction, about medicine and about the 

role of women in Western societies. This chapter has suggested some ways in 

which the rationale for the current biomedical model of childbirth might be 
interrogated and suggests a more complex theoretical understanding of how 

definitions of childbirth come to be constructed, codified, and mobilised. In part 

the urgency to interrogate the biomedical model of birth comes from a 
recognition that the issues to be discussed, the actions to be considered, indeed 

the parameters of the debate about birth continue to be over-determined by the 

medical profession and the state and not by birthing women. 
Women of many cultures are coming to accept the biomedical model as 

superior to indigenous birthing know ledge. This is so despite inadequacies in 

health care funding as noted by Sargent and Bascope for Jamaica (Sargent and 
Bascope, 1997). There is no evidence to suggest that technology actually 

improves the outcome of birth as with the overuse of ultrasound documented by 
Georges for Greece (Georges, 1997), and when the technology is rudimentary 
and poorly understood, as noted by Sargent and Bascope for Mayan villages 

where midwives use pitocin to speed labour, there is even less chance of 

technology improving birth outcomes (Sargent and Bascope, 1997).
43 

43 
It is important to recognise the ways in which biomedicine also gives rise to resistance. Martin 

for instance, through the analysis of women's speech, makes visible the way ordinary women 
resist the biomedical description of their bodies (Martin, 1989 [1987]). 
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The plight of women in developing countries in many ways replicates the 

plight of women in the earlier centuries of the developed countries, despite the 

later epoch and our accumulated historical know ledge. There are of course 
differences due to time and place and specific circumstances. Extrapolating from 

European experience suggests that a reduction in maternal and neonatal mortality 

and morbidity will result in large part from raising the living standards, especially 
the standard of nutrition of mothers and their baby girls - the mothers of the 

future. This is not to suggest an easy solution, for the problem is complex and 

must be understood in relation to cultural, economic, social and political forces. It 
must be informed by gender analysis. Any solutions will require dramatic 

changes in all these areas. As discussed in this chapter Western medicine has not 

made birth safer for mothers and babies and therefore it seems unjustifiable to 
perpetuate that system of health care. There is not the slightest reason to believe 

that the desired objective ( of reducing losses in childbirth) would be achieved by 

increasing the medical input into maternity care (Tew, 1990:291). And yet in 
many developing countries that is one of the main strategies for improving 
maternal and child health. In an imperial paradox, the very practices under 

increasing scrutiny and criticism from women in Western countries are being 
confidently exported as an integral component of progress and development to 

the women of the 'Third world'. 

Biomedical theory and practice is problematic not simply when it fails to 
address cultural and social issues involved in individual patient care but because 

of its embeddedness and ( often) sustaining role in dominant political and 
economic systems. Thus biomedicine cannot be described apart from the relations 
of power that constitute its social context. 

Major problems in medicine are also problems of society; the health system 
is so intimately tied to the broader society that attempts to study one with 
out the other are misleading. Difficulties in health and medical care emerge 
from social contradictions and rarely can be separated from those 
contradictions. (Waitzkin, 1983:41) 

The provision of medical services in a non-Western society where the 
medical model is a foreign incursion and where the cultural construction of 
sexuality, childbirth and gender has completely different historical and social 
bases compounds the difficulty of the task. In the case of PNG, where there is 

tremendous sociocultural diversity, the challenges for an approach that 
encompasses and incorporates indigenous ideologies and practices are enormous. 
The next two chapters explore some of the ways in which anthropological 
analysis can be utilised to develop a grounded understanding of women's health 
in this developing nation. 

Chapter One 





Chapter Two 

BEGINNING WITH BIRTH 

For those of us in medical anthropology the impulse to activism remains a 
significant motivating force. Whilst we despair at the continued and desperate 
plight of birthing women, particularly those marginalised by poverty or ethnicity, 
it is encouraging to witness the tremendous development in childbirth studies, in 
history and in anthropology. I have already surveyed those debates in a history of 
birthing in 'Western' experience. Here I offer an overview of studies of 'birth' in 
anthropology, tracing some of the debates and concerns that have influenced 
these studies and suggesting why anthropology is now better placed to engage 
with this topic. 

Descriptions of pregnancy ~nd childbirth are scattered throughout the 
anthropological literature but until relatively recently have lacked the depth and 
detail given to other areas of social life. Initially male fieldworkers predominated 
and they were not interested in or were denied access to birthing experiences. 
Thus a lack of theoretical interest and male observer bias largely accounts for 
earlier tendencies to exclude childbirth from serious anthropological attention. 
But we cannot solely blame male ethnographers, for as Davis-Floyd and Sargent 
point out, even the few well-known female ethnographers of the early twentieth 
century paid little or no attention to birth (Davis-Floyd and Sargent, 1997b). The 
omission thus reflects a concern with social and cultural differences, rather than 
the 'biological', the 'natural universal' event birth was assumed to be. While 
there was some scholarship on birth prior to the 1970s most was based on shallow 
cross-cultural surveys and focused on beliefs, norms and values surrounding 
reproductive behaviours. 

Given the centrality of the embodied experience of pregnancy and birth to 
human life it is surprising how problematic it is to focus on the maternal body. 
Moreover, women are eclipsed by their children in Maternal and Child Health 
(MCH) work (discussed in chapter five). Maternal bodies often yield to other, 
seemingly more pressing concerns. I reinscribe the maternal body by situating it 
in the fertile intersection of recent feminist and anthropological debates. 

Chapter Two 
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IDSTORICAL OVERVIEW 

Encyclopaedic evolution and functionalism 

The encyclopaedic studies of nineteenth century anthropologists were concerned 
with the social organisation of the supposedly 'universal natural facts' of human 
reproduction and heredity, that is knowledge about beliefs and practices in 
relation to procreation, kinship and conception - 'the facts of life'. Many such 
accounts describe childbirth using Western beliefs and practices as the 
unexamined point of reference, as in Engelmann's early book (1883). His data 
were accumulated from responses to his enquires 'from all quarters of the Globe' 
and from medical, historical and ethnological books. He argues that, 

A comparison of the crude methods of primitive peoples and peoples of 
former civilisations with the teachings of scientific obstetrics of today are 
amusing and interesting, but above all instructive and important. 
(Engelmann, 1883 :xvi) 

He is not concerned to discover the rationale of birthing practices in their 
social context but rather to see how useful they may be for the developing field of 
obstetrics. Romantic notions of life in 'primitive' societies pervade his 
discussions of childbirth in other societies. They also reflect nineteenth century 
views of the physicality of indigenous women whose racial characteristics were 
considered to set them apart from their European counterparts in ways that made 
them inherently 'better' at all forms of physical labour, including that associated 
with birth. These views contrast with later views of bestiality and deficits of 
birthing mothers who were often blamed for high infant mortality rates (see 
Dureau, 1993 and Jolly, 1998b). 

We can then readily account for the rapid and easy delivery of savage 
women who live in a natural state. [F]irst, they marry only their kind, and 
thus the proportions of the child are suited to the parts of the mother; 
secondly, their more healthy condition and vigorous frames; while, thirdly, 
from the active life they lead, head or breech presentations result. 
(Engelmann, 1883:9) 

As was typical of ethnological encyclopaedias of his time, Engelmann 
documented the many and varied practices and beliefs associated with childbirth 
and thus expanded the empirical horizons of childbirth for the West but never 
problematised this point of view nor attempted much in the way of analysis. 
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This concern to document social development towards civilisation was 
shared by social theorists such as Engels (1884[1972]) and Morgan (1871[1970]) 
who believed that accurate knowledge of physical paternity traced crucial 
transitions from one stage of human civilisation to another (Franklin, 1998: 102). 
The debate about know ledge of physical paternity was a central, even obsessive, 
concern for early anthropologists such as Frazer (1910[1968]) and McLennan 
(1865(1970)). This concern persisted in the fieldwork based, functionalist 
traditions of the early twentieth century. 

Malinowski, who found the question of physical paternity to be 'the most 
exciting and controversial issue in the comparative science of man' (Malinowski, 
1937 :xxiii) is perhaps the most (in)famous in this regard and his proposition of 
'virgin births' for the Trobriand Islanders spawned many debates within 
anthropology (see Leach, 1967, Spiro, 1968). In her critique of these debates 
Delaney suggests that the obsessive interest in paternity by these anthropologists 
more accurately indexes their own concerns than those of the peoples they 
studied ( see also Coward, 1983, Delaney, 1986, cf Wolfe, 1999). 

Another prominent concern in this early work was the Couvade, the father's 
symbolic participation in the birth process (Bachofen, 1973[1861], Bettelheim, 
1954, Dawson, 1929, Frazer, 1922, Tylor, 1891). These earlier interpretations 
have been criticised because they lacked first hand cross-cultural data and 
because their obsessive concern with male roles in childbirth ritual occludes 
birthing women (Lomas, 1966). The practice of the Couvade has continued to 
arouse the interest of many scholars (Browner, 1983, Douglas, 1975, Munroe, et 
al., 1973, Paige, 1973, Riviere, 1974) and the literature on this practice is now 
theoretically quite diverse. 

Many accounts of childbirth from the early twentieth century_ are embedded 
within comprehensive ethnographies of particular cultures or places rather than 
works devoted exclusively to birthing. 

1 
When childbirth was examined it was not 

for its own sake but as a means to an end - as in Levi-Strauss' analysis of 
childbirth as ritual (Levi-Strauss, 1967).

2 
Montague's (1937) detailed analysis of 

Australian Aboriginal concepts of conception and foetal development and 
Malinowski's (1932) work on Trobriand Islanders' understanding and practices 
regarding human reproduction are notable exceptions, even if, as previously 
noted, they were overconcerned with physical paternity. As Browner and Sargent 
(Browner and Sargent, 1990:217) have noted, early works ranged in quality from 
the carefully detailed efforts of Clellan Ford (1945), and Moni Nag (1966) that 

1 
For example Engelmann (1883), Ford (1945), Lorimer (1954), Mead (1967), Nag (1966) and 

Spencer (1949). 
2 

See also Van Gennep (1961), Lomas (1966), Levi-Strauss (1967), Paul (1975a, 1975b), Douglas 
(1975), and Chapin (1976). 
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demonstrate broad theoretical principles to superficial accounts like that of 
Robert Spencer ( 1949), which like the nineteenth century works is little more 
than a list of reproductive customs around the word. 

3 

Second stage 

As early as 1950, Freedman and Ferguson complained of the paucity of 'personal 
observations of childbirth among primitives [sic] by competent observers' 
(Freedman and Ferguson, 1950). This was to remain the case until the 1970s 
when women entering the field began to explore indigenous birth customs and to 
understand them as integrated systems of knowledge and praxis (Davis-Floyd and 
Sargent, 1997b:2). None of this early work linked the domain of corporeal 
reproduction to broader sociocultural or political-economic processes. Browner 
and Sargent (Browner and Sargent, 1990:217) suggest that the proliferation of 
public health efforts devoted to maternal and child health after World War Two 
and the second wave of feminism from the 1960s generated a new concern with 
reproduction. The broader development of gender studies from the 1970s 
influenced feminist scholarship on reproduction, suggesting how cultural 
constructs of gender shaped mothers, babies and birthing. Research since then has 
incorporated a wide variety of perspectives in innovative and often challenging 
ways. The literature on birthing is now geographically and theoretically diverse 
and palpably shows how culture and power shapes the corporeal processes of 
birthing. 

The rise of feminist anthropology in the 1970s brought with it a critical 
revaluation of the exclusion of women's activities from the ethnographic record. 
Annette Weiner, in her influential work Women of value, men of renown (Vv einer, 
1977) critiques Malinowski's neglect of women and especially women's 
exchange networks, which are central to Trobriand models of social reproduction. 
Her work 'opened up new possibilities for appreciating the embeddedness of 
procreative imagery in the maintenance and renewal of cultural identity and 
tradition' (Franklin and Ragone, 1998a:3). Since that time feminist scholars have 
approached the topic of reproduction from a variety of perspectives. Emily 
Martin's feminist analysis, Woman in the body (Martin, 1989[1987]) was an early 
and especially influential work within medical anthropology. More recently 
Rayna Rapp's work on amniocentesis (Rapp, 1993) considers class, gender and 
health; while the work by Linda Whiteford and Lois Gonzalez (1994) considers 
gender and the cultural construction of infertility. 

3 
The encyclopedic 'armchair' accounts often date from the period prior to the inception of 

'professional' fieldwork. 
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Such works attest to the observation by Browner and Sargent (Browner and 

Sargent, 1990:217) that the concept of reproduction has been gradually 

broadened to include all the social relationships associated with maintaining 
society's political and ideological structures (see Beneria and Roldan, 1987, 

Gailey, 1987, Stephen, 1988). They argue that there is a need to continually 

explicate the various dimensions of the concept of reproduction in order to: 

[p ]rofitably elucidate the relationship between a society's structural and 
symbolic principles and its paradigms of maternity, that is the socially and 
culturally constructed forces that shape maternal roles, childbirth, and 
related reproductive activities and that link culturally constituted notions of 
femininity and maternal behaviour. (Browner and Sargent, 1990:217) 

Within the recent literature it is possible to discern a general division 

between those who focus on the anthropology of birth and those who situate 

birthing more broadly within the politics of reproduction. Although this divide is 
by no means impermeable or unbridgeable the differences in orientation reflect a 

split between dedicated ethnographic studies concerned with material on 

'traditional' beliefs and practices and work which pursues broader theoretical 

concerns about the politics of reproduction. Among the several reviews which 

have recently appearea4 the reviews by Steinberg (1996) and Ginsburg and Rapp 

(1991) reflect this broad division. Steinberg is concerned to elucidate 'traditional' 
beliefs and practices in Western and non-Western societies. Gins burg and Rapp 

rather emphasise the politics of reproduction and present the most comprehensive 
. d 5 review to ate. 

The Anthropology of Birth 

Pioneering work on birth began during the 1960s and 1970s. 
6 

Although many 

women made significant contributions to the anthropology of birth it was Brigitte 
Jordan's (1993[1978]) Birth in four cultures that 'served to focus anthropological 

attention on childbirth as a subject worthy of in-depth ethnographic fieldwork and 

4 
Laughlin ( 1989, 1992, 1994) defines and reviews the field of 'pre and perinatal anthropology' , 

Browner and Sargent's (1990) assessment of anthropological studies of human reproduction 
focuses on the articulation between a society's core values and organised principles and the ways 
in which it structures human reproductive behaviour. The most recent review appears in the 
introduction to Childbirth and authoritative knowledge: cross-cultural perspectives (Davis-Floyd 
and Sargent, 1997a). 
5 

See also Greenhalgh (1995) and Handwerker (1990). 
6 

These include work by Mead and Newton (1967), Kitzinger (1975, 1978, 1979, 1981, 1982a, 
1982b, 1984), Newman (1972); Raphael (1975), McClain (1975), Cominsky (1977); Oakley 
(1976, 1977, 1979a, 1979b, 1980), and Jordan (1993(1978]). 
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cross-cultural comparison' (Davis-Floyd and Sargent, 1997b:2). Jordan's 

empirically based comparative study of birth in its full sociocultural context gave 

new legitimacy for the grounded study of human reproduction in anthropology 
(Ginsburg and Rapp, 1991:320-321). 

When Jordan began investigating midwifery and obstetrics in Yucatan 

twenty years ago there were few anthropologists who had even considered these 
topics in a systematic way. 

It wasn't that people argued about its legitimacy; it simply wasn't there. 
[T]here was no notion of birth as a cultural system; the idea of ethno
obstetrics . .. had not seen the light of day; and the notion that Western 
cosmopolitan obstetrics could be studied in a comparative anthropological 
manner as just another ethno-obstetric system . . . had not been considered. 
(Jordan, 1997:55) 

In 1978 Sheila Kitzinger, a contemporary of Jordan, published Women as 

mothers: how they see themselves in different cultures 
7 

which demonstrated the 

arbitrary and culture-bound aspects of Western technocratic birth. 
8 

Her careful 
research into contemporary childbirth served as an important stimulus to the 

anthropology of birth. Kitzinger' s pioneering work in the 1960s, focused on 

women' s experience of obstetric and technological intervention in the UK, 

challenged the medical system and stimulated further research. 
9 

Inspired by 
Kitzinger' s work a number of anthropologists and sociologists focused their 

critical gaze on Western biomedical birth, 
10 

challenging the narrow, ethnocentric 
bias of Western biomedicine. 

11 

Western feminist anthropology did not initially encourage interest in 

childbirth. The concern of such scholarship was rather to broaden the view of 
women's roles. Childbirth and motherhood were constructed as a domain where 

7 
See also Kitzinger (1989, 1994). 

8 
The term ' technocratic birth' , coined by Davis-Floyd (1992), locates the medical model in the 

broader technocratic model upon which many Western societies are now conceptually based. 
'Technocratic' expresses not only the dominance of the technological but the way in which body 
knowledge is eclipsed by hierarchical, authoritative knowledge of expert 'knowers'. 
9 

See Kitzinger (1975, 1979, 1981). 
IO 

These include Romalis (1981a) Davis-Floyd (1983, 1987a, 1987b), Eakins (1986), Martin 
(1989(1987]) , Hahn (1987), Michaelson (1988) as well as noted sociologists Oakley (1977, 1980, 
1984) and Rothman (1981) (1985) (1987) (1989);(Rothman, 1991(1982]). 
11 

Many scholars contend that the continued medical hegemony both reflects and displays the 
power still vested in the patriarchal capitalist system (Martin, 1989(1987], Rothman, 1989); 
women ' s complicity in the establishment and maintenance of that system (Amey, 1982, Sargent 
and Stark, 1987), the transformation of American medicine into megabusiness (Starr, 1982) and 
American society' s profound fear of nature and uneasy confidence in the technological products 
of culture (Davis-Floyd, 1992, 1994). 
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women had been trapped, both practically and ideologically, and consequently 
there was a tendency to focus on other areas of women's lives. 

'It may even be in motherhood that we can trace the diagnosis and 
prognosis of women's oppression' argued Oakley (1979b:609). Much of the early 
work was both mother-blaming, as evidenced by Nancy Friday's work ( 1977) 
which constructed mothers as a source of emotional pain for their children, 
especially daughters, and anti-child as in Barrett's and McIntosh's (1982:62) 
account of the 'tyranny of motherhood' where the child is depicted as the 
villain.

12 
This is not true of all feminist writing of this period as witnessed by the 

work of Rich (197 6) and Jordan ( 1993 [ 1978]) for example, both contemporaries 
of the anti-mother, anti-child writers. Badinter (1981) argues that there has been a 
'perfect continuity' in constructing motherhood as a social institution from the 
middle of the eighteenth century down to the present and that much of the work 
contemporary feminism has had to undertake is to examine critically the impact 
of those discourses on women and how they see their roles as mothers over that 
long historical period. The identification of woman with the maternal, as Jolly 
(1998b:183) points out, has been implicated in many Western theories which 
purport to explain woman's essential condition either as alleged universal 
subordination 

13 
or to explain and celebrate our difference from men. 

14 

Throughout the 1960s and early 1970s Western feminists questioned 
motherhood as a destiny for all women, advocated more public childcare or 
simply ignored motherhood as ideologically confining of women (see Snitow, 
1992).

15 
By the mid 1970s feminists engaged in sceptical probings of social and 

subjective meanings of motherhooct1
6 

which by the 1980s gave way to reaffrrming 
and celebrating motherhood.

17 
Presently there is a burgeoning of thought and 

research on aspects of motherhood through the lenses of ~any different 
disciplines (see Adams, 1995, Ross, 1995) for recent reviews of the literature). 
Reflecting the proliferation of work in the area of reproduction, the frrst two 
edited collections to focus on pregnancy and birth from a cross-cultural 

12 
Barrett and McIntosh (1985) subsequently critiqued this early work for its ethnocentrism. 

13 
See Chodorow (1978), Beauvoir (1972[1949]) Ortner (1974), and Rosaldo (1974). 

14 
See Gilligan (1982), Irigaray (1985), Kristeva (1980), and Trebilcot (1983). See also Jolly 

(1998b) who argues that although maternity has been and will continue to be a powerful factor 
and potent metaphor of women's identity and unity maternity has also divided women. 
15 

Some examples of work of this period include Bernard (1974), Friedan (1971) and Firestone 
(1970). 
16 

For example Chodorow (1974), Ortner (1974), Rich (1976), Chodorow (1978), Oakley 
(1974),and Lazarre (1976). 
17 

As Snitow describes it this trend began with Sara Ruddick' s essay (1980), Maternal thinking 
through Betty Friedan's (1982) retraction in The second stage, and progressing to a very different 
kind of book, Sandra Pollack and Jeanne Vaughn, eds, (1987) Politics of the heart: a lesbian 
parenting anthology. See Ross (1995:38) for more texts of this era. 
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perspective appeared in 1982: Carol MacCormack's (1982) Ethnography of 
fertility and birth and Margarita Kay's (1982) Anthropology of human birth. Then 

followed the publication of many in-depth ethnographies.
18 

More recent 
collections attest to the diversity of work in the burgeoning field of the 

f d 
. 19 

anthropology o repro uction. 

Birth in Melanesia 

Early accounts of childbirth in Melanesia are terse and descriptive reflecting the 

general trend in anthropology at that time. The earliest account is Seligman' s 

(1976(1910)) The Melanesians of British New Guinea. The chapter titled 
'Midwifery' discusses conception, pregnancy, labour, puerperium, twins and care 

of the child. But it is merely three pages, the shortest chapter in a book of fifty

five chapters and some 7 50 pages. Although different aspects of childbirth are 
discussed in relation to specific societies throughout the book, the accounts are 

very brief descriptions. Nowhere does the book present any substantial material 

on childbirth. In Powdermaker's (1971[1933]) ethnography of New Ireland only 

three of the 350 pages, are devoted specifically to childbirth although there are 

references to various aspects of the reproductive process beyond the chapter on 

'Infancy' . Being the first anthropologist involved in fieldwork on New Ireland, 
her ethnography affords a broad overview and in this birth is marginal. By 

contrast, Ford's article (1940) on pregnancy and parturition in the 

d'Entrecasteaux Islands, was expressly motivated by his awareness that little had 
been recorded about medicine and obstetrics. Yet once more the account is very 

general and descriptive and consists of three pages of notes collected 'in odd 

moments ... the information consequently scattered and incomplete.' (Ford, 
1940:498) This did not prevent him from speculations such as: 'Delivery is 

usually easy' (Ford, 1940:500). 

Although not forcefully challenging the ethnocentric bias of Western 
biomedicine, McLennan and McLennan' s ( 1964) study of the customs and 

attitudes of Abelam women with respect to childbirth, menstruation and 

pregnancy reflects a significant shift in the perception and analysis of childbirth 
in the PNG context. The McLennans, both biomedically trained doctors, are 

clearly aware of the importance of understanding and incorporating local 

18 . 
These include studies by Cosminsky (1977), Kitzinger (1978), Sargent (1982), Morsy (1982), 

Maccormack (1982b), Laderman (1987), Browner (1983), Jeffery (1983), Konner (1987), 
Tronick (1987), O'Neil (1990), and Georges (1997). 
19 

For example Ginsburg and Rapp, Conceiving the new world order: the global politics of 
reproduction (1995), Franklin and Ragone' s Reproducing reproduction (1998b), and Davis-Floyd 
and Dumit' s Cyborg Babes: from techno-sex to techno-tots (Davis-Floyd and Dumit, 1998). 
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concepts of health and disease, particularly prior to any proposed extension of 
health services, in this instance a new training programme for indigenous 

midwives, known then as Traditional Birth Attendants (TBA). This study 
highlights the sociocultural aspects of childbirth in Abelan1 society and 

adjudicates about practices which they suggest 'seem harmless' from a medical 
point of view. Although clearly using Western biomedicine as the reference 

point, their focus is largely on indigenous views in relation to biomedicine. 
In the 1970s, when anthropologists began to explore childbirth cross

culturally in a more direct way, Melanesianist scholars continued to explore other 
interests proximate to childbirth. Strathem' s work ( 1972) in Mount Hagen, 

discusses childbirth only in relation to ideas of pollution and the supernatural. 
Gray's work (Gray, 1982) Enga birth: maturation and survival: physiological 
characteristics of the life cycle in the New Guinea Highlands by contrast tries to 

show the physiological imperative of beliefs and practices and Sexton ( 1979) 

describes how symbols and rituals of marriage and maternity organise women's 
commercial enterprise in the Wok Meri movement in the Eastern Highlands. 

The proposal to introduce TBA programmes in other areas in PNG 

similarly prompted the collection of data on indigenous ideas and practices about 
pregnancy and birth. Wells' ( 1984) work in Madang Province documents 

sociocultural contexts in two locales and summarises beliefs and practices 

associated with pregnancy, parturition and neonatal care. This article is notable 
for its inclusion of a rich and detailed description of one woman's birth and the 

perceptions of the birthing woman and others involved in the process. Poschl and 

Poschl's (1985) work on Kiriwina is one of the first to evaluate both 'traditional' 
and Western biomedical ways of birthing. Their intention to 'articulate the 

traditional birthing system with the modem one in a bilateral waf (Poschl and 

Poschl, 1985: 143) is a significant move away from the more general tendency to 
impose the Western biomedical model, or to take it for granted as the norm. 

Scaletta's (1985) case history of childbirth on Kahana, Barai, West New 

Britain, discusses in detail the traditional system of reproductive care, changes in 
the system due to the introduction of health facilities and analyses the impact of 
these changes. Both in its attention to detail of an actual birth and its analysis of 

broader concerns this study exemplifies the value of an interdisciplinary approach 
to problems of health care in developing countries. 

Within the broader anthropological literature, studies in PNG and Australia 

provide notable cases in which nurturance and reproduction are broadly defined 
and high value is placed on the roles of both men and women in 'growing up' the 
next generation (Myers, 1986, Weiner, 1977, Weiner, 1979). Such work has 

focused on male fertility as a principle (Setel, 1996, Treichler, 1988), paternal 
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nurture as essential to the continuity of kin groups (Battaglia, 1985) and 
reproduction as a cosmological principle (Weiner, 1992). 

We can trace several shifts in the focus of childbirth analysis in Melanesia, 
paralleling the more general shift in anthropology. There has been a progressive 
development from purely terse, descriptive accounts to more complex analysis. 
The inquiry into childbirth broadened, not least because of the increased 
participation of women, as doctors and anthropologists, who were able to witness 
and participate in the event and thus provide first hand information. That some 
articles are written by doctors reflects the increasing willingness of the medical 
profession to consider anthropological approaches as important and useful. It also 
reflects the general trend towards a collaborative approach whereby medical and 
anthropological methods are both utilised in order to facilitate more accurate and 
thorough accounts. 

BODIES OF BIRTHING WOMEN AND BODIES OF KNOWLEDGE 

It is well to establish the position of the body from the outset. Samuel Beckett, The 
unnamable. 

Maternal bodies in feminist discourses 

Feminist theory has grown primarily out of a fundamental ethical and political 
impulse that has shaped research directions and strategies. Feminists have been 
divided between those who argue that women should not be defined by their 
bodies and those who argue that women play a specific role in society because of 
their ability to bear a child. Pregnancy remains the most visible sign of sexual 
difference. With pregnancy, the line of demarcation between masculinity and 
femininity, which otherwise can be blurred, becomes suddenly, shockingly, 
present. 

20 
This mark cannot go unnoticed: it is the insisting mark of femininity. 

Pregnancy not only reinscribes this line of demarcation between men and women; 
it also forces recognition of sexual difference as an embodied difference, and 

20 
As noted by Jolly (1992:140) the question of whether the sexing of male and female bodies is 

an innate state or constructed only in discourse is a matter of intense debate amongst feminist 
philosophers. See Gatens (1991(1983]) and Grosz (1989). See Manderson (1997a) for a summary 
of feminist concerns regarding the sex/gender distinction. 
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even privileges women as the norm to whom men are compared. 
21 

Strathern' s 
( 1988) influential analysis of Melanesian personhood is pertinent here as she 
'effectively unravels European assumptions of what constitutes maternity' 
(Lukere, forthcoming-b). However along with other work on maternity from the 
Pacific ( discussed later) Strathern ultimately fails to deal with the mundane 
aspects of birthing; fails to engage with the body as lived, the situated body, and 
subsequently takes no account of the visceral, bloody, often painful experiences 
of birthing women. Given the embodied experience of pregnancy and birth, the 
absence of writing on 'mothers' bodies is surprising. 

22 
Stivens suggests that work 

on bodies has often concentrated in a narrow understanding of sexuality which 
eschews reproduction (Stivens, 1998:53). 

The first position tends to present women as 'persons', neutered individuals 
whose humanity is a state of mind not of body. The model of personhood adopted 
is, critics contend, 'male' since this model posits a being who is not affected by 
any of the cycles of life peculiar to a female body - menstruation, maternity, 
menopause. Mind and body, rationality and irrationality, are thus marshalled in 
dichotomous gendered pairs. 

23 
Many women felt their lives and experiences as 

birthing women were invalidated by this position. Chesler felt abandoned by her 
feminist friends and colleagues after the birth of her son and she considered their 
refusal of help or understanding a refusal of the maternal body. 'Is our female 
flesh so painful you deny it in the name of women's survival, women's freedom?' 
(Chesler, 1979:198) A feminist editor refused to publish Chesler's account of her 
birth, With child, because 'biological reproduction has been the downfall of 
women' (Chesler, 1979:220). 

In contrast to such denigrations and devaluations of the maternal body, the 
second position risks the regression of glorifying woman's biologJcal functions. 
Critics cite the limits of nineteenth century constructs of republican motherhood 
which 'helped construct a gendered citizenship' and forged 'women's ties to the 
state on the basis ofrace, class and gender differences' (Mink, 1986). They argue 
that gender and sex are cultural artefacts devised by men. Transforming them, or 
turning them upside down - by making a weakness into a strength - does not 
change the fundamental structure of society: that women are the property of men 
(Dworkin, 1983, MacKinnon, 1987, Pateman, 1989). 

These theoretical debates on childbearing as a power base or as a site of 
submission to patriarchal control developed alongside a parallel debate - would 

21 
Of course all of this depends on the assumption that woman = mother which is problematic not 

just because not all women are mothers though we are all born of mothers, but because it 
privileges heterosexual rather than homosexual relations. 
22 

But see among others Kristeva (1981, 1986), Martin (1989(1987]), and Young (1990). 
23 

See Eisenstein (1981), Elshtain (1986), Gallop (1988), Rich (1976), and Elshtain (1981). 
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the development of reproductive technologies free woman from the prison of 
motherhood, as conceived by patriarchy, and expand her capacities to become a 
citizen among citizens without distinction? In spite of the fact that the concept of 
free choice and information on contraceptive methods had · been cornerstones of 
the women's health and reproductive rights movements since the 1970s, many 
feminists came to analyse reproductive technologies as a patriarchal device 
increasing medical control over women's lives. Concerns about the exploitative 
potential of reproductive technologies grew steadily and by the mid-1980s 
compelling arguments against a large range of technologies, including infertility 
treatments such as in vitro fertilisation, sex selection, and surrogacy, appeared. 
They contested the term 'free choice' and insisted on the social structures that 
shaped women's choices (see Arditti, et al., 1984, Corea, et al., 1987, Hartmann, 
1987, Sullivan and Weitz, 1988). There were other positions in this debate as 
evidenced in the work of Piercy (197 6) and Firestone (1970) who challenged the 
view that reproductive technologies would inevitably serve patriarchal ends.

24 

The issue of 'natural' versus technocratic birthing contributed to the 
controversies about motherhood, adding another dimension to the questions of 
whether or under wnat circumstances women would mother. In the 1950s and 
1960s the natural childbirth movement responded to the move to birth in hospitals 
and the increasing use of anaesthesia and surgical interventions by arguing for 
birth without drugs, treatments or surgical procedures that would interfere with 
women's 'natural' labour process. As Adams (1993:270) reminds us the regimes 
of the natural childbirth movement could be as prescriptive and coercive as the 
standard hospital birth.

25 
Furthermore the distinction between a homogenous 

'modem' era dominated by biomedicine and a variegated 'postmodern' era with 

birthing alternatives fails to hold on closer examination. 

24 

The apparent conformity of the 1950s was in truth replete with diversities 
and resistances both in the wider society and in birth. Many women giving 
birth in that era managed to have intervention-free births in supportive 
environments - often small country hospitals, hospitals run by religious 
institutions, or clinics staffed by nurse-midwives. (Davis-Floyd and Sargent, 
1997b:ll) 

Adams (1993) argues that Piercy' s model of high-technology utopian reproduction is ultimately 
based on a patriarchal philosophy of motherhcxxl, that makes escape from the womb an allegory 
for philosophical and scientific enlightenment 
25 

Among the early books on natural methods of childbirth are Grantly Dick-Read's (1944) 
Childbirth without fear, Heardman' s (1955) Relaxation and exercises for natural childbirth, 
Goodrich ' s (1953) The mother's guide to natural childbirth and Marjorie Karmel's (1959) Thank 
you, Dr Lamaze. 
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Feminist debates about 'choice' with regard to 'natural' versus 'high-tech' 
births have been concentrated primarily in the middle-class, white women's 
movement. For women in 'Third world' countries, and for Black, disabled and 
poor women in industrialised countries, Spallone (1989:83) reminds us that 
'choice' was not the issue, but rather how to resist the abuse of sterilisation, 
eugenically inspired abortion, and the lack of contraceptive options. A 1987 
survey of court-ordered obstetric interventions shows that, of those women 
forcibly detained in hospitals or compelled to undergo intrauterine transfusions or 
caesarean sections, eighty-one percent were Black, Asian or Hispanic, and all 
were on public assistance or receiving care at teaching hospitals (Kolder, et al., 

1987). Despite the apparent diversity of 'choice' today recent research 
demonstrates that race, religion and socioeconomic class still circumscribe most 
choices in overwhelming ways (Newman, 1993, Ortner, 1991). 

Maternal bodies in anthropological discourses 

Feminists have increasingly recognised that there is no monolithic category, 'the 
body'. There are only particular kinds of bodies. Grosz suggests that 'where one 
(the youthful, white, middle class male body) functions as a representative of all 
bodies, its domination must be overcome through a defiant affirmation of the 
autonomy of other kinds of bodies/subjectivities' (Grosz, 1987:9). Controversies 
continue within feminism regarding the most appropriate ways in which to 
understand the construction of the female body within and through relations of 
power (see Petchesky, 1996). These controversies are echoed within 
anthropology. 

Since the body mediates all reflection and action upon the world, its 
centrality to the anthropological endeavour seems assured, but as noted by Lock 
(1993a: 133) 'a perusal of the canon of social and cultural anthropology indicates 
that the body's explicit appearance has been sporadic through the history of the 
discipline.' Insofar as the body was treated at all in earlier anthropological work, 
it was as a canvas on which to inscribe symbols and homologies of the social 
order. 

In many of these early social anthropological monographs in which the 
body in health and illness appears, the authors were ostensibly studying 
religion, ritual, witchcraft, comparative modes of thinking and so on, and 
they discovered that the body was 'good to think with'. (Lock and Scheper
Hughes, 1996:41) 

The best known examples are undoubtedly E.E.Evans-Pritchard's 
Witchcraft, oracles and magic among the Azande (1937), Victor Turner's Forest 
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of symbols (Turner, 1937) and Purity and danger by Mary Douglas (1966). 
Though the body was invoked in these studies, it was conceptualised as little 
more than a passive participant, part of the domain of the natural sciences, but 
'attached to a lively, nomadic mind, the true agent of culture' (Lock and Scheper
Hughes, 1996:42). By the end of the 1970s two edited collections appeared 
(Blacking, 1977, Polhemus, 1978) along with many single authored texts which 
located the body as a political, historical, sexual, and symbolic artefact with 
varying meanings contingent on space, society, culture, and time (Armstrong, 
1983, Comaroff, 1985, Meigs, 1984, O'Hanlon, 1989, Turner, 1984).

26 
But again 

how far was the body a passive canvas - inscribed by mind or culture? 
Paradoxically, since closer attention has been paid to bodily representation, 

the body has become more elusive, fluid, and uncontrollable (Lock, 1993a: 134). 
At present in anthropology terms like 'body' and 'culture' are under close 
scrutiny and just what is meant by those terms can no longer be taken for granted. 
As Ram states, 

In the face of a Foucauldian preparedness to regard the body as constructed 
entirely by the shifting regimes of knowledge and power, the thesis of 
cultural variability no longer seems quite so radical a means of contesting 
W estem philosophical predilections. [C]ulture - newly transmuted into 
Foucault's 'discourse', Bourdieu's 'habitus', or into anthropological 
preoccupations with 'representations' - now enjoys a vastly expanded 
investiture of powers and a seemingly infinite capacity to (pre )determine 
experience. [The idea of] culture as a systemic and integral whole ... can no 
longer be sustained. The whole is irretrievably splintered by intersecting 
identities produced by class, race, gender and colonialism' . (Ram, 
1998a:277) 

These shifts in intellectual paradigms encourage us to shift our vision, to 
create larger frameworks within which to situate our work. However the 
awareness of such fracturing and multiplicity presents theoretical and 
methodological challenges for any study of birth, particularly across cultures. 
Feminist scholarship has had a significant and creative impact in feminist 
anthropology and there is no doubt that postmodernist questions have given us 
scope to address lacunae in the literature. Perhaps the most outstanding gap is the 
subjective experience of the woman, alongside the voices of intimate others (like 
midwives) involved in the reproductive process. Even these however can lead us 
away from the embodied experience of the woman. We need a discourse which 

26 
See Lock (1993a) for a review of the literature, in particular those researchers who have 

endeavoured explicitly to situate the body as a product of specific social, cultural and historical 
contexts; who have engaged with the nature/culture or mind/body debates; or who have grappled 
with the poetics and politics of the production and reproduction of bodies. 
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does not 'bar the body but which speaks the body', which affirms a 'genealogy of 

women' (Irigaray, 1987:31). We need a discourse which allows us, to 'think back 

through our mothers' (Woolf, 1929: 101); where reproductive cycles are elements 

of women's sexuality and where women's sexualities remain an element of 

women's political location. For Treichler the 'real' revolution in childbirth will 

involve 'forsaking the notion that gender binds women in a magical ineluctable 

unity and rejecting definitions that ground the reality of birth in what is presumed 

to be natural and maternal' (Treichler, 1990: 133). 

Lock and Scheper-Hughes (1996:41) suggest that it is medical 

anthropology's engagement with the body in context that represents the 

subdiscipline' s unique vision as distinct from classical anthropology ( where the 

body was largely absent) and from physical anthropology and the biomedical 

sciences (where the body is made into a universal object). The body has emerged 

as 'the primary action zone of the late twentieth century' (Lock and Scheper

Hughes, 1996:22).The proliferation of work from the 1970s onwards led 

Berthelot (1986) to note that the 'body would appear to be everywhere'. 

Stable and unstable bodies 

The body might be everywhere but __ as Lock suggests it is no longer a stable but a 

fluid body (Lock, 1993a). Comparative and historical documentation of the 

'discovery' of diseases 
27 

and of competing explanatory systems through time and 

space 
28

; the conversion of distress into medicalised illness and deviance 
29

; the 

relationship of medical knowledge to both transformations in basic science 

knowledge and to social and political reformations about what bodies and 

populations mean to society3°; and the progressive reduction _of life cycle 

transitions to biological events; together with the creation of, for example, the 

foetus and more recently the embryo as patients, then subject to medical 

management31 have contributed to the demise of the biomedically defined body, 

stable in time and space (Lock, 1993a:145). 

Western biomedicine and medical .anthropology are intimately connected. 

Many medical anthropologists work in biomedical settings or study problems that 
have been defined in biomedical terms. As Good has noted the term 'Medical 

Anthropology' is a kind of oxymoron. 

27 
See Johnson (1987), Kaufert (1998), Kleinman (1985), and Lock (1993b). 

28 
See Kleinman (1986) and Lock (1990). 

29 
See Scheper-Hughes (1984, 1985), and Nations (1988). 

30 
See Kaufert (1992, 1993) and Martin (1989(1987]). 

31 
See Hahn (1987), Jordan (1993(1978]) Morgan (1989c), and Rapp (1988). 
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The term 'medical' usually denotes a realm of rationality and natural 
science, a realm in which culture is seen as an intrusion into scientific 
understanding and rational therapeutics. 'Anthropology,' on the other hand, 
designates a fundamentally historicist vision, a conviction that all 
knowledge is culturally located, relative to historical era and perspective. 
The issues raised by the juxtaposition of the natural sciences and historicism 
are thus especially acute in medical anthropology. (Good, 1994:176) 

Over the past decade, medical anthropology's relationship to biomedicine 
has been questioned and its conventional analytical orientation has been subjected 
to critical evaluation. 

32 
Among the many criticisms there are two crucial to this 

discussion: first medical anthropology's failure to link local ills to larger 
symptoms of domination that often influence or even generate them (Farmer, 
1988:76); second its failure to examine the social context of its origin and 
operation, including its failure to analyse critically biomedical theory and 
practice. As Kapferer notes, 

[M]edical anthropology is ... hegemonic. It incorporates W estem ideological 
medical assumptions in the routine of its practice. Hegemony is facilitated 
insofar as these assumptions have embedded within them ideological 
principles intrinsic both to structures of domination within Western contexts 
and to the controlling articulation of the West with non-W estem peoples. 
[M]edical anthropology, largely directed and funded from within Wes tern 
medical contexts, [ can be] instrumental in a medical imperialism. (Kapferer, 
1988) 

In response to such criticisms several strategies of critique have e~erged 
which reveal biomedicine as a cultural system. One strategy is historical 
contextualisation whereby biomedicine is shown to be a product of particular 
cultural and social assumptions, thereby highlighting the 'arbitrariness of 
institutions' (Foucault, 1988: 11). Another strategy is to uncover ways in which 
social meaning is embedded in biomedical categories through the analysis of 
metaphor and other forms of speech (e.g. Martin, 1989[1987]) on production and 
(Martin, 1990) on war. The various strategies strive to reveal those 'natural' and 
'given' aspects of biomedicine as cultural and constructed. 

Out of dissatisfaction with existing analytical models in medical 
anthropology came the political economy of medical anthropology (PEMA) 
(Morsy, 1979) and its sibling, critical medical anthropology (CMA) (Baer, et al., 
1986, Donahue, 1986, Singer, 1986, Singer, 1989)

33 
Transcending conventional 

'emic' accounts, the PEMA and CMA orientations have brought into focus global 

32 
See among others Singer (1989, 1990b) and Rhodes (1996). 

33 
Morsy (1990) and Singer (1989) have written excellent historical reviews of the developments 

in both PEMA and CMA which I will not repeat here. 
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power relations that touch the lives of the traditional 'other' .
34 

While offering a 
much-needed critique of conventional medical ethnography, exponents of CMA, 

also suggest alternative research strategies and directions for the anthropology of 
sickness and health. These strategies include: recognition of the transformative 

social, economic and political powers of global capitalism; an understanding of 
disease as a social and biological product; recognition of Western biomedicine's 
attempts to dominate and replace other medical systems at all levels of health 

care in diverse contexts, and recognition and representation of the social

relational dimensions of people's experiences of suffering (Good, 1994, see also 
Morsy, 1990, Scarry, 1985, Singer, 1990b: 182-85). Engagement with these 

concerns has revitalised medical anthropology and placed it in a better position to 

address the complexities in health-related research. 
The critical interpretive approach suggested by Lock and Scheper-Hughes 

(1990), concentrates on the cultural construction of all knowledge pertaining to 

the body, sickness and health. It recognises that such cultural knowledge and 
practices are 'dynamic processes' which are constantly 'negotiated and 

renegotiated' in time and space (Lock and Scheper-Hughes, 1990:49). Medical 

know ledge is not conceived of as an autonomous body but as 'rooted in and 
continually modified by practice and social and political change' (Lock and 
Scheper-Hughes, 1990:49-50). 

The focus of the critical interpretivist medical anthropology expounded by 
Lock and Scheper-Hughes (Lock and Scheper-Hughes, 1990:45) is the relation 

between what they call the three bodies: the individual body, the social body and 

the-body politic. 
35 

The individual body refers to the sense of the embodied self as 
experienced apart from other bodies. The constituent parts of the individual body 

- mind, matter, psyche, soul, self - and their relation to each othe!: and the ways 
in which the body is experienced in health and sickness are highly variable cross
culturally. At this level medical anthropology is concerned to describe cross

cultural differences in body imagery, disease aetiologies and treatments and 
cultural differences in conceptions of the self. The social body refers to 
representational uses of the body as a natural symbol with which to think about 

34 
Feminist analysis of the global political economy emerged simultaneously with the increased 

presence of feminist anthropological scholarship in other areas such as history and political 
science. Much of that literature finds expression in the field of 'women and development' (WID) 
or later in 'gender and development' (GAD) studies. See Browner (1996) for a review of some of 
that literature. 
35 

Mary Douglas (1970) refers to 'The Two Bodies,' the physical and social bodies. More recently 
John O'Neill's work (1985) discusses the physical body, the communicative body, the world's 
body, the social body, the body politic, consumer bodies, and medical bodies. See also Bryan 
Turner's work (1984). These three works are cited by Lock and Scheper-Hughes as giving shape 
to their 'three bodies' . 
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the relationships between nature, culture and society - for example how the body 
works to define boundaries of inclusion and exclusion and how society 
reproduces itself through the body (see Bourdieu, 1977, Douglas, 1970). At this 
level anthropology is concerned with the uses of the body as a metaphor of 
society and social relations. The third level of embodiment is that of the body 
politic which refers to the regulation, surveillance and control of individual and 
social bodies. This level of analysis examines relationships of power between 
particular social groups and the process of socialisation and regulation and 
conformity to the social and political order. The stability of the 'body politic' 
rests on its ability to regulate populations (the social body) and to discipline 
individual bodies (see Foucault, 1977, Foucault, 1980). Lock (1993a) emphasises 
that the connections between the 'three bodies' matter more than the distinctions. 
She stresses the fluid, real-world fact of 'having and being a body,' (Turner, 
1984: 1) with its attendant focus on subjectivities, on epistemologies, and on 
relations of power (Lock, 1993a: 136). Throughout her review, Lock weaves 
together previously disparate levels of analysis but invariably grounds herself in 
the slippery truth that the body is material but indefinably so, always meaningful 
but never categorically so, an object that invariably 'refuses to hold still' (Lock, 
1993a: 148). 

The experiences of women - in menstruation, childbirth and menopause -
and how they embrace, equivocate about or reject dominant ideologies of the life 
cycle

36 
provide telling examples of how medical anthropology reveals the 

dynamic, contested relationship between the three bodies (Lock and Scheper
Hughes, 1996:65). 

Medical anthropology is increasingly characterised by interdisciplinary 
interaction and critical analysis, moving the field closer to achieving the type of 
biocultural synthesis that Sargent and Johnson ( 1996[ 1990] :xx) suggest has long 
been among the major goals of anthropology as a discipline. One of the greatest 
challenges for medical anthropology is to come to terms with biomedicine, to 
acknowledge its efficacy as appropriate while retaining a constructively critical 
stance (Lock and Scheper-Hughes, 1990:49). Similarly it is necessary to retain a 
critical stance in relation to knowledge and praxis in any society lest we slide 
inadvertently into cultural relativism or, in relation to birthing, perpetuate a 
simplistic, romantic notion of indigenous maternity, a worrying trend noted by 
Nancy Scheper-Hughes (1987). According to Lock and Scheper-Hughes 'the 
medical anthropologist must tread lightly between the poles of cultural interpreter 
and cultural critic, defender of tradition and broker for change' (Lock and 
Scheper-Hughes, 1990:49). Perhaps the most challenging task in the analysis of 

36 
See Martin (1989(1987]), Szurek (1997), and Davis-Floyd (1997). 
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childbirth is to keep hold of the maternal body long enough and well enough to 
engage with the embodied experiences of the women with whom we live and 
work and about whom we write. 

Discourse analysis has become one of the focal points of postmodernism in 
anthropology and a crucial part of critical medical anthropology. Whilst not 
denying that this has provided useful conceptual tools for moving the discipline 
past the objectifying self/other distinction

37 
and the Western/indigenous hierarchy 

of values that was so entrenched in the language of anthropology there are some 
potential pitfalls. At its best postmodernism with its call for reflexivity directs us 
not to oversimplify multiplicities into misleading dichotomies and encourages us 
to turn a critical gaze upon ourselves as we try and interpret the beliefs and 
behaviours of others (Marcus and Fisher, 1986; Clifford and Marcus, 1986). At 
worst the postmodern approach to ethnography suffers from hypereflexivity, 
paralysing degrees of abstraction and overattention to textual analysis detached 
from embodied experience. Lock and Scheper-Hughes ( 1990:49) suggest there is 
one 'ever-present constraining, and irreducible fact' special to medical 
anthropology: that of the sentient human body. Metaphorical flights of fancy 
come crashing down in the face of the anguish and pain that so often engulf that 
sentient human body in birth, illness and death: the relationship between theory 
and practice takes on special meaning in such contexts (Lock and Scheper
Hughes, 1990:49). 

I share Singer's concern that within anthropology and more particularly 
within medical anthropology a turn towards the perspective of postmodernism 
could lead the subdiscipline 'back down the tunnel of depoliticalization, rejection 
of which sparked the creation of critical medical anthropology in the first place ' 
(Singer, 1990a:301). Singer (1990a:297) suggests such an histori£ twist would 
tragically confirm Strathern's (1987:265) keen observation that irony is the one 
word which summarises the anthropological recognition of a postmodern mood 
[ emphasis in original]. However I am more optimistic than Strathern and support 
a blurring of the boundaries if that will move us closer to understanding more 
precisely what women's health and childbirth is and what it means in different 
times and places. The politically astute and critically informed approaches 
currently reflected in anthropological discourses locate, represent, and reflect the 
lives and experiences of birthing women more productively and completely than 

37 
Feminist scholars were challenging the Self/Other distinction and bringing a high degree of 

reflexivity to the study of gender relations prior to postmodernism being taken up in 
anthropology. Also noteworthy in the challenges to dichotomies is the debate that had its 
beginnings in Ortner's (1974) work, concerning women's association with nature and men's with 
culture. See the critiques in Maccormack and Strathem (, 1980) and Ortner' s later reflections 
(Ortner, 1996). 

Chapter Two 



70 

before ( see section 'The politics of reproduction' for examples of some work 
from the Pacific). 

Obstructed labour 

As revealed by the preceding review, the past few decades have witnessed many 

significant shifts in feminist and anthropological discourses that have affected the 

analysis of birth. One such shift has been a more pronounced critical analysis of 
various aspects of anthropological method and theory. Critical analysis of 

biomedicine for example, has revealed, among other things, the need to examine 

biomedical discourse and practice in whatever context it appears. As Martin 
notes, 

We were in danger of treating foreign customs and beliefs as in need of 
explanation or translation and our own as self-evident or, for those aspects 
of our beliefs we label 'scientific,' true. (Martin, 1989[1987]:4) 

In light of this work it is surprising and disappointing to find such 
unreflective veneration of biomedicine in a recent review by Steinberg (1996). 

Many worthy aspects of her review are undermined by her bias toward a 

biomedical model and her focus on the physiological and pathological aspects of 
childbearing. For instance she suggests that there is a need to determine the ways 

in which 'traditional practices actually contribute to obstetrical complications and 
poor neonatal outcomes' (Steinberg, 1996: 1782) but does not suggest that similar 
scrutiny be applied to reveal the ways obstetrical practices can also contribute to 
'complications and poor neonatal outcomes' (see chapter one) . 

The works she has chosen to review cover diverse theoretical interests (post 
structural feminism, Marxism, gender and kinship theories and historical 

analysis) but her commentary on the material has a peculiarly narrow focus. She 

selects a mere thirty-eight references from the vast literature and fails to signal 
the existence of other anthropological work in the area of birth, much of which 

informs the work she is reviewing. This occlusion affords gross generalisations 
such as her discussion of S ich' s ( 1981) work in Korea 

Intact traditional systems forestall social pathology, but are limited in the 
management of the biology of procreation. The appearance of modern 
obstetrics in non-Western societies has decreased maternal and infant 
morbidity and mortality. (Steinberg, 1996:1766) 

Sweeping statements about the reduction of maternal and infant morbidity 
and mortality are unwarranted, as was clear from my discussion in chapter one. 
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The introduction of 'modern obstetrics' has not consistently led to a reduction in 
maternal morbidity and mortality (see Tew, 1990). Furthermore because of the 
various and complex ways modern obstetrics manages birth, in many situations it 
has had a detrimental impact on women (see Haire, 1972, Tew, 1990). There is an 
odd innocence in her suggestion that: 

[M]odem management that lowers the risk to the mother and child requires 
legislation. (Steinberg, 1996: 1782) 

She concludes her review with a series of commendable recommendations 
including the need for focused ethnographic studies to provide 'descriptive maps 
of local problems, perspectives, social realities' (Steinberg, 1996: 1783) and 
projects which use a community-based approach and build on local institutions, 
traditions and values (Steinberg, 1996: 1783). Steinberg is confident that the latter 
approach 'assures that citizens and researchers from the area have substantial 
control over the process itself (Steinberg, 1996:1783). This suggests naivety 
about the politics of practice in which there are usually many different and 
competing agendas that control the process and affect the outcome of changing 
birth practices. Discourse is a source of social power and may therefore be the 
occasion for coercion, conflict or complicity. Her final recommendation, 
ironically given her own narrow and uncritical approach, calls for an 
interdisciplinary approach to research because, 

Other strategies could result in a misdiagnosis of the problems and 
irrelevant interventions. (Steinberg, 1996:1783) 

Her own review however yields both misdiagnosis and threatens 'irrelevant 
interventions.' Such an uncritical approach is unlikely to further work in this area 
and will do little to positively affect the lives of birthing women. While not 
refuting the validity or importance of solid ethnographic work, much of what 
Steinberg reviews and the way in which she reviews it is reminiscent of much 
earlier times when the self/other distinction was unproblematic, the 
Western/indigenous hierarchy of values was unquestioned and modem obstetrics 
the saviour of all birthing women. All of this is challenged by the analytical 
orientations found in work committed to the politics of reproduction. 

Political births 

The politics of reproduction insists that we attend to the relationship between the 
local and global discourses as they pertain to reproduction on all levels. This is 
clearly an important consideration but in pursuit of this endeavour we must not 
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unwittingly abandon the actual women whose daily reality of pregnancy and birth 
is our concern. Davis-Floyd and Sargent summarise the situation this way: 

The phenomena of pregnancy and birth as women experience them are very 
real and are massively affected by the constant technological, political and 
social changes of the postmodern world.... The linguistic, literary
deconstructi ve and reflexive turns that are both controversial and central to 
the present moment in anthropology suggest a certain fluidity of boundaries 
between the sciences and the humanities. The best of these tendencies can 
be merged with the hard-edged activism implicit and explicit in much 
feminist analysis to address the profound questions generated by the 
interface between the female body and contemporary societies. (Davis
Floyd and Sargent, 1997a:16) 

Examining the review by Ginsburg and Rapp (Ginsburg and Rapp, 1991) 
allows us to see the theoretical perspectives which support this orientation. The 
review is the most comprehensive and ambitious to date; comprehensive both in 
relation to the number of references cited (378) and the theoretical nature of the 
review; ambitious in its claim to potentially move the investigation of 
reproduction to the centre of anthropological inquiry. 

38 
This is an orientation that 

continuously questions the language of analysis. We can see at once the 
difference in orientation between this and Steinberg (see above). Steinberg seems 
content to stay within the confines of a narrow ethnographic endeavour whereas 
Ginsburg and Rapp challenge us to be part of a revolution. 

The very title The politics of reproduction suggests this. Even though the 
'politics of reproduction' seems like a relatively new line of inquiry it is 
important to note Ram's ( 1998a:278) comment that evaluations about shifts in 
intellectual paradigms are as vulnerable to the allure of teleologies of progress as 
are other kinds of historical writing. We must remind ourselves that an 
appreciation of politics is not unique to the present phase and that various 
versions of 'anthropology as critique' (Marcus and Fisher, 1986) have been 
evident at every phase in the ethnography of birth and have often been 
represented as 'revolutions' (see Ram, 1998a:278-279). 

Ginsburg and Rapp acknowledge that the term reproduction is a 'slippery' 
and complex term but focus their review on the subject of human reproduction. 

[This] encompasses events throughout the human and especially female life-
cycle related to ideas and practices surrounding fertility, pirth, and 

38 
Echoed by Greenhalgh in her excellent article on China's birth control programme. She 

suggests that combining feminist, political and economic perspectives may 'finally pull this 
fundamental issue of human existence from the periphery to the centre of anthropological inquiry' 
(Greenhalgh, 1994:25). 
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childcare, including the ways in which these figure in our understandings of 
social and cultural renewal. (Ginsburg and Rapp, 1991:311) 

The 'politics' of the review are both local and global. The context for local 
reproductive relations is inherently political because power is structured and 
enacted in such aspects of everyday life as kinship, marriage, inheritance patterns, 
rituals and exchange relations (Ginsburg and Rapp, 1991 :312). At the global level 
the intersecting interests of states and other powerful institutions construct the 
contexts within which local reproductive roles are played out (Ginsburg and 
Rapp, 1991:312). The 'politics of reproduction' synthesises local and global 
perspectives by examining the multiple levels on which .reproductive practices, 
policies and politics so often depend (Ginsburg and Rapp, 1991:313). Another 
vital element of the review is their attention to the 'political reproduction of the 
ideas, questions, and methods that have shaped the study of human reproduction 
within anthropology' (Ginsburg and Rapp, 1991: 313). 

They explicate the links between economic development and population 
control and highlight the various and complex ways this affects reproduction. By 
giving an historical perspective to the modem day concern about eugenic control 
of the individual and social body, linked with New Reproductive Technologies 
Ginsburg and Rapp remind us that the construction and maintenance of various 
categories (for example race and class, coloniser and colonised) through control 
of reproduction is not new. The headings of the review give a sense of its breadth 
and depth. These include: population control; the internationalisation of state and 
market interests; social movements and contested domains; medicalisation ·and its 
discontents; the construction of infancy and the politics of child survival; 
rethinking the demographic transition, and meanings of menopause. 

Reflexivity informs their argument as well as some of the~research they 
review, demonstrating 'how intellectual traditions are challenged and formulated 
in light of the social conditions within which they develop' (Ginsburg and Rapp, 
1991 :330). Thus how the medicalisation of reproduction emerged as a central 
issue for many anthropologists is due to at least two historical circumstances. 
First, the focus of feminist scholars and activists on women's reproduction as 
source of both oppression and power. Second, the profound impact of the global 
spread of Western biomedicine on 'traditional societies.' 

Ginsburg and Rapp recommend that attention be paid simultaneously to 
mutually constitutive reproductive practices and resistances as they connect at 
both local and global levels (Ginsburg and Rapp, 1991:331). Furthermore they 
suggest that a focus on the intersection of gender politics and other aspects of 
social hierarchies are essential to the study of the 'politics of reproduction'. Their 
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perspective examines both the discursive practices and biological constraints as 
they are shaped by political-economic history. 

Dedicated ethnographic studies of birth remain important as we have much 
to learn about birth in specific cultural contexts. Having a sense of how birth, and 
reproduction more generally, looks, feels and is experienced by women ( and 
men) in different cultural contexts is useful and important research. We need to 
continue our focus on birth in specific contexts while simultaneously seeking to 
understand the factors which shape this experience, such as the history of social 
relations that give rise to particular gender roles, relations between groups and the 
state and among social classes. 

Recent work from the South West Pacific which reflects these concerns 
includes Mallett ( 1995, forthcoming) who subverts the binary division between 
colonial and post-colonial temporalities, knowledge, human relations and nation 
states; Jolly (forthcoming-b) who explores the tension between 'dark' portraits of 
mothering reflected in epidemiological languages of demography and 
development and 'lighter' portraits of ethnography which tends to valorise 
'tradition' ; Morton ( forthcoming) who unsettles the association between 
'traditional' practices and women's empowerment and 'Western' practices and 
women's subordination; a point also made by Merrett-Balkos (1998). 

While birth, motherhood and maternity have been approached from a 
variety of Western theoretical perspectives, the women who have so often 
provided material for sustaining those theories have remained largely invisible 
(Dureau, 1993:19). Dureau's aptly titled paper 'Nobody asked the mother' 
represents another development in birth studies. With a renewed commitment to 
hear the voices and witness the bodies of birthing women the past decade has 
perhaps been one of the most stimulating in relation to birth analysis. 

This chapter has shown why, until relatively recently, anthropology was not 
up to the task of understanding the complexities inherent in the analysis of 
childbirth, nor the imperative to examine these complexities. The development 
and progressive refinement of political and critical orientations within 
anthropology generally and medical anthropology in particular means that we do 
indeed have models which allow us to interrogate the many aspects that constitute 
the lives and experiences of birthing women. It remains to be seen whether these 
models can bridge the gap between bodies of know ledge and bodies of birthing 
women. It may be that the body, slippery at the best of times will again slide out 
of sight and out of mind. 

Questions of culture, politics and biology are impossible to disentangle 
from the topic of reproduction as they often involve transnational processes that 
link local and global interests (see Kligman, 1995, Morsy, 1993). As this chapter 
has shown research which keeps the tension among these domains while at the 
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same time recognising that the very categories - culture, politics and biology -

are also subject to interrogation can more thoroughly enrich our inquiries in the 

area of reproduction. 
Women's bodies are the battleground for various discourses that situate and 

treat them very differently. Western biomedicine, in all its guises, will 

undoubtedly continue to shape the maternal body and rightly so because it has 
much to offer, at least to some birthing women and their babies. Of course so too 

will other discourses mould and inscribe the maternal body and may also have 

much to offer. Establishing just who does the shaping, how and why the maternal 
body is shaped and especially the impact of the different shapes on the bodies and 

lives of birthing women is of central importance to any analysis of childbirth. 

To this end the following chapter examines the development of Western 
biomedicine in PNG and shows how medical services and maternal bodies have 

been shaped by this development. 

Chapter Two 





Chapter Three 

DEVELOPMENT AND DIS-EASE 

THE HISTORY OF WESTERN :MEDICINE IN PNG 

Western Medicine and Indigenous Healing 

The inherent problems of the Western medical model as discussed in the previous 
chapters are compounded with the provision of medical services in a non
Western society where the medical model is a foreign incursion and where the 
cultural construction of sexuality, reproduction and gender differs. 

The beliefs, methods and foci of Western medicine differ from the healing 
traditions of most developing countries. Usually such differences are not 
reconciled and, when the two systems come into confrontation the indigenous 
forms are usually subordinated in spite of any advantages they may offer 
culturally, psychologically, economically and medically (Ro_!Ilallucci-Ross 
1982:235; see also among others Cosminsky, 1977 on Guatemala, Frankel, 1986 
on Huli,) . Although indigenous people may try to reconcile or deploy both 
systems in different contexts, health professionals are typically less 
accommodating. Most commonly the introduced Western model is revered as the 
only model to be emulated, with trained health professionals despising or 
avoiding the potential contribution of indigenous medicine. 

There are many problems associated with the delivery of health care in 
PNG as in most developing countries. To understand the intricacies of such 
problems requires a discussion of the interaction of two contrasting systems of 
health care, namely Western medicine and indigenous healing practices. I am not 
implying that indigenous healing and Western biomedicine are two discrete and 
mutually exclusive categories. Often some aspects of biomedicine are 
incorporated in various ways into indigenous healing systems, similarly 
biomedicine has often exploited various aspects of indigenous healing systems, 
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usually in the forms of herbal medicine. Moreover, as noted by Jolly (1998a:22) 
there are difficulties with using the singular category 'traditional', because it 
homogenises a great diversity of traditions, in opposition to what is presumed 
'modem' or Western, another category that masks diversity. Nevertheless, 

discussions of medicine in PNG are most often obtrusively couched in such 
dualisms. The convenience of thinking in terms of simple dichotomies is always a 
temptation, but the simplification distorts lived realities. Frankel and Lewis 

(1989b:32) in their earlier writings on PNG suggest it is misleading to speak of 
'system' when referring to local modes of treatment because they are not usually 
formulated as a unified system of theory, practice and medical institutions. 

While illness is common to all societies, the explanation and treatment of 
illness differs. In many indigenous societies ideas and practices surrounding 
illness engage not just the sick person and the healer but society as a whole and 
beyond, an imagined cosmos (see among others Frankel and Lewis, 1989a). In 

PNG ideas about health and illness pervade many activities and beliefs which 
may seem remote to outsiders. While there may be people who specialise in 

diagnosing or treating illness, there is no separate institutional organisation of 
medicine. Comaroff s (1981:369) observations of healing among the Tswana of 
Southern Africa are pertinent to many societies in PNG where healing systems 

are based in a cosmological scheme which defines the relationship between 
person, nature and spirit. In contrast to this, and as discussed in chapter one, 
Western medicine as a discrete corpus of know ledge and technique, has become 
progressively disengaged from the language of cosmology and morality, from a 
system of knowledge addressing the relationship of a person to other people, and 
to nature and spirit (Comaroff, 1982:56). Consequently as a society 'we 
experience ourselves less and less in terms of symbols and collective action 

which integrate the physical, social and moral dimensions of being and more in 
terms of categories which radically dichotomise self and other' (Comaroff, 

1982:57). This has been seen as one consequence of the processes of 
modernisation, the growth of science, and, generally, secularisation (Fabrega, 
1982:33). Thus a striking and obvious difference is the existence, in Western 
societies, of a structurally distinct social institution of medicine and centralised 
policies about health and disease. The implications of this in relation to childbirth 
management in PNG are discussed in chapter five. 

An integration of Western and indigenous health systems seems to offer 
both the technical advances of Western medicine and the holistic approach of 
indigenous medicine tied to the cultural needs of a particular community. Quick 
has critically assessed global 'integration' of Western and indigenous medicine. 
He argues that despite the description of indigenous medicine in positive, 
approving terms by the World Health Organisation (WHO), and its support of 
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integration with Western medicine, the framework for integration is based on the 
Western biomedical model of inquiry and organisation which favours Western 
medicine (Quick, 1982:258).

1 

[The WHO] 1978 Technical Report observes that effective integration ... 
entails a synthesis of the merits of both the traditional and the ... modem 
systems of medicine through the application of scientific knowledge and 
techniques. (Quick, 1982) (original emphasis) 

Thus integration of indigenous and Western medicine appears to be rather 
interpreted as integration of indigenous into Western medicine. Quick comments 

further that, 

There is an ambivalence between the view that asserts that traditional 
medicine is a system that bas certain inherent advantages and the view that 
its practitioners need retraining and must be incorporated into the 
community programs.(Quick, 1982) 

Because of the biomedical bias apparent in the international approach to 
indigenous medicine, Quick is led to ask whether the current efforts to promote 
indigenous medicine will serve to legitimise the role of the indigenous 
practitioner in government progr~es or whether it will remove indigenous 
remedies ( such as herbal medicines) from their cultural context, systematically 
study them and incorporate the most effective ones into 'the therapeutic 
armamentarium of modem medical practice' ( as has already happened with 
indigenous medicines appropriated and developed by pharmaceutical companies) 
(Quick, 1982:263). If the latter occurs then indigenous healers stand to lose much 
of their special powers and 'the Western emphasis on the therapeutic agent rather 
than the therapeutic process will be reinforced' (Quick, 1982:263) . Quick' s 
comments are relevant to attempts at integration in PNG. 

'Driving out evil ghosts' 

I 

Doubtless there are some deep rooted superstitions to be dealt with as bas 
been the case in some countries which are now better developed. But as 
modernisation and acculturation are driving out so many evil ghosts , it is 
not clear why this particular one should be spared. (Oomen, 1956:18) 

See also Saunders (1989) whose analysis of WHO's suggestion that indigenous midwives be 
incorporated into primary health care programmes found that Western medical bias informs WHO 
policies on the concept and training of Traditional Birth Attendants. 

Chapter Three 



80 

In PNG many biomedical practitioners acknowledged that different medical 
systems would be encountered but summarily dismissed them as being of little 
value. Moreover it was suggested that the question of 'what to do with the 
indigenous practitioner' would only be a short term problem until the 'introduced 
medicine reaches out finally to take over the ~ole completely, which it will do in 
the not too distant future' (Burton-Bradley, 1990:13). It is disconcerting to see 
such views being promulgated in the 1990s, but Burton-Bradley's view is typical 
of the early days of Western medicine in PNG.

2 
His recent negative assessment of 

indigenous healers and suggestions of 'what to do if you meet one' echoes rather 
archaic sentiments. 

Where contact can be made with him (sic) he should be encouraged to avoid 
dangerous procedures such as .. . cutting the head to relieve headaches or the 
use of toxic plant materials in various therapies ... .It is not feasible that he 
can ever be trained in anything more than the very simplest of technical 
skills .... Nevertheless his future is doomed. He is going to disappear as such 
in any case, irrespective of what anyone is going to do .... Modernisation and 
scientific medicine are, when all is said and done, the goals of all reasonable 
Papua New Guinea people who say they want to go forward and not 
backward. (Burton-Bradley, 1990:13) 

Such faith in biomedical progress reflects the direction which government health 
care took in PNG throughout much of the colonial and independent period: 
namely a disregard for the significance of indigenous beliefs and/or a conscious 
effort to get rid of those beliefs and practices. 

Prior to the establishment of formal colonial rule, Christian missionaries 
were committed to 'driving out evil' and changing the lives of the people of 
PNG. In Papua and New Guinea, as in many parts of the world a medical service 
was a central element of missionary work. Such work embodied powerful ideas 
about the proper regulation of gender relationships in a colonial situation. 
Between 1874 and 1914, 327 European missionaries lived and worked in Papua. 
They belonged to four missions: the London Missionary Society (LMS), the 
Sacred Heart Mission (SHM), the Australian Wesleyan Methodist Missionary 
Society (A WMMS), and the Anglican Mission (Langmore, 1989:xi). Throughout 
the period to the First World War, the number of European missionaries in Papua 
was comparable to that of government officers (Langmore, 1989:xi). 

As the main agents in the introduction of European culture and Christianity 
missionaries were crucial actors in the colonial history of PNG. Their pattern of 

2 
Burton-Bradley first went to PNG in 1959 as chief of the Mental Health Services and was 

thought by many to be an extremely conservative man (personal communication Dr Michael 
Young, Canberra 1999). 
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settlement in isolated rural communities rather than the centralised district 
stations of government officials and their commitment to learning the language of 
the local community meant that missionaries were in a stronger position to exert 
sustained influence on the indigenous population than were government officers. 
Missionaries provided schooling, trade goods, jobs, skills and medical aid as well 
as religious teaching. Moreover missions were often asked to assist government 
efforts in health because they were located in villages inaccessible to government 
medical officials. The Department of Health relied on the support of other agents 
(planters and missionaries) to function. They especially relied on the mission 
societies who provided village-based cooperation, transport networks and 
accommodation and the most effective lobbying in the territory. Thus missions 
were essential to the operation of the government's medical strategy (Denoon, 
1989b:39). 

Missionary perceptions of Papuan cultures were pervaded by the 
complacent superiority and arrogance of those who 'believed themselves to be at 
the pinnacle of the ethnic hierarchy' (Langmore, 1989:261). This they shared 
with their secular contemporaries. Unlike some of their secular contemporaries 
however the missionaries believed that the Papuans, equal in the eyes of God, 
could be 'raised' from their lowly position. But of course this was the raison 

d'etre of the missions. Thomas' observation on missionary discourse from the 
Solomon Islands is equally pertinent to the conversion of the 'natives' of PNG. 

If savages are quintessentially and irreducibly savage, the project of 
converting them to Christianity and introducing civilization is both hopeless 
and worthless. The prospect of failure would be matched by the undeserving 
character of the barbarians. This is why mission discourse must 
simultaneously emphasize savagery and signal the essential huma_pity, and 
more positive features, of the islanders to be evangelized. (Thomas, 
1994:128) 

The extent to which missionaries attacked indigenous cultures depended on 
assumptions shaped by their own cultural and theological backgrounds but also 
on their personal experiences of those cultures (see Thomas, 1994: 126-41 on the 
conversion of the Solomon Islanders). Langmore's study (1989) of missionaries 
who lived and worked in Papua up to 1914 reveals differences among them that 
were shaped by ethnic and social origins, by the denominational influences under 
which they grew up and worked, by the passage of time and above all by the 
vagaries of individual personality and experience. Although my discussion is of 
necessity quite general it is important to keep this in mind. Langmore's study also 
revealed some common features that transcended those differences. Government 
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officers, some of whom were Christian, were similarly influenced by their 
personal histories as well as the larger societies from which they came. 

3 

I shall explore the particular impact of missionary and government 
medicine on indigenous women after considering the more general scene of 
public health in PNG. 

Colonialism and missions 

Increasingly scholars are arguing that colonialism should not be seen as an 
homogenous and monolithic structure while simultaneously contesting the 
concept 'postcolonial'. 

4 
As noted by the Comaroffs ( 1997: 15) there is growing 

concern with the contingent, constructed, cultural dimensions of 'othering' (for 
example. Dirks, 1992, Jolly, 1998b, Thomas, 1994); with the invention of 
tradition and the making of imperial subjects through dispersed disciplinary 
regimes (for example Mitchell, 1991, Stoler, 1995); and with the agency of the 
colonised and its impact on Europe and Europeans (cf Trotter, 1990:5f). This 
concern has given a heightened interest to the consideration of just what 
colonialism is, or more precisely what is distinctive about it, for colonialism has 
meant different things in different times and places. As Eves notes, 

The political, economic and moral agendas of the different groups and 
sectional interests within the colonising culture, such as government 
officials, plantation settlers, traders and missionaries, while often 
coinciding, were sometimes disparate, contradictory and contested. (Eves, 
1996:85) 

Such differences were important in how colonialism shaped health and medicine 
in PNG. The different medical ideas and practices of missionaries and 
government officials affected indigenous women in rather divergent ways. 

In Papua and New Guinea colonial medicine played an important part in 
constructing the indigenous 'other'. Colonial medical discourse operated to a 
large extent through the articulation of notions of difference. Medical discourse 
located differences within the body, thereby not only pathologising them but also 
naturalising them. In the early colonial period the overriding difference 
represented was as biological 'race'. 'Natural' distinctions like race and sex 
sanctioned the exploitation of whole categories of people in different places, at 
various times. As noted by the Comaroffs for Africa; 

3 
The distinction between missionary and state medical services and personal was often not a clear 

cut one. Individual doctors and nurses sometimes moved between the two systems. 
4 

See for example Cooper (1989:609), Comaroff (1989, 1991:10), Stoler (1992:181), Thomas 
(1994) and Stoler (1997b). 
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Such stigmatizing signs often come to imply each other: in late eighteenth
century images of Africa, the feminization of the black 'other' was a potent 
trope of devaluation. The non-European was to be made as peripheral to the 
global axes of reason and production as women had become at home. Both 
were vital to the material and imaginative order of modem Europe. Yet both 
were deprived of access to its highest values; biology again provided the 
authoritative terms for this simultaneous process of inclusion and 
disqualification. (Comaroff and Comaroff, 1991: 105) 

PUBLIC HEALTH IN PAPUA NEW GUINEA: TO 1975 

Tropical Medicine 

The virtues of the health services were partly vitiated by the large blind 
spots of medical planning and in these blind spots Melanesian women lived 
and died. (Denoon, 1989b:l 19) 

The introduction of Western medicine in PNG encountered problems from 
the beginning. Indeed colonial medical know ledge had many blind spots - it was 
ill-equipped to deal with both tropical diseases and the impact of introduced 
diseases. In the early days biomedical know ledge had no clear hegemony and its 
practitioners could not be totally confident that their ability to deal with serious 
illness exceeded that of their native counterparts, despite their confidence in the 
superiority of Western medicine. Indeed healing on the colonial frontier, as 
Comaroff (1993 :315) suggests, was less a cure than a technique cf civilisation, 
carrying with it a pervasive philosophy about health and contagion, propriety and 
degeneracy, about the relationship of bodies and contexts, matter and morality. 

The initial concern of Public Health Administrators in PNG was with 
tropical diseases. Tropical medicine was primarily concerned with the expatriate 
population living in PNG and its primary aims were to keep them well and to 
prevent the entry of tropical diseases into Australia. Denoon (1989b:24) points 
out that little was known about the pattern of infection within the tropical 
dependencies of the Pacific. The result was a diversion away from the real causes 
of infection, towards the study of diseases 'falsely defined as tropical' which 
were for the most part untreatable (ibid). It was thought that general improvement 
in living standards was not possible but 'quarantine and racial segregation might 
create a few safe environments for key personnel' (Denoon, 1989b:3). 
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Partly by virtue of the image of the 'noble, healthy, savage' and partly 
because only the health of the white man had interested colonial doctors, many 

Europeans thought that susceptibility to tropical diseases was a function of race 
and colour, the 'white man' being particularly susceptible (Worboys, 1976:84).5 

There was much truth in this view. White men had no immunity to many tropical 
diseases and the unusual diets most colonialists ate tended to undermine their 
health. But there was a growing incidence of disease amongst indigenous people 
due to the introduction of new diseases, changes in diet, and changes in social 
organisation (see Hughes and Hunter, 1970). Colonialism did not simply permit 
the introduction of entirely new diseases such as tuberculosis, measles, smallpox, 

dysentery and venereal diseases, but also allowed the circulation of endemic 

infection into enclaves which had hitherto been isolated (Flemming Jones, 1910). 
Dr Cilento records the situation he found in the 1920s in small island settlements 

in the Bismark Archipelago. Here the indigenous population had experienced 
little colonial contact but this contact was enough for malaria and venereal 
diseases to be introduced and bring the island communities to the verge of 
extinction (Cilento, 1924). 

The premise of the theory of tropical medicine was that health was largely 
determined by the physical environment. 

6 
This view persisted until the post-war 

era when tropical ill health was seen as a consequence of poverty rather than 

physical environment. The early volumes of the Journal of Tropical Medicine, 
published in London, show how the concept of 'tropical medicine' was developed 
in that metropolis. The majority of contributions were clinical studies, usually 
concerned with a specific disease or condition rather than with problems of 
general health. In fact, to the end of 1900 only two out of a total of nearly two 

hundred articles were devoted to sanitation and public health, and one of these 
dealt with conditions in the British Army in South Africa (Worboys, 1976:88). 
The scientific emphasis of the new speciality on tropical diseases, which came 
primarily from Patrick Manson, one of the 'fathers' of tropical medicine and his 

group at the London School of Tropical Medicine, stood in contrast to an 
alternative, 'holistic' medical paradigm which saw general living conditions, diet 
and sanitation as the main determinants of health. Robert Ross was a proponent 
of the latter view. Manson' s approach was rather reductionist and stressed 
research rather than active control (see Denoon, 1991 :14). He stressed that 

5 
Although European women as missionaries were present quite early, other European women 

arrived some time later and, as discussed further on, when they did appear they were thought to be 
especially vulnerable. Chilla Bulbeck notes that Papua New Guinea was seen by men and women 
alike as a 'man's country', although by 1921 there were 670 white women in (Bulbeck, 1992:1). 
6 

See Worboys (1976) for a discussion on the history and emergence of tropical medicine as a 
scientific specialty. 
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greater knowledge of pathology and aetiology of tropical diseases would facilitate 

better control measures and increase the chances of effective protection, mainly 

for Europeans. Unlike Manson, Ross developed practical implications for his 

scientific work and his approach to tropical medicine was holistic, preventative 

and genuinely concerned for both indigenous and European populations 

(Worboys, 1976:91). Both Manson and Ross accepted the 'theory of science for 
development' which postulated that disease was the main factor holding back 

tropical development. The difference was whether it was to be 'scientific 

research' or 'public health' for development (Worboys, 1976:91). According to 

Ross the former won out. 

I must say that I was rather disappointed with Manson's attitude towards the 
whole subject of practical ... prevention. [He] never seemed very keen on it 
and was chiefly interested in the parasitological side of the subject while I 
was interested more in the practical side ... The British Empire has generally 
followed his example during the last thirty years. (Ross, 1930) 

Denoon argues that the establishment of the Institutes of Tropical Medicine 

in London at the end of the century and then Australia in 1911 was catastrophic 

for the health of Papua New Guineans (Denoon, 1989b:20). The focus on tropical 

medicine diverted resources away from projects which would have had more 

immediate and long-term effects in raising the general standard of health. For 
instance having discovered the role of the Anopheles mosquito in the malaria 

cycle, Robert Ross proposed systematic sanitary measures be adopted: removal of 

garbage away from dwellings, control over water to prevent stagnant pools from 

forming, moving people away from pools which could not be drained, covering 

water containers and the provision of piped water. Such measures he argued 

would not only reduce malaria but would contribute enormously to improving the 
health status of the whole population (Ross in (Worboys, 1976:90-91).

7 
Ross 

argued that therefore the main priority of tropical administrators must be the 

engineering task of water control. Colonial administrators however, paid little 
attention to works of this kind and believed that medical officers were eminently 

more important than engineers (Denoon, 1989b:20) .
8 

7 
In 1902 Ross was awarded the Nobel Prize for his work. 

8 
The crucial importance of clean water supplies in determining a wide range of infectious 

diseases has often been demonstrated. Brad1ey (1974:24) provides data indicating that seventeen 
out of twenty-five important water-related diseases could be reduced by 50 to 100% simply 
through the provision of adequate clean water. The vast majority of populations in the developing 
world still live in rural areas where fewer than 15% of the inhabitants have access to clean water 
(see also Feachem, 1973, Feachem, 1976:69). Analysis of disease trends indicates that 
environmental factors largely determine the state of general health of any population and whilst it 
is true that modern medicine has contributed to major epidemiological shifts, such shifts are 
primarily the result of other factors such as sanitation and decrease in overcrowding (de Vries, et 
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There were some who shared Ross's concern for clean water and his 
scepticism about the development of tropical medicine. Indeed William 
MacGregor, as the first Administrator of Papua (1888 to 1898) decided that the 
main priority must be to prevent dysentery, the leading killer of Melanesians and 
gold miners. To this end he proposed public works to ensure pure water and 
effective sewage disposal (MacGregor, 1900). Denoon suggests that if this 
humane strategy had been implemented 'the ensuing fifty. years would have 
witnessed a health revolution in Melanesia' (Denoon, 1991:13). Government 
budgets were apparently far too small to permit a programme of preventative 
public works, another reason why public health remained the province of doctors 
rather than engineers (Denoon, 1989b:29). This stands in contrast to the emphasis 
on sanitation in Fiji where bringing piped water to the villages was an early 
priority (see Thomas, 1994: 122). 

At the end of his term as Administrator, MacGregor ( also a medical doctor) 
was invited to address the students at the new School of Tropical Medicine in 
London. Somewhat disenchanted by the assumptions of the new discipline of 
tropical medicine, and its fixation on diseases thought to be tropical in origin, he 
had this to say; 

Let me impress upon you the extreme desirableness of becoming experts in 
the examination of water. Nothing is of greater importance in the tropics. 
[T]he quality of the water used by a community may have as much, or 
nearly as much, influence on them as has the quality of the food they eat or 
of the air they breathe. [D]ysentery causes more deaths than any other 
disease in tropical countries. (cited in Denoon, 1989b:22) 

The most extraordinary lacuna of the new discipline of tropical medicine 
was its amnesia about European history. The medical conditions of New Guinea 
(and of West Africa) which alarmed Europeans, were substantially those of 
southern Europe a century earlier: uncontrolled water, untreated sewage, and the 
diseases of poverty. The control of water, sewage and food and the general 
increase in living standards in Western Europe had transformed European lives. 
Denoon ( 1989b:21) suggests that researchers isolated from an accurate historical 
model of public health, resorted to the racial explanations which came so 
naturally to the late Victorians. 

9 
Although the research itself was soundly 

al. , 1982:xvii) (Illich, 1975:17)~ (Doyal, 1979:24). Despite the evidence of such -analysis there is a 
persistent belief that health levels will improve with the amount spent on medical services (Illich, 
1975:32). 
9 

See Jolly (1998b) for a discussion of the relation of constructs between race and class. Jolly 
compares the construction of working class mothers in Britain to mothers in several British 
colonies in the early twentieth-century and finds that they were both singled out as major causes 
of depopulation. 
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conducted, at a time when differences, not similarities, were important, results of 

scientific research relied on contrasts between different racial categories, their 

predisposition to particular kinds of infection, their varying resistance and their 
different mortality and morbidity rates (Denoon, 1989b:21). Such research turned 

its back on the social conditions within which heredity operated. The structure of 

research was implicitly and often explicitly racist (Worboys, 1976:89). The fact 
that many so-called 'tropical' diseases (like malaria and cholera) affected both 

indigenous and Europeans alike was played down in a colonial medical discourse 

preoccupied with difference. 
In Australia the implicit racism of the discipline was made explicit when 

Sir Raphael Cilento (from the Australian Institute of Tropical Medicine) summed 

up the reasons for the successful settlement of North Queensland by people of 

European descent. 

[T]he absence of any teeming native coloured population, riddled by 
endemic diseases ... it was with the arrival of swarms of coloured labourers 
that the situation became critical. (Cilento and Cilento, 1959:426) 

Such perceptions tied tropical disease to tropical people which in turn fostered the 
development of a medical strategy based on quarantine and segregation. But as 

Denoon (1989b: 118) reminds us th~ strategy of quarantine and segregation was 

little more than the medical dimension of the social policy of 'White Australia' . 
This policy was committed to excluding coloured immigrants, repatriating Pacific 

Islanders and isolating Aboriginal Australians. 

The received wisdom was that Europeans could survive tropical 
environments, if only they were isolated from tropical people. Accordingly 

Strong advised settlers to keep their distance from Papuans if they valued their 

health (Strong cited in Denoon, 1989b:36). No such edict was issued to the 

people of Papua whose health suffered considerably from colonial contact. 

However it is well to remember that at least until the 1930s there was a fear that 

Papuans might be dying out in the face of introduced diseases. Given that very 
few infections could actually be cured, segregation seemed the only practicable 

strategy. Colonial contact itself was a health hazard which colonial medical 
services were ill-equipped to suppress.

10 

10 
The densely populated interior and highlands were not in direct contact with foreigners until the 

1920s and some as late as 1930s so a different disease pattern emerges for these areas. 
Highlanders encountered Europeans when many 'contact' diseases were treatable. Tuberculosis 
was controllable by BCG and venereal diseases curable by penicillin (Denoon, 1997:248). 
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The Pacific war and 'miracle' drugs 

The Pacific war had an enormous impact on PNG' s medical development 

and marks a decisive break in the history of medical services in colonial PNG. 

From the 1890s until the end of the war, medical administrators attempted to deal 

with some of the highly specific manifestations of illness, relying on quarantine 

and quinine, and treating yaws and hookworm in the Melanesian population. This 

is an example of a health campaign which relied on the active involvement of the 

missionaries and its success can be largely attributed to their contribution. 

The new colonial sites of plantations, mining fields, the little towns and the 

mission stations became the foci for a wide range of quite new infections, whose 

tide was too great for the new medical authorities to stem. By the end of the 

Pacific war, during which many of the pre-war controls and programmes were 

disrupted, Papua New Guineans were probably fewer, and suffered from a wider 

range of illnesses than ever before (Denoon, 1989b:63). 

There can be no doubt that the use of 'miracle' drugs I I (penicillin, 

streptomycin and sulphas) during the Pacific war had a significant impact on the 

population. Infections were now curable and the necessity for quarantine 

consequently eradicated. The miracle drugs also affected medical thinking. Pre

war medical policies often presumed that most infections were endemic and 

could not be cured. Post-war medical campaigns were focused on the elimination 

of various illnesses, now realising that specific forms of infection were not only 

curable but avoidable (Denoon, 1989b:67-8). As Gunther explains, this in effect 

changed the scope of medicine; 

Certainly we would never have conquered malaria, without enforcing the 
use of atebrin, whether people liked it or not... There was the immunisation 
programme too, against typhoid; also against tetanus. Now we had no 
compunction about that. [T]his all came from World War Two and the 
knowledge that if you didn't do things this way [i.e., through compulsory 
and universal measures] it wouldn't work at all. It changed people's ideas 
about what was medically possible. (Gunther cited in Denoon, 1989b:63) 

Despite the limitations there were many positive results of campaigns to 

cure various infections. Such endeavours originally focused on the enclaves of 

expatriates and indigenous male wage-labourers but were later concerned with 

the health of the entire population. The research which accompanied such 

campaigns resulted in an accumulation of an immense array of information 

11 
Also known as 'magic bullets'. 
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(Denoon, 1989b:83). However, as the various campaigns ran into unexpected 
technical and social obstacles by the late 1960s, what was needed was a new 
strategy to take advantage of the accumulated know ledge. 

Primary health care 

Primary Health Care (PHC) which emerged in the 1950s as the new strategy, and 
remains the dominant health strategy today, was based on the concern that the 
whole population could and should enjoy better living conditions and longer life. 
This implied an equalising of access to services and the involvement of the 
population in the formulation and implementation of health programmes. The 
four basic elements of primary health care are usefully summarised by Gee 
(1983): essential health care made accessible to everyone in the country; care 
given in a way acceptable to individuals, families and the community and 
requiring their full participation; care provided at a cost the community and 
country can afford and finally that PHC forms an integral part of the country's 
health system and of the overall social and economic development. 

12 

The implementation of such a strategy encountered problems from the start. 
One of the most significant relates to the community basis of medical care. The 
concept of PHC places great empha~is on the village health worker as most likely 
to provide a nearly complete coverage of the population. Institutionalised services 
are expected to support primary health care at the community level by providing 
technical guidance, training for primary health care workers, and logistic, 
financial and supervisory support for health measures such as immunisation, 
sanitation, family health and family planning. 

The necessary focus of a community-based health care system is the 
village-based health worker, in this instance the aidpost orderly (APO). The APO 
is the essential link between government policy and medical treatment, translator 
of policy and administrator of pills. But in the 1970s there was a widespread 
break-down in relations between the political centre and the rural localities. The 
APOs became isolated from the sources of technical information, the planners of 
health projects, and from the resources for their work (Parsons, 1982, see also 
Scragg, 1990:45). Thus the full participation of rural communities was ruled out. 
Health care delivery was acceptable to health workers and statistics gatherers but 
not necessarily to consumers, who did not participate in planning or 
implementation of these activities. Health care was manifestly unrelated to the 
overall social and economic development of the country (Denoon, 1989b: 108). 

12 
The fullest account of the strategy is in World Health Organisation, Primary Health Care: Alma 

Ata 1978. 
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What became apparent to some people during this time was that the 
structure of contemporary medicine itself was an obstacle to popular participation 
in health programmes. Dr Ian Maddocks suggested: 

[M]edicine is even more persuasive and subtle than other technologies in its 
colonial role because even within the colonial power itself, medicine has a 
colonial structure - its institution and its services being, on the whole, 
designed and administered by doctors to their specifications and to meet 
their own peculiar needs. (Maddocks, 1975:33) 

An examination of the PNG Medical Journal, which reflects the 
development, ideas and practices of medicine in PNG, supports this view. 

We are convinced that health is a good thing. We are also convinced that 
W estem medicine is the only medical practice worth considering. 
Unfortunately, the people of this country are not at all convinced that either 
of these two premises is sound. (Carlaw, 1961:31) (emphasis added) 

Such an arch and ethnocentric view was commonplace and precluded a critical 
analysis of Western medicine and its appropriateness in the PNG context while it 
denied the validity of indigenous systems of healing. Yet, Carlaw shows himself 
to be more enlightened than most of his colleagues as he reflects on the 
difficulties. 

In the past, all our conscious effort to raise the standard of health in this 
country has been didactic. We have taken no account of the values or felt 
needs of the people, and have assumed that the cultural norms of our society 
were ideal and were transferable. That assumption may or may not have 
been warranted, but the methods used to effect the acceptance of our ideas 
and standards have not met with any material success. (Carlaw, 1961:30) 

Carlaw cites cases where the introduction of supposed health measures have 
actually caused disease. 

Houses have been raised up off the ground with, in the colder mountain 
areas, a serious increase in the incidence of pneumonia and chest conditions. 
(Carlaw, 1961) 

Other contributors to the PNG Medical Journal were clearly aware of the 
problems encountered with the introduction of Western medicine ·in PNG. In his 
attempt to deal with indigenous versus non-indigenous medicine Watson took 
Carlaw's argument one step further by advocating that they should make use of 
'primitive beliefs about cause and treatment of disease to improve standards of 
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village health' (Watson, 1965:130). 'If I were a primitive villager in PNG', asks 
Watson, 'what would I think of the ideas about causation of disease presented to 
me by health workers?' (ibid) His answer, 

The teaching I would have received in my childhood ... from all my 
relatives, would have already fully covered the diseases discussed by health 
workers and the beliefs established would be so firmly rooted that the 
teaching of the health worker would make no impression at all. (Watson, 
1965) 

Consultation with an anthropologist to establish methods to use in 
collecting information about beliefs, customs and practices in relation to health, 
included 'revolutionary advice ... that we should try to work with and through the 
indigenous practitioners of village medicine' (Watson, 1965: 131). He argues that 
the potential benefits to be gained are so large that 'the risks are worth taking' 
and concludes by imploring the Department of Public Health to be prepared to 
solidly back this method, advertise it and accept it as an 'article of Departmental 
Faith' (Watson, 1965). Apparently this was a department of little faith since 
Watson's recommendations seem to have been ignored! 

A year later further articles appeared on the importance of considering 
indigenous customs and beliefs. Posala ( 1969:91) argued that the most essential 
component in any health project is know ledge of the customs and beliefs of the 
'target' population. Furthermore he suggests that one of the primary reasons that 
individuals, organisations or departmental 'bodies' failed to achieve a good 
relationship with local people was because of a failure to recognise their customs 
and beliefs, and he recommends an analysis of local beliefs and customs in 
relation to health before dismissing them as unacceptable (ibid). These views 
were in the minority and do not seem to have influenced the overall direction of 
health care. 

In 1985, a special issue of the PNG Medical Journal (PNG Med J Vol 28 
(3)) was dedicated to research on sociocultural factors in health and disease. Most 
of the papers were written by anthropologists. While this can be interpreted as a 
concession to arguments concerning the cultural foundations of ideas about health 
and illness, the format reveals an approach that is segregationist rather than 
incorporationist. From this volume until the present however, the PNG Medical 

Journal has been more concerned with examining social and cultural aspects of 
health care. One can only hope that this indicates a similar concern by Health 
Administrators. But as Denoon ( 1989b: 107) argues much of the health work in 
the 1970s and beyond is open to precisely the same objections as the old 
centrally-directed campaigns against specific infections - there are limits to the 
effectiveness of such measures without local support. 
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The approach in tropical medicine had been defensive, authoritarian and 
divisive so at first sight primary health care, which was optimistic, participatory 
and egalitarian, seemed diametrically opposed to the earlier strategy of tropical 
medicine. Denoon argues however that each approach was based on a strategic 
vision devised by medical workers and presented to the general population for 
endorsement rather than discussion (Denoon, 1989b:3). Moreover like tropical 
medicine before it, primary health care is a strategic vision which 'commands 
allegiance but defies implementation' (Denoon, 1989b: 105, see also Saunders, 
1989: 16.). 

MATERNAL HEALTH, COLONIAL AND MISSIONARY MEDICINE 

Freedom of conscience is guaranteed to the native under the Mandate, and, 
although the missions and the Administration work hand in hand, the native 
is no more coerced by the Administration into Christianity than he is into 
civilization. Such native practices as are not repugnant to public order and 
moral, whether their basis is religious or otherwise, are not interfered with 
by the Administration. (Prime Minister's Department, 1937 :287) 

Despite such rhetoric the 'natives' were interfered with in many ways by both 
colonial Administration and the missions as the following discussion reveals. I 
here concentrate on the differences between colonial state and missionary 
medicine in relation to women. 

Colonial medicine- 'women and children last' 

The medical authorities never managed to focus on women for more than 
the time required to write a single dispatch. (Denoon, 1989b:119) 

Attempts to focus on women and children were inevitably thwarted by a pre
occupation with labour recruitment in both the pre-war and post-war period. The 
early administration health schemes were run mainly by, and largely for, men. 
The care of women tended to fall to the missions. Colonial state medicine tended 
to make women invisible. In part this can be explained by the fact that it was 
indigenous men, rather than women, who most often encountered the colonial 
medical services, on plantations and in towns. Women figured in the colonial 
medical picture more often as sexual partners and as sources of venereal disease. 
Both secular and missionary discourses were centrally involved in the 
construction of indigenous sexualities in relation to illness, especially venereal 
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diseases.
13 

As discussed in previous chapters, Western medicine constructed and 
developed a particular view of 'woman' as sexualized and pathological, a view 
that was translated and even amplified in the PNG colonial context. 

Given the general invisibility of women in the early period of colonialism, 
where the health of male workers was the primary consideration, it is hardly 
surprising that women were ignored. Still it is extraordinary that, despite the 
concern for the depopulation of Melanesia, the state medical authorities did not 
consider the relevance of women's health to population expansion (Denoon, 
1989b: 119). In Fiji, by contrast, both state and missions concerned about 
depopulation did intervene in women's health, even if this was ultimately in the 
interests of their children (see Jolly, 1998b). 

Walter Strong was Chief Medical Officer and Government Anthropologist 
for most of the years of peace (1918-1939). This should have been an excellent 
combination but alas Strong possessed no more than a 'smattering of either 
discipline' (Denoon, 1989b:34). Although Strong had considered maternal and 
child health from an ethnographic point of view early in his Papuan career, 
twenty-five years elapsed before he considered them as a doctor. At this time 
Strong identified high infant mortality rates as the problem. His solution was to 
pay a 'baby bonus' to the fathers of large families and to educate the Papuans 
with regard to the care of young children (Denoon, 1989b:39). When the 
administrators of New Guinea became concerned about depopulation, they relied 
on criminal sanctions against brrth control.

14 

The introduction of the baby bonus system in Papua and criminal sanctions 
against abortion and infanticide in New Guinea assumed that the colonial state 
could materially manipulate the sexual behaviour of the marital couple and 
thereby increase the fertility of the population. The baby bonus_ system also 
reflects a view of familial responsibility derived from romantic and popular 
visions of patriarchal authority in 'primitive' society. The fact that in many 
Papuan societies women as mothers had more authority than men as fathers, and 
males were often marginal in decisions about reproduction, seems to have 
escaped Strong. This is not to suggest that men were everywhere peripheral in 
reproduction in a general sense, indeed in many societies they played a central 
role in decisions about reproduction. But, it seems that interactions between 
Walter Strong, his expatriate team and indigenous men were based on Western 
notions of conception, family planning and reproduction generally. It would also 

13 
In his paper Black bodies, white bodies: toward an iconography of female sexuality in late 

nineteenth-century art, medicine, and literature Gilman (1985) notes that the medical model of 
the mid- and late nineteenth-century had as its central preoccupation the elimination of sexually 
transmitted disease through the institution of social control. 
14 

Jolly (1998b) and Lukere (1997) describe a similar situation in Fiji. 
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seem that in his role as Chief Medical Officer, whatever anthropological 
knowledge he possessed, Strong succumbed to the authority of Western 

medicine. 
Almost as an afterthought, suggests Denoon, Strong turned his mind to the 

actual production of children, and 'teaching the Papuan better ways of feeding 
and treating young infants' (Strong cited in Denoon, 1989b:39). This is in marked 
contrast with the obsessive concern for arresting depopulation by improving 
mothering in other British colonies in the Pacific (see for example Jolly, 1998b 
on Fiji). 

The increase of the expatriate population, and especially the arrival of more 
wives and children of officers, brought the needs for MCH care to the attention of 
the government. A plan was made to establish a chain of infant welfare clinics. 
The clinics would use records to follow the progress of each child. In addition 
they would offer antenatal care and a midwifery service to mothers (Papua New 
Guinea, 1934:15). The first clinic was opened in 1931 at Malabunga, New 
Britain. The women were 'at first very shy, but soon it was found that they could 
not resist the offer of Novarsenobillion injections for framboesia (yaws) in their 
children (Papua New Guinea, 1934:21). As with other attempts to offer health 
services in new areas, treatment for yaws was the initial lure to the clinic. The 
sores and ulcers caused by this disease were dramatically cured: it was something 
everyone could see (Kettle, 1979:36). The opening of this clinic for indigenous 
mothers and babies drew immediate protests about spending money on non
labourers. 

The opening of the health clinic brought an angry outburst from a plantation 
owner, followed by an equally critical article in the Pacific Islands Monthly, 
accompanied by a photograph of four naked mothers with their equally 
naked children. It was seen as a senseless waste of money when the planters 
so urgently needed roads. (Kettle, 1979:36) 

Although there were never more than five doctors in the territory, Denoon 
argues that it was the paucity of nurses which severely hampered the colonial 
administration and resulted in the absence of maternal and child health care, an 
area that was being dramatically transformed in Australia and New Zealand 
during the first half of the twentieth century (Denoon, 1989b:28). The inability to 
recruit nurses who were willing to live at government clinics was a contributing 
factor in all MCH services becoming the exclusive concern of the missions. 

The Malabunga clinic was founded on the initiative of the Administration 
but the responsibility for these services was soon handed over to the missions. 
The explanation for the decision to delegate this work to the missions 
foreshadowed recurring issues in MCH work. 
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In dealing with the ultra-conservative native woman, it is considered 
essential that a unit should, for a long period of years, be staffed by the 
same personnel who should be thoroughly acquainted with the native 
languages, as the native women with very few exceptions, do not speak 
'pidgin' ... The religious missions of the Territory ... have a considerable 
personnel fluent in the local languages, ready trained to bush conditions, 
and accepting the isolation as part of their obligation. In these circumstances 
the Administration accepted the offer of the Methodist Missionary society 
of Australia to take over the Malabunga Centre as a going concern. (Papua 
New Guinea, 1932:51-2) 

Medical missionaries made MCH their project whilst governments neglected it. 
Between the wars the missions virtually monopolised MCH services and remain 
important in this area today .

15 

There were some in the colonial administration who recognised health 
issues of particular relevance to women. In his discussion of the relationship of 
malnutrition to pregnancy, Oomen stated, 

Apart from the problems of production and economics malnutrition acts 
primarily through the mother. An unbalanced diet during pregnancy may 
lead to abortions, premature deliveries, stillbirths and possibly malformation 
of the offspring ... (Oomen, 1956: 18) 

Oomen argued that malnutrition is related to poverty and ignorance, the latter a 
social problem to be eliminated by Western style education. He recognised that it 
is the mother or the prospective mother who deserves most attention and clearly 
this is true if both maternal and infant mortality rates are to be improved. 
However, the value of such recognition was vitiated by his failure to appreciate 
cultural attitudes and beliefs about pregnancy and birth, and in particular apropos 
food. He considered neither the availability of food for a 'balanced diet' nor 
taboos which often restrict a woman's diet during pregnancy, and afterward. 

Oomen' s view of medical care and its 'natural' superiority to indigenous 
methods pervaded the national health policies of the emergent nation of PNG. 
Oomen confidently asserted that a pregnant woman, 

15 

[W]ill learn to appreciate medicine and injections, hospital care for 
accidents and disease, she might be abnormally well cared for during 
delivery in hospital and value it, but still return home and expose her 
children to the usual nutritional hazards. (Oomen, 1956: 18 emphasis added) 

Townsend relates the quality of MCH services provided in each province in the 1980s to the 
presence or absence of church medical extension workers to supplement the staff of the 
departm.ent (Townsend, 1982). 
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His comment implied almost an excess of attention combined with a resistance to 
education about nutrition. We are left to wonder if his comment was an 
indictment of the missionary sisters with their strict regime and obsessive concern 
with cleanliness and orderly appearances or an indictment of indigenous nurses. 

16 

Missionary medicine - women and children first 

The lack of interest in women's health from the colonial administration stands in 
startling contrast to the obsessive interest by the missionaries. In missionary 
discourse women had always occupied a central position. The missionaries who 
lived and worked in small, isolated communities were in a much better position to 
influence the health of women and children. In contrast to the dominance of male 
medical personnel of the government, missions were often staffed by women as 
teachers, nurses and religious sisters. 

16 

Plate 3.1 The cover of Disease, medicine and empire; perspectives on Western medicine 
and the experience of European expansion (Macleod and Lewis 1988). 

In contemporary PNG there is evidence rather to suggest that it is abnormal for indigenous 
women to be well cared for in the institutional space of the hospital or health clinic. See chapter 
five. See also Fiti-Sinclair (forthcoming), Garner (1994), and Mallett (forthcoming). Similar 
findings have been reported for Tonga (Morton, forthcoming), Fiji (Lukere, forthcoming-a) and 
for south India (Ram, 1998b). 
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The public role of expatriate women was subject to strict constraints: they 
could not be doctors in any circumstances and as nurses they could minister only 
to white patients (in effect only to white men). The escape clause of this 
impossible rule was the mission service, staffed by women 'of the missionary 
type' who were subject to very different (and complementary) constraints on their 
behaviour (Denoon, 1989b:118). The cover of MacLeod's and Lewis' (1988) 
book, Disease, medicine and empire; perspectives on Western medicine and the 
experience of European expansion depicts this image (see Plate 3.1). 

These circumstances alone meant that more women and children were 
cared for by the missions than by the health department. There are many accounts 
which indicate the prominence of mission medicine in bringing hospitals, 
services and clinics to a number of areas.

17 
Being the pioneers to set up rural 

clinics and hospitals which were more user-friendly than government ones gave 
the missionaries greater possibilities for evangelisation. Evangelism was melded 
with treatment, 'preacher also doctor, nun also nurse' (Frankel and Lewis, 
1989b:20). Western medicine was thus closely entangled with Christianity. In the 
missions, encounters with biomedicine were likely to emphasise Christian values 
in biomedicine, which had implications for conversion. Sometimes biomedicine 
offered quite remarkable opportunities for converting indigenous people to 
Christianity.

18 
An occasion recalled by Dr Vaughan of the Kwato mission 

provides a particularly blatant example of.how this was done. He examined a sick 
woman while out on patrol and discovered that she was suffering from a large 
subcutaneous abscess of the abdominal wall. He decided to incise the wound and 
convert a few souls in so doing! 

17 

We carried the woman out and placed her on a wooden platform in the 
open-sided dispensary .... Instruments were sterilised and Rali, my assistant, 
gave the woman an anaesthetic. As he sprayed the ethyl chloride on to a 
mask over her face, scores of eyes watched his every move. The woman's 
breathing became quieter and quieter, and finally her moans died away. 
Then came the moment of temporary cessation of breathing which always 
comes with this anaesthetic and I heard the murmur pass around the crowds. 
'She's dead.' It was the work of a moment to incise and drain the abscess. I 
put a dressing on and then we turned away ... continuing my work with other 
patients. I watched out of the corner of my eye until the woman was clearly 
in natural sleep then [I] walked over to the table and took the woman' s hand 
in mine. The crowd was aware that something was about to happen, and 
every eye was fastened on the platform. I said in a loud voice, 'Sit up.' My 

For example see Barker (1989), Counts (1989), Jenkins (1989) and Young (1989b). 
18 

See the contrary argument by Barker (1989) who suggests that although the success of Western 
medicine in PNG did serve to reinforce the authority of Europeans and their religion the provision 
of medical services played a relatively small role in strategies of evangelisation and 'civilisation '. 
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patient gave a groan, opened her eyes, and lifted her head. There was a hiss 
of indrawn breath from the crowd and the hair on every head seemed to 
stand on end as these incredulous villagers saw the woman apparently rising 
from the dead. Later we talked to the excited people who had watched this 
'miracle.' (Vaughan, 1974:67±) 

Missionary medicine with its overt concern for moral and social issues was 
in many ways more aligned to indigenous ideas of health and illness than the 
more secular scientific concerns of state colonial medicine. This is not to suggest 
that colonial medicine was free from moral or social agendas but they were less 
overt than the missionary agendas. As Comaroff reminds us 'implicit moral 
evaluation remains central to biomedical know ledge and practice, 
notwithstanding the canons of empiricism' (Comaroff, 1982:62). In societies 
where sickness and death were thought to be the result of sorcery or witchcraft, 
the power of God to overcome these malevolent forces influenced the conversion 
of many people. Barker notes that for the Maisin of Collingwood Bay, Oro 
Province the adoption of Christianity has encouraged them to see the crisis of 
'village sickness (i.e. sickness caused by malevolent spirits) as 'battlegrounds 
between the forces of the microcosm and those more powerful ones of the 
macrocosm' (Barker, 1989:88). As the Christian ones are known to be the most 
powerful, the outcome is seen not so much as a contest against God and the local 
sorcerers but as a test of the victim's faith (ibid). 

Missionary medicine did not separate religion from healing and thus 
allowed indigenous people to sustain a view connecting health, sociality, morality 
and cosmic order. Conversely Western medicine divorced from religion creates a 
number of dichotomies which were absent from the indigenous cultures in PNG: 
the radical distinction between self and other, person and context, and mind and 
body. These distinctions underlie the biological individualism upon which 
Western medicine in predicated. Comaroff' s summary is a pertinent one. 

[G]iven its [Western medicine] foundation in a cosmology which envisages 
the world as being founded upon material rather than social relations, and 
the predicament of the person as depending upon his own initiative rather 
than his location in a total social environment, this symbolic scheme 
embodies a series of assumptions which contradict the axioms of 
[indigenous] culture. (Comaroff, 1981:373) 

Perhaps partly because of their greater co gnacy with indigenous healing, 
unlike government health services, the missions provided health care in a style 
which women could accept. Denoon (1990:90) notes that women 'mainly 
preferred the risk of death rather than admission to a government hospital run by 
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strange men.' For Dr Vaughan of the Kwato mission there was a link between the 
popularity and efficiency of a health service and its cleanliness. 

There was a government hospital on the neighbouring island of Samari but 
it was not popular ... Many years later I took charge of this hospital [ and] I 
was horrified at its filthy condition. The walls were so thick with dirt and 
with the vivid crimson splashes of betel juice which had been spat on them, 
that it took three applications of caustic soda in boiling water to obtain a 
semblance of cleanliness. [A]t Kwato we decided to preach by example. 
[W]ith clean sheets on the beds [now sprayed with white enamel] and clean 
uniforms on the nurses and orderlies, the whole place looked efficient and 
attractive. [T]he contrast with the government hospital evoked from visitors 
some rather pointed comments on the latter. (Vaughan, 1974:40-41) 

Another contrast between missionary and government approaches was their 
concern, or lack of it in the case of the government, with training indigenous 
people, especially women, as nurses. Nurse training for hospital and rural 
extension workers remained entirely a mission activity until 1953. For Dr 
Vaughan the first step in the establishment of an efficient medical service was the 
training of Papuan nurses. 

We needed nurses who could be trained to handle the ordinary medical and 
surgical cases, and particularly to. cope with all the midwifery work. ... Our 
plans to make this possible were based on Charles Abel's philosophy. His 
method was to provide a thorough technical and moral training, and then to 
put his trainees into positions of practical responsibility and leadership 
where they in turn would train others. (Vaughan, 1974:46-7) 

In 1935 he established a training school at Kwato, the only missionary 
society to train indigenous nurses (Denoon, 1991: 17). There were -difficulties at 
first recruiting women to be trained as 'teaching was seen as the more glamorous' 
but the number of recruits gradually increased and Vaughan was pleasantly 
surprised to find that 'nearly all the girls showed a natural aptitude for midwifery' 
(1974:53). An antenatal clinic was established and due to the insistence of Nedi 
(the first indigenous nurse recruit) enrolments were good. Vaughan (1974:56) 
suggests that it became obvious to the community that women at Kwato were 
having babies more easily and safely than before, and because of this, attendance 
at antenatal clinics became an accepted part of life. Eventually nearly all the 
midwifery in the Milne Bay area was in the hands of K wato nurses who were 
adept at estimating the period of gestation, the presentation of the baby in utero 
and dealing with any complications in labour. When the clinics became popular 
Vaughan thought that the people 'were finally coming to realise the importance 
of scientific medicine' (1974:56). His illusions were short lived. When he was 
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looking at the antenatal register one day he noticed that one of the women had 
only attended once and wanted to know why. This question was put to a man 
from the same village and his response was 'Why should she? Didn' t the doctor 
lay his hands on her?' (Vaughan, 197 4:56). Such a laying on of hands was 
considered curative and is one example of the relationship of Christianity to 
indigenous ancestral healing. In the face of such divine interpretations of 
missionary medicine Vaughan thought it was crucial for the student nurses to 
have a knowledge of bacteriology, so they might realise the importance of asepsis 
in this difficult climate. 

My first demonstration of the ubiquity of micro organisms was highly 
successful. To prove my point, I opened the mouth of one of the students 
and, taking a scraping from the back of his tongue, I spread it on a 
microscope slide. The tongue is always a fertile breeding ground for a flora 
of spirochaetes and other organisms, but the sight of these moving on the 
slide horrified the nurses. They immediately looked on the student 
concerned as a pariah. I repeated such demonstrations often and soon my 
nurses were so aware of the inevitable presence of micro organisms that a 
high standard of asepsis became automatic to them. Once they even absent 
mindedly presented me with a set of freshly sterilised instruments to carry 
out an autopsy. (Vaughan, 1974:50) 

What the students thought of such demonstrations we will never know but 
they may have had very good reasons for sterilising the instruments for an 
autopsy, unrelated to the Western medical theory of bacteriology. The discourse 
of missionary medicine, far from reiterating the post-Enlightenment soul/body 
division, constantly re inscribed their indivisibility. Mission medicine demanded a 
belief in both the scientific and the divine. For many indigenous people in PNG 
this was not strange as their own medical systems incorporated both a natural and 
spiritual dimension. In combating indigenous ideas of illness which commonly 
involved powers from the spiritual realm, missionaries often proclaimed the 
'rivalrous power of God to save or harm' ( see also Jolly, 1996, Jolly, 1998a:13). 

The relationship of missionary women to the local people was not so 
obviously one of domination as that of the male missionary. The Papuans saw 
them in a serving role: 'they dressed their sores, nurtured their children, nursed 
their sick and comforted their dying' (Langmore, 1989: 174). Although not 
necessarily any more enlightened than their male counterparts missionary women 
had closer contact and a more profound involvement in the mundane and personal 
aspects of the lives of the indigenous people. Like most colonial processes this 
was a 'mixed blessing' as we shall see. As they ministered to the people 
missionaries introduced a coherent mode of seeing and being, a specific 



101 

definition of person, body, health and society that ultimately anticipated and 
reinforced the culture and economy of the colonial state (Comaroff, 1993:319). 

Making Massim mothers: government and missions conjoined 

The Massim region (the southeastern peninsula of mainland Papua and offshore 
outlying islands) was annexed as part of British New Guinea in 1888 and then, as 
part of the Territory of Papua, came under Australian rule in 1906. The 
administrative centre was Samari, but there were government and mission 
stations in Milne Bay, the D'Entrecasteaux Islands, Goodenough Bay, the 
Trobriand Islands, Woodlark Island and Misima. Samari was the second-largest 
town in Papua, and the Milne Bay coast had one of the fastest growing European 
populations (Wetherell, 1977:244-45). Throughout the Massim there were many 
Europeans; in 1910 there were around 268, out of a total in the Territory of 775 
(Territory of Papua Annual Report, 1912:49). Outside of Samari, the missionaries 
exerted most influence. The greater part of the region was apportioned to the 
Methodists. In 1914 they had sixty-one churches dotted across the Islands 
(Colwell, 1914:554). In the period between 1888 and 1942, Massim Islanders 
experienced intense proselytisation. They not only encountered missionaries but 
also magistrates and settlers to a deg~ee unknown outside the state capital of Port 
Moresby (Reed, 1997:49). 

Categories of race, class and gender helped to define moral superiority and 
maintain cultural differences that in tum justified different intensities of violence 
(Stoler and Cooper, 1997a:4). Quite apart from the obvious distinction of 
coloniser and colonised, distinctions between the colonised were formulated 
through a process of inclusion and exclusion, for example the different ethnic 
groups employed as labourers. As Stoler (1997 a: 10) observes colonial projects 
were fundamentally predicated on a tension and changing balance between 
notions of incorporation and differentiation. While an overarching difference 
between coloniser and colonised was being articulated, at another level the 
creation of differences was a complex and shifting enterprise (Vaughan, 1991:12) 
and entailed important differences by gender as well as race. 

19 

Reed's analysis of colonial and missionary discourses in the Massim 
reveals how they constructed the sexual body of indigenous people, especially 
women, and how they targeted these bodies for interventions. 

20 
Europeans 

stationed in Papua portrayed the Massim Islander as possessing a sexual body 

19 
See Vaughan (1991: 17f) for a discussion of feminist work which has linked the literature on 

difference and colonialism with 'difference' articulated in feminist literature. 
20 

See also Eve's (1996) excellent paper regarding the influence of Methodist missionaries in 
Papua and New Guinea in refashioning indigenous bodies. 
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whose 'unbridled energies encouraged licentious behaviour from an early age' 
(Reed, 1997:49). The image of the dangerous, sexually aggressive black male 
appeared at the time when wives and children began to accompany white men to 
the territory. The White Women's Protection Ordinance of 1926 introduced the 
death penalty for those Papuan men found guilty of rape or attempted rape of 
European women. 

21 
Prior to the ordinance sexual violence was more likely to 

involve white men raping black women, although this was under-reported and 
rarely punished (see also Kelly, 1997, Reed, 1997) for Fiji). As Jolly and 
Manderson comment, such punishment 'simultaneously inscribed the virtue of 
the white women and the power of the white men' (Manderson and Jolly, 
1997b: 11). Recounting her experiences of growing up in Bulolo, PNG, Di Lajuan 
recalls numerous occasions when her (white Australian) midwife mother would 
return from work lamenting the fact that so many indigenous women were abused 
and/or raped by white men and then left in precarious social situations as single 
women with babies of white men. Lajuan, who also suffered abuse from 
European men while living in PNG, remembers the denigrating ways these men 
talked about having sex with indigenous women, and their boasts of sexual 
prowess. (Personal communication Di Lajuan Canberra, January 1999) 

Medical discourse on the danger of physical contagion via colonized women 
slipped into a discourse on cultural and moral contamination and as such 
placed adherence to respectability and safeguards against racial degeneracy 
as imperatives of white rule. (Stoler and Cooper, 1997a:26) 

In PNG the shared fear of depopulation provided the basis for a strategic 
union between missionaries and the colonial government and women became the 
focus of the depopulation debate (see Gunther, 1990:72-73). The extent and the 
causes of Pacific Island depopulation have been much debated (Denoon, 
1994:324) and many possible causes, other than introduced diseases have been 
suggested. 

22 

21 

Introduced firearms, alcohol, the labour trade, even novel styles of clothing 
were blamed. But many emphasised indigenous causes - warfare with its 
associated fatalities and famines, the drinking of ka va, abortion, infanticide, 
widow-strangling, early marriage, polygyny, sexual abstinence especially 
post-partum, the deficiencies of indigenous mothering. (Jolly, In press) 

See Inglis (1974) 'Not a white woman safe': sexual anxiety and politics in Port Moresby, 1920-
1934 for a full account and analysis ofthis ordinance. See also Hunt (1997:293-97) regarding 
colonial anxieties about white women in the tropics of Africa. 
22 

See also McArthur (1967) who was sceptical of early population reports, (Decrease Report, 
1896) and Lukere (1997) for Fiji in particular, Jolly (1998b) for Fiji and Vanuatu, and Rallu 
(1991), Bushnell (1993), Douglas (1994) and Spriggs (1996). 
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Denoon construes the current debate about the causes of depopulation in the 
Pacific Islands as roughly divided between proponents of natural history pace 

David Stannard's (1989) work and social history pace Stephen Kunitz's (1994) 
work. His own position leans to the social history side of the debate and 
encourages a wide-angle view of the topic. 

23 

Transfixed by the drama of epidemics . . . we may have been asking the 
wrong questions. Pre-European populations are unknowable, so the initial 
impact of particular programmes will seldom be discovered ... A topic crying 
out for historical enquiry is to explain population decline when there were 
no epidemics ... Population resilience deserves increasing attention ... Political, 
social economic and cultural circumstances were relevant, and these 
dimensions can be examined more readily than the variable influences of 
infections in social and economic and cultural circumstances of equally 
wide variety. (Denoon, 1994:338) 

To arrest depopulation missionaries believed it necessary to revolutionise 
the standards of health care and morality in village life. They targeted women as 
the agents of this revolution, for 'it is only as the prospective mothers of the race 
are familiarised with the principles of health and with the contemplated and 
necessary changes in the social structure that the success of the village - the real 
unit of all native life - can be assured' (Burton, 1949:145). Thus women were 
seen as both cause and solution to ill health and depopulation. 

Both missionary and government officials perceived indigenous women to 
be bad mothers, blamed them for the perceived depopulation and for high rates of 
infant mortality. The concerns with high infant death rates, infertility and 
sexually transmitted diseases - all of which were 'real' medical problems - were 
analysed not in terms of poverty and poor living conditions but in terms of female 
immorality. In the same way as Lukere ( 1997 :40) has noted for Fiji, the ensuing 
focus on women in PNG resembles the focus on European women in the debates 
about 'population decrease', 'racial decay', 'degeneracy', and 'decline' in 
Europe, Australia, New Zealand and America in the nineteenth and early 
twentieth centuries. 

In her paper 'Other mothers' Jolly (1998b) draws these various projects 
together and considers how maternity has divided women, how class, race and 
nation have constituted 'other mothers'. In the process of colonialism and the 
subsequent patterns of global development some mothers have been cast as 
'heartless and hopeless, while others have been glorified' (Jolly, 1998b: 183). She 
compares the situation of working-class mothers in early twentieth-century 

23 
Compare with Lukere (1997:239-40) who acknowledges the role of human agency in the 

transmission and exacerbation of diseases in Fiji but leans more toward biological determinism 
and draws on McNeill's (1976) work to support her view. 
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Britain who were singled out as the cause of British depopulation problems, 
racial degeneration and imperial decline to the situation in several British 
colonies of the Pacific where mothers were similarly singled out as a major cause 
of depopulation (Jolly, 1998b:184). Although such discourses did not establish 
hegemony they did have a great impact on the maternal experience of working
class and colonised women by 'creating an intimate contest about how to mother 
and by constituting customary maternal practices as recalcitrant tradition' (Jolly, 
1998b:184). _ 

Though the dynamic of disease-induced population decline differed from 
place to place, as Lukere (1997:240) suggests 'indigenous women everywhere 
must have been central victims of this process through the havoc it played with 
their reproductive role.' No doubt efforts made by colonial government and 
missionaries sometimes did enhance the health and well being of infants and 
mothers. But such improvement also entailed 'a dynamic of blaming mothers for 
aspects of life for which they could not have been responsible - preeminently the 
devastating effects of exotic infectious diseases, like measles and dysentery' 
(Jolly, 1998b:202). As noted by Jolly ( 1998b) for Fiji, in Papua and New Guinea 
this led to increased surveillance, not just of women's maternal lives but their 
sexual lives as well. 

As previously noted, missionaries and colonial officials portrayed all 
Massim Islanders as sexually saturated, but the most visible and important figure 
was the irresponsible mother (Reed, 1997:66). Discussion of abortion and 
contraceptive practices epitomised this concern with feminine irresponsibility. 
Missionaries in Papua regularly stated that 'young native women mixed, cooked 
and ate preventatives [i]n order to restrict the frequency of childbirth and allow 
their licentious behaviour free reign' (cited in Reed, 1997:66). Resident 
magistrates condemned what they saw as low maternal instinct (Reed, 1997:66). 
In the Massim, as in Europe, sexuality was related to the life of the human body 
and the life of the population and thus sexuality was seen as essential to the 
preservation of both (Foucault, 1978: 145, cited in Reed, 1997:53).The 
missionaries were keen to institute Christian notions of modesty and monogamy 
by disciplining individual bodies (particularly women's bodies). Colonial 
officers, by disciplining the population, were to control the spread of venereal 
diseases (Reed, 1997:53). 

Missionaries, pedagogues, magistrates, and medical officers ... [all] engaged 
in relations of force with these bodies, aiming to take charge of them as 
living beings and thereby exercise a control at the level of life itself. This 
domination targeted the body of each person through the introduction of 
anatomical disciplines, and the body of people as a whole by regulating 
them as a population. (Reed, 1997 :52) 
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These different approaches mirrored the different agendas underpinning 
state and missionary intervention. The colonial government interfered when they 
perceived indigenous sexuality to be prejudicing the pacification process. 

24 

Accordingly adultery became an offence in the Territory 'not from any 
scrupulous care for native morality, but in order to prevent the social 
disorganisation and the quarrelling which its commission is likely to cause in a 
native community' (Murray, 1925:70). Conversely missionaries were overtly 
concerned with native morality which they saw as an obstacle to conversion. 
They focused their concern on the sexual behaviour of individuals and instructed 
the indigenous population that their 'future and fortune as a social body was tied 
to the development of Christian interiority, to the manner in which the individual 
disciplined desires and made productive use of sex' (Reed, 1997:54). Both 
missionaries and government promoted monogamy and fidelity. Missionaries 
opposed adultery because it was a sin and threatened the stability of the 
monogamous and fecund couple, colonial officials because it disrupted the social 
fabric and spread disease. 

Venereal disease fostered discussions about sex, in which health 
administrators analysed the sexual habits of the population and encouraged native 
patients to confess their sexual histories. The venereal disease clause in the native 
regulations sanctioned this, stating that natives who thought they had a disease 
were to notify a village constable immediately (Reed, 1997:59). The venereal 
census initiated by Dr Bellamy (in the Trobriands) expanded to include a record 
of births and deaths by months and in effect became the first annual census taken 
in Papua. Reed (1997:60) notes that by the outbreak of the Second World War 
'the indigenous legitimate couple had received forty years of instruction on the 
pathogenic consequences of sexual license'. Yet medical docto__rs frequently 
expressed doubts over the exact status of venereal disease. When Dr Lambert 
arrived in Papua in 1920, he reported that traders and missionaries regularly 
mistook yaws for syphilis and Dr Strong, as acting chief medical officer for 
Papua, acknowledged that many of the diseases diagnosed as sexually transmitted 
were in fact non-venereal ulcers (cited in Reed, 1997:60). However the venereal 
disease campaigns continued with both colonial officers and missionaries 
repeating their claims about the links between sexual behaviour, disease and sin 
(Reed, 1997:60). 

24 
In Papua the agents of colonialism christened their project 'peaceful penetration' (Lett, 

1945: 126). The official handbook of the Territory of New Guinea describes 'peaceful penetration' 
as 'the procedure employed in bringing natives under partial government influence, and thence 
gradually from 'partial influence' through a stage of 'influence' to 'complete control' (Prime 
Minister's Department, 1937:299). 
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Much of the missionary concern was expressed in terms of liberation of 
women from what was seen as a position of servitude. But as with many such 
liberal expressions of concern, it proved double-edged. Seme, a young woman 
from an island near Kwato mission, complained to the missionary Charles Abel 
of her 'cruel' treatment at the hands of her relatives. After some consideration he 
decided she could come to the mission. 

[W]e found her in her native grass petticoat, [skirt] sitting on the verandah 
at the back of the house, waiting for permission to enter and become one of 
us . Well, there was a great cleansing process of initiation to go through. Hot 
water, soft soap, precipitate powder, and so on; a regular routine, and a very 
necessary one, too, when a new-comer arrives. An hour later Seme was 
cleaner than she had ever been in her life before, and she went into the 
bright girls' room, and slept happily in a new atmosphere, in company with 
her Christian sisters. (Abel, 1902:55-6) 

At another time Abel proclaimed 'I know of no animal, except perhaps the 
duck, which is more careless in attending to its young that the average Papuan 
mother' (cited in Jolly, 1998b: 192). Jolly comments that such disparaging 
laments had been part of the missionary discourse for decades and justified 

missionary interventions in general and in particular attempts as remoulding 
mothering (ibid; see also Grimshaw, 1989, Jolly, 1991, Langmore, 1989, Young, 

1989c). For Christian missionaries, indigenous women were often the repository 
of all that was held to be dark and evil in many aspects of culture and social 
practices. Sister Minnie, one of the first women missionaries to work on Dobu, 
records in her diary; 

I had another experience today of the bad influence of native mothers over 
their daughters. One of our girls, who has a great deal of evil in her nature, 
but is making an effort to follow Christ, has for a mother the worst woman 
in Dobu. [Y]ou have no idea how evil is the influence of the mothers on 
their sons and daughters . They do all they can to tempt them into sin. 
(Billing, 1930:86) 

In 1892 when the first members of the Methodist Sisterhood arrived in the 
Massim their assigned role was to challenge and transform female sexual 
behaviour. Bromilow stated that 'we saw in the higher status of Dobuan women 
on the one side a medium through which we might redeem from its debasement 
on the other, and make it a purifying influence in Do buan life at its very source' 
(Bromilow, 1929:212). Central to the internalisation of Christian and colonial 
values was the education of women as wives, mothers and nurses. Changing 
women' s beliefs and practices in reproductive health was seen as a key to 
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changing attitudes in general to Western medicine but more importantly as 
Lukere notes, 

[B]y 'improving' indigenous maternity and the minds and bodies of native 
women, colonial and missionary organisations often hoped that the material 
and ideological state of the society as a whole would benefit. (Lukere, 
forthcoming-a) 

The destiny the missionaries saw for the Papuan woman was a modest one 
- they were to become clean and godly wives for the men who had become part 
of the Christian community- 'clean and helpful wives for our boys', as one 
London Missionary Society wife put it (cited in Langmore, 1989: 173). To this 
end the first missionary sisters began organising a school for girls. They saw 
education and the regularity of station life as the best means of transforming 
women's sexual bodies. The sisters instructed their pupils in hygiene, cleanliness, 
sewing and the ideals of personal purity (Burton, 1926: 119). The social ideal, to 
which many Papuan women conformed, was to train as a nurse, marry the 
manager of one of the mission plantations and 'become part of a productive and 
therapeutic team' (Denoon, 1989a:98). 

Missions portrayed native villages as centres of vice and sexual depravity 
and thus legitimated a programme to uproot children from villages and raise them 
within the relative safety of the mission compound (Reed, 1997:61). This is 
reminiscent of the situation in Australia where up until the 1960s many 
Aboriginal children were forcibly removed from their mothers into the care of 
mission homes, institutional schools and white foster families (Huggins, 1993). 

In PNG the mission compound was perceived to provide native children 
with the opportunity to grow normally in character and to be he_althy in body, 
mind and spirit, supported at all times by constant surveillance by staff. This was 
supported by a government ordinance introduced in 1890 allowing resident 
magistrates to place children convicted of an offence, orphaned or deserted by 
their parents in mission hands (cited in Reed, 1997:61). Sick children were often 
kept at the mission against their will and frequently against the wishes of their 
family. This must have been a frightening situation for one particular sick child 
who was 'rescued' by Sister Minnie, kept away from her kin and forced to ingest 
foreign substances. 

A little girl, who has not been here very long, is sick, and her sister came to 
take her home, promising to bring her back when she is well. It would have 
been easy for me to consent, as she is one of the most unpleasant little 
patients I have ever had; but I knew she would have no proper care in the 
way of suitable food or medicine in her village, so had to refuse. She is a 
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nice child when well, but oh! such a trying patient, for she spits and kicks 
when I want her to take her medicine. (Billing, 1930:113) 

The Native Regulations also gave magistrates the power to take children from the 
village and detain them in hospital for medical treatment ( cited in Reed, 
1997:61). 

In the space of fifty years missionaries had identified the Massim woman as 
possessing a sexual body, targeted that body as a site for intervention, and then 
asserted that they had removed from the woman's body the worst of its sexual 
excesses (Reed, 1997 :69-70). Where she had once been deemed responsible for 
the degradation of the Massim population, now she could act as a guarantor for 
the sanctity of life. The missionaries believed they could thus refigure the female 
sexual body, containing its energies through monogamous sexual practice (Reed, 
1997:69-70). 

European colonists of this period - missionaries and colonial officials, men 
and women - were alike committed to a new model of the bourgeois family, 
with the domesticated woman, the mother, at its moral and religious core. 
(Jolly, 1998b:204) 

Promotion of the nuclear family and individuated person in relation to the 
economy and society, simultaneously promoted the greater control of men and 
the state over both birthing and mothering (Jolly, 1998b ). Improving or 
modernising maternity meant the medicalisation of pregnancy, birth and the 
postpartum. What this means for the women of Misima in the 1990s will be 
discussed in Chapter five. This modernising project aspired to 'clean up' and 
rationalise birth, not just by sanitary hygienic injunctions at the moment of birth 
itself but by forms of discipline of the pregnant body and surveillance of the new 
mother and her child (Jolly, 1998a:4). As for colonial Malaya and Fiji in PNG 
antenatal and post-natal checks, attendance at clinics and home inspections were 
part of such routines. There can be no doubt that at times these interventions 
saved lives and reduced morbidity for mothers and babies. At the same time 
however such interventions also had the important effect of bringing the maternal 
body under the surveillance of others - others often separated from the mother by 
race and class (Jolly, 1998a:4). 

'HEALTH FOR ALL': THE INDEPENDENT STATE 

Despite a relatively early awareness of problems in relation to maternal and child 
health, serious consideration of indigenous cultural beliefs and practices as vital 
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to successful attempts to improve health has been much more recent, 
consequently little attention was given to the investigation of cultural attitudes to 
pregnancy and birth. The possibilities of amalgamation of indigenous and non
indigenous practices was not a part of the dominant conceptual framework of 
maternal and child health. 

Prior to independence, in 1972, the dominant sexist attitudes of medical 
personnel and a lack of appreciation of the sociocultural imperatives in 
programmes like family planning, severely hampered the conceptualisation and 
implementation of appropriate health services. Health planners, discussing a 
village -family planning clinic, suggested that male attitudes may be very 

important to the success or otherwise of family planning programmes for rural 
people and that villagers may have misconceptions about modem family planning 
which could be altered by 'frank discussion'. The suggested plan of action 
devised by these government workers for the implementation of village family 
planning ~linics was as follows; 

Determine if the people, male and female, desire a clinic. It is suggested that 
a talk with men by a male health worker may be the best initial approach to 
determine attitudes to and knowledge of family planning and modern 
contraceptive methods. (Christie, et al., 1972:166) (emphasis added) 

Although the approach suggested appreciates the sexual segregation 
prevailing in many PNG societies, it credits men with far more power in 
decisions over reproduction than they have in most plac~s. Such an approach 
moreover fails to consider that there is often much restraint about public 
discussions of pregnancy and birth and complex protocols about who can talk to 
whom about what. Moreover, it assumes the social invisibility of \Y_omen. Despite 
the fact that it is women who become pregnant and have babies there was no 
suggestion that they be consulted; this was hardly the most appropriate way to go 
about the task. 

A significant breakthrough in the area of women's and children's health 
care was the publication, in 1984, of the Maternal and Child Health Indigenous 
Knowledge Interviews (MACHIK) (Jenkins and Heywood, 1984:12). These 
interviews provided a method for gathering information about MCH and 
acknowledged the importance of collecting information about indigenous 
childbirth practices and local feeding patterns in a systematic way, and relating 
them to important cultural domains. 

In Papua New Guinea there are many societies where there are no 
traditional birth attendants. The implications of this for women's know ledge has 
not been subject to research although Townsend's interim report, Traditional 
birth attendants in PNG, provides a useful starting point (see also Saunders, 
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1989, Townsend, 1986:23). On Misima all women have knowledge of birth and, 

as discussed in chapter five, the imposition of 'specialist' (Western biomedical) 

knowledge undermines women's knowledge and authority. Given the linguistic 

and cultural diversity within PNG it is a wise and necessary precaution to gain an 

elementary understanding of existing beliefs and practices and the MACHIK 

interviews provide one way of approaching this. After thirty years of a didactic 

and strenuously biomedical approach these comprehensive interviews were 

significant because they acknowledged the validity of local customs and beliefs 

and the relationship between such beliefs to the success or otherwise of the 

introduction and implementation of health strategies. 
25 

Life expectancy did increase markedly through the late 1970s but 

inequalities persist, with the urban population who have access to various 

services enjoying a better state of health than the rural population. Whether this 

better state of health is due primarily to better health services is moot, although 

improved health status is often attributed solely to health services, whereas clean 

water, sewage and improved diet all contribute to improve health. 

Access to health services and clean water remains poor in PNG. In 1983, an 

assessment of achievements in PNG by the World Health Organisation (WHO) 

found that safe water was available to about ten percent of the rural population 

and to fifty-four percent of the urban population (World Health Organisation, 

1986: 101). As the majority of the population live in rural areas this means most 

people are without clean water. Although approximately forty-four per cent of the 

population are less than thirty minutes travelling time away from the nearest 

aidpost, in rural areas the percentage is significantly lower (Mola, 1985:242). 

Moreover for the purposes of assistance in labour, being thirty minutes walking 

distance away from an aidpost often means that one is essentially without health 

services. Conversely having an aidpost nearby but staffed by a male health 

worker, an inappropriate carer for pregnant and birthing women, essentially 

means that birthing women are without a health service. 

Inequalities persist not only between regions and social classes but also 

between men and women. The philosophy of primary health care emphasises 

prevention, health education, community participation, the importance of 

environmental factors, the need to reach out to even the most remote areas and to 

all parts of the population, including the poorest. In this, Primary Health Care 

responds to several problem areas for women. Insofar as the PHC systems expand 

25 
Still the MCH services are overwhelmingly child-focused and the enduring crisis of high 

maternal mortality rates are occluded by the usual focus on the child rather than the mother. 
Lukere (forthcoming-a) suggests that the current use of statistics concerning fertility, maternal 
and infant mortality as indicators of a society's socio-economic and health status is in some 
respects similar to nineteenth and early twentieth-century arguments that the status and condition 
of women among a given people was a sign of relative civilisation. 
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and work well, women's health should benefit. However, as discussed earlier, 

there were so many problems implementing many aspects of the PHC strategy in 

PNG that bene!!-ts to women, if any, were minimal. In a recent international 
review of the gains and failures of PHC it was found that inequalities between 

different social, ethnic, gender and occupational groups have shown little 

decrease. Many of the health reforms that have been introduced have been 
concerned with improving efficiency, with inadequate attention to equity issues 

(Toole and Whittaker, 1997:78).
26 

Because of the concentration of health services in urban areas and in 
regions of cash crop production, men rather than women have access to the best 
health facilities. Moreover as married women often bear the major responsibility 

for gardening, tending pigs, shallow-water fishing and food preparation, they are 
more exposed to traumatic injuries and their complications. An unpublished study 

documents the severity and incidence of traumatic injury in Milne Bay Province. 
Women were more likely than men to suffer from bums and cuts, injuries to legs 
and feet incurred while working in gardens and fishing on rocky foreshores. 

Tetanus infections were associated with both these injuries and bites from 

animals (Barss, 1987;. see also Parker, 1990). 
After independence in 1975 the process of decolonisation and 

decentralisation encouraged provincial governments to aspire to a base hospital in 

every province. Logically, the effects of fixed capital institutions like hospitals, 
and a static or diminishing volume of revenue, depletes funds available for rural 

extension services (Radford, 1982). More recently there has been a strong 

national political call for the creation of an additional hospital in every province. 
This move will further compromise the funding of rural health services by 

diverting finance away from smaller health facilitates - healt]l centres and 
aidposts, towards the more politically visible hospital. Edwards suggests that such 
a move would effectively close all the remaining health facilities in the provinces 
at the current level of health funding (Edwards, 1994: 145). In 1997 a new 

hospital was opened on Misima. I have yet to establish the impact of this on the 
primary health services in Misima district. 

There was and is an emphasis upon the professionalisation of medical 

personnel which similarly has a negative impact on rural health work. Large 
development projects and an urban bureaucracy have no great interest in the 

limited capacity of an aidpost orderly: rather they demand the most up-to-date 

26 
See Young (1989b) and Hyndman (1989) on the impact of gender inequality on female health 

in PNG. See also Morgan (1989a, 1989b), 1989a #1634;, 1989b #1635] and Green (1989) who 
analyse the PHC movement of the 1970s and 1980s for Costa Rica, Guatemala, Nicaragua, El 
Salvador and the Panama and examine the relationship between socio-political organisation and 
health care delivery. 
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treatment which doctors can provide (Denoon, 1990:94). Conversely the training 
of Papua New Guinean doctors has created a powerful and articulate pressure 
group favouring high-quality (and often high-cost and high-technology) medical 
training (Maddocks, 1975). Denoon (1990:95) suggests that these trends are again 
reinforced by the demise of mission medical services, and the appearance of 
private medical institutions in urban areas. 

For this complex series of reasons, it seems almost inevitable that the retreat 
of medical services to urban areas, to hospitals, and to curative medicine, is 
likely to continue into the future. In the 1950s Robert Black acknowledged 
the great value of the quasi-military campaigns against specific diseases but 
went on to appeal for popular participation and democratic control and 
planning. That appeal was visionary in the 1950s: in the 1980s it would be 
revolutionary. (Denoon, 1990:95) 

Anecdotal evidence and some routinely collected data suggest that the rural 
health services in PNG have been declining for some time and more recently 
have collapsed (see also Beracochea, et al., 1992, Edwards, 1994: 145). Many 
reasons for the collapse have been suggested: lack of funding, lack of supervision 
and inservice training of health workers, inadequate medical supplies, and lack of 
maintenance of buildings and equipment. At both national and provincial levels 
poor financial management is another contributing factor. Figure 3.1 shows the 
structure of and population access to a typical provincial health service. 

As Edwards notes the striking fact is that most people (70%) have easy 
access only to an aidpost (Edwards, 1994: 145). The implication of this is that any 
problems at the aidpost level are likely to have the greatest impact because of the 
size of the population that they serve. The first service to be hit by short falls in 
funding is the MCH outreach patrol. Although many church health sub-centres 
responsible for MCH patrols could support the aidposts in their areas at such 
times they are not allowed to do so because they come under the government 
health centre (Edwards, 1994: 149). 

Shortage of medical supplies, delay in aidpost worker's pay, no funding for 
transport, lack of supervision and inservice, inadequate maintenance and 
poorly functioning aidpost equipment all contribute to the vicious spiral of 
aidpost deterioration. (Edwards, 1992: 152) 

The funding structure of PNG health services is complex a,nd funding for 
rural health services is provided from four, five or even six different routes. 
These include funds from the national Department of Finance which provides 
salaries and wages; funds given under Environmental Health which includes 
dentistry, health inspection, disease control, nutrition and MCH; funds for 
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malaria services ( even though regular DDT spraying ceased as a major activity 

ten years ago); funds from the minimum unconditional grant (MUG); funds from 

donor-funded programmes e.g. AusAID, Asian Development Bank, and funds 
given as a grant subsidy to the churches which provide up to sixty percent of the 

rural health services. As Edwards suggests, 
With such a complex system it is difficult to plan and budget with 

confidence, and when cuts occur the assumption appears to be that another vote 
[source of funding] will be able to make good the deficit. (Edwards, 1994: 147) 

Figure 3.1 
Structure of and population access to 

a typical provincial health service 

1 Hospital 10% of the population 
have easy access 

8 Health centres O O O O O } 
9 Health sub-centres O O O O 00 

197 Aidposts DDDDDDDDDDDD 

10% of the population 
have easy access 

70% of the population 
have easy access 

10% of the population have nothing 
Source: Edwards (1994:146) 

According to Denoon the major obstacle to implementing a PHC strategy is 

not individual doctors or medical planners, or politicians or political structures, 
but the concept itself. For Denoon PHC is a series of moral exhortations rather 
than a programme of action, it is a state of mind not an agenda (Denoon, 

1989b:113). At a practical level the approach requires changes within existing 
health systems and the realisation of benefits from a PHC approach are dependent 
on the extent to which key changes are made. The necessary changes include: 

decentralisation of the planning and management process towards the periphery 
with a focus on the district health system as the operational unit; redistribution of 
existing resources; reorientation of personnel; training of health personnel in the 

required skills, both management and clinical, and participation of the community 
in planning and implementation. All of these require input by doctors, planners 
and politicians. The inherent difficulties of the concept of PHC are compounded 
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by the necessity to involve doctors, medical planners, politicians and consumers, 
as well as considering political structures. Little wonder it is an almost impossible 
strategy to implement. But without it the potential of medical services to 
positively affect the health of the general community, the focus of these services, 
is limited. 

All agree that health education is fundamental to improving the health of a 
community. Yet the traditional 'top-down' approach has been singularly 
unsuccessful in changing behaviour. Community developments 'bottom-up' 
approach, with its concern for dialogue with the community, offers a greater 
opportunity for success. (Biddulph, 1987 :87) 

Whilst widely recognised by many practitioners, the development of a 
'bottom-up' approach requires that public policy makers and senior medical 
officers (who are rarely in direct contact with the majority of people who live in 
rural villages) actually relinquish control over health policies and delivery of 
care. Sadly, in the current political climate in PNG, any awareness of the 
sociocultural issues or commitment to a community-based participatory approach 
has not progressed beyond written reports. The exception to this is work currently 
in progress within the Department of Health (PNG) that has used a participatory 
action research model in various projects. 

27 
Twenty years ago Maddocks 

suggested that the main task for planners of health services in the future was not 
more planning but working out how to implement what had already been planned 
(Maddocks, 1978:61). The same could be said today. 

Biomedical theories and interventions have failed in PNG because no 
account was taken of the social and political context. There are many examples of 
this throughout this thesis. By ignoring the sociocultural context biomedicine 
failed (and continues to fail) to provide people with images which reflected what 
their everyday experience continued to assert - the essential interconnection of 
physical, social and moral being, both in health and illness (Comaroff, 1982:58).

28 

At the same time much of the medical know ledge produced in and about colonial 
Papua and New Guinea was explicit in its concern with finding social and . 
cultural 'origins' for disease pattems.

29 
Biomedicine drew its authority from both 

science and social science. Biomedical knowledge in PNG was thus both socially 
constructed (in the sense that its concerns and its ways of viewing its object of 
study were born of particular historical time and circumstance and particular 

27 
See Department of Health (1997a, 1997b, 1998). 

28 
See Comaroff (1982) for a discussion of this in relation to biomedicine in the context of 

Western capitalism and the underlying concept of rational individualism. 
29 

See Koop (1967), Hornabrook (1977), and Skeldon (1977). These three bibliographies reveal 
the focus of medical and human biology research in Papua New Guinea between 1944 and 1976. 
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social forces) and at the same time 'social constructionist', in that it often sought 
social explanations for 'natural' phenomena. Jean Comaroff ( 1982:57) has noted 
the paradoxes and contradictions in a biomedical worldview and argues that 
whilst biomedical knowledge is ostensibly based on empirical objectivity, in 
practice its underlying epistemology remains a cultural construct existing in 
'dialectical relationship with its wider social context'. She suggests that central to 
biomedicine's cultural construction, is rational individualism, a view of people as 
'self-determining, biologically contrived individuals who exist in a context of 
palpable facts and material things'(Comaroff, 1982:57). 

In this context, events are regulated by impersonal 'natural' laws, rather 
than social ties and interests. This orientation was an essential precondition 
for the advent, in the latter half of the nineteenth century, of the germ theory 
of disease. As a new orthodoxy, this strongly reinforced the process of 
reification, stripping away the social and environmental underpinnings of 
disease. (Comaroff, 1982:57) 

Following Foucault and others Comaroff links this ideology of self
determination with the capitalist mode of production and with modernity which, 
while it bestowed on its subjects a sense of self-determination, simultaneously 
removed them from direct control over the means of production. Comaroff 
demonstrates that biomedicine is itself a very complex phenomenon. The reliance 
on scientific rationalism in biomedical theory does not mean that there is no 
cultural construction going on. Thompson suggests that, 'what changes, as the 
mode of production and productive relations change, is the experience of living 
men and women' (Thompson, 1979:21). It is in the constitution of such 
experience that medicine assumes a privileged role, in our society as in any other 
(Comaroff, 1982:63). Healing in any discourse, in many respects, mediates the 
relationship between the physical and social being, 'tapping that primary source 
of symbolic media, the interface between self and world' (Comaroff, 1982:63).

30 

As noted by Vaughan (1991:6), it is not so much its scientific method as the 
particular forms of social construction that pervade this method which make 
biomedicine different from other healing systems. 

In the colonial situation there was a dense conflation between imperial 
expansion and biomedicine. Although ostensibly an autonomous field of 
knowledge and practice, medicine informed and was informed by the colonial 
project of imperial expansion. Colonialism and biomedic-al science played off 
each other through the categories and metaphors of an under lying vision. As 

Comaroff suggests; 

30 
See Turner (1980) for a discussion of the role of bcxiy surface as frontier between society, 

social self and psycho-biological individualism. 
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[N] otwithstanding its status as an emerging science, medicine drew upon 
social images to mediate physical realities, giving colonial power relations 
an alibi in the ailing human body. And colonial regimes, in turn drew upon 
medical icons and practices to impose their domination upon subjects and 
collectivities. (Comaroff, 1993:307) 

Whatever else it might have been, nineteenth-century Western medicine 
had a powerful ontology, finding confirmation, in bodies at home and abroad, for 
the universalist · claims of European reason. And its role in this regard did not end 
with formal colonialism. As Comaroff (1993:324) reminds us, 'notwithstanding 
their contribution to the human condition, biomedical knowledge and technology 
have played a large part in sustaining the economic and cultural dependency of 
the non-Western world'. 

However powerful biomedical discourses may have been, and continue to 
be, they have never been all-powerful and have never gone unchallenged. Papua 
New Guinean societies have also had their visions of 'the other', the different 
foreigners of their experience.

31 
The customs of healing and representations of 

disease and health that these societies have produced remain powerful. They have 
developed alongside, through and in reaction against biomedical discourses. 
Biomedical discourses in PNG were not monolithic and unchanging and not 
without internal contradictions. Biomedicine was and is an unstable and evolving 
body of theory and practices. There is evidence to indicate that the indigenous 
healing systems of PNG proved to be remarkably resilient and adaptive (see 
Frankel and Lewis, 1989a). Far from being destroyed by colonial and biomedical 
assaults they tended rather to absorb and internalise, to 'indigenise' those 
elements of biomedical practice which seemed most effective and most 
impressive. The idea that Western medicine, because of its 'scientific' basis, 
would supplant any previous medicine 'fed on the hope that truth will prevail' 
(Frankel and Lewis, 1989b:33). 

31 

Some of its [W estem medicine] supporters suppose, with monotheist zeal, 
that the source of truth is single: the scientific method. And we may be led 
to think that pluralism is what is curious. On the contrary, experience shows 
it is the rule. Wholehearted conversion to W estem medicine is the 
exception. (Frankel and Lewis, 1989b:33) 

There is a story often told about Charles Abel in the early days of the mission. As he was 
walking along a forest track one afternoon, he took a number of village women by surprise. They 
fled immediately, but one of Abel's carriers called after them, 'It's not a white man, it's only a 
missionary! ' Straight away the women turned and came back apologising in embarrassment. Oh 
Taubada we though you were a white man!'(Vaughan, 1974:164) There was clearly some 'other' 
category to which mission men belonged. 
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Papua New Guineans became practitioners of biomedicine. Biomedicine 
was practiced not only on PNG people but also by them and continues to be 
taught, interpreted and practiced by indigenous doctors, nurses and other health 
workers. How far engagement with biomedical practices made a difference to 
people's understanding of themselves, their bodies and cultures is difficult to 
gauge. I explore this in relation to birth in chapter five. 

The complexities inherent in the conceptualisation and implementation of 
appropriate health care, as revealed in this chapter, indicate amongst other things, 
the need to re-evaluate present strategies in health services and a concerted and 
collaborative effort in the area of research. The health and well being of women 
deserves particular attention not least because of the continuing high rates of 
maternal mortality and morbidity (see chapter seven). Every effort must be made 
to allow the voices of birthing women to be heard. In this respect the 
establishment of a 'Women's and Children's Health Project' in June 1998 has the 
potential to improve women's health. In part the project is concerned to review 
Maternal and Child Health Services throughout PNG and to use the findings to 
develop new strategies to improve the health and well being of women and 
children, and by extension, men. Another potentially exciting development is 
recognition of the cultural diversity within PNG and encouragement to work with 
that diversity. The following excerpt is fro_m the 'Draft guidelines for village 
birth attendants'. 

The diversity of communities and local conditions in Papua New Guinea is 
well recognized. In keeping with that diversity, there is no one right way to 
run a VBA Program. [T]hey [guidelines] are intended to encourage program 
managers, communities and stakeholders to be creative and realistic about 
how to develop and maintain a VBA program that meets local needs and 
resource assets and constraints. (Department of Health, 1998:2) 

Presently, however the daily reality for most women in PNG, particularly 
rural women, is that their health is compromised either by local, national or 
international agendas and sometimes by all three. Jelliffe and Jelliffe (1987:92), 
in response to the perceived interest of other disciplines in the area of health care, 
suggest that in theory, and ideally, in practice consultation and collaborative 
teamwork is indicated more than ever. If 'Health For All' by the year 2000 
remains an aspiration for the people of PNG, it is clear that much more work of a 
collaborative nature remains to be done. 

As well as situating the work historically any collaboration must entail an 
understanding of the social construction of childbirth in both Papua New Guinean 
societies and Western societies (in particular Australia). To this end the first 
chapter examined the relationship between medicine and childbirth in Western 
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societies, (predominantly Australia, Britain and USA), how that relationship was 
established, how it is perpetuated and how it affects women. In order to examine 
those relationships in the broader context of the lives of women in PNG the 
following chapter explores the discourses and practices of fertility, pregnancy and 
birth for the women of Misima. 



Chapter Four 

BESIDE THE GRAVE 

BIRTH ON l\11SIMA 

Sauga yova i liyan iya yaka salai bebena - when a woman is pregnant she is 
beside the grave 

Birth on Misima, like birth everywhere, is shaped by powerful ideologies. 
Indigenous discourses and practices surrounding fertility and birth construct 
women as dangerous, embodying potent ambiguities and conflicting powers. 
Both men and women articulate these tensions by highlighting the very real 
dangers for pregnant and birthing women in the above aphorism. Despite the 
dangers, women and men view pregnancy and parturition as a normal and 
inevitable consequence of being female. 

Honour, courage and stoicism typify Misima ideals for wom~n's behaviour 
( as for men and children). Like the biomedical model indigenous models of 
childbirth acknowledge that birthing is potentially dangerous. However on 
Misima good health is not something that is actively promoted by individual 
agency but a state achieved by proper collective behaviour and redeemed through 
efforts to cure sickness, usually a consequence of witchcraft. A pregnant woman 
assumes she is healthy and will continue to be so throughout her pregnancy 
unless a malevolent person (sorcerer/witch) or ancestral spirit interferes with her. 
Birthing on Misima is grounded in a worldview that sees witchcraft as the 
ultimate controlling influence in people's lives. Miscarriages, maternal and infant 
deaths reflect moral [order or] disorder. Cosmological concerns centred on 
witchcraft accusations and control add a fearful dimension to birth. 

Chapter Four 



120 

Alongside indigenous beliefs and practices about pregnancy and birth are 
those derived from an emulation of the 'modem' practices ( dimdim 

1 
wali pagan 

( the ways of Europeans)) including European dress, food habits and use of 
government medical facilities. Women living in the town of Bwagaoia and 
villages close to the health centre articulate these more often than women living 
in villages away from town. 

In the following pages I examine Misiman discourses about women's 
reproductive lifecycle and consider women's words about their own experiences 
of menstruation, pregnancy and birth. I draw comparisons between indigenous, 
biomedical and midwifery models found in PNG and Australia as a way of 
suggesting the co-presence of indigenous and Western approaches to women's 
fertility and to unsettle any notion of discrete and static 'systems'. An 

examination of the reproductive lifecycle of Misiman women reveals difficulties 
and dangers from menarche to menopause, difficulties exacerbated by the cultural 
construction of reproduction, nowhere more evident than in stories of blood as 
polluting. 

STORIES OF BLOOD 

Symbolic analyses of pollution have contributed much to a general understanding 
of cognitive structures but have not contributed significantly to an understanding 
of the actual menstrual experiences of women, a subject rarely the focus of 
ethnographic inquiry (but see Hanlin, 1987, Snowden and Christian, 1983). The 
collection of papers in Blood magic (Buckley and Gottleib, 1988a) heralds a new 
look at menstruation by considering the varying contexts of menstrual 
symbolism, the ambiguity of much of the symbolism, the possibility of 
intracultural diversity in its meanings and the interface between biological and 
cultural systems in the making of human society. The openness of investigators to 
biocultural considerations in any study on menstruation is crucial. Though 
positing no form of cultural determinism Buckley and Gottleib ( 1988a), 
acknowledge and analytically interrogate the roles of human reproductive biology 
in the cultural construction of menstruation. 

1 
Battaglia (1990:19) suggests that the term dimdim came into being because early strangers 

(Europeans) to the Louisiade Archipelago came from the direction of the mythical Dimdim reefs 
to the east. The term continues to be used to this day by indigenous people from the Louisiade 
Archipelago to refer to Europeans. 
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Saliya bwalina inak hot - the blood smells really bad 

Menstrual blood and birth blood smells bad because it comes from the body of a 
woman, but the blood from a cut or something that is alright. (Naomi, September 
1997) 

Menstruation is a fecund process, not just as a sign of fertility but as a symbol of 
being a woman in the world. It heralds the possibility of life and of ultimate 
death. In both its positive and negative aspects menstruation represents bodily 
existence. Throughout the Pacific menstrual and parturient blood is frequently 
constructed as contaminating and menstruation and birth as times when women 
are in a state of pollution. In many places menstruating and parturient women 
seclude themselves either in their own home or in a separate dwelling often far 
from the village settlement. Along with the contaminating nature of menstrual 
and parturient blood these practices have been widely debated in the literature 
between those who see this as evidence that women are seen as polluting and 
those who suggest that it is women's sacred danger and proximity to the 
ancestors at such times that require their separation (Jolly, forthcoming-a). 
Discussions of female pollution hinge on notions of women's bodily essences as 
dirty, foul or dangerous. 

Hanson's (1982) work has been central to on-going debates concerning the 
notion of female pollution. His work focuses on Polynesia and challenges what 
he describes as the 'repellent thesis', a thesis grounded in the notion that women 
pollute and therefore repel the gods (Hanson, 1982:347; see also Ralston and 
Thomas, 1987). He does not deny that women are deemed dangerous and that 
their association with disease, misfortune and death imputes distinctly negative 
connotations. What he does dispute is that these can be explained in terms of 
ideas that women pollute other people and the gods. On the contrary he suggests 
that the position of women in Polynesia, including the destructive potential, is 
more fully understood according to a special affinity which is thought to link 

women with the supernatural. Hanson's arguments have been explored in 
Melanesia by Keesing's revaluation of his work in Malaita in the Solomon 
Islands (Keesing, 1981, 1985, 1987). Revising his earlier view that women are 
seen as polluting, he suggests that indigenous concepts and practices are better 
translated as 'sacred danger'. Keesing concludes that bodily pollution is perpetual 
evidence of the importance of female responsibility and that the enactment of 
women's powers through menstruation or childbirth situationally sets them off 
from the mundane world. Like Hanson, Keesing found the bodily functions of 
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women to be highly abu (a cognate with tapu, kapu ) and subject to rigorous 
restrictions. Again like Hanson, Keesing found violations of these restrictions by 
women to be the most commonly imputed causes of sickness, misfortune and 
death (Keesing, 1981:5). The very cosmology that would seem to exclude and 
demean women gives them the powers of life and death over men. Jolly' s 
( 1994b) argument about kastom adherence of south Pentecost, Vanuatu supports 
the 'sacred danger' thesis. She suggests that 'the important issue is not one of 
corporeal putrefaction, but of the danger presented by the leaking of the divine or 
ancestral powers into the quotidian (Jolly, 1994b: 149, 192) cited in (Jolly, 
forthcoming-a). My understanding of Misima practice, as discussed in the 
following section, tends to concur with the 'sacred danger' findings. 

2 

Waikena ana kasiyebwa - sickness of the moon
3 

I woke one morning and the bed felt wet and I wondered if I had wet the bed while 
I slept. When I saw the blood I was very frightened and went and told my mother. 
My mother told me that it was my sickness that had started. If you sleep with boys 
or carry heavy loads you will start to bleed. (Bevli, May 1990) 

Bevli began to menstruate when she was fifteen. Like Bevli most young women 
are not informed about menstruation either by their mothers or by other young 
women who have begun to menstruate. Discussions with their peers are more 
likely to happen after menses has begun. The beginning of menstruation is not 
marked by any ritual or dietary changes and there is no special word for the first 
time a girl menstruates. The age of onset varies, some girls reported to have 
started to menstruate when they were twelve while for others it was delayed until 

2 
See also Buckley and Gottlieb (1988b) for a critical appraisal of theories of menstrual 

symbolism. They support the work of Hanson and Keesing inasmuch as they argue that 'female 
oppression' models of menstrual taboos, in their simpler forms at least, are inadequate. Perhaps 
some cultures have used menstruation to explain and justify the inferior status of women, but that 
is a culture-specific trait and cannot be generalised to all cultures having menstrual taboos 
(Schlegel, 1972:93). To assume the presence of menstrual taboos as a universal indicator of 
relative female 'status'- however that may be defined - is tautological and, moreover, simply does 
not fit specific ethnographic cases. 
3 

The relationship of menstrual periods to lunar cycles, while a perennial feature of folklore in 
both industrial and non-industrial societies, received little scientific attention until the past three 
decades. Beginning in the 1950s however this lunar connection came under serious consideration 
by biologists, with results highly suggestive of both evolutionary and synchronic connections 
between lunar periodicity and the menstrual cycle. See for example (Dewan, 1967, Hauenschild, 
1960, Menaker and Menaker, 1959). See also Buckley's and Gottleib's (1988a) Blood magic. 
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the age of sixteen or even later. This delayed onset may be the result of 

malnutrition in young women.
4 

There is little instruction for young women in dealing with the flow of 
menstrual blood. During menstruation women do not wear anything like a 
menstrual pad to absorb the blood directly, but may put on three skirts instead of 
the customary two.

5 
They may also be advised to wear dark clothes to avoid the 

embarrassment of a blood stained skirt. Some young women owned shorts and 
often wore them under their skirts. Generally though blood loss was reported to 
be minimal and stopped altogether in two to four days.

6 
Many women in the town 

of Bwagaoia now wear underpants and some use menstrual pads. None of the 
women from Ebora had ever purchased or used menstrual pads and only a few 
young women had purchased underpants. Although they agreed that wearing 
underpants could be useful to absorb blood during menstruation, for everyday use 
they thought they would be inconvenient. There are toilets (built over the sea) in 
the village but most people go to the toilet in the bush. For women it is certainly 
easier and more discreet to squat in the bush when you are not wearing 

underpants. 
Women are advised to avoid washing in cold water as this is thought to 

increase pain and prevent blood from being expelled. If the blood is not expelled 
a woman may become pregnant very quickly. As the sea is classified as hot 
(kalas) women tend to wash in the sea when they are menstruating. The other 
alternative is to boil water and find a time and place to wash undisturbed. 
Because of the public nature of life and communal living this is almost 
impossible. 

On Misima when a young woman begins to menstruate she becomes aware 
not just of the ideas and practices associated with menstrual blood, but her 
sexuality more generally. The blood of menstruation is thought to be 'bad' but the 
act of menstruation is one of blood purification. Thus menstruation both pollutes 
and purifies. Every woman I spoke with said that the blood was rotten and smelt 
foul. When I asked if anyone had actually smelt this blood they were appalled by 
the idea and giggled nervously. I decided not to tell them of Germaine Greer's 
(1970) invocation to taste your own menstrual blood! Similarly, my suggestion 
that menstruation could be a time of celebration of womanhood always resulted 

4 
When energy (i.e. fat) stores are low, the onset of menarche is delayed, and if energy stores 

become diminished after the onset of menarche, the menses are likely to become irregular, 
infrequent and possibly stop (see Frisch and McArthur, 1974). Fertility is markedly diminished 
during famine (see Frisch, 1988, Stein, et al., 1975). 
5 

Most women wear cloth skirts but previously when women were wearing grass skirts, they 
would put on an additional grass skirt. 
6 

Interestingly the women at Ebora who reported a heavier blood loss were teachers, teachers' 
wives or women who were generally better nourished than other women in the village. 
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in nearly hysterical laughter. For young women the onset of menstruation marked 
a time in their lives when they could start to have children and they felt 
ambivalent about this. On the one hand they knew how important and necessary it 
was to have children and most young women thought they would have at least 
four children. On the other hand they knew that pregnancy and birth were 
potentially dangerous, indeed life-threatening, and motherhood ultimately 
onerous. A married woman with children is fully engaged with the life of the 
community. 

When passing a group of people who are seated, men and women bend low 
as a sign of respect. Modesty dictates that women hold their skirts close to their 
bodies. In part this is connected to the shame of a woman's body odour which is 
associated with her potent sexuality. During menstruation it is vitally important 
for a woman to hold her skirt even closer to her body, especially when passing 
men, to avoid the shame of them smelling this 'foul' odour. Many women spoke 
of the importance of men not smelling their body odour. Women wash frequently 
when menstruating to diminish the odour. If a woman is leaving a house and a 
man is too close for her to pass by she will leave through an alternative exit or 
ask him to move back. 

7 
If a woman has not washed for a day or two ( a rare 

occurrence) she will avoid being in close proximity to men. Both women and 
men thought women's body odour was much stronger than men's body odour. 
Some women said it was partly to do with the smell of urine, which can linger on 
their clothes after squatting in the bush to urinate, but mostly the odour was 
associated specifically with menstrual blood and more generally with 
menstruation as a manifestation of sexuality and potential fertility. While they do 
all they can to disguise the fact that they are bleeding women thought that 
husbands could probably smell their wives and that sexually mature men could 
probably tell when a woman was menstruating. 

The odour of menstrual ( and postpartum) blood is thought too strong 
(gasisi) for growing yams and will kill them 

8 
For this reason menstruating 

women ( and new mothers) will not go to the garden until the blood has stopped 
flowing and they have performed a ritual cleansing.

9 
There are particular times in 

garden preparation and planting when the presence of a menstruating woman can 
devastate the crops. In a newly planted garden the smell of menstrual blood will 

7 
I often wondered if this was one of the reasons that such small houses had so many doors. 

8 
There are various metaphors that depict yams as being like people but I am not sure that yams 

are conceived as people in the way that has been reported for other Massim societies (but see 
section on pohon). (See Battaglia, 1991 , Macintyre, 1988). 
9 

Widows and widowers must also perform a ritual cleansing to rid themselves of the stench of 
death before going to the garden. It is interesting to note the same term - bwalina inak, is used to 
describe the smell of death and the smell of menstrual blood. This is one of many associations 
between sexuality/birth and death. 
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cause the food to die. Similarly while the yams are growing if a menstruating 

woman goes to the garden the leaves will fall off the plant, which will 

subsequently die. At harvest time if the yams are found to have a rotten centre it 

is because a menstruating woman has been in the garden. 
10 

The smell of 

menstrual blood in the garden also attracts birds that eat bananas, and pigs that 

root about and trample whatever is under foot or snout, and eat anything. The 

odour of menstrual blood is also thought to spoil other activities, for instance the 

ritual making of lime from the dead coral. 

Quite apart from the odour, the' sight of menstrual blood is a source of 

shame particularly for young unmarried women. I was told several stories of the 

deep shame experienced by young women at school who had bloodstained skirts. 

Boys would tease the young women and this deepened the shame. The sexual 

innuendos made by boys would cause further acute embarrassment for the young 

women concerned. 

The substance of menstrual blood is potent. When ingested it has the power 

to make men weak, sick or even to kill them. For this reason, in the unlikely 

occurrence that a woman steps over some cooked food when she is menstruating 

her husband will not eat it. Because of the dangerous nature of menstrual blood, 

the idea of having sex at this time was abhorrent to both women and men -

women were too ashamed, men too fearful. 

The anxiety and ambivalence about menstrual blood whereby women are 

simultaneously in a state of shame and great power seems to reflect a general 

ambivalence about women's sexuality. Women are thought to be unclean during 

menstruation but the product of their uncleanliness, namely menstrual blood, has 

the power to harm men. Female genitalia and their products, blood and sexual 

fluids, are endowed with potent defiling powers. A witch's pouch is concealed in 

h "al 11 er gerut area. 

Given the anxiety surrounding women's menstrual blood I found it 

surprising that both women and men were quite relaxed about the sight of blood 

from postpartum women. I witnessed a few occasions where blood trickled down 

the legs of postpartum women in a public place. Whilst the women concerned 

were more comfortable if only women were present, on several occasions in the 

presence of men I saw women nonchalantly scoop the blood up or cover it over 

with dirt. This nonchalance about the blood of parturition is in contrast to the 

10 
Various odours can directly affect yams. People will abstain from sexual intercourse for a few 

nights before going to the garden believing that the smell of sex, although not considered to be 
foul smelling, is too strong (gasisi) for the yams. 
11 

On Misima it is women who are witches. Witchcraft is inherited through the mother, sometimes 
by means of an olal (witch) going down to the sea before the birth of her baby, taking the baby 
out of the womb, giving it instruction and then placing it back inside. See chapter six for more on 
witchcraft. 
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anxiety about menstrual blood and may partly be explained by its association 
with the productive blood of birth. 

They came to accept it. That blood [of parturition] has to do with the birth of the 
baby. You still have to be careful especially with the placenta. But it is the other 
blood [menstrual] that is really dangerous. (Naomi, 22 March 1999) 

A woman who has birthed is very careful to clean up any blood loss. She 
will place the placenta (musamusa (rubbish, excreta)) in a small basket and it will 
be buried by her husband or another woman under the house, beneath the place 
where she has given birth. A fire is lit on top of the burial place and is kept alight 
for the first twenty-four hours and then every night until the bleeding has 
stopped.

12 
The · blood of birth is thought to attract witches who may harm the 

mother or baby. If a witch (who may be disguised as a pig) were to eat the 
placenta the mother and/or baby would surely die. 

There is no sense that menstruation makes women vulnerable, rather it is 
men who are vulnerable to the potency of this blood. Menstrual blood seems 
more actively dangerous for men than the blood associated with birth. Rather, the 
blood of birth is associated with danger for women. Witches can induce illness or 
death in the mother and/or her baby through the bloody products of the birth 
process. Menstrual blood is constructed as dangerous to men, the blood of birth is 
dangerous to women (and their babies). Perhaps this can be partly explained by 
considering that the negativity of menstruation is necessarily ambiguous because 
the menstrual cycle is one part of a reproductive process, which is generally 
viewed quite positively. Perhaps as Friedl (1975:29) has speculated the very 
occurrence of menstruation can be interpreted as a sign of death insofar as it is a 
signal that a new life has not been conceived. 

[T]he presence of menstrual taboos and notions of menstrual pollution, far 
from signalling the inherent pollution of the female principle as has so often 
been postulated, may instead point toward a more complex and far-reaching 
conceptual system that includes elements of folk-biology to constitute the 
basis for the meaning of the taboos themselves. (Buckley and Gottleib, 
1988b:39) 

The proper role of menstrual blood is in the formation of new life. Its flow 
beyond the boundaries of women's bodies marks a missed opportunity for 

12 
Here we have one of many similarities between the rituals of birth and death. The other time a 

fire is lit to keep witches away is when someone has died. A fire will be lit next to the burial place 
and kept alight for twenty-four hours and then every night until the spirit of the dead person has 
gone to tuma, the place of the dead. The spirits of witches do not go to tuma but lurk around in the 
village. Some become totowoho, spirits that live in rocks, caves and trees. Not all totowoho are 
malevolent but witches who become totowoho are said to be malevolent. 
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procreation. For the Maoris of New Zealand if the blood ( of menstruation) had 

not flowed it would have become a person. As Douglas notes, in this example, 

menstw a} blood 'has the impossible status of a dead person that has never lived' 

(Douglas, 1966:96). 
On Misima, any blood loss at menstruation is thought to deplete the overall 

store of blood. The most common reason given for the cessation of bleeding in 

older women is that their blood has finished because they had many children. To 

describe menopause, women say saliya yaka iya kekepa (the blood has finished). 

Only one or two women associated a lengthy and intermittent time of ill health 

with menopause. One of those women was Keilo, the aidpost orderly at Ebora 

who may have been influenced by her training and work as a nurse aid in various 
. . PNG 13 

settmgs m . 

Saliya i gasisi - the blood is strong 

My mother was quite sick at the beginning of this pregnancy. She was not able to 
eat and felt very unwell. When women are like that the babies get spoiled [by 
witchcraft]. But my mother's blood is too strong. (Jois, June 1990) 

Having strong blood is a desirable attribute in Misiman society and is related to 

physical strength and good health. Jois is referring to her mother's current 

pregnancy, Temalesi's eleventh. Temalesi's ninth child, Lipo is proof of her 

'strong blood.' Temalesi was unwell throughout the pregnancy and although she 

did not miscarry, her daughter, Lipo, was born with many congenital 

abnormalities. These are thought to be the result of witchcraft. Had Temalesi's 

blood not been strong, witchcraft attacks would have induced an -abortion. Only 

women with strong blood can withstand witchcraft attacks aimed to make them 

abort. But even then witches leave their mark. Children like Lipo are living proof 

of the potency of witchcraft. 

13 
Although I did not focus on menopause the fact that most women reported no noticeable 

difference in their health suggests that we must be cautious in applying the biomedical model of 
menopause in these situations. More research is needed to examine various aspects that may 
affect Misiman women. For example the impact of a physically demanding life style on 
menopause, the relationship of diet to menopausal symptoms, whether stoicism prevents women 
from acknowledging any symptoms, whether they experience symptoms but do not associate 
them with menopause, whether they don't have any symptoms or perhaps they just don't notice 
because most women are malnourished and have low level infections most of their adult lives. No 
one recalled having 'hot flushes', one of the most commonly reported symptoms in many Western 
countries, although Keila said she had 'fever' quite often during the time preceding menopause. 
But malaria is endemic on Misima and fever is first and foremost attributed to malaria. 
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The baby grows to resemble the parent with the strongest blood. However 
there are ways to influence the child to resemble someone in particular. As 
Naomi told me: 

It is good for the child to be like the tovelam [in-laws]. When she is eating, my 
sister likes the husband to be in front of her so that the child will be like him. So 
when she is eating she is eating a picture [metaphorically] of her husband so the 
child will be like him. That is what they tell those who are having their first child. 
I did a bit of that when I was having William [her third child]. I called Della 
[Naomi's ZD] to sit in front of me while I was eating as I really wanted to have a 
girl. It didn't work. (Naomi, September 1997 recorded in English) 

The only other occasion when the metaphor of 'eating a picture' is 
deployed is in association with witchcraft. Witches are said to steal 
photos/images of people and when they eat them cause harm to the person whose 
image they ingest. The potential ability of women to influence the physical 
characteristics of their unborn babe may be linked to the idea of women's innate 
capacity for witchcraft. 

Tau saliyana ge yova saliyana yaka, wawaya i gan .. combine the male blood 
and the female blood and the baby starts 

Pregnancy is usually thought to be the result of several acts of sexual intercourse. 
However a woman may conceive immediately after intercourse with a man 
whose blood is the same strength as hers. It is the combination of male and 
female bloods, not the sperm and egg of the biomedical model, that is locally 
seen to result in conception.

14 
Western educational programmes have done little 

to alter Misima notions of conception and foetal development. The widespread 
view is that new human beings are conceived when the father's blood (contained 
in the semen) mixes with the mother's blood during sexual intercourse. This lump 
of blood travels to the tini, (intestines or abdomen) where it gets bigger and then 
separates out to form the various parts of the baby. 

15 
Sexual intercourse is not 

linked automatically to conception. Indeed promiscuity seems to provide some 
form of contraception as it is thought that too many different bloods could not 

14 
Of course until the nineteenth century and the discovery of cell division Western notions of 

how conception occurred varied widely. See Martin (1991) for a discussion on how science has 
constructed 'the egg and sperm' based on stereotypical male-female roles. 
15 

Ford (1945:44-6) gives nine examples of societies that hold the foetus to be composed wholly 
or in part from menstrual blood. Richards (1950) and Wilson (1957) both propose that such a 
view is found in societies in which descent in reckoned matrilineally, but there is also evidence to 
suggest this notion occurs with patrilineal descent too (see Douglas, 1969, Ford, 1945:44, 
MacGaffey, 1969). 
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make a baby. Similar findings are reported for the Sabarl (see Battaglia, 1990:39) 
and for West New Britain (see Scaletta, 1985: 102). Nor is conception always 
derived from sexual intercourse. One young woman who became pregnant during 
my fieldwork was adamant that her pregnancy was the result of her husband 
beating her. Other women in the village supported this idea. 

You see my sister it is like this. If a husband beats his wife a lot she will become 
pregnant. If he hits her a lot in the stomach the blood will break up and then join 
together to form a baby. Too much blood in the body and it clumps together and 
makes the baby. You don't even have to sleep with your husband for this to 
happen. (Jois, July 1991 recorded in English) 

Most women do not acknowledge foetal life until the baby first moves ( i 
lamalamaniu (be shaky, go up and down)).

16 
At this point it is thought to have the 

characteristics and form of a human being. Before this time most think of the 
foetus as a congealed mass of blood. Perhaps influenced by Western medicine 
and Christian teaching, some women said it was like an egg and that life began at 
conception. When a woman is pregnant the space the baby o~cupies is known as 
the baby's room (wawaya wana Zuma or wawaya wana bana). The expression 
wawaya i kenu ana kamkama gabuna (the baby sleeps under a mosquito net), is 
another way to describe the space. 

Ideally the man's contribution is thought to be equal to the woman's and is 
acknowledged in food prestations given to a member of the father's father's clan 
(tongamagaman) from the time of birth throughout an individual's life and at 
death. These prestations often consist of sago cooked in coconut milk and are 
referred to as payment for the umbilical cord. Naomi's summary of the situation 
is that 'the mother's clan gets the baby, the father's clan gets the Jood' (Naomi, 
September 1998 recorded in English).

17 
The father is said to be the topapamasal 

(the one who initiates, who causes to come into being). In this matrilineal society 
clan membership and land rights are inherited through the mother. I disagree with 
Callister's (1998:12) suggestion that the father's contribution is greater. There is 
truth in her claim that a father expends energy to feed and nourish a member of 
another clan. However the pivotal role of women in Misiman society includes 
responsibility for feeding the living and the dead, for attending to the daily 
activities related to caring for and feeding her family as well as fulfilling wider 
social obligations. Overall her contribution is greater than that of the father (see 
chapter six for a more detailed discussion). 

16 
In biomedical terms this would be around twenty weeks gestation. 

17 
See Battaglia (1985) Weiner (1977) Macintyre (1988) and Mosko (1992) on paternal nurture. 
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FERTILITY, INFERTILITY AND SHAME 

Tabam i liyan - perhaps she is pregnant 

More than twenty years as a midwife has instilled in me a particular gaze, so that 
I find myself almost instinctively 'knowing' if a woman is pregnant. Until I went 
to Misima I had not thought what to my eyes indicates that a woman may be 
pregnant. Indeed I only began to think about this after an incident when I was 
sitting with Keilo one day. I asked her if she thought Laibli was pregnant. 

'Hm,' she replied, and then the litany began. 'Long neck, lost some weight, breasts 
are larger and her nipples really black [referring to the areola] When she brought 
her daughter to the clinic I saw that she is yellow. Her teeth, her eyes and her skin 
quite yellow. E taliu tabam i liyan (yes my sister perhaps she is pregnant). (Keilo, 
Field notes, May 1990) 

As a midwife in Australia, my assessment of a potentially pregnant woman 
has more to do with the shape of the face, perhaps a bit pale and often tell tale 
circles under her eyes in those often trying first few months of pregnancy. I also 
detect a difference, sometimes quite subtle, in the shape of a woman's body, 
usually rounder, a certain fullness and sometimes how she walks. For women on 
Misima, as suggested by Keilo, the signs that indicate that a woman may be 
pregnant are rather different. Whilst I could, and did, come up with some medical 
explanations that could account for the Misiman signs I was the only one to do 
that and no one thought my medically-oriented explanations at all plausible. For 
everyone else involved in the past-time of guessing, these signs were simply 
indicative of a pregnancy. I soon developed the Misima gaze and Keilo would 
often test my powers of observation by asking me my opinion as to whether a 
particular woman was pregnant. At first I would very consciously go through the 
checklist to assess women the Misima way. Then one day I found myself 
suggesting to a woman friend that Aseli was probably pregnant. 

'You see she has lost quite a lot of weight and her neck is long and her skin 
yellow' I said. My friend agreed and then laughed and said 'you are really like a 
Misiman woman now to say such things'. (Field notes, 1990) 

When a woman becomes pregnant she wants to sleep, feels sick and vomits. 
This was probably the most succinct and agreed comment made by women about 
the early stages of pregnancy. Although not every woman experienced early 
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pregnancy this way, that particular triad of signs and symptoms was known by all 
to be associated with early pregnancy. After three or four months these symptoms 

usually subside. 
A woman may be alerted to the possibility of being pregnant by the signs 

and symptoms mentioned above but she will not usually consider that she is 

pregnant until she has missed three menstrual cycles, ( waikena eton i pakara). 

For women who may be breast-feeding, who are malnourished, who may suffer 

from almost continual low level infections and whose daily workload is very 

physically demanding, irregular menstrual patterns are quite common.
18 

But for 
those with regular menstrual cycles, missing three periods is usually sufficient to 

establish that they are pregnant. 

I liyan gubgub - shameful pregnancies 
19 

Ebo yova i liyan gubgub i puluwawi hot. (If a young woman becomes pregnant 
and has no husband she is really ashamed.) (Naomi, September, 1997) 

For an unmarried woman pregnancy is thought to be the worst possible outcome 

of a sexual liaison. 
20 

There is great shame attached to this for the individual 
woman, her immediate family (tini) and her clan (un). Whilst the ideal is that a 

young woman will not 'sleep' with a man unless she is to marry him in practice 

18 
Although I do not have detailed information regarding the frequency and duration of menstrual 

cycles for a significant number of women, infrequent menstrual cycles were common and for 
women who reported 'regular' menstrual cycles this did not always mean monthly. The 
assumption of a monthly repetition in interpreting menstrual rituals, cycles and pregnancy is of 
course based in a Western scientific model of menstruation. As Buckley and Gottlieb (1988b:41) 
point out such an unexamined certainty in our own scientific model has discouraged gathering 
detailed information of the physical actualities of menstruation in other cultures. Furthermore we 
have tended to view our scientific biology as independent of historical context, and accepted our 
own culturally constructed views of the human body as based on solid empirical grounds (ibid: 
43). There is strong evidence that 'normal' monthly periods are probably not that at all, 
historically and cross-culturally, but rather are most likely products of particular cultural systems 
at specific historical conjunctions shaped by diet, work and stress. See for example Frisch (1975) 
and Harrell (1981). 
19 

Another expression used to describe a shameful pregnancy is wawaya kamwasa (baby of the 
road) which means that the baby is the result of an illicit liaison. 
20 

In a speculative paper Macintyre ( 1992) discusses the appearance of the social category 
'unmarried mother' on Tubetube. In her second period of fieldwork (1979-80) she found these 
women were relatively highly educated, actively involved in church activities, from the politically 
dominant lineage, and were more committed to 'modern' ideas of marriage. Quite a few young 
women on Misima discussed the possibility of having children without husbands but felt that such 
a deliberate action would prevent them negotiating important social relationships usually achieved 
through marriage. 
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many young, single men and women engage in various sexual relationships. This 
is acceptable for men but tinged with shame for women. 

At the onset of menstruation a young woman is warned, usually by her 
mother, that if she has sexual intercourse she will probably become pregnant. An 

unmarried pregnant woman therefore shows disrespect for her mother and 
flagrantly disregards the dictates of proper conduct for Misiman women. Being a 
virgin has no special value for Misiman men and women although the state is 
named for women: nigeya ga i hahawan is the expression used to indicate that a 
young woman is a virgin. (Literal translation - no hole made yet). There is no 
equivalent expression for men who have not had sexual intercourse. 

Shame is a powerful force in Misiman society and is directed at women 
much more than men. When a young, unmarried woman becomes pregnant she 
bears the burden in many different ways. She suffers greatly from the shame of 
the illicit liaison, her male lover is rarely blamed. So heavy is the shame that it 
can deeply affect a woman's life. As Naomi recalls~ 

A pregnant woman with no husband brings shame to herself and especially to her 
family and her clan. If the father is known he brings shame to his family, but not 
as much as the woman brings to her family. A woman will often not name the 
father because she is ashamed of it, so she keeps it to herself. Later when the child 
grows and resembles the man then others talk about it and then she will bring it 
out [ the identity of the father] but there has to be a force for her to say it. 

Mone was going around with Andrew, the councillor, and she became 
pregnant and no one said anything because Bilensi [Andrew's wife] was there as a 
nurse in the village. Because of her affair with Andrew, Mone had to send her own 
husband back to his place; she had to divorce him. Life was very difficult for her 
after that - no one built her a house to live in and no garden to make, but the 
sister's side was helping her. 

Everyone knew that Andrew was the father but they all kept very quiet. 
Bilensi was a very good nurse; Andrew was a councillor, both important people in 
the community. That was really a big shame for Mone. Mone was so ashamed that 
at the birth she asked relatives to adopt her son. They did and the baby went home 
with them. Mone didn't feed him. They gave the baby tea and sugar right from the 
beginning. In these situations it is common practice for relatives of the mother to 
adopt the child, especially if it is a married man who is the father. 

The child grew up and looked very much like Andrew. So then it was 
confirmed that it was his son. Bilensi found out and was very angry with Andrew 
for not telling her. It was also very bad for Mone not to tell her son. She didn't 
name anyone as his father. That was hard for that boy to grow up not knowing 
who his daddy was. 

Mone is slowly coming out of her shyness [shame]. That was very heavy 
shame, partly because Bilensi and Andrew were very important people. So many 
years Mone carried that shame. Mone' s son is now married with his own children. 
It took a long time for her to be accepted back into her own family. Even my 
daddy took a long time to come out of the shame for what she did to the whole 
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clan. Mone is my nubaiu (FZD) so same clan as my daddy. For that man [Andrew] 
there was not as much shame as for the woman. His clan was not as ashamed as 
Mone's side. His life just went on as before really. (Naomi, September 1997) 

Kobwas - never borne children 

At the other end of the spectrum are women who never give birth. Kobwas is the 
word used to describe an older woman who has never borne children. Like 

unmarried mothers there is a certain amount of derision about these women. 
Naomi explained the infertility of a particular woman through a mixture of 

Western medical ideas and local concepts. 

They have stories about why they didn't have children. One of them because when 
she was a young girl she was hit by her brother or her daddy for some things that 
she had done wrong. She was hit especially around the back area and that thing 
they hit her with damaged the uterus or whatever so that she won't have children. 
Yes uterus been damaged. Others they chew bark of a tree for family planning and 
it really sterilises them. (Naomi, September 1997 recorded in English) 

Fertility is intrinsic to femininity. All women are presumed to be mothers 

by nature. Infertility is thought to result from a woman ingesting certain 
substances or from witchcraft. Both explanations are also used to account for 

younger women who have not had children and have secondary amenorrhoea. 

Infertility is not recognised in men at all. Because of the importance of having at 
least one child adoption is a common practice but only women who have borne 

children are permitted to perform yagowau, a ritual associated with the first-born 

child. Women whose only child/children are adopted can never achieve the status 
attributed to women who have borne children. 

A doctor at Alotau General hospital diagnosed Sailini, a young woman in 

her early twenties, with severe endometriosis. Her own story makes no mention 
of this diagnosis but illustrates the construction of infertility and its relationship 
to witchcraft and her distress not only with the severe physical symptoms but 
with her childlessness. 

When I finished grade six at Panaeati [an island close to Misima] and came back 
for Christmas holiday that one [witches] they spoil me. They make kaikai (food) 
and when I eat it I have that sickness. I should have two or three babies already 
because I got married at Morowa, Kiriwina, with one boy. We were staying at 
Pauna but no baby. I was staying there and he was going around with another lady 
because there was no baby coming. Now he got married to another woman at 
Sudest. I was staying with him until three months ago and then be divorced me so 
I came home. Some of my friends have babies without husbands, some with 
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husbands. Now I already got married again to someone from Bwagaoia. We are 
staying together but still no baby. 

Magic can be made on cooked and uncooked food, lehi (betel nut) and muka 
(mustard) too. I was schooling at Panaeati and when some boats would come to 
Ebora our parents would get our kaikai (food) and send it to us. So maybe from 
there they [witches] spoiled the food. Our custom is very no good. You see all my 
friends now already have children, now you see I am just staying. My friend he 
really wants to have a baby, he says we'll have one or two babies then stop. 

When these B wagaoia women came, Aselika was saying that if there is 
something wrong inside our stomach we can go to Alotau Hospital and they can 
see it and they just cut it. This side here [indicating umbilicus], they'll take the 
sickness out of your stomach, make it properly and then it will finish. After that 
you'll come, you'll sleep with your husband and not long and you'll have a baby. 

My sickness really not good, it comes here [abdomen] and here [sides of 
abdomen] and comes even to here [chest]. Sometimes my eyes tum around, I 
passed away [fainted] and mx saliva used to come out of my mouth and nose. 
Only that one [native doctor] they get the water and put it on my body and my 
eyes would come back again. When I have my periods, time for it to stop that 
sickness will start. Sometimes it is like I'm expecting, my stomach really big. At 
this time the blood is really black, it is as if they [witches] get shotgun and spoil 
me. One time my mother said 'already the baby is spoiled' [from witchcraft attack] 
and from there I went to the sea, I drank salt water like those ladies [ after birth]. I 
drank salt water and came back to the house. No kaikai (food) until I went to the 
toilet and it was like water [diarrhoea]. That sickness, nothing can fix it. I went to 
Bwagaoia [health centre] and they put a drip in [intavenous infusion] and gave me 
injections for five days and gave me tablets for the blood. They said it was lucky I 
came to hospital because my blood was all finished, my eyes yellow, my legs, my 
whole body yellow. If I hadn't gone to the health centre I would have died. E taliu 
(yes my sister) our ways are really no good. They really spoil my life for nothing. 
(Sailini June 1990 recorded in English) 

Saliya i gabom - she broke the blood 

This is the expression used to describe abortions either self-induced or effected 
by witchcraft. No one recognises spontaneous abortion. If a woman has not 
induced her own abortion it must be the result of witchcraft. Self-induced 
abortions result in the expulsion of a lump of blood (saliya). Unlike the inert 
products of self-induced abortion some women suggested that the expelled 
products of an abortion resulting from witchcraft are silapa, monster-like 
creatures that live in the sea and on rocks in the sea. Other women thought that 
silapa resulted from any abortion. 

22 
At some stage the expression used in relation 

21 
Native doctor (tosawsawal) is the term used to describe people who specialise in treating 

various ailments in Misiman society. See chapter six for a more detailed discussion. 
22 

This may be quite village specific and only relate to women at Ebora. The village of Ebora is 
reputed to be the home of witchcraft on Misima 
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to abortion changes from saliya i gabom (she broke the blood) to wawaya i 

gabom (she broke the baby). This change of expression did not seem to be related 

to the look of the expelled products but rather an assessment by other women of 

how pregnant a woman was when she aborted. Although no one talks about this 

in terms of weeks when pressed by me Naomi suggested that after about twelve 

weeks the expression would be wawaya i gabom (she broke the baby). This is a 

curious anomaly for, as previously mentioned, most women do not acknowledge 

foetal life until the baby first moves. 

The leaves to induce abortion may be acquired from either men or women 

who have this know ledge. Like all other aspects of birth most women knew about 

the specific leaves. If a woman has an unwanted pregnancy she will 'squeeze' 

these leaves and then drink the liquid. After that she will eat fish and when the 

abdominal pain starts she will go to the sea and stay in the water 'until she is cold 

and the blood has finished' (Eimi, July 1991), that is until she has aborted. In an 

understated way women say this is a hard thing to do. I was quite shocked to hear 

the experiences of women who used this method to abort. Indeed it is a 'hard' 

way. An experience made even more difficult for unmarried women as revealed 

by Annie's story. 

Annie, a schoolteacher, is reported to have been pregnant twice this year. She is 
not married and is from another place. She consulted Dieni for sawasawal 
(medicine). Some months after this, Dieni called Andrew, another schoolteacher, 
and told him to go to Annie and tell her he wanted two hundred Kina (A$277) for 
his services in relation to the abortion. Andrew refused and told him he should tell 
her himself as that was something between him and Annie. (Field notes August 
1990) 

Dieni's request had many repercussions. Andrew was now -alerted to the 

distinct possibility that Annie, an unmarried woman, had been pregnant, that she 

had enlisted Dieni' s help to induce an abortion and she had not paid him There 

were others present when Dieni made his request to Andrew which ensured that 

word of Annie's behaviour, both in relation to her being pregnant and then 

aborting, spread throughout the village. Annie was furious and I suspect greatly 

shamed. She left her teaching post without warning one weekend and did not 
return to Misima. 

23 

23 
Gossip (loloba) accentuates shame. Callister reports that people have been known to be so 

ashamed as to actually commit suicide (Callister, 1998:20). 
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Molaba - family planning 

A strong traditional value is placed on child spacing, three to four years is 
considered to be ideal. Women recognise the need to space their children to allow 
them to care for their other children. Lactational amenorrhoea and a two-year 
postpartum taboo on sexual intercourse have contributed to the achievement of 
wide birth intervals. 

24 
To prevent pregnancy women drink a concoction of liquid 

from leaves they 'squeeze' and seawater. There was no consensus on how 
frequently they needed to drink this. Some women did not eat fish or food cooked 
with coconut milk for a month after taking this mixture. 

25 
Although Eimi 

continued to eat fish and food cooked in coconut milk after the birth of her last 
child, she also drank the above concoction every day. 

This medicine is very strong and does not taste good but I do not want any more 
children for a while and so I have to drink this. (Eimi June 1990) 

Women suggested that the common practice of using native medicine for 

unwanted pregnancy was a 'very hard way' and thought it better to use 
indigenous or dimdim (Western) family planning to prevent pregnancy. When 
discussing family planning Kandeisi said she didn't have knowledge of either 
form and thought there were a lot of women like her. Kandeisi was divorced for 
two years and the following year gave birth to her seventh child. The father of the 
child lives in Bwagaoia. They did not marry and for Kandeisi life in the village is 
very difficult. She felt her present life would not be so difficult had she known 
about family planning which she would have utilised. 

At a meeting of the women's Christian fellowship there was a discussion of 
the difficulty of caring for many children. 

Patlisa, reporting back from a meeting at B wagaoia, suggested those with plenty of 
children could go to Bwagaoia and get family planning, with injections, pills or 
tubal ligation. She asks the women if they notice a small wet (vaginal discharge) 
when their menstruation is finished. Some women answer yes and she tells them 
they should not sleep with their husbands at this time as they will get pregnant. 
(Field notes July 1990) 

Keilo often encourages women to attend the clinic at Bwagaoia in order to 
request family planning but suspects few women consider this option. The 

24 
Unfortunately prolonged breastfeeding also keeps the lactating woman's proportion of body fat 

low, and thus does not improve her nutritional status. 
25 

Coconut milk, fish , and sago are foods linked to fertility. 
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medical supplies to Ebora include condoms but Keilo found women reluctant and 
embarrassed to openly discuss the use of condoms. Given that sex is not a topic 
for general discussion and certainly not between men and women, no man has 
ever requested condoms. However when the Aidpost was broken into the box of 

condoms went missing! 
Both men and women valued children as a source of support and care 

particularly during their old age. Women desired fewer children than men 
because of the hard work entailed in caring for many children as well as the 
difficulties and dangers associated with pregnancy and birth (including the 
distinct possibility of dying). Some men associated the use of any family 
planning with promiscuity. This made it difficult for women to even broach the 
subject with their husbands. Married women wishing to use contraceptives 
available at the health centre found this to be a source of marital conflict that 
centred on bodily autonomy. Until very recently a woman wishing to use family 
planning offered by any health service in PNG needed the written consent of her 
husband.

26 
There are other difficulties for women who actively seek family 

planning. Temalesi' s story illustrates some of these difficulties. As discussed 
earlier Temalesi went to the health centre to give birth to her eleventh child. Her 
sole motivation for birthing at the health centre was to avail herself of family 
planning. She was very aware of the difficulties she had encountered with 
previous pregnancies and births and did not want to have any more children. She 
wanted to have a tubal ligation. 

26 

During her two-month antenatal stay in the health centre Temalesi was dependent 
on hospital food that consisted of small amounts of rice and greens twice a day. 
She was often hungry and had no way to supplement her diet. Her birth experience 
was quite challenging. The 'prolonged labour' of the clinical notes_ was, according 
to Temalesi, a three day ordeal. The baby was small, not breathing when she was 
born and only did so after lengthy resuscitation. Temalesi had an intravenous 
infusion for three days after the birth. The water supply at the health centre was, as 
usual, inadequate. This meant that Temalesi was allowed only a small bowl of 
water each day for personal hygiene. The food supply did not improve and she 
continued to be hungry and felt physically quite weak. 

After the birth the staff wanted Tamelsei to stay in hospital to allow her to 
recover and her baby to grow a little. Temalesi insisted on going home so that she 
could eat well. The staff agreed that she would eat better at home and agreed to 
discharge her immediately. The only concern for Temalesi was that she had not 
had the family planning (tubal ligation) that she thought would be done before she 
went home. This was the only reason she had come to the health centre to have the 
baby. She was told that it was too soon to have a tubal ligation and that she could 
return to the village but must listen to the radio and return for a tubal ligation when 
she heard her name called. 

See Gillett (1990: 11 lff) for an overview of family planning in Papua New Guinea. 
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No one in the village has a radio. There is no regular transport to and from 
the village to Bwagaoia, where the health centre is, and given her husband's 
opposition to her having a tubal ligation there is little chance she will. Her 
husband is concerned that Temalesi won't be able to work well after the operation 
and he is frightened about the procedure. For Temalesi, her ordeal at the hospital 
would have been more tolerable if she had returned to village having had a tubal 
ligation. She does not want to be pregnant again and will probably take indigenous 
herbal medicine to prevent this. She is clearly anxious about using herbal medicine 
not least because she is not convinced it will work. Her husband has already given 
her 'native contraception' and will give it to her every Saturday and Sunday for 
three weeks and after that, he says, she will not conceive again. For Temalesi's 
sake I hope he is right. (Field notes November 1990) 

In the National Study of Sexual and Reproductive Knowledge and 
Behaviour a number of women reported the use of reversible indigenous methods 
such as herbs, potions, and symbolic gestures to control their fertility (National 
Sex and Reproduction Research Team and Jenkins, 1994). In addition, abstinence 
during lactation was the most common method of 'traditional' fertility control 
still used, though many women reported that sexual activity resumed one year 
after giving birth (National Sex and Reproduction Research Team and Jenkins, 
1994). 

Table 4.1 indicates that the most common method of family planning used 
by new and return acceptors is the pill followed by Depo Provera. This reflects an 
overall national trend in the late 1980s (see Gillett, 1990: 118). However more 
recent findings suggest that the most common type of contraception used 
currently by married women is tubal ligation (see Figure 4.1). The other 
permanent method of contraception, vasectomy is less popular. Given that 
vasectomy is a relatively safe procedure and the most cost-effective method of 
contraception this is disappointing but not surprising, as it has a low acceptance 
rate throughout the world. There has been a significant acceptance of condoms 
which presumably reflects an increased awareness of STDs and HIV/ AIDS, in 
addition to wider distribution and availability of condoms (Department of Health, 
1996). 
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Table 4.1 
Acceptors of family planning by method for Bwagaoia Health Centre 1988-1991 * 

Year Category of Pill Depo Intra Tubal ligation Condom Vasectomy 

acceptors Provera uterine 

device 

New 45 2 1 - -
1988 Return 279 69 _ 125 

New 15 7 6 2 
1989 Return 413 135 - - -

New 30 11 2 - -
1990 Return 1011 322 1 

New 31 18 - 1 -
1991 Return 379 307 - -

New 121 38 1 8 3 -
Total Return 2082 833 125 Not applicable 1 -

Grand 
2203 871 126 8 4 -

total 

Source: Records at the Bwagaoia health centre 

*This includes those attending the health centre and those attending MCH mobile clinics. 
Note: The monthly figures are sent to the provincial government health office and 

recorded there as part of the figures for Misima district. There were significant and 
inexplicable discrepancies between the figures I obtained for the Bwagaoia health 
centre from the health centre records and the figures I obtained for Bwagaoia 
health centre from the provincial health office records. 

Figure 4.1 
Use of contraception by currently married women 15-49 

Not currently 
using 
74% 

Source: National Statistical Office (1 997:52) 

Any modern 
method 

20% 

Any traditional 
method 

6% 
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BELIEFS AND PRACTICES IN PREGNANCY, BIRTH AND POSTPARTUM 

Wama pagan - our ways 

A long time ago there were two women. One was very old and the other one 
young. The young one had a baby. She did not cut the cord and told the baby to go 
to its tubu (grandmother) and ask for fire . The baby couldn't walk properly. When 
the tubu saw the child she took it and broke all its bones; fingers, toes, feet, knees 
and so on until it was all broken. She then wrapped it up in banana leaves . She 
took it back to the mother and told her to keep the fire going under the house and 
stay inside for one week. She did this and after the baby was fine. The old woman 
also told the young woman that when she went outside during this time she had to 
wear a loba (grass skirt) over her shoulders and an egowa (basket) over her head. 
(Abel, June 1990) 

This story encodes both generational tensions and an acute fear of witchcraft. It is 

at once a threat and a warning and sets out some of the prescribed behaviour at 
birth: cutting the cord, keeping a fire going, staying inside the house. Beliefs and 

practices about pregnancy and birth are intimately concerned with ideals of 'good 
mothers ' and to a lesser extent 'good fathers' . Some of the restrictions on activity 
and certain foods apply to both parents, especially first time parents. However, 

their greatest impact is on pregnant and postpartum women. In many respects, 

cultural prescriptions are enforced through ideas of witchcraft. 
Within th~ tini ( abdomen) the baby can be easily affected by outside forces. 

Both mother and baby are thought to be particularly vulnerable at this time and 

there are strong ideas of correct behaviour and food taboos directed at the health 
of the baby. If anything goes wrong during pregnancy, labour or birth, suspicion 

is first directed at the mother and often confirmed by various members of the 

community who cite one or more occasions where the mother has behaved 
inappropriately. In the unusual event that no one can think of an occasion where 

the mother has broken some taboo , the mishap is attributed to witchcraft thereby 

implicating other women. 
27 

Marriage is concerned to create alliances between broad social groups -

immediate families (tini) , clans (un), and the clans of the parents of the spouses. 
28 

27 
This is in contrast to McPherson 's (1 994) fi ndings in West New Britain where women are not 

seen as active agents in complications. 
28 

The word for spouse is lagona. This is a reciprocal word that does not denote gender. 



141 

Another important social group for married people is the work group (boda).
29 

This group provides the foundation for many shared activities including 
gardening, building and ritual activities. For a woman of Misima, motherhood is 
a time when her life comes under close scrutiny by various social groups as many 
people have vested interests in the successful outcome of her pregnancy. Since a 
woman's pregnant body is clearly visible to the community everyone feels 
entitled to comment on her behaviour.

30 

Some of the beliefs that dictate behaviour suggest sympathetic magic 
between outside forms, including the maternal body, and the baby within. Some 
draw on metaphorical images and many are concerned with the safe passage of 
the baby from the uterus to the outside world. Firewood bundles brought to the 
house of a pregnant woman must be untied immediately otherwise the woman 
will have a difficult and protracted labour. Wood that has been cut from the 
bottom of the tree must be burnt first for if the branches are burnt before the trunk 
the labour will be difficult and the baby may be born legs first (wawaya 

nilohana[). A pregnant woman must not sit in a doorway as this may block the 
passage of the baby and result in obstructed labour. Similarly a woman must go 
up and down steps quite quickly for if she goes slowly the labour will be long. A 
woman must be careful not to fall down and must not lie on her stomach or back, 
only her side. If she wants to turn from one side to the other she must first sit up 
and then turn. If she sleeps on her back or stomach she will spoil the child who 
will sleep wrongly in utero (i kenu iyapnak) and at the time of birth will be in an 
abnormal birth position. A woman must walk around to keep the blood 
circulating. If she sleeps too much during her pregnancy the labour and birth will 
be difficult for mother and baby. 

Such beliefs appear to be a mixture of indigenous concepts ang biomedical 
notions. Of course, in many Western societies pregnant women are also 
encouraged and indeed expected to behave in certain ways. Members of the 
community often enforce ideas of appropriate behaviour, ideas that are often the 
prerogative of the medical profession (e.g. not smoking or drinking). 

On Misima taboos based on notions of hot and cold are important for 
pregnant and postpartum women (see below). Generally a woman must avoid 
internal heat and external cold and so must avoid hot food and drinks but must 
wash in hot water. One exception to the rule of external heat is that a pregnant 

29 
Members of this group are usually siblings who are cerresident and their respective spouses and 

children. 
30 . 

Comments are not made directly to the woman but to another individual or group of people who 
pass the comments on to the pregnant woman, again usually indirectly. This pattern of avoiding 
'direct talk' is common on Misima Gossip (loloba) is a powerful tool on Misima (as in a lot of 
societies) and is linked to shame, as demonstrated earlier in the story about Annie. 
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woman must not sit near the fire. If she is putting wood on the fire she must do so 
quickly and move away from the fire immediately lest the baby struggle in utero 
because of the heat. 

Some taboos derive from witchcraft concerns. When a woman is pregnant 
she may attract witches because her body is all grease (tuwana i bubunama) and 
therefore vulnerable to witchcraft attacks. If a woman is walking alone it is 
believed that the baby in utero will call out for the witches to come. This suggests 
an antagonistic relationship between the mother and baby in utero. Presumably if 
the baby did attract the witches it could jeopardise the health of the baby as well 
as the mother so it is difficult to understand the significance of this. This was the 
only contrast that implied an antagonistic relationship. For the most part mother 
and child are thought to be sympathetically connected.

31 
Although a woman may 

continue to go to her garden, and indeed must if her family is to eat, she must not 
go alone. Generally people alone are more vulnerable to witchcraft attack, a 
pregnant woman alone is thought to be most at risk. Both husband and wife must 
carry firesticks if walking at night so that they avoid spiders' webs. These are 
thought to be traps set by witches, nets that may harm the woman or the baby. 

If a woman goes fishing too much when she is pregnant she will give birth 
to something resembling a jellyfish (mamalbolabola). However not everyone 
subscribes to these ideas as evidenced by Gaimole's response. 

Gaimole who is about five months pregnant went fishing the other day. When I 
said that other women had told me that a pregnant woman shouldn't go fishing 
very often she said they were tricking me. I have indeed seen quite a few pregnant 
women fishing; they seem to spend the same amount of time fishing now as before 
they were pregnant. (Field notes October 1990) 

Thus local beliefs and practices about pregnancy and birth are not 
universally adhered to by Misiman women and there are many variations. Like 
Gaimole, some women didn't agree with elements of the proscribed behaviour 
while others would espouse these ideas to me but their own actions would show 
their disregard for them. For women who did this there was no perception that 
they were contradicting themselves. There were some beliefs and practices every 
woman adhered to (for example drinking seawater after the birth). Younger 
women were more dismissive of 'village ways'. 

Men are expected to observe some restrictions too. Both husband and wife 
must not cut their hair during the pregnancy as this is thought to weaken the 
umbilical cord. If they do cut their hair the rest of their hair will fall out and their 

31 
This antagonistic relationship between mother and baby is more pronounced in the biomedical 

model as discussed in chapter one. 
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heads will be covered in sores. 
32 

Adultery is condemned for either partner but it is 

particularly dangerous for the woman and her baby if her husband 'goes around', 

that is, has sexual relations, with another women. The danger remains after the 

baby is born. A husband and wife must refrain from sexual intercourse 

throughout the pregnancy ( and for a few years after the birth) to ensure the baby 

is not deformed. 

After she has had the baby if the husband goes with another woman and the wife 
finds out she will be very cross and they will fight. The wife will not be thinking 
about the baby and it will not walk quickly and be weak. We say wawaya pwelom. 
(Abel, March 1990, recorded in English) 

If a woman has sex too soon after the birth of her baby her milk will be 

spoilt and the baby will not thrive. 
33 

Kantin is the mother of a small and sickly child. Her husband declared that he did 
not like her anymore and went off to work in Alotau almost a year ago. This is 
considered a divorce in Misiman society and as such severs many of the alliances 
established by their marriage. This makes it extremely difficult for Kantin who, 
with minimal support, must continue to care for her young children and to make 
gardens and respond to requests by others. Although it is reported that her husband 
left her for another woman, with whom he now lives, it is Kantin who has been 
rebuked for her suspected recent affair with another man in the village. (Field 
notes September, 1990) 

There was little sympathy for Kantin as revealed by Ana. 

He is with another woman but he still thinks of his children and sends presents. 
But she has been sleeping with another boy and now Stivin [Kantin's younger son] 
cries a lot and is covered with those sores. Even if she was not to-sleep with him 
anymore it is too late, her milk is already spoiled. (Ana, April 1990) 

A woman is greatly shamed unless she can make a strong case that the man 

used love magic (i pabola) to attract her and thus she was unable to resist.
34 

32 
The only other time people do not cut their hair is when they are involved in mourning and 

sponsoring feasts for the dead, another link between the rituals of birth and death. 
33 

Sexual intercourse (specifically semen) is thought to spoil the breastmilk. This is a widespread 
notion throughout Papua New Guinea (See (Townsend, 1986) and the Pacific generally as noted 
by Marshall (Ed) (1985:159-62, 167-8, 181-3). 
34 

When I ask Jois why she stays with her physically and emotionally abusive husband she tells 
me: 'i papabolau, he made love magic on me. That is why I married him in the first place. He is 
very skilled in that sort of magic. If I leave him he will make magic and then I will be pregnant 
and have no one to help me. Also he threatened to spoil the baby or make me have plenty of 
babies until I die. I feel frightened to leave him. Also other people tell him stories about me going 
around with other boys and then he gets cross. They are not true my sister, but if I leave they will 
just talk more' (Jois, October 1990 recorded in English). 
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Anan iwaisi ge anan nige wawaisi - good food and bad food 

Given the very real dangers that pregnancy and birth present for women it is not 
surprising to find that they pay particular attention to local dictates about their 
behaviour and to some extent their husbands' behaviour. Consuming anan iwaisi 

(good focd) and avoiding anan nige wawaisi (bad food) is a prophylactic measure 
observed throughout pregnancy and the postpartum period (see Table 4.2 and 
Table 4.3). Ideally the dietary restrictions are followed until the child is weaned 
although some restrictions are lifted before this time. 

Dietary restrictions begin when a woman knows she is pregnant and 
continue well into the postpartum period. A woman will not announce her 
pregnancy and because the dietary restrictions are quite severe she will only 
begin to observe them when she thinks others may realise that she is pregnant. A 
woman pregnant for the first time dares not delay dietary protocols, not only 
because it is particularly important for her to observe these restrictions but also 
because she knows that the observant gaze of other women will detect that she is 
pregnant quite quickly. 

0 waikena maisena i lose (oh she has missed a monthly period). That is what they 
say. When it is six weeks or two months they can tell from the face, the colour. 
They are really good at that. They can tell if a girl is pregnant. (Naomi, September 
1997 recorded in English) 

A husband is expected to observe a modified version of these restrictions 
when he is aware that his wife is pregnant. Food taboos are more strictly adhered 
to by first-time parents, particularly the expectant mother who is watched closely 
by her family and in-laws for any breach of these taboos, which may jeopardise 
the birth of a live, healthy baby. 

In Misima, as in many societies, there is the notion that pregnant women 
often get food cravings. Unlike many Western societies where the desire is 
imputed to the mothers, in Misima it is the baby who is thought responsible for 
the desire. Not fulfilling the desire may 'spoil' the baby and so if a woman has a 
desire for a particular food her husband must try and get it for her. 
The most striking aspect of the food restrictions is the elimination of all sources 
of protein. 

35 
For pregnant or postpartum women inadequate protein intake can be 

associated with heavy or continual blood loss after the birth (postpartum 
haemorrhage) which can cause maternal deaths. In the Milne Bay Rural 
Development Study of 1981 it was noted that the level of undernutrition was 29% 
and that 'maternal undernutrition is common across Milne Bay because of food 

35 
Some vegetables contain traces of protein but certainly not a significant amount. See chapter six 

and Table 6.1 for a discussion of this. 



145 

taboo restrictions during pregnancy and lactation' (Milne Bay Province, 
1981:155). Another factor noted to influence maternal undernutrition was the 
practice of early weaning of children and a subsequent decrease in the birth 
interval. Undernourished mothers fail to recover from one cycle of pregnancy and 
lactation to another and their health and nutrition are cumulatively jeopardised. 
The report concludes that women and children appear to be suffering from some 
degree of food shortage over protracted periods of time in Misima. Typically 

locals do not perceive this a problem. 

Table 4.2 
Anan iwaisi - good food 

iCat~g.oey . i,,,"(JfrMJsimatwQ~~ ,i k:]jr,a_n~lati"Qn 
fruits I painap I pineapple 

suwa banana 

boge pawpaw 

bagiyewa or nui coconut 

tipo/o lemon 

vegetables I bonubonu pumpkin 

yawa taro 

kidikidi Chinese taro 

gegeulina sweet potato 

moyobe or tapiok tapioca, cassava 

wakai breadfruit 

la greater yam 

sakaya or hogaeya lesser yam 

In the village where I lived most people appeared to be malnourished. Protein 
contributed only a small part of the diet for everyone in the community. Fruits 
and vegetables were eaten seasonally but the foods most consistently consumed 
were yams (the staple crop),

36 
taro, tapioca and banana. With few exceptions food 

was always cooked in coconut milk. Even by Misiman standards there were few 
pigs and chickens in the village. The only time I ever saw chickens killed was in 
honour of visiting dimdims (Europeans). Pigs were killed more frequently but 
also intermittently and there was never a constant supply of pig meat. 

36 
Linguistically the word for food anan is the same word as yams - yams and food are 

synonymous (see also Callister, 1998: 11). The word anan can mean yams or in a generic sense 
refer to all focx:l. For example, anan iwaisi - good food. Similar findings are reported for Sa (the 
language of south Pentecost, Vanuatu) where the word anian refers to any tuber staple (Personal 
communication Margaret Jolly, April 1998). 
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Table 4.3 
Anan nige wawaisi - bad food 

}\6c1tegory . ':IYl.iji·tQitlW.Q~d .: ,%ffi~an$iliJ:oh\. 
animals bobu domestic pig 

bekik wild pig 

kamkam chicken 

bwasumu bird 

bulumakau beef 

kuyab flying fox 

fish I moti fish 

Jobwal fresh water eel 

nuts I kinai nut 

kulawa nut 

he/a nut 

ginigini nut edible after 

cooking 

lehi betel nut 

plants I kiki sugarcane 

kusai green leaf 

muka betel pepper 

(mustard) 

fruits I kalehe mango 

kamakuku orange 

other I kauli lime 

niu suina coconut juice 

laisi rice 

kabole sago 

Although fishing was a favourite activity the amount of fish caught and 
consumed did not seem significant. There was little cash economy generated at 
the village level so although tinned fish and rice were favourite foods and 
available in the local stores some of the time, and in town all the time, most 
people did not have access to money or transport required to purchase these 
items. The were many varieties of nuts available and these were possibly the most 
consistently consumed source of protein. There is a period before the harvest of 
new yams when food is notably in short supply (usually November to March) and 
this is known to be a time of hunger. Elamwana gol ( space in the yam house) is 
an expression used at this time. More specifically it is known as huwala (time of 
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hunger). 
37 

There was however no local conception that the diet was in any way 
generally inadequate. 

Given that protein made up so little of the diet it could be argued that the 
elimination of protein from the diet of pregnant and parturient women would 
have negligible impact on their overall well being. However, it is consequential 
for a pregnant woman whose dietary requirements are now greater, whose daily 
workload continues to be very physically taxing, who is already undernourished 
and anaemic, (which makes her -more susceptible to opportunistic infections 
including malaria), and who is likely to suffer from greater fatigue and therefore 
more likely to have · accidents. In all probability the poor diet does have a 
significant, negative impact on the health of both mother and baby throughout the 
pregnancy and well into the postpartum period. My own research, carried out ten 
years after the Milne Bay Rural Development study, generally supports the 
findings of that report, although I do not agree that dietary taboos are solely 
responsible for maternal undernutrition. Rather, as I have suggested, these 
restrictions serve to exacerbate endemic undemutrition. 

38 

Y agowau - first-born 

Yagowau3
9 

is the name given to a ritual that takes place after the birth of the first
born child and is a rite of passage for the mother and to a lesser extent the father. 
Yagowau is performed regardless of the mother's marital status or the survival of 
the first-born baby.

40 
The first-born child heralds the beginning of a woman's 

ability to be fully incorporated into the cycles of life and death, most notably 
mortuary feasts (see chapter six). Yagowau is a ceremony of the first-born that 
overlaps with and culminates in mortuary ceremonies and establishes the central 
role of women. Along with mortuary feasts, yagowau is a pre~minently important 
ritual. 

Based on the seeminlgy unexceptional biological fact of birth order, the 
concept of primogeniture, the elaboration of ideas, beliefs and customs pertaining 

37 
At other times if someone is hungry she/he may say, ya galebu, (I am hungry). If for some 

reason a family is without food they may say galebu ha pwawa, (hunger we have found). 
38 

The general rationale for these taboos concerns the health of the mother and baby and is 
discussed more fully in the section on postpartum practices. 
39 

Gaman is another expression that may be used to refer to the first-born but the ritual is always 
referred to as yagowau. There are no special names given to subsequent children. 
40 

Where the father of the baby is not known the tongamagaman will be someone from the 
mother's father's clan. If the baby is stillborn or dies soon after birth yagowau must still be 
performed and in this case will be followed closely with the initial mortuary feasts. 
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to the first-born child, is here a core value. The Pacific literature 
41 

suggests the 
concept of primogeniture is crucial in many societies but it is one that has been 
understudied by anthropologists. Scaletta's (1985) detailed ethnography of the 
concept of primogeniture among the Kahana of West New Britain, Papua New 
Guinea is a significant contribution to this literature. More importantly, in 
relation to my work, Scaletta also considers the links between first-born rituals 
and mortuary exchanges. Her consideration of this was prompted by the comment 
that all first-born ceremonials 'take place on top of the dead'. As mentioned in 
the prologue and discussed in chapter six, much has been written about death and 
mortuary exchanges in the Massim, a reflection of the interests and enthusiasms 
of the people of that region. My focus on women's health and childbirth appears 
to stand in stark contrast to the overt focus of the Misiman community on death, 
or more precisely mortuary exchanges. However I found many relationships 
between women's health, birth, death, and mortuary feasts. The ritual of yagowau 

is one of the most significant as it establishes a particular and important link 
between birth and death. Quite apart from conferring the status of maturity on 
women, yagowau establishes a relationship between various groups of people and 
holds them together in an exchange relationship until the death of the first-born 
child. 

Compared with the Misiman situation the rituals and ceremonies for the 
first-born in Kahana are more consciously articulated, more elaborate and take 
place over a much longer period of time (up to twenty years). The differences and 
similarities are many and it is beyond the scope of this chapter to discuss these in 
any detail. Rather my intention here is to suggest that a re-examination of Massim 
societies may reveal similar links between rituals of the first-born and mortuary 
feasts. If this is so, it may have implications for understanding more precisely the 
relationship between men, women, birth, and death in these societies. 

The rituals of yagowau are not so much a celebration of the first-born child, 
but rather celebrate the progressive maturation of women (and to a lesser extent 
men).

42 
The birth of the first-born child marks the parents' sexual maturity and 

signals the beginning of their social maturity and responsibility, rather than status 
being a fait accompli (see La Fontaine, 1978: 11 and ). It is more important to 
have a first-born child than to be a first-born child. Yagowau is the first feast that 
parents host in their own right. The acquisition and redistribution of food and 

41 
Bateson (1958), Lewis (1975), Townsend (1980), Powdermaker (1971 [1933]), Mead (1930), 

Oliver (1955), Blackwood (1935), Firth (1967), Fortes (1974), Young (1989a, 1994). 
42 

There is however some significance in being a first-born child, the senior member of the sibling 
group. The first-born child is expected to show a commitment to her family and the community 
by taldng on duties not expected of younger siblings. Then her seniority will command respect. 
Young (1989a) has noted that in mortuary transactions in Bwaidoka, Goodenough Island the first
born takes on the most onerous duties. 
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other material items acknowledges the reciprocal self-interest and moral 

obligations that structure social relations. 
The rituals around yagowau mark the social recognition of the newborn as a 

member of the community, enhance the status of the woman to motherhood and 

father to fatherhood. There is a sense that it establishes some security in the 

marital relationship. In Naomi's words 'this is where you pin the husband down' 
(Naomi, September 1997 recorded in English). Indeed marriage is not considered 

formerly established until the union has produced the first child. Marriage is a 

tenuous institution and divorce simply a matter of one party moving out of the 
shared household, conversely parenthood is not so easily annulled. 

Meri and Hansel make yagowau 

Plate 4.1 Meri and Hansel dressed up after coming down from the house 

After a seclusion of fifteen days following the birth of their first baby, Davis, 
today Meri and Hansel will come down from the house. After Pen to, (Hansel's 
brother-in-law (tovelam)) cut Hansel's hair he put a necklace, containing some of 
the baby's cord, around his neck and with some other male friends and relatives 
they set off in a boat to spear some fish . When they returned with a large fish, 
Hansel stood on the shore and Meya scooped boiling water from a large pot with a 
coconut husk and threw it at Hansel. She continued to do this until she had 
covered his entire body. His friends stood close by and as soon as the water hit 
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Hansel they rubbed his skin. If Hansel can stand this heat without flinching or 
making any noise the baby will be strong. 

When her sister had finished cutting her hair Meri was led down to bathe in 
the sea by a group of women - family, friends and in-laws. After this she stood on 
the shore while Meya threw hot water at her. A few women stood close by Meri 
and rubbed her body as soon as the water hit her skin. Meya was quite close and 
threw the water forcefully at both Meri and Hansel. I flinched as the water hit 
Meri. Meri remained perfectly still - even her facial expression remained 
motionless. Such stoicism astounds me. Meri returns to the house where her 
female friends and relatives massage her body with coconut oil perfumed by 
solasola leaves . Her mother and other female relatives dress her up. Her mother
in-law removes her bagi, (shell valuable necklace) and puts it around Meri' s neck, 
along with some other necklaces . Another older woman takes off one of her new 
grass skirts and puts it on Meri. Leaves and flowers are put in her hair. She looks 
wonderful and is really radiant. Although Meri is not from Misima she has 
observed all the proscribed behaviours and dietary taboos really carefully. Indeed 
it is because she is from another place that she feels she must do things properly in 
order to be incorporated into this community, always a challenge for outsiders. 
Male friends and relatives attended to Hansel. When they are both ready, dressed 
up and faces painted, they walk down from the house to the delight of the 
assembled community. Their baby son, Davis, has not been the focus of any of 
today's ceremonies. As his parents come down from the house he is fast asleep, 
oblivious to the rituals and celebrations prompted by his birth. 

In the meantime a single blow to the chest, with the blunt end of an axe, has 
killed two pigs that earlier in the day had been tied to a post under the house. Their 
skin was singed using burning coconut leaves; they were carried and dumped in 
the sea, washed and returned to the shore to be cut up. The children were delighted 
to be given the offal. They scurried off to make a fire to cook this delicacy . The 
men proceed to cook the pigs. Meri and Hansel attend to the distribution of food. 
The first pot of food is given to the tongamagaman (member of the father's 
fathers' clan). This establishes a life-long relationship between Davis' 
matrilineage and the clan of his father's father. This relationship that will end at 
hegali, a mortuary feast in honour of Davis when he dies, hopefully many years 
hence. The head of the pig will go to a married woman who is yet to have 
children. Pots of food are given to all the women who helped Meri and Hansel by 
carrying water, supplying food and firesticks, while they were confined to the 
house. Hansel is now free from food restrictions but Meri must continue to 
observe them for many more months to ensure the health of her baby and her self. 
Tomorrow, Meri will go to the garden for the first time since the birth of her son 
and is now free to join in all the other women's activities. (Field notes, March 
1990) 
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Plate 4.2 Hansel holding coconut shell that Meya (on left) used to throw hot water at him as part of ritual 
cleansing. 

After a period of seclusion in the house the mother comes down and 

accompanied by older women walks down to the seaside, dressed in an old skirt.
43 

She sits on a helagi (the traditional sewn mat of pandanus leaves) , and rubs her 
body all over with sweet-smelling leaves (solasola) which have been cut up and 
mixed with water to release their perfume. When she has finished fhis cleansing, 

she stands up and is slapped with long branches of the sweet-smelling herbal 
plants that have been dipped in boiling water. Alternatively another woman will 

scoop the perfumed boiling water into a half coconut shell and throw the water 
over her. Other women will stand by and rub her body as soon as it hits her (to 
prevent burning).

44 
She is led out to sea to bathe. As she dives under the water 

43 
The sequence of these events may vary but each event is included in the ritual. 

44 
It is likely that throwing boiling water was introduced when 'mother roasting ' was banned. 

Before the influence of missionaries and medical men the custom of roasting the mother would 
take place on the day she came down from the house. The mother would lie on a specially built 
platform, similar to platforms used to put yams on, and have coconut milk squeezed on her body. 
A fire would be lit under the platform and the mother had to first lie on her back and then turn 
over and lie face down. Then she would go and wash in the sea. Women are grateful that this 
practice no longer exists. See (Mosko, 1985) on Mekeo, Manderson (1981) on Malaysia, 
Whittaker (1996) on northeast Thailand and Townsend and Rice (1996) on Cambodia. 
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part of a coconut husk 
45 

is thrown over her head to complete the cleansing and 
purification. She returns to the house, her hair is cut, she is dressed in new bright 
clothes or fresh grass skirts, shell valuables are placed around her neck, coconut 
oil is rubbed into her skin and traditional markings painted on her face with black 
and white paste 

46
• Her husband performs a similar ritual although in addition he 

places some of the dried umbilical cord, which has been made into a necklace, 
around his neck and goes off in a canoe with some friends to spear fish. If he 
spears plenty of fish the child will be very healthy and lucky. 

Misimans place a high sociocultural value on the concept of personal 
renown. They are individualistic and at the same time fiercely egalitarian in their 

values (see Callister, 1998 and Afterman , 1975). For the people of Misima the 

performance of exchange ceremonies for the living and the dead is the dominant 
means to achieve social personhood and renown and demonstrate relative status 

in a culturally approved manner. As noted for the Kabana by Scaletta (1985:64), 

first-born children and the dead are socially and politically powerless but as 
exemplars of the power and success achieved by others through them, first-born 

children and the dead are powerful symbols of the most highly valued and limited 

resource in society - renown. There are various avenues to achieve renown in 
Misima society but the performance of ceremonial work in honour of one's first

born child and the dead are both crucial. A woman who has not borne a child can 
never achieve the same renown as a woman who has borne a child, not least 
because she cannot establish the extended network and honour that results from 

doing yagowau. 

Tinena i lomwan i puluwawi - labour pain and shame 

Ideals of courage and stoicism during labour and birth are underscored in 

anecdotes and counsel to young girls and pregnant women and in retrospective 

accounts of labour and birth. More broadly an appropriate response to pain is 
perceived as fundamental to ideal behaviour in various domains of life.

47 
The 

subject of pain and behaviour surrounding painful experiences evokes from 

45 
Coconut husks used at birth symbolise fertility and health as well as a connection to everyday 

life because of the ubiquity of the coconut in everyday life. All food is cooked in coconut cream 
(tamtam) with the exception of food cooked for a woman after birth and a spouse in mourning. 
46 

H ekakuni, the black paste, is made by mixing oil from a particular nut (kinai ) and charcoal 
(often from the bottom of a cooking pot), the white paste made by mixing powdered lime (made 
by burning dead coral ) and oil. 
47 

See Sargent' s work (1989) especially chapter seven - 'Pain and urban ethnicity' for a 
discussion on pain as a cultural construct. 
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people a discussion of honour and shame rather than a discussion of pain per se. 
48 

Lomwan is the only word for pain. Such a limited vocabulary for pain is 
consistent with the Misiman emphasis on not displaying or discussing pain, and 
in diverting talk of pain to discussion of key values regarding courage, honour 
and shame for which Misimans have a rich panoply of parables. 

Young women receive no formal instruction in the birth process and are not 
encouraged to attend births, particularly the birth of first-born children. Girls 
learn as they grow up that pregnant women in their household do not indicate 
when they are in labour and they rarely hear any expression of pain during labour 
and birth. A woman will not announce her pregnancy and people are very 
circumspect when they become aware of this news. A Misiman woman is 
expected to endure pregnancy, labour and birth without any expression of 
discomfort. There is a sense of shame (puluwawi/

9 
attached to the expression of 

discomfort. The only exception to this is a woman having her first baby who is 
expected to summon the help of her female kin, usually her mother and sisters 
and often her female in-laws. As Nita said, 'you must just follow the advice of 
other women the first time' (Nita, September 1990). 

The other women say it is acceptable for her to express discomfort at birth 
because she doesn't know about birth yet. Knowledge is embodied experience 
and women who have had babies say you cannot know about giving birth from 
talking. As Meya states, 

The first time the pain is great because we don't know about having a baby and 
therefore experience great pain. But the other women will be there to help you and 
tell you what to do. After that you know and will not need anyone there and will 
not need to make noise. (Meya, June 1990) 

Conversely a woman who births silently is not praised for this behaviour 
but is saved from the ridicule and jokes that abound about women who have been 
noisy in labour. A woman in labour who expresses pain is denigrated for she 
brings shame to her own family and clan as well as her husband's family and 
clan. If a woman cries out in pain or weeps or moans those present reprimand her. 

48 
Even in the case of accidents the ideal dictates indifference and a lack of manifest response and 

attempts to continue usual routine in spite of debility and pain. At a community meeting a small 
girl was pushed by an older boy from a verandah. She fell about two metres to the ground and was 
clearly shocked and hurt. Her mother rushed over, picked her up and then to my utmost 
astonishment slapped her harshly and reprimanded her. When I questioned the mother she said it 
was the girl's fault for putting herself in that situation. There were numerous occasions when 
small children fell or were somehow involved in accidents and their cries were ignored at best or 
punished at worst. From an early age children learn stoicism as the appropriate response to pain. 
49 

Puluwawi has several similar meanings - shy, timid, frightened, ashamed or embarrassed. 
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In quiet tones when we are alone one day Keilo told me the story of Laisani and 
her 'shameful' behaviour. 

When Laisani was giving birth to her first and second baby she was flinging her 
anns and legs about and rolling her head around. She was moaning like women do 
when someone has died. (Keilo, April 1990) 

As exemplified by the following story the labour of an unmarried woman is 
often judged harshly. This intensifies the shame associated with her pregnancy. 

Dino le gave birth in Meya' s house with Mey a as her primary assistant. There was 
quite a lot of talk about her behaviour during labour and birth and how it was 
unacceptable. She broke modesty taboos, sitting on the floor with her legs apart 
and flicking her skirt up to cool herself. As labour progressed Meya advised her 
what to do but she didn't follow this advice. She went down from the house, 
walked around a bit and started to push while she was outside. This was 
outrageous. After the birth it was reported that she had been sitting on the ground 
and not putting her skirt under herself properly (implying that her genitals were in 
direct contact with the ground) and because of this she had an infection. When 
Keilo (APO) and I went to investigate this possibility we found no evidence that 
she had an infection. The other women said that Dinole had a lot of pain and 
called out a lot but Dinole herself denied having had great pain. In fact the only 
pain she reported to me was a severe headache when she drank seawater. All in all 
this was considered a very unsatisfactory birth. (Field notes, August 1990) 

Na tuwalali ga abwe na ab - I will work first then I will give birth 

Whilst birth was not a daily event in Ebora the births that took place in the village 
did so within a quotidian context.

50 
A woman would follow her daily routine until 

the birth was imminent. The following is one of many examples of personal 
histories of childbirth that recount how women continue to work when they are in 
labour. 

50 

Patlisa woke very early one morning and knew that her baby would come that day 
but did not tell anyone that she was in labour. In the morning she went to the river 
to wash dishes and collect water which she then carried back to her house. With 
her children she set off to her garden. When she arrived at the river, two hours 
walk away, she washed clothes and laid them out on the pebbly beach to dry. 
There were a few women there and they sat and chatted and che~ed betel nut for a 
while and then decided to go on to their gardens, a further half hour walk up a very 
steep slope. At this point Patlisa made some excuse to return to the village, 

The only other time the word for birth (ab) is used is to refer to women making clay pots (ulun). 
She is making a clay pot (nevenak ulun i ab) . 
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gathered up her washing and children and set off for the two hour walk home. In 
the last hour of the journey the increasing intensity of the contractions forced her 
to stop and stand still during every contraction. Despite this, on her way into the 
village, she stopped at the river and washed some food and bathed herself before 
returning to her house. She proceeded to prepare and cook food for the family and 
then sent news for me to come. The baby was born thirty minutes after my arrival. 
Other women at the birth had been with Patlisa during the day and as we sat 
around with this silently labouring woman, waiting for the baby to be born and 
telling stories about birth, they were all smiling and saying that they did not realise 
she had been in labour. (Field notes, September 1991) 

Wawaya matana i panana hikahikani - the birth is imminent 

During a conversation among a group of women about pregnancy and birth Lila's 
thoughts met with nods of agreement by everyone. 

Once the pain starts a woman should sit in the house and be strong. She cannot 
think of anything else at this time. If she does surely she will find a difficult time 
and the baby will be spoiled and she herself will get really big sick. When the 
pains start you niust sit inside and be still and strong. (Lila, June 1990) 

A woman in advanced labour will stay in her house, usually on her own. 
She may eat and drink as she desires but women say they are only inclined to eat 
small amounts in early labour and nothing later in labour ( see chapter five for a 
full description of birth). When she feels the urge to push she will loop a piece of 
cloth around a post in the house and use this to pull on. Women generally give 
birth in a semi-squatting position. Throughout the labour and birth ( and indeed at 
all times) a woman will keep her skirt on in accordance wit1!_ strict ideas of 
modesty. Gaimole' s story reveals a rather unexpected danger associated with the 
practice of women birthing alone. 

Gaimole's house was in a poor state of repair and John, her husband, had started to 
build a new house that he hoped to complete before the birth of this baby. 
However John came home one day to find Gaimole about to give birth. She had 
tied some cloth around a post and was pulling on it as he came into the house. I 
happened to arrive at that same moment. John, who was known for his great sense 
of humour and always joking with people, implored his wife not to pull on the 
cloth as she would pull the house down. Not surprisingly Gaimole rebuked him for 
joking when she was about to give birth. John quickly explained that he was 
serious and that if she pulled on that post one more time the whole house would 
fall down. All three of us were laughing as Gaimole clutched for the cloth John 
had quickly tied to a safer post. With the next contraction Gaimole birthed her 
daughter in peals of laughter. Of the thousands of births I have attended this 
remains the only one where the baby was laughed out! (Field notes, July 1990) 
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The story of Gaimole almost causing her house to collapse was the source 

of much amusement for a long time afterwards and often told at other births. 
Although John was amused he was also very concerned as he realised that if the 
house had collapsed his wife and newborn babe could have been seriously 
injured. He chided his wife for not telling him she was in labour. Although 
Gaimole had been in labour before John left to go and collect material for their 
new house she had not indicated this to him. Even if John had asked directly if 

she was in labour Gaimole would have denied that she was. Like John I also 
thought the almost clandestine practice of solitary birthing was quite dangerous 
and only discovered much later some of the sinister reasons for the perpetuation 
of this silent and isolating custom. 

Wawaya i nem - the baby has come 

For assistance after the birth, a woman may send a young daughter or son, who 

may have been at home with her, to tell other women. This is not always the case. 

A woman may simply wait for her husband or other household members to return 
from the day's activities. If other women come they will cut the umbilical cord, 

( if the mother has not done this) and then look after the baby. The mother will be 
given hot water to wash herself and then will lie by the fire as it is important for 
her and the baby to be kept very warm. As previously discussed the placenta 
(musamusa (rubbish)) is placed in a small basket and buried under the house 
beneath the place where she has given birth. 

After a woman has given birth, she observes a number of taboos during a 
period of convalescence called lun, 

51 
to stay in the house. This involves 

confinement in the house, resting by a fire, observing dietary restrictions, bathing 
daily in the sea, and consuming between one and three litres of seawater daily. 
The seawater may be diluted with a little cold water. Seawater is thought to be a 
purifying agent. Bathing in and drinking seawater are believed to purify the 
mother's system of the polluting properties of lochia discharge, to promote 
lactation and to ensure the health of the baby. If a mother does not follow these 
customs her milk will contain bad substances and the baby will become sick and 
perhaps die. The period of seclusion varies from two to eight weeks although 

some of the older women recall their time in seclusion as long as three months. 
At the very least a woman will remain in the house until the baby's cord has 
dropped off and her bleeding has stopped. 

51 
Here is another link between the rituals of birth and death as the same expression (lun) is used to 

describe the mourning period inside the house after the death of a spouse. 
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Her first meal after the birth is unpeeled pawpaw cooked in seawater. For 
the remainder of her time in seclusion all the food she eats will be unpeeled and 
cooked in salt water (not the usual coconut milk), iola bobu anan (like pigs food), 
women complained.

52 
Women tend to eat only once a day, usually in the late 

afternoon. The consumption of large amounts of seawater first thing in the 
morning means that a woman has no inclination to eat. First because the fluid is 
filling and second because she must not eat until the 'rubbish' is excreted. If a 
woman eats before she has opened her bowels the breast milk will be polluted 
and the baby will get sick. 

Coming down from the house after this period of seclusion is a very 
significant event after the birth of the first-born (as discussed in the section on 
yagowau.) There is a less elaborate ritual of coming down for subsequent births, 
but even in the absence of others to witness the event a woman will follow this 
rite of passage, a transition which marks the end of her liminal phase and 
incorporates her back into society. After she has come down from the house she 
may resume her normal daily activities but will continue to follow dietary 
restrictions. Some of theses restrictions are lifted after a month but others remain, 
ideally until the child is weaned (about two years). 

Lun - postpartum seclusion 

Many beliefs and practices represent the postpartum state as one of vulnerability 
for both mother and child. This period is characterised by seclusion in the house, 
reduction of household work and responsibilities, minimal social interactions and 
support from female kin and women's fellowship. In a physiological sense, birth 
is the liminal stage between two radically different hormonal stat~s, and as noted 
by Mac Cormack 'this sheltered postpartum care must surely be physically, 
emotionally and spiritually good for all those making adjustments' 
(Maccormack, I994a:10). As noted, the time of seclusion for first time mothers 
ranges from a month to three months. For subsequent births this is reduced to 
about a week partly because of the need for women to look after her other 
children. Although women enjoy the support they receive while in seclusion they 
find the length of seclusion after the first child difficult and are glad not to have 
to repeat it. However they found the much shorter seclusion allowed for 

52 
All food is traditionally cooked in coconut milk (tamtam) except for women in seclusion after 

birth and the surviving spouse in seclusion after death. Coconut milk is thought to increase 
abdominal pain and bleeding for a postpartum woman, after death the exclusion is a sign of 
respect for the dead person. The exclusion at birth and death expresses an association between 
coconut milk and fertility. 
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subsequent births, typically about seven to ten days, too short. They found that 

going back to an arduous daily routine after these short respites extremely taxing. 

The health of both mother and baby is dependent on adherence to notions of 

hot and cold. After the birth a woman must have external heat and internal cold. 

Staying by the fire is necessary to strengthen the mother who is weak and cold 

after the birth. 
53 

External heat also aids in the expulsion of blood. If a woman gets 

cold the blood will accumulate inside her body and cause her pain and sickness. It 

will also spoil the breast milk and make the baby sick. 

Washing in cold water as is usual can trigger the recommencement of 

menstruation and this may result in another pregnancy. If so the baby would not 

grow strong because of an inadequate supply of breast milk. One young woman 

whose six-month-old daughter was undernourished and sickly, continued to wash 

in hot water. 

Nige waiwaisi ebo kasiyebwa waikena i gan wawaya kaiwena. U kite, yaka nige i 
gagasisi hot. (It wouldn't be good if my menstrual cycles began again for the 
baby's sake. You can see she is not very strong.) (Bilensi, October 1990) 

A woman must not eat or drink anything considered hot.
54 

Internal heat will 

cause abdominal pain, an increase in blood loss or a resumption of bleeding if it 

had already stopped. The heat will also pass through the breast milk and cause the 

baby to be unwell. Some explanations related to food taboos seem to contradict 

the dictates of internal cold. For instance, mustard (muka) is thought to be hot and 

if a woman chews it after birth this will block her uterus, not allow the blood to 

flow and she will get pregnant quickly, perhaps after sleeping with her husband 

only once or twice. This taboo is commonly ignored because chewing betel nut 

(which is best when combined with mustard and lime) is an intensely pleasurable 

and social activity. Some women began chewing and using mustard when their 

babies were three months old, thus running the risk of being held responsible for 

the ill-health of the baby. 

While it is possible to ascertain a general theme of hot and cold that relates 

mostly to blood loss there are also some particular foods that cause specific 

sicknesses. If the mother eats these foods their harmful property will pass to the 

baby through the placenta or after birth through the breast milk. Some foods have 

particularly nasty effects on the baby. For instance if a woman eats kuyab (flying 

53 
In the morning and evening it is common practice for people to request 'fire' (a small piece of 

wood with embers on it) from any house with a fire already lit in order to light their fire. The only 
exception is that fire cannot be taken from the house of a postpartum woman because the baby 
will get sores on its lips and in its mouth, known as awayoyou. 
54 

The exception to this rule is drinking seawater, which, as previously noted, is considered hot 
(kalas). 
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fox) the baby will hold its hands over its face and scratch itself and its limbs will 

stiffen. This is only treatable by sawalsawal (native medicine). However, only 

children seemed to eat flying fox. Most adults said it was too greasy and had very 
little meat on it. Another example is the nut hela. If the mother eats this nut the 

baby will get an enlarged spleen and this may spoil the baby's blood.
55 

Eating 

other nuts (for example ginigini and siaia) or a particular banana (posikinana) 
will cause the baby to have a headache. If niu suina (coconut milk) is drunk the 

baby will not walk for a long time. If the mother eats fish her blood loss will 

increase and be prolonged and she will suffer abdominal pain. 
56 

Small sores will 
also appear on the baby's body and the baby will not be strong but instead be 

sickly. This is referred to as wawaya isola: 

Eimi' s young baby has sial (pustules) over his head and body. Eimi says this is 
because she ate too much fish before she was pregnant. She tells me that Dama, a 
native doctor, will come and make sawasawal (medicine) and the pustules will 
finish. (Field notes, September 1990) 

It is interesting to note that Eimi attributes this to a time before she was pregnant 

which should be free of dietary restrictions. 

Given that postpartum haemorrhage is the most common cause of maternal 

deaths for coastal women (where it is linked to the prevalence of malaria) it is not 
surprising that many of the taboos are concerned to reduce and then stop blood 

loss after birth. Whilst it is important to get the 'bad' blood out it is crucial to stop 

the blood flowing. The consequences of an increased blood loss range from 
fatigue and dizziness through to death. Foods thought to increase blood loss are 

prohibited. Even when not under threat of a postpartum haemorrhage if a woman 
breaks the taboos too early she will start to menstruate again and thus run the risk 

of another pregnancy. 
~ -

A woman who becomes pregnant 'too soon' or whose baby/toddler has 

certain kinds of sicknesses is usually blamed for having broken some taboo. A 
woman who is still breastfeeding and becomes pregnant is labelled a 'bad 
mother.' Once more the father's role seems invisible and he avoids any blame. 

55 

When we went to Bwagaoia in March for the women's day of prayer, Gaimole 
didn't take her two-and-a-half-year-old daughter, Jennifer, with her. This was the 
first time Gaimole had been away without Jennifer and the occasion became the 
focus of much gossip (loloba ). Everyone agreed that it was too soon to wean 

A colour change in the baby's eyes indicates that the baby's blood is not strong. Older women 
and men can detect this change. 
56 

In biomedical terms the reverse is thought to be true, it is the lack of protein which may 
contribute to an increased blood loss. 
57 

Pregnancy is thought possible despite a postpartum sex taboo and prolonged breast feeding 
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Jennifer. Some time later when it became obvious that Gaimole was pregnant we 
all realised that she knew this in March and this was her reason to wean Jennifer. 
Women thought it was shameful that she was pregnant so soon after the birth of 
Jennifer. Quite a lot of women suggested that she had enough children already. 
This was her ninth pregnancy and she had six living children. (Field notes, July 
1990) 

Even though Jennifer was almost three there was strong criticism that it was too 
soon for Gaimole to be pregnant again. None of the criticism was levelled at her 
husband. 

I pulowan - it is difficult 

Everyone agreed that a woman may experience many difficulties when she is in 
labour and women generally recognised several signs that may indicate 
difficulties. Problems are usually the fault of some woman, either the birthing 
woman or another woman using witchcraft. 

58 
The birthing woman or any women 

attending her will often be able to remedy a difficult situation. For instance if the 
cord is around the baby's neck someone will slip it over the baby's head. (This 
would only be detected if there were other signs that all was not well because the 
birthing woman keeps her skirt on throughout labour and birth and no one would 
look at her genital area.) If those in attendance are unable to remedy the situation 
a person (a woman or a man) who is thought to know about the particular 

problem is sent for. 
The colour and amount of liquor (bwa[) may indicate problems. If there is a 

copious amount of liquor when the membranes rupture (waiwaya wana bwal i 

mapweta (the baby has broken its water) it is likely that the baby is dead or will 
die soon after birth. This is known as polyhydramnios in biomedical terms and is 
often associated with congenital abnormalities such as cerebral palsy, and 
hydrocephalus. In this instance, despite the different aetiologies, both indigenous 
and biomedical models share the idea that this is a symptom of a potentially fatal 
illness for the baby in utero. Brown liquor (meconium-stained) indicates that the 
mother has been sick, if yellow it indicates that the mother has been sick and will 
continue to be sick after the birth. These are both partly attributed to the mother 
not eating and drinking well during the pregnancy. Biomedicine accounts for 
meconium-stained liquor in terms of foetal distress, which by contrast is not 
directly associated with the mother. 

58 
Some men know and use magic to cause problems for a birthing woman and /or her baby, but 

the majority of times any problems are said to be caused by women. 
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If the labour is prolonged, an assessment made by the birthing woman and 
her assistants, the birthing woman will be given seawater to drink as this is 
thought to strengthen the contractions and thus expedite the birth of the baby. 
Before she drinks the water it is put into a container, some ginger is added, a 
'native doctor' ( tosawsawal) whispers a spell into it and offers it to the woman to 
drink. For a retained placenta the birthing woman will bear down or be 
encouraged to push if others are present. If the retained placenta persists, a native 
doctor will come and perhaps make magic on a broom and hit the woman on the 
back. A broom is used because of its ability to sweep rubbish away, to move dirt 
from inside to outside. One woman who had a retained placenta for forty-eight 
hours consulted a native doctor who placed his hands over her abdomen and 
produced bits of wire which he said were from her uterus and had been put in 
there by witchcraft. The placenta was spontaneously expelled a few minutes after 
his treatment. The woman did not suffer an overwhelming infection or a 
postpartum haemorrhage, two complications often associated with a retained 
placenta. Women will not pull on the cord or insert a hand into the vagina to 
remove the placenta. In the village the only exception to this was Keilo, the 
Aidpost Orderly whose training as a nurse aid had taught her to apply cord 
traction. 

The threat of bleeding is one of the strongest incentives for women to 

follow the postpartum practice of consuming vast quantities (up to three litres 
daily) of seawater. Along with this there are certain leaves (Bobuyua (a leaf 
which tastes like salt water) and egalu) which are boiled and eaten after childbirth 

59 
to reduce the blood flow. If a woman has a secondary PPH everyone agrees that 
it is because she has not been drinking enough seawater. 

59 

If there is pain after birth, clots will come, they say saliya nige iya haba, i yo ho, 
the blood has not finished, it is still inside. This happened to me, my mother told 
me to get a coconut husk and put it in hot water and press it on the lower abdomen 
so that blood will come out faster. Iba, tinim u howa yaka saliya i mwoasi, she 
said, press on the abdomen and the blood will stop. And she did it to me and it 
worked, the pain went very fast. Before the medical way, when a woman just had 
a baby and after the placenta comes another woman would put her head on the 
woman's stomach to let the blood go right through. Iba tinena i toun, they say put 
the abdomen on your head. (Naomi, September 1997 recorded in English) 

Part of the purifying effect of this practice is that it stimulates peristaltic action of the bowel 
that results in evacuation of the contents of the rectum. It also stimulates uterine contractions that 
aid in the expulsion of blood and possibly retained products. Therefore it may help to prevent 
both primary and secondary PPH. However, given the high saline content of seawater it is 
possible that this practice may upset the electrolyte balance and contribute to dehydration which 
could reduce the amount of breastmilk produced. 
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162 

Wawaya - the baby 

The baby becomes the focus of attention after she is born and the mother is left to 
look after herself. Usual practice is to wait until the placenta is expelled before 
anyone tends to the baby. 

60 
Although based on the belief that the disconnected 

placenta can migrate up into the woman's body, this practice in fact ensures that 
the baby will receive blood from the placenta for as long as the umbilical cord 
pulsates, helping to prevent anaemia in the newborn infant. After the cord is cut a 
woman in attendance will hold the baby upside down by her ankles and sway her 

gently side to side to get rid of the fluid the baby has swallowed during the 
labour.

61 
If the baby does not breathe or cry she is hit on her legs or buttocks. If 

there is no response to this, first cold and then warm water will be tipped over 

her. If there is still no response the baby is declared dead and there are no further 
attempts to resuscitate her. In the usual case of the baby showing signs of life she 
will be wrapped in a blanket and a woman will sit by the fire with her. The 
woman will warm her hand and place it on the baby's head or pinch the baby's 
nose. The pinching of the nose is to discourage it from being too flat on the face 

and thus impeding the baby's ability to breathe both now and later in life. The 

baby is washed to remove any blood as this is thought to smell bad and may 
attract witches who would harm the baby. If the baby shows signs of suckling, 

another woman will feed her. The mother must not feed her baby until she has 
'clean' and strong breast milk. 

62 
For this to happen she must wash in the sea, 

drink seawater and open her bowels. For the first day or so it is common practice 
for another woman to feed the baby as colostrum (holbwaibwai) is thought to be 
dangerous for the baby to drink. Colostrum, the early milk that contains important 
antibodies and nutrients, is expressed and discarded. 

63 

Young unmarried people, who are assumed to be having sexual 
relationships, must not carry a young baby. They are considered to be in a hot 
state and this will make the baby sick (ni labagauli). 

60 
Occasionally, for instance in the case of a prolonged retained placenta, women tie and cut the 

cord prior to the expulsion of the placenta. 
61 

This practice may be the influence of Western medicine although both old and young women 
reported having done this. 
62 

As previously mentioned this is a common belief throughout the Pacific. See (Marshall, 1985) 
63 

All forty-five women interviewed said they expressed and discarded all of their colostrum. They 
maintained that colostrum was unclean and not like breastmilk because it was watery. Indeed the 
Misiman word for colostrum, holbwaibwai means watery. The Dobu word bwasi (water) is 
another word Misimans use for colostrum. They associated the colour yellow with colostrum and 
white with 'proper' breast milk. A recent study in PNG revealed that out of 1,791 mothers 
surveyed, 22.6% did not give colostrum to their babies at birth (Government of Papua New 
Guinea and United Nations Children's Fund, 1996:81). Expressing and discarding colostrum and 
the belief that it is unclean and watery is common throughout the Pacific. See Marshall 
(1985:104-106, 245, 258, 266). 



163 

Pohon - mother of the yams 

My mummy has Benson's cord. I don't know where she has. She hasn't given it to 
me. She doesn't trust my sister to pass it on to so she will probably give it to me. 
(Naomi October 1997 recorded in English) 

The pohon (umbilical cord), is the focus of many rituals and clearly 
implicated in prestations given to the father's clan immediately after birth and 
again at the death of that person. Poholulun is the name given to the part of the 
ritual when parents come down from the house after the birth of the first-born 
child. When the cord drops off the baby it is taken, by the mother or a very close 
matrilineal relative of the child, and carefully hidden, to be used in secret for 
hunting, fishing or gardening activities or in rituals of healing. Only members of 
the immediate family (tini) or matrilineal clan can use the cord. When taken on 
hunting or fishing expeditions this piece of cord is thought to bring luck and 
ensure the person a good catch. 

Hinana pohona (she gets that from her mother) is the expression used to 
indicate that a particular characteristic (good or bad) in the child comes for the 
mother. The potency of the pohon derives from its 'pureness'. In Naomi's words, 

The pohon is from the child and that baby is a very pure person, it is pureness that 
they get, it has no wrong and so everything you do with the pohon will bring you 
luck. (Naomi October 1997 recorded in English) 

The greatest significance by far of the pohon is the power attributed to it for 
growing yams. 

When it is time for planting, the grandmother, mother or sister, whoever owns that 
garden, will take that cord to the garden. The one who is doing the pelhikan 
(planting) she must be on her own and go early in the morning so that others do 
not know what she is doing. She can take her sister or daughter with her but that 
person won't be told until they are on their way to the garden and then she mustn't 
tell anyone. At that time she will plant numunumu, that is the most important yam, 
the mother of all the yams. When she plants that yam she will put a bit of cord 
with it and that will give power to the rest of the yams for a good harvest. At 
harvesting time people will see the good harvest and say 'ah they must have 
something with those yams'. Those people with no pohon they can use leaves or 
bark from a tree, mix them with water, put this in the mouth with some ginger and 
water and spray it on the yam [magic used to make yams grow well]. But the 
pohon is the really powerful one. (Naomi October 1997, recorded in English) 
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Hui i im - breastfeeding 

Most women regard breastfeeding as straightforward and feed their babies on 
demand. This is not to suggest that breastfeeding is always without problems. 
Many women suffer engorged breasts, mastitis, sore nipples or inadequate supply 
of breastmilk. Breastfeeding is thought crucial to nurture and the ability to 
nurture is intimately linked with women's identity and social worth. Thus women 
who are unable to successfully breastfeed are regarded as failures. It was 
common practice for women, especially 'sisters', to feed each other's babies as 
necessary. Breastmilk is also widely known for its healing qualities and is used 
on the baby's cord stump daily as well as for treating eye infections in the baby. 

There is no real alternative to breastfeeding, bottle-feeding is not an option 
as the cost and difficulty of obtaining infant formula, bottles, and sterilising 
equipment prohibit this. However, a few women who thought they did not have 
enough breastmilk, were supplementing the feeds with infant formula. As 
illustrated by the following story bottle-feeding can be extremely hazardous to 
the baby's health if care is not taken with sterilising the equipment and ensuring 
the appropriate ratio of formula to water. 

Bileti had a bottle with expressed milk in it that she was giving to her daughter 
Opa aged about 7 months. She said she did this when her breasts were sore or if 
she was going to the garden. She also had some dried milk powder to supplement 
the feeds as she had a poor supply of breast milk. As she has no money to 
purchase more, she was only using small amounts of the powder at any one time. 
The reconstituted milk is not nutritionally adequate. She has no sterilising 
solution, nor does she boil up the bottle or other equipment used for making the 
mixture. (Field notes October 1990) 

There are very few opportunities for women to enter the cash economy on 
Misima, and even fewer opportunities for women who have children to care for. 
One 'enterprising' young woman in the town of Bwagaoia had asked the doctor 
(an expatriate doctor employed by the mine) for a prescription (the only way to 
legally obtain a bottle) and acquired a bottle and infant formula in Alotau. She 
was bottle-feeding her baby so she could work in the main local store on Misima. 
Older women were shocked by this but recognised that young women had 
different attitudes and wanted to earn money. Young women tended to associate 
bottle-feeding with progress and a way to liberate themselves from one aspect of 
childcare (see Government of Papua New Guinea and United Nations Children's 
Fund, 1996:80). Bottle-feeding is not restricted to urban areas as might be 
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expected. In a recent study the highest rate of bottle-feeding was found in the 
Western Highlands province (Friesen, 1995). 

Feeding babies a mixture of sugar and hot water is another disturbing 
practice because of the associated health and nutritional hazards for the baby (see 
chapter six). This was routine practice when a baby was left in the care of 
siblings, usually when the mother went to the garden. The mixture was made up 
in an enamel cup and given to the baby on a spoon or by tipping the mug to the 
baby's mouth and hoping he would swallow some. An alternative practice was 
for the mother to express some breastmilk into a cup which would be left with 
whoever was caring for the baby to feed to her in a similar way. 

64 
Infants are 

breastfed for one to three years. In the first year or so, up until the infant walks, 
the mother is the primary carer. During this time, in addition to her daily chores, 
she will breastfeed her baby on demand and spend much of her time carrying her 
around. This is a typical pattern of childcare for women in the Pacific ( see 
Marshall, 1985) and (McDowell, 1988). Misiman women expressed ambivalence 
about the constancy of such maternal demands, a view echoed in other places in 
the Pacific (Chowning, 1985, Dureau, 1993, Nihill, 1989). 

Y aka, i ab - already she has given birth 

This became an all too familiar response to my enquiries about women whose 
births I hoped to attend. Given that childbirth was the focus of my research I 
found it very frustrating and perplexing to be excluded from witnessing labour 
and birth. In any discussion of my work I was very careful to position myself in a 
way that I hoped would make my presence acceptable. Initially I thought I would 
not confide that I was a midwife. I did not want to set myself up ~s an expert or 
align myself with Western medical practices. I was aware that women's 
experience of Western medicine might not necessarily have been positive. 
However, women were curious that as a woman who had not borne children I 
was so interested in birth and so I realised that if I was to have any chance of 
becoming more closely involved I had to confess that I was a midwife. I thought 
this revelation would then make it possible for me to be part of the labour and 
birthing process. I was wrong. I agonised over this for many months and spoke to 
various people in an effort to understand why women did not want me to witness 
births. At every opportunity I explained anew why I was there and what my 
interests were. As my language skills increased I was able to converse with 
women about various aspects of pregnancy and birth. In the end I felt it was not 
my midwifery qualification · but my engagement. with the problems women 

64 
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experienced that began to open the way for me to witness births. Women told me 
stories of births and asked me about women in Australia, how and where they 
birthed and what problems they had. As my rapport with women grew I felt they 
were genuinely interested to talk to me about their perception of birthing issues 
for Misiman women. However, despite increased efforts on my part to explain 
how crucial it was for me to witness labour and birth I was still not sent for when 
a woman was labouring. I was at a loss to understand this. 

Taliu sauga nu ab? (My sister when will you give birth?) This was a 
question I asked often of pregnant women. Eimi' s response was quite typical of 
women's responses generally. Suaga waikena ewata o eton ni mowasi abwe 
wawaya ni nem. (When nine or ten [full] moons have passed, after this the baby 
will come) (Eimi, May 1990). 

Misiman women were not so focused on the particular moment the baby 
would be born, but rather seemed to accept that the baby would come when it was 
ready. The sense that labour was imminent was informed by how the mother felt. 
The consensus about this was; 

You will have a lot of pain at the top of your legs, be very tired, sweating a lot and 
wanting to have cold water on you. Then kelaubwa nu ab (in a short time you will 
birth). (Field notes, August 1990) 

Even with this information which enabled me to have some idea of when a 
woman may birth I continued to miss births and was never told in time to attend 
the labour. Chance seems to play a prominent role in the fieldwork endeavour and 
on two separate occasions by chance I was able to put a few more pieces of this 
birthing puzzle together and understand, in part, my exclusion from the birthing 
process. 

The first incident happened early one morning, as I was about to go down 
and wash my plates. Eimi, my next-door neighbour and friend was sitting outside 
on an old kerosene tin and we started to chat. She was very pregnant and I had 
high hopes that she would call me when she was in labour. We chatted for about 
an hour before I moved off to the river to attend to my morning chores. About ten 
minutes later Eimi's young daughter, Waine, came down to the stream and told 
me to come to the house as Eimi was having the baby. I explained that I had just 
been with Eimi who certainly wasn't in labour, and continued to wash my dishes. 
She insisted that I come. I accompanied Waine home and to my complete surprise 
found Eimi to be in strong labour. The baby was born twenty minutes after my 
arrival. 

When I spoke with Eimi after the birth of her baby ( described in detail in 
the next chapter) it seemed that labour may have started the previous day. She 
had not told anyone until her mother woke early in the morning, and seeing Eimi 
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sitting up, asked if she was all right. Eimi replied - waiwaya matana i papanan 
( the baby has opened its eyes). I had heard this expression before and had taken it 
to refer to the beginning of labour. After interviewing Eimi and then other women 
more closely I realised that in fact this statement often referred to a much later 
stage of labour. At least now I could see that my requests to be called when 
labour started had not necessarily been ignored. We simply had different 
understandings as to what constituted the beginning of labour. 

What really surprised me was that I had no idea that Eimi was in labour. 
There was no indication that she was in pain, she didn't once hold her belly or 
rub her back, there was no sudden drawing in of breath, no moans, gentle or 
otherwise, not even the slightest wincing of her face. 

65 
She looked pale and tired 

but she told me she hadn't slept well that night, she was after all in the last stages 
of pregnancy, had maintained a heavy and demanding daily workload throughout 
her pregnancy and was probably anaemic. The idea that women seemed not to 
recognise the 'first stage of labour' startled me into realising that despite my 
general critical analysis of the biomedical model of birth there were still many 
more things to be deconstructed in that medical model. 

Women on Misima certainly had a sense of a long or short labour but 
labour was not a process divided into three stages as in the biomedical model and 
there was no monitoring of the time in hours or minutes. When pressed for a 
sense of the different stages of labour women referred to the opening of the 
baby's eyes. The duration of labour is referred to in terms of the wakefulness of 
the baby who is born when it is fully awake and therefore able to find its way out. 
Wawaya matana i panana (the baby has opened its eyes), is the expression used 
in the early stages of labour. Initially the baby opens its eyes but does not keep 
them open. When I talked about women I had assisted in Australia and their 
descriptions of the beginning of labour in terms of pain women told me that in 
Misima they could say tinena lomwan i gan (the abdominal pain has started). But 
I never heard anyone use that expression. 

Wawaya matana i panana hikan (the baby has its eyes open more often), is 
the expression used later in the labour, usually associated with more frequent and 
stronger contractions. Wawaya matana i panana hikahikani (the baby has its eyes 
open all the time) indicates that the birth is imminent. The baby is thus seen as an 
active agent in determining the beginning and the duration of a labour.

66 
I felt 

65 
Research on pain has demonstrated that there is no necessary relationship between painful 

stimuli and responses to pain (see (Zborowski, 1969); (Katz, 1982). In my own preliminary and 
crude research at the Health Centre at Bwagaoia I measured maternal blood pressure and pulse 
rate before, during and after contractions. Inasmuch as there was no alteration (increase) in 
maternal blood pressure and/or pulse rate I found no physiological response to contractions. 
66 

This echoes the notion of the baby as an active agent in food cravings. 

Chapter Four 



168 

reassured that women who had failed to call me to be with them during labour 

were not necessarily wilfully excluding me but rather we had a different 

understanding of the process. As Eimi pointed out to me I was actually with her 
when she was in labour I just had not realised what I was witnessing. 

The second revealing incident involved another friend who was about to 

birth. I stayed in the village one day to type up my field notes. I knew that Luluita 
would birth soon so I was keen to be around and watch any movements in the 
village and in particular her house that was quite close to mine. I sat there on my 

verandah all day typing up notes and occasionally strolling around the hamlet 
with all my midwifery antennae out. To my utmost astonishment on one of these 

strolls I heard a baby crying and went immediately into Luluita's house to find a 

newly born baby girl. Other women, who had been summoned by Luluita's four

year-old son, started to arrive so I sat and watched the process fighting back tears 

of frustration and a sense of betrayal. I was curious to know why Luluita had not 

sent word to me, as she knew I wanted to be with her during her labour and birth. 
Earlier in her pregnancy when Keilo and I were visiting her, Keilo reminded her 

that I wanted to be there for the labour and birth and Luluita laughed. I wasn't 

sure what the laughter meant and thought it may have to do with modesty. On 

that occasion the only explanation Luluita offered was by way of saying that for 

all the other births she had either been alone or Paul (husband) had been there. 

Keilo confirmed this and said that sometimes it was the next day before anyone 
knew she had given birth. Given her nine previous labours she probably birthed 

quite quickly and did not get a chance to summon anybody. 

The day after the birth of her tenth child, my namesake Julia, I asked 
Luluita why she had not sent for me or for any other woman. At first she said that 
everyone was away but I was quick to point out that I had been on my verandah, 

clearly visible from her house, working all day and had also seen a few other 

women around. She never really answered my question and I was acutely aware 

that my direct line of questioning was not very 'Misiman' but I was getting 

desperate to understand why these women insisted on being alone when they 
birthed. When I interviewed her about her labour I was able to ascertain that 

although her labour had started the evening before she had not told anyone she 
was in labour. The morning of the birth she stayed at home. Her husband asked 
her if she was in labour. She told him she wasn't so he went to the garden. My 
notes of the day conclude rather pathetically ' ... it seems that she wanted to be on 

her own' (Field notes, October 1990). By now I was very suspicious that the 

women were withholding some important information and unless I came up with 
the right question it was quite possible that I would never know what they were 

keeping from me. 
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Towards the end of my first year in the village I knew that I was not alone 
in being excluded from this process. Most of the women who had birthed during 
my time had done so alone. Apart from first time mothers, who always had at 
least one other woman with them, only one or two multiparous women had other 
women present. One woman's husband was present at the birth but only because 
it was during the night. By this stage women had told me they were reluctant to 
tell anyone when they were in labour because if they do the labour will be long 
and perhaps they will find problems. That made some sort of sense to me in terms 
of the ability to stay focused which can so easily be upset if there are other people 
around. However I suspected there was more to it than these women were telling 

me. 
And then it happened - an 'aha!' sort of moment. One day a woman spoke 

to me about the need to 'have one mind' when you were birthing. Suddenly I 
realised what the issue may be. I questioned her further, very carefully, as I knew 
that if my suspicions were correct she could not openly discuss this with me. She 
went as far as saying that it would not be good if there were women with you 
who were of 'two minds'. As soon as she said that I knew that being of two 
minds in this instance referred to witchcraft. Very quietly I said, olal kaiwena 
(because of witchcraft). She raised her eyebrows almost imperceptibly to indicate 
yes. I replied ya atena (I understand) and questioned her no further. I sat in 
silence with her for what seemed like a long time then thanked her, reassured her 
that I wouldn't say she had told me this and quietly left. At last this rather large 
piece of the birthing puzzle had fallen into place and I was stunned to realise the 
implications of this revelation. 

On Misima witchcraft is the province of women and is a very powerful 
force. Witchcraft has a particular potency for women because they live in 
constant threat of being accused of witchcraft as well as the threat of being the 
victim of some other woman's witchcraft (see chapter six). Almost all malevolent 
acts are attributed to witchcraft rather than sorcery. Despite the fact that witches 
are attributed with many powers, mostly negative, 

67 
this does nothing to empower 

women as individuals or as a group. Quite the opposite, witchcraft divides 
women in mutual suspicion of each other. Witches are never named for fear of 
reprisal and such anonymity actually promotes generalised distrust of other 
women. 

Women recognise labour as a particularly challenging moment when they 
and their babies are most vulnerable, when they hover in that place between life 
and death. A woman's ability to sustain the life force is tenuous during labour 
and birth. When a woman is in labour she cannot risk the presence of other 

67 
Sometimes witches are referred to as topihegelgel those who hate. 
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women, even friends, who may come with malevolent intentions. So deep is the 
distrust and fear that although every individual I spoke with confirmed this, they 
were unwilling to do so in the presence of others. 

A woman must have one mind when she is in labour. If not she may die or her 
baby will die. You cannot be in two minds or have anyone there who may be in 
two minds. (Aselika, November, 1990) 

I now understood my exclusion from the birth process but more importantly 
realised some of the implications of this discovery. Fear of witchcraft profoundly 
affects relations between women, prevents a labouring woman from telling 
anyone when she is in labour, indeed forces her not to arouse the slightest 
suspicion that she is soon to give birth. In fear of her life and the life of her soon
to-be born baby a woman will not indicate by words or actions that she is in 
labour and will birth alone. No wonder women are so reluctant to go to hospital 
and be confronted by strangers during labour and birth, I thought. I was wrong. 
Indeed as I later discovered the fear of witchcraft is often the one reason a woman 
will go to hospital. 

Wali pagan i getoga hot - their ways are really different 

This was a common response from Misiman women when I spoke of the beliefs 
and practices associated with birth in Australia. At first I thought they were right, 
the different ways of birth did not seem to have much in common. However there 
are similarities as well as differences between the biomedical model familiar to 
most Australian women and the indigenous models of birth on Misima. 

Like the biomedical model indigenous models of childbirth acknowledge 
that birthing is potentially dangerous. The dangers for Misiman women are 
largely attributed to witchcraft and good health is not something that is 
achievable through individual agency, as is implicit in the biomedical model of 
Australia, but a state of being achieved by proper collective behaviour. The most 
controlling influence for Misiman women throughout pregnancy and birth is 
witchcraft (and indeed for people generally in Misima). Many of the sanctions 
related to behaviour and food are linked to a fear of witchcraft. Unless women 
subscribe to these cultural dictates they jeopardise their own life and health as 
well as the life and health of the baby. For birthing women (as well as midwives) 
in Australia the medical model is the ultimate controlling influence. Women 
submit to the dictates of this model to secure the health of the baby and 
themselves. Although both models often hold the mother responsible for 
difficulties that may arise throughout pregnancy, birth, and the postpartum 
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period, this is more pronounced in Misima where there is no 'germ theory', no 
concept of disease over which the mother/society has no control. 

Both models construct women as being in a distinctive state. Surveillance 
of behaviour, food taboos and behaviour modifications are common features of 
both models. Although these may seem more pronounced in the indigenous 
model it would be an easy exercise to draw a table of good and bad foods, a list 
of restricted behaviours and activities expressed in the biomedical model. In both 
models the baby is amenable to influences outside the maternal body. The simple 
technology of the indigenous model - fire, twine and razor blade - is sharply 
contrasted to the sophisticated and teeming technology of the biomedical model. 
However, as revealed in the following chapter, birth at the health centre in the 
town of Bwagaoia has all the characteristics, if not the actual technology, of the 
technocratic 

68 
model of birth found in many Western societies. 

Both models acknowledge the connectedness of mother to child but 
divergent ( and antagonistic) interests are more pronounced in the biomedical 
model where the mother's behaviour, habits and lifestyle are often described as 
'risk factors' for the health of the baby. The mother is increasingly seen as a 
threat to her baby's safety and the safety of the baby is promoted over the safety 
of the mother (see chapter one). 

In the biomedical model pregnant women are advised to get plenty of rest, 
eat nutritious food, have a certain amount of exercise, have adequate sleep, avoid 
stress and exhausting physical labour. There are many barriers to women 
achieving this of course but much to the dismay of Misiman women the 
indigenous model does not subscribe to these dictates in any way. The Misiman 
women would like to be free of dietary restrictions and some of their arduous 
daily activities, particularly those associated with feeding their families which 
includes long walks ( a return journey of four hours is not uncommon) and 
carrying heavy loads of garden produce back to the village. Many of the features 
I have ascribed to the biomedical model can be found on Misima, and indeed 
throughout PNG in government and church health facilities and in the practices of 
health personnel. In the following chapter I compare and contrast birth in the 
village with birth in the health centre on Misima and examine the reasons why the 
majority of women continue to birth in the village despite the palpable fear of 
witchcraft. 
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DIFFERENT PLACES, DIFFERENT BIRTHS 

I think it is better to birth in the village than go to Bwagaoia. I don't want to lie on 
the bed and I don't understand about having a baby in the hospital. (Leya, June 
1990) 

I want to go back to Lae to have my baby. That's my place and I don't know how 
to have a baby in the village here. I don't like the custom of drinking seawater but 
if I have my baby here I will have to follow that custom. (Sine, June 1990) 

I went there [health centre] to have my second baby and from there they told me to 
come back for the next baby. That was a difficult birth and then they said I must 
come back if I had another one because it would be dangerous in the village. So 
that is what I did. It was easy because my husband was working at MPL [local 
trade store in Bwagaoia] and he could bring me there in the speedboat and bring 
my food and water. I know about having babies in the hospital and I don't really 
know about having babies in the village. (Gweni, May 1990) 

My mother told me to have the baby at her place so I went to Panaeati hospital and 
I will go there again to have this baby. I don't know about having a baby in the 
village and I am glad that I do not have to drink seawater. (Senina, ~ay 1990) 

RECIPES FOR BIRTH 

How to have a baby 

One of the themes that emerge from these testimonies of Misiman women is the 
idea of 'knowing how to birth' in two contrasting sites: the village or the 
hospital. 

1 
Know ledge about how to birth in these different places had an impact 

I 
The health facility located in the township of Bwagaoia, at the eastern end of the island, was a 

designated health centre but everyone referred to it as the hospital. I use both terms 
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on the experience of birth for Misima women and influenced the place they chose 
for subsequent births. But knowing how to birth is a variable concept. A birthing 
woman, a midwife and an obstetrician all know about birth in different ways and 
with different perspectives. 

Jordan (1993[1978]) suggests that although we can identify different ways 
of knowing about birth, in any particular situation only one way -of knowing 
really counts, or is authoritative. The constitution of authoritative knowledge is 
an ongoing social process that both builds and reflects power relationships within 
a community of practice (Lave and Wenger, 1991, Wenger, 1990). In order · to 
establish whose knowledge counts we need only ask - who possesses the 
information on which action is based? The medical profession, which dominates 
and controls reproduction and whose hegemony is spreading worldwide, 
proclaims authoritative know ledge about birth. 

In this chapter I seek to challenge the largely unquestioned assumption that 
biomedical birthing sites, discourses and practices ensure greater health and 
safety for PNG mothers and children. I reflect on this through the accounts of two 
women's births. The stories I have chosen may be seen to set up a stark duality 
but I have chosen these particular stories because they allow me to highlight 
some of the differences and difficulties within and between divergent discourses 
and practices. Some of these differences relate to the particular way in which 

. Western style biomedicine is deployed in PNG, reflected and refracted through 
local bodies. I examine contending biomedical and indigenous discourses about 
birthing and explore 'knowing' in birthing - what is it to know and whose 
know ledge counts? 

As is clear from women's voices at the beginning of the chapter, on Misima 
women identify two ways of knowing about birth - the hospital way and the 
village way. As Jolly (forthcoming-a) notes much of the ethnographic literature 
on birthing tends to reflect polarised positions, with some committed to 
biomedical birthing and others who advocate 'natural' or 'traditional' birth. She 
also rightly cautions against confusing 'traditional' with 'natural' and suggests 
that, 

Before, during, and after birth the bodies of Pacific mothers were and are 
subject to indigenous interventions - albeit organic forms which relied on 
food, plants, and the hands of others to mould the maternal body. We have 
to see pervasive stress on food and behavioural taboos for pregnant, 
parturient, and lactating women as cultural controls, denying women forms 
of nutritious food which were thought to harm the baby ... thus, the 

interchangeably throughout this chapter. The 'hospital' discussed in this chapter is not to be 
confused with the new hospital which opened on Misima in 1998. 
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technologies of intervening in the maternal or reproductive body cannot be 
simply equated with the tools of biomedicine. (Jolly, forthcoming-a) 

Regardless of Western philosophical critiques of the use of binaries the 
women of Misima do make a clear-cut distinction between village ('traditional') 
and hospital ('modem'). In attempting to deal with the dichotomy they posit I try 
to avoid setting up a moral binary whereby village birth is good and hospital birth 
is bad. Neither do I intend to romanticise the situation of women who birth in the 
village, for like women who birth-in the hospital these women suffer a range of 
complications and sometimes die. There are however profound differences in 
relation to the birthing body between biomedical and indigenous ideologies and 
practices. The valuation, indeed the privileging of women's 'body knowing'

2 
in 

indigenous discourses stands in stark contrast to the devaluation of women's 
'body knowing' in medicalised birth. Throughout PNG women are encouraged to 
subscribe to the medical model of birth and thus to a devaluation of 'body 
knowing'. Concomitantly these issues have a detrimental and at times devastating 
impact on the bodies of birthing women as revealed by this chapter. 

Pregnancy and childbirth are intimately connected with cultural constructs 
of being woman, with local constructs of woman's place and with gender 
relations. On Misima the achievement of motherhood is central to the very 
definition of womanhood and most knowledge about pregnancy and birth is an 
exclusively female domain. Whatever benefits an improved health care service 
may offer these women, confrontation with the technology and ideology of 
medicalised birth where men are both present and potent necessitates a 
redefinition of female sexuality and womanhood. Most women of Misima 
perceive their encounter with the hegemony of scientific medicine as entailing 
losses rather than gains. 

The local view of pregnancy is of a natural and expected state but with an 
outcome beyond human control. In contrast, biomedicine views pregnancy and 
birth as controllable, manageable and knowable through the disciplined 
monitoring of the internal and external spaces of the pregnant uterus/body 
(Foucault, 1973). The local discourse constructs pregnancy, labour and birth quite 
literally as 'a grave danger to women' - suaga yova i liyan iya yaka salai bebena 
(when a woman is pregnant she is beside the grave). Birth on Misima is a very 
dangerous time (see chapter four). In both local and biomedical views birth can 
only be normal in retrospect. They both assume that every woman and baby is at 
risk and in the Misiman context that is an entirely reasonable assumption. Thus, 
the biomedical discourse reinforces the indigenous notion of birth as dangerous. 

2 

I am indebted to Davis-Floyd and Sargent (1997b:22) for this term used to mean the instinctive, 
sensory and intuitive ways in which women know with and through their bodies. 
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The assumption of risk however is inherent in the biomedical model even in the 
absence of supporting evidence. Indeed the inability of biomedicine to 
discriminate between women in genuine need of medical supervision and those 
women not at risk is one of the criticisms ofthis model (Oakley, 1984). There is 
evidence to suggest that ninety percent of pregnant women in the Western world 
are not at risk and do not require medical supervision (Kloosterman cited in 
Dunn, 1976:790). However because of biomedical hegemony on reproduction 
evidence of this nature is not only ignored but also actively rejected by the 
medical establishment. The biomedical way of dealing with risk is to monitor 
pregnancy and birth. Optimistically this entails medical supervision of every 
birthing woman and the use of various technologies throughout pregnancy, labour 
and birth. At a practical level this also involves pregnant women attending 
antenatal clinics and going to the hospital to have the baby delivered. Throughout 
PNG there are considerable problems in the concept and delivery of biomedical 
maternity care. 

Antenatal care 

In PNG antenatal care based on a biomedical model goes back to the early clinics 
established by missions and government under the rubric of Maternal and Child 
Health (MCH) discussed in chapter three. At present such care is provided in 
aidposts, health centres and hospitals. The participation of women is crucial to the 
achievement of the goals of primary health care ( as discussed in chapter three) 
and indeed women are the target population for educational efforts for the 
improvement of health. The rationale is that if village women can be educated 
into accepting Western medical approaches to health and hygiene and then apply 
these methods on a daily basis they will contribute to an overall improvement in 
community health. The MCH clinic is specifically mandated to meet the health 
needs of pregnant women, babies and children under five and to reduce maternal 
and infant mortality rates. Antenatal care is part of maternal and child health care 
and provides screening and referral services for women considered at risk during 
pregnancy and childbirth. Women deemed to be at risk include women pregnant 
for the first time, those who have had five or more pregnancies, those with a 
history of difficult labour, postpartum haemorrhage, retained placenta or low 
birth weight infants and those with other medical conditions. 

3 

3 
Internationally, the definition oflow birth weight is a baby weighing less than 2500gr. In PNG 

low birth weight is defined as less than 2000gr. Between 1989-1991 at the Health Centre at 
Bwagaoia, of all the full term, live births (approximately 700) thirty babies (23.3%) were low 
birth weight. The national rate oflow birth weight babies is 23% (Toole and Whittaker, 1997:42). 
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On Misima, MCH clinics are held on the same day every fortnight at the 
hospital and women who arrive for antenatal checks on any other day will be 
reprimanded for coming on the wrong day but will usually be seen by a nurse. 
Most women who attend the antenatal clinic at the hospital live in the town or 
nearby villages. There is no system of appointments, indeed it is not clear how 
there could be. Very few people are familiar with the linear time construction that 
governs the life of people outside this setting and generally people do not own 
watches nor see the need to. Rather women are encouraged to come early. This 
means women and their small children gather early in the day and then must wait 
to be seen. They seem happy to attend the clinic, which is generally relaxed, and 
friendly. Although women with infants attend quite regularly, wanting to assure 
the health of their children, pregnant women attend irregularly which is a source 
of concern and irritation for the staff who chide them (see Table 5.1). 

Table 5.1 
Average number of antenatal care visits of women who birthed at 

Bwagaoia Health Centre 

1989 

1990 

1991 

3.6 

5.4 

4.1 

The recommended number of antenatal care visits for a woman with an 
uncomplicated pregnancy is twelve (see National Statistical Office, 1997:95±). 
Most of the staff are from Misima and so are able to converse with the women in 

the vernacular. But this is an uncertain benefit given the strangeness of the 
environment, the nature of the procedures, the medical terms, the general lack of 
discussion and the public nature of the clinic. Most staff merely offer comments 
like: 'the baby is fine', 'you are well', often in English, while the women remain 
silent. 

For women attending the clinic for the first time staff record the following 
information: name, husband's name, village, age, reproductive history, medical 
history, and estimated date of delivery. The staff administer a tetanus booster if 
the woman has not had one within five years, if it is her fourth pregnancy or if 
she has not been immunised arrange for her to have the full series of 
immunisations. 

4 
A treatment course of chloroquine is also given. The staff may 

See Appendix B for average weight of babies at Bwagaoia health centre by male and female for 
the three-year period of 1989 - 1991. 
4 

There are many problems with immunisations throughout PNG and Misima is no exception. 
Apart from the obvious problem of using vaccines that have gone beyond their expiry date any 
vaccine can be rendered ineffective because of problems with transporting them from one place to 
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also screen for syphilis with a VDRL test and/or screen for gonorrhoea with an 
endocervical gram stain without the woman's request or knowledge.

5 

A reproductive history is crucial for the staff to be able to identify women 
who may be at risk. However because women will never volunteer information 
about abortions, about babies who may have been stillborn or died shortly after 
birth, about babies that were the result of illicit affairs or about children who may 
still be living but have congenital abnormalities, the assessment by the staff is 
often based on inaccurate information as illustrated by the following story. 

Temalesi has ten children and is pregnant. Her first two babies died at birth 
(possibly stillborn) olal kaiwena (because of witchcraft) and her ninth child, Lipo 
was also expected to die but has survived for seven years despite many profound 
congenital abnormalities. Temalesi has not been well this year. She was quite sick 
at the beginning of this pregnancy and was not able to eat. Temalesi tells me that 
when women are sick like that in early pregnancy the baby gets 'spoiled'. The 
'spoiling' can range from miscarriage, some abnormality at birth or the baby 
dying. Temalesi wants to go to Bwagaoia, to the health centre to have this baby so 
that she can have a tubal ligation. She does not want to be pregnant again. She said 
she doesn't feel good, 'something inside is not good'. Throughout her pregnancy 
she looked unwell, her face was puffy, she was tired and listless. Sometimes 
Temalesi would send her daughter to the aidpost for Aspro, tinea lomwan kaiwena 
(because of abdominal pain). 

At about thirty-four weeks gestation Temalesi went to Bwagaoia to be near 
the health centre. She was admitted to the health centre on July 24 to await 
delivery. Her admission notes state that Temalesi was 'forty years old, gravida 
seven para six, no past obstetrical history, weight stationary at forty-five 
kilograms, referred by the MCH patrol team. On admission foetal movements felt, 
probably anaemic, high risk and breech presentation. Wants family planning (tubal 
ligation) post delivery'. 

She was more high risk than they knew. She had not told them of the two 
babies who died at birth, nor of Lipo' s birth, her ninth child with all the 
abnormalities. According to my information she was actually gravida eleven para 
ten, which means that she had been pregnant eleven times and had given birth to 
ten babies. (Field notes, September 1990) 

another. Vaccine potency is degraded by heat and therefore must be kept at a particular cool 
temperature range to remain effective. Transporting from one place to another is commonly 
referred to as the 'cold chain'. The 'cold chain' includes the journey of the vaccines from the 
country port of departure to PNG, the time on the dock or at the airport, in the medical supply 
centre, en route to the hospitals, health centres, and sub-centres and en route to the village. If the 
cold chain breaks down at any on of these stages the vaccines are ruined. There is no easy way to 
determine this. Recently a Vaccine Vial Monitor has been introduced. See Toole (1997: 102). 
Currently within the Women ' s and Children's health project a revision of the cold chain logistics 
is under way. 
5 

There is a high incidence of sexually transmitted diseases (STD) on Misima. For a pregnant 
woman with STD this can contribute to premature labour, foetal death in utero or a stillbirth. 
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In part inaccurate records reflect the relationship between village women 
and trained nursing staff. As government employees and educated women the 
nurses are in hierarchical relationship to the village women who defer to them 
with the same reticence and deferential respect as they accord government 
officials, church leaders and others in positions of authority and power. Even 
amongst themselves there is very little talk about sexuality, sexual relations or the 
reproductive process. These matters are considered private and personal and the 
nurses' status makes it even less appropriate for village women to speak to them 
on these issues. This is further compounded by the fact that most of the staff are 
from Misima so they also feel a little embarrassed when trying to take a history, 
particularly of known kin or affmes, as do the women who are supposed to talk 
openly with them. The general view on Misima is that pregnancy is a condition 
that people will eventually become aware of and is not a matter for public 
announcement. The nature of the MCH clinics make pregnancy very public 
indeed, this contributes to the non-attendance of pregnant women. 

At the first and subsequent visits there is a perfunctory monitoring of the 
pregnancy (not the mother) through ritualised examination, testing and recording. 
This includes: weight, gestation, blood pressure, haemoglobin level, urinalysis, 
fundal height, palpation of baby, foetal heart beat, and foetal movements. The 
nurse will examine the woman, checking her breasts and abdomen. A pregnant 
woman is also provided with the following medications that she is encouraged to 
take: folic acid (5mg, one tablet weekly), iron (two tablets daily) and chloroquine 
(two tablets weekly). Every woman is given her antenatal card and asked to bring 
it with her on subsequent visits. The staff also keep records for every women. 
Antenatal clinics in the health centre and the village run according to the same 
bureaucratic routines. Indeed the nature of biomedical checks follows global 
models. -

The clinics in the village combine antenatal assessment with an assessment 
of newborn babies and young children. This combination generally means that a 
large group of women and children gather outside the aidpost in the morning and 
spend the day there, until they are seen. Some women will stay after they and 
their children have been seen but usually the need to go to the garden and get 
food for the evening means that most women leave. Women coming for antenatal 
checks tend to be seen last, another source of embarrassment for them as it draws 
attention to them, or more precisely to their pregnant state. 

It is not customary to have lunch on Misima and although the staff are used 
to a 'lunch break' when they are at the health centre in the village they work right 
through because if they stop the women take that as a sign that they have fmished 
and leave. This means that MCH patrols involve long working days for the staff 
who leave the health centre at eight in the morning, travel over a rough road for 
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an hour or more to the village then set up and run the clinic. Confronted with a 
large gathering of women and children the staff are acutely aware that everyone 
must be seen before they leave. The preoccupation with recording routine clinical 
information means they are not really available to talk with women beyond 

perfunctory inquires which elicit short answers. Although the nurses are aware 
that they could and indeed should be doing more in terms of education and 
counselling they were frustrated by poor attendance when they held education 

sessions and felt it was a waste of time. 
6 

Furthermore they felt they were unable 
to have an impact on what they saw as the underlying problems which included -
poor nutrition, endemic malaria, anaemia and low level chronic infections. In 
dealing with the consequences of these causal factors health care becomes 
reactive rather than pro-active, palliative rather than preventative . 

. The MCH clinics are often quite well attended and the nurses mistake this 
as a sign that women understand the importance of antenatal checks. The women 
however spoke of the process as 'something the sisters have to do' . For pregnant 
women the sole motivation for attending the c-linic was to acquire the sawsawal 

(medicine). The medications (see above) proved to be another example of a 

happy coincidence of compatibility between biomedical and indigenous views. 
The nurses are concerned about anaemia and blood loss during and after birth and 

tell the women the pills are to make their blood strong. As discussed in chapter 
four strong blood is a precondition for pregnancy and foetal growth so the women 
are keen to get these tablets. 

The women also enjoy the social aspect of the clinic and happily sit in 

various groups chatting and chewing betel nut and generally having a fine time. 
In one village an enterprising woman cooked popcorn and bread rolls to sell ( see 
Plate 5 .1) However not one woman, either pregnant or with young children, said 

she would go to the health centre to attend a MCH clinic if the patrol did not 
come to the village. They simply didn't rate it as important and the time and 
effort to get to the hospital were considerable deterrents. 

When sickness and death are believed to be the result of witchcraft it is 
difficult if not impossible to conceive of 'maternal health' in the biomedical 
sense. There can be no causal relationship between poor maternal health and 
complications in pregnancy, birth or the postpartum for either mother or baby in 
the biomedical sense. As McPherson (McPherson, 1994:43) notes for West New 
Britain the very notion of being able to promote health or prevent illness is 
outside the predominant explanatory framework for women. Village women thus 

In her survey of eighteen clinics on Madang Province, Reid (1987:27) found that MCH nurses 
had abandoned health education programmes and stuck to the straightforward and familiar tasks. 
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do not place as much importance on antenatal care as do the MCH nurses whose 

efforts to improve maternal and infant care are often thwarted at this initial level. 

Plate 5.1 Woman from Siagara selling popcorn and bread at the MCH village clinic 

Village clinics are often cancelled because of inadequate staff, impassable 
roads, no petrol, no boat or rough seas. The villages serviced by the road have 

more clinics than those only accessible by boat. Apart from bad weather 

conditions the cost of hiring a boat for such a patrol in 1991 was anywhere 

between two hundred and four hundred Kina. In 1991 the projected need for the 
health budget for Misima District which includes all the islands of the Louisiade 

Archipelago and the Calvados Chain ( serviced by one health centre on Misima, 

and three health sub-centres located on Rossel Island, Nimoa Island and Panaeati 
Island) excluding wages, was Kina 16,000 (A$22,535). The money that was 
actually allocated from the Provincial government for that year was Kina 1,200 

(A$1,690), Kina 300 (A$422) paid quarterly. With this money the HEO was 
expected to cover the costs of all patrols, including transport, accommodation, 

travel allowances as well as allocate some money to maintenance of the health 
centre including the clinic truck - clearly an impossible task. What continually 
surprised me was the commitment of the health staff who were constantly faced 
with extremely difficult working conditions. 
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Views from Ebora 

There was one MCH clinic at Ebora in 1991, the first in over a year. However, 

because no one sent a message to the village beforehand most women were in 
their gardens by the time the health staff arrived. All pregnant women were 
encouraged to go to the health centre to birth. The staff were concerned by the 

remote location and associated the isolation with an increased risk for women 
who have complications during birth. The concept and definition of risk is 

complex and variable. In relation to pregnancy and birth the people of Misima do 

not deny risk, rather it is accepted as part of the reality of their lives. For Misiman 

women to be without (indigenous) knowledge is to be at risk, to be dependent on 

others is to be at risk. The language of clinical risk in biomedicine is based partly 

on the fear of being seen as responsible. 
7 

This medicalisation of birth and the call 
for women to come to the health centre to birth conforms to national health policy 

that advocates for women to birth in hospital. One objective of the PNG National 

Health Plan (1991-1995) was to increase the percentage of institutionally 
supervised deliveries to eighty percent nationwide (PNG Department of Health, 

1991). Although there is an increasing number of Village Birth Attendants 

programmes throughout PNG, rather than encouraging women to birth in the 
village they merely acknowledge that this happens. The emphasis is to encourage 

women to birth in the health centre or hospital. 

Given the problems of transport, food and water not to mention the 
unhygienic conditions at the hospital, the request by nursing staff for women to 

attend the hospital seems foolhardy and unrealistic. The staff recognise that they 
work in an ill-equipped, unhygienic, under-supplied and understaffed health 
centre which a lot of women cannot get to and those who do often go hungry, 

have no water to drink or wash in and not even a functioning toilet! This 

experience seems not to deter them at all in their efforts to sign women up for 
family planning, antenatal clinics and hospital births. Paradoxically some of the 
staff prefer to have their own babies in the village! 

The nurses insist that women who they consider to be at risk (determined 
by the biomedical model and as listed on page five) come to the health centre. 

The women agree at the time although the majority of them never really intend to 

go and of course the staff know this. It is a charade. Any challenge to this 
somewhat ludicrous situation would reveal problems beyond the resources or 

willingness of the staff and the health system to address. If there have been 
efforts to address these problems at a national level there is · no evidence to 

7 
See Kaufert (1993) for a compelling analysis of how the discourses of clinicians and Inuit 

women about birth and its risks reflect different constructions of reality. 



183 

suggest any positive impact at either the health centre on Misima or the general 

hospital at Alotau, the provincial capital. 

Months after the MCH clinic at Ebora I was at the health centre at 

Bwagaoia and checked the antenatal cards of the women assessed to be at risk. 

Written on all of them was 'Advised to come to health centre for delivery.' End 

of story. The nurses had done their job. They had identified woman at risk and 

advised them to come to the health centre and then filed their cards. Given the 

complexity of the situation I wondered what else could they say or do? 

Going to the hospital 

There are many hard things about having your baby in the hospital. First it is not 
your place and second it is difficult for friends and family to look after you and 
visit you. Who will bring me food when I am in hospital? You know yourself it is 
very hard to get from Ebora to Bwagaoia. (Jenet, August, 1990) 

One of the good things about having your baby at the hospital is that they give you 
tablets to stop the blood and you don't have to drink seawater. If there were tablets 
here [in the village] I would take them. But at the hospital you are always hungry 
unless you have someone who can bring you food. The sisters give you rice twice 
a day with tinned fish or meat but you can't eat the fish or meat because the blood 
hasn't stopped and they don't give enough rice. A lot of women were like me, 
saying they were hungry. (Alesi, July1990) 

Water is a problem at the hospital. If it rains they are able to get water from the 
tank. Whoever is there to look after you will fetch the water. If no rain you can 
only get water for drinking, you can't wash. Your helpers have to take your 
clothes and the babies' nappies and wash them at M wabua [ a hamlet fifteen 
minutes walk from the health centre]. Also the toilet is in the same room as the 
[non-operational] shower and so you have to take your bucket of water in there to 
wash and if someone is washing you can't use the toilet. Also if there is no water 
you can't use the toilet but you have to go into the bushes or down to the toilets 
out over the wharf. It's a long way to go and at night we don't like to walk about. 
The toilet at the hospital is often blocked and then it gets very dirty and smelly. 
(Gweni, May 1990) 

Although the majority of women continue to birth in the village
8 

all women are 

aware of the possibility of going to the health centre to birth and some women 

choose this option. Women from Ebora had many concerns about having a baby 

at the health centre. Some counter the claims of safety made by the hospital staff 

while others see hospital as safer than the village. 

8 
See Appendix A 
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For different reasons, some of which are illustrated by the preceding 
comments, all the women from Ebora who had their first babies in the health 

centre were unhappy about their experiences. This does not mean however they 
did not return for subsequent births. Among the reasons they gave for returning 

were familiarity with the hospital system, a desire to have medication to stop the 

bleeding and fear of witchcraft in the village. 

Getting to the hospital is difficult for women from Ebora as the village is 

situated at the furthest end of the island from the township of Bwagaoia. There is 

one rather treacherous walking track that becomes completely impassable when 
wet. The walk from Ebora to Bwagaoia involves a journey of two days. After the 

first day you reach a village that is connected to the town by road and if there is a 

truck and if you happened to be there at the right moment and if they will take 
you, the journey could end in one day instead of two. The only other way to go to 

town is by boat. This can take as little as two hours but often took considerably 

longer. One of my trips to Bwagaoia took two days. Such a journey depends on a 
boat arriving by chance at the village, as there is no regular transport and no radio 

to request transport. If a boat arrives potential passengers must negotiate a fare 

and ensure the boat is going to the destination they want. For many months of the 
year when the southeast wind prevails and the seas are high and rough going 

anywhere by sea is not an option. 
Once a woman arrives in town, unless she has relatives in a nearby village 

who are happy to feed her she often goes without food. The other alternative is to 

be admitted to the hospital antenatally to 'await the birth'. The maternity ward of 

eight beds was often full, so women were admitted to a general ward and moved 

to the maternity ward when and if a bed became vacant. 
9 

Water was a constant problem in town: both poor in supply and constantly 

contaminated. 
10 

Often there was no water. For staff resident in town this meant 
they could not wash, drink, cook or flush their toilets either at their homes or at 

the hospital. For the women at the health centre no water meant they were 
dependent on someone to bring them water to drink, were unable to wash or go to 

9 
One of the pitfalls of the national policy encouraging women to birth in hospital is that when 

hospitals are under-equipped and understaffed they cannot accommodate or care for the number 
~f women who do come. See Fiti-Sinclair (forthcoming). 

During my sixteen months on the island on every occasion the water was tested the results were 
commonly as follows, Per 100ml town water contained 4,6000 coliforms, 930 faecal coliforms 
and 430 E Coli. Water in the main reservoir contained 4,600 coliforms, 230 faecal coliforms and 
230 E Coli. Water from these sites was declared unsafe for drinking and it was intended that a 
notice be sent to all residents indicating the need to boil water. On the day of my arrival I 
unfortunately drank some of this water and suffered the consequences. 
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the toilet. The 'toilet' 
11 

which was often foul smelling, was nothing but a hole in a 

cement slab on the floor of the 'bathroom'. After use a bucket of water was used 

to flush the toilet. The women had to carry this in themselves. This was the only 

'toilet' for women in the maternity unit and doubled as the room where the 

women could wash themselves. 

Food, which was not abundant, was provided by the health centre twice a 

day and consisted of rice, tinned fish or meat and very occasionally greens. While 

the idea of tinned fish and meat appealed to the women, local food taboos 

declared them anan nige wawaisi (bad food) and they were unable to eat them. 

The dietary requirements of some of the general patients prohibited the addition 

of salt to the cooking. Consequently the rice, the only food the women could eat, 

tasted bland. They all complained of hunger. As mentioned previously Temalesi 

discharged herself and her small premature baby because she wanted to eat good 

food and was aware that unless she did so her baby would probably die. In this 

instance the staff agreed with her. 

At Ebora a few women had gone to have their first babies in the health 

centre because medical staff told theII?- it would be too hard in the village. 

It was hard in the hospital. You know the sisters and the doctors tell you to come 
because it will be too hard in the village. But they put my legs up [in stirrups, 
lithotomy position]. I was very embarrassed and it was very hard for me to push. I 
called the nurse because I knew the baby was coming. She took a while to come 
and was struggling to put on her gloves and the baby was born onto the bed. I have 
had the rest of my children in the village. (Kandeisi, June 1990) 

The majority of women who took the option to birth in the health centre did 

so in order not to birth in the village. Their decision to birth at the health centre 

was not related to maternal or foetal well being in biomedical terms but usually 

their need to escape witchcraft, which they knew would harm or indeed kill them 

or their baby. They knew by their own experience or from what other women told 

them that birth at the health centre was difficult but the threat of witchcraft made 

it imperative for them to leave the village. As the following testimonies indicate 

women felt less vulnerable to witchcraft attacks at the hospital. 

11 

My first baby was born in the village after I fell in the garden one day. He was 
very small and I became pregnant again very quickly and all the time I was angry 
with my husband and I hit him and other women he was going around with. My 
mother told me because of this I must go to Bwagaoia to have the baby. She said if 
I stay in the village they [witches] would spoil my baby. (Gweni, May 1990) 

This was the only toilet for staff and patients at the health centre. There was a toilet in the air-
conditioned consulting rooms, built on site not long after the mine opened, but this was kept 
locked and only for use by the mine doctor, whose visits were infrequent, and me! 
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I had my first baby in the village. She was small and she died quickly. They 
[witches] spoiled my baby so my father said I must go to the hospital to have the 
next baby. (Loisi, June 1990) 

BABES OF DISCOURSE 

Mispa's labour and birth 

12 

Mispa, a young woman of twenty was admitted to the hospital this morning. At an 
appropriate moment I introduce myself to her, talk about my interest in birth and 
my current research and ask her if I may be with her throughout her labour and 
birth. She agrees. 

Although not recorded, Mispa is seen by the Health Extension Officer 
(HEO) who does a vaginal examination and tells me that Mispa is four to five 
centimetres dilated, the head engaged, meconium-stained liquor draining and that 

12 

she may commence a Syntocinon infusion. Mispa is told, in English, that 
everything is fine. Mispa' s husband comes in to see her for a few minutes and then 
leaves. Later I learn that the delivery room is for staff only. 

13 

The mine doctor comes to do ward rounds. The HEO tells him about 
Mispa and they have a general discussion. Mispa is completely ignored throughout 
this consultation. After he leaves I ask if she has understood what has been said. 
Nigeya (no), she replies. I relate the conversation to her as we walk back into the 
ward. Observations are done intermittently and never all at the same time. 

The labour progresses and Mispa is moved to the labour room. A hand 
woven mat with the words 'GOD WILL HELP YOU' is clearly visible on the 
wall. The labour room is small and the air conditioning unit mounted high on a 
wall belches its cold air at us. When it is operating the room gets very cold, when 
it is off the room is hot and stuffy. There is a sink but no plumbing to allow it to be 
operational. There is no water at the hospital today anyway. There is a rickety 
trolley that has various drugs and dressings on the lower tray and a delivery bundle 
on the top. The sterilised contents of this will only be revealed when delivery is 
imminent. The bundle contains stainless steel bowls and instruments for cutting 
and clamping and suturing as well as sterilised drapes to cover the labouring 
woman and leave only her genitals exposed. The oxygen and suction equipment is 
in one corner of the room and above it a faded chart showing the various cervical 
dilatations to assist staff in their assessment of vaginal examinations. The delivery 
bed dominates the room. 

An intravenous solution of syntocinon is used to expedite labour when the progress is deemed 
to be inadequate or there are early indications of foetal distress. Meconi um-stained liquor is often 
associated with foetal distress. 
13 

In 1990 Placer Pacific began operating an open pit gold mine on Misima. A medical doctor was 
appointed primarily to care for the staff working at the mine but was also expected to make ward 
rounds at the hospital. 
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Mispa asks to sit on the floor and is given permission to do this but as her 
labour progresses the nurse says she must stay on the bed so the staff can do their 
observations. She acquiesces and does not ask for anything else. Most of the time 
she is left alone. She has not eaten all day and only drunk a small amount of water. 
Her lips are dry and swollen. 

The staff do numerous vaginal examinations but none of them are recorded. 
The afternoon nurses have come on duty but no one can remember what dilation 
Mispa was at the last examination. The afternoon nurse does another vaginal 
examination - the fifth so far . I am furious and tempted to challenge the staff on 
the excessive number of vaginal examinations, which apart from causing Mispa 
extreme discomfort actually increase the risk of infection every time someone 
inserts their fingers into her vagina. I want to insist they record the results in the 
progress notes. Instead I bite my lip and say nothing. Beyond telling me these 
examinations hurt Mispa says little else about them except ya pulawawi hot (I am 
very ashamed). 

At 5.30pm, nine and a half hours since admission , the HBO comes to see 
Mispa, does another vaginal examination and declares that Mispa is 9cm dilated. 
She instructs Mispa to push with every contraction. Again I bite my lip and 
wonder why the HBO has suggested this. Mispa has no urge to push, she is not 
fully dilated and according to the observations she and the baby are fine. There is 
no clear indication to try and hasten the delivery and pushing at this stage is 
contraindicated for the effort of sustained and prolonged pushing contributes to 
maternal exhaustion and may compromise foetal oxygenation. Predictably 
maternal exhaustion soon sets in. Mispa is also dehydrated so an intravenous drip 
is inserted into her right arm to re-hydrate her. 

During the second stage of labour every time Mispa has a contraction the 
HBO inserts a few fingers into Mispa' s vagina between the perineum and the 
baby 's head in order to stretch the perineum. Mis pa finds this excruciating and 
tightens her grip on my arm. I want to tell the HBO that current research suggests 
this practice is not beneficial. On one of these occasions the HEO ruptures the 
membranes. Clear liquor comes gushing out which suggests that the earlier 
diagnosis of 'meconium-stained liquor draining ' was perhaps in~orrect. With a 
few more huge pushing efforts from Mispa the HEO delivers the baby. I am 
dismayed although not surprised to see that the baby is pale and flat and requires 
resuscitation before she can be wrapped and given to Mispa. 

The HEO delivers the placenta by placing one hand on Mispa' s abdomen 
and pulling on the umbilical cord with the other hand . Mispa grimaces and asks 
me to put the baby in the cot. I want to ask why we can't wait for Mispa to have 
another contraction so she can push the placenta out? As soon as the placenta is 
delivered Mispa has a large postpartum haemorrhage. The HEO asks me to 
increase the intravenous infusion rate and then inserts her hand high up into 
Mi spa's vagina and manually removes some retained placental pieces. This is 
done without explanation or anaesthetic. 

Mispa, who I suspect is clinically shocked, is pale and exhausted and just 
relieved that it is all over. I am shocked and distressed about the whole process 
and can hardly believe that the mother and baby have survived. I sit in stunned 
silence with Mis pa and nurse her baby as the tears roll down my face. Not 
surprisingly Mispa does not feel inclined or able to hold her baby. I place her in 
the cot and go in search of Mispa' s husband and bring him in to see his wife and 
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new daughter. I leave them alone, record what I need to on Mispa' s clinical record, 
say goodnight and go home shattered. (Field notes August 1990) 

Later that night I add to my notes. 

I have just witnessed a shocking birth. Perhaps the hardest thing to come to terms 
with is the lack of care offered to Mispa, simply on a human level let alone a 
professional level. She was not consulted throughout the entire process only 
instructed what to do and what not to do. No one saw Mispa as a woman in labour, 
instead the staff were acting according to protocols and standard parameters for 
the 'management of labour'. Although my own midwifery training and that of my 
Misiman counterparts is based on the same medical model of birth there is some 
irony that I was the one to be an advocate for Mispa, always finding something to 
cover her with, encouraging the staff to allow her to walk about or adopt any 
position she felt comfortable with. My Misiman counterparts, on the other hand, 
were doing 'birth by the book'. I could almost see my textbook in front of me with 
its rules and regulations of how to 'manage' a labour and birth. I am careful not to 
offend the staff. They work under such difficult circumstances. Many times I have 
to swallow the tremendous rage I feel about the current situation. It is always a 
difficult situation and often completely shocking. I am forever caught between my 
role as midwife and advocate for the birthing woman and researcher observing a 
process in order to know what is happening. (Field notes August 1990) 

Plate 5.2 Sister Letme writing notes in the delivery room . The sign on the wall says 
'God will help you '. 
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Plate 5.3 Sister Letme in the delivery room at Bwagaoia Health Centre 

Quite apart from the deference to and dogmatic application of Western style 

biomedicine, there was much else about the labour and birth I found shocking. I 
was shocked by the lack of humane contact: no one really cared for Mispa, 

indeed she was only spoken to when the nursing staff were giving instructions 

about what she had to do - lie down, push for example. There was never 
discussion about any procedures the staff deemed necessary - they simply went 

ahead and did them. So, for instance, the first thing Mispa knew about a vaginal 
examination was being told to lie on her back, put her knees up and let her legs 
drop out to the side. When Mispa was spoken to it was in English despite the fact 

that all of the staff on duty could speak Misiman and Mispa could not speak 

English. I found myself in the ludicrous situation of being the interpreter. No one 
tended to her basic needs for food and fluids or inquired if she needed to go to the 
toilet. No one asked her how she was or how she felt the labour was progressing. 

The staff were focused on their clinical observations but given that no one ever 
did a complete set of observations at any one time there was no possibility of 
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using these records to assess Mispa' s progress. It was as if Mispa, the embodied 
person did not exist. By the end of the labour and birth she almost didn't. 

Fiti-Sinclair' s (forthcoming) study of childbirth in Port Moresby General 
Hospital reveals similar findings (see also Garner, et al., 1994). One of the 

striking features of her study is that despite the rudimentary state of the wards and 

equipment, the inadequacy of medical supplies, women being left alone, ignored 
or shouted at by the medical and nursing staff, an astonishing eighty-two percent 

of the mothers surveyed were satisfied with the service in the labour ward, and 

ninety percent in the postnatal ward. She suggests that these figures can be partly 
accounted for by women's low expectations - to give birth to a live baby and not 

die in the process. She also suggests that for women who live in poor housing 

settlements the hospital offered them some material pleasure (beds, mattresses, 
running water, and flushing toilets).

14 

The Western medicine Mispa experienced at the health centre is not the 

Western medicine encountered by women in some places of the developed 
Western world. Here, as Jolly (forthcoming-a) suggests, 'the highly 

technologized and technocratic practice of Western birthing [h]ave rightly 

incurred the wrath and the reform of feminist critics.' 
15 

Just as there is no one 

form of 'traditional' birthing practice that biomedicine encounters the same 

diversity exists for Western biomedical birthing. As evidenced by my own work 

and other accounts of birthing in remote clinics, aidposts or hospitals in many 
countries of the developing world 

16 
though all based on a biomedical model there 

is little that resembles birthing in a metropolitan hospital in Australia. 

Whose knowledge counts? 

In the hospital setting authoritative knowledge clearly resides with the medical 

and nursing staff. The authoritative knowledge of the hospital staff derives from 

the social position of the practitioners and has its basis in the legitimacy of the 
profession and in its claim to generate and control authoritative knowledge. 

Authoritative know ledge is not only recreated through discourse but also 

embedded in the various hierarchies prior to a specific medical event (Sargent 
and Bascope, 1997:233). In this instance authoritative knowledge is embedded in 

14 
See also, among others, Mallett (forthcoming), Morton (forthcoming) and Ram (1998b). In 

some ways Fi ti-Sinclair's findings are similar to Davis-Floyd's study of birth in· America. Davis
Floyd expected women to resent and resist the increasing number of impersonal intrusions of 
technology into birth and their loss of power as birth-givers. Instead she found that seventy 
percent were comfortable with their technological births (Davis-Floyd, 1996: 156). 
15 

See Davis-Floyd (1994, 1996). 
16 

See Rozario (1998), Merrett-Balkos (1998), and Dureau (1998). 
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the cultural authority of medicine and midwifery and in the practitioners - doctor, 
nurses, midwives and HEO. 

In my experience as a midwife, most women in Australia willingly submit 
themselves to the authority of the medical view. They manage to experience the 
technologies and procedures as reassuring and the delegation of authority to 
physicians as functioning in their own best interests (Jordan and Irwin, 1989:20). 
In some ways then it is refreshing that women on Misima are conscious of the 
fact that they don't like birthing in the health centre and to some extent why they 
don't. Certain aspects of the management of the labour shocked, embarrassed and 
frightened them as much as me. Many of the women wanted someone else with 
them but said that they would have been too ashamed even if they were allowed. 
The nurses insisted that women removed their skirts or at least pulled them up 
around their waist thereby breaking very strict protocols about modesty. Vaginal 
examinations, which were done frequently throughout a woman's labour, were 
another cause of shame as was the birthing position a woman had to adopt, which 
totally exposed her genitalia. 

Women on Misima never fully undress. Bathing is usually a public affair 
and a woman will always leave her skirt on, even if she bathes away from this 
public space. At home in the village a labouring woman will keep her skirt on 
throughout the labour and birth. Only in extreme circumstances and with her 
permission will an older woman or health worker (if female) have a quick glance 
under the skirt of a woman in labour. Women who choose to birth at the hospital 
however are forced to participate in a process where 'hitherto secret parts of their 
bodies are displayed, objectified, explored and medicalised' (Whittaker, 
1995: 161). In this encounter power and agency are situated in the nurses and 
HEO. Their failure to provide a private environment completes the 
depersonalisation of the 'patient' and strips them of their body-lrnow ledge and 
authority in much the same way as it strips their actual bodies. 

Like Mispa, other women on Misima accept the authoritative position of 
the hospital staff, but once outside the hospital space and control by nurses most 
women reassert traditional postpartum practices and thus claim their own 
authoritative know ledge. However in the health centre women seemed to have 
little or no ability to participate in decision making, to discuss, challenge or agree 
with hospital staff. For a lot of women the best they could do was simply not to 
return to the hospital for subsequent births. Women who birth in the health centre 
and then return to the village move between these spatially separated domains 
and in so doing move between discursive frameworks; one where discourses of 
biomedicine and the nation-state prevail and the other where indigenous 
discourses and meanings dominate. 
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Many women gave accounts of interactions with staff who disputed their 
assessment that they needed help, that something was wrong or that they were 
ready to give birth. On the rare occasion that a woman offered some assessment 
of the progress of her labour this was usually ignored. Discussions with many 
women revealed that this devaluation of their know ledge about their body was 
disturbing to them but they kept silent. I sat with many women who would 
converse with me but fell silent when a staff member came into the room to see 

them. 

When you come to the hospital you just do what they say. There is no one [family] 
here to help you, just the staff. (Dulsi, August 1990) 

In some respects the silent participation of these women confirms the pre-existent 
hierarchy of know ledge regarding birth. Silent though these women may be they 
were none the less engaged in the production and reproduction of authoritative 
knowledge of the 'hospital' way of birth and thus continually reinforcing its 
validity. 

Women who birth at the health centre, participate in the extension of 
national health services and the hegemony of biomedical and state control over 
their bodies and reproduction. They are willing to endure the hardships and 
shame of birthing in the health centre for the perceived safety that medical 
technology and knowledge provides. Their choice to birth in the health centre is 
clearly influenced by their knowledge and or experience of complications of birth 
in the village. They hope to avoid these complications by going to the hospital. 
However, the supposed superiority of the medical model is locally questioned by, 
for example, the unpredictable attendance of women at antenatal clinics and the 
failure of women at risk to actually go to the hospital for delivery. The poor 
sanitary and resource conditions at the health centre often mitigate the safety 
associated with hospital births. The poor health and arduous working conditions 
of women escalate the potential for complications in pregnancy and birth. 
Considering these factors, from the biomedical point of view the place of birth 
does not ipso facto increase or decrease the risks of childbirth. Women are likely 
to have problems wherever they are. The question then becomes how do you 
ensure that women who really need medical supervision in a hospital get it and 
how can you better support women who birth in the village? 

The most common complication of birth on Misima . is postpartum 
haemorrhage (PPH) which is a total blood loss exceeding 300mls during the birth 
or in the postpartum period (see Table 5.2 for rates of PPH at Bwagaoia Health 
Centre). Although a PPH can be associated with something as simple as a full 
bladder which prevents the uterus from contracting it is more often associated 
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with more serious conditions such as anaemia, malnutrition, many previous 
births, malaria or retained placenta. Often simply 'rubbing up' the uterus by 
placing one hand on the abdomen on top of the fundus and gently rubbing will 
cause the uterus to contract and stop the bleeding. Encouraging a woman to 
empty her bladder may also have the same effect. Misiman women use a range of 
herbal remedies to stop heavy bleeding.

17 
These are simple yet effective measures 

that can be taken to stop the bleeding. Further to this an intravenous or 
intramuscular injection of ergometrine can be administered to chemically contract 
the uterus and keep it contracted. In fact this is routinely administered to women 
at the health centre immediately after birth. The danger of doing this is that if the 
placenta has not separated from the uterine wall prior to the administration of this 
injection then it will probably be retained in the uterus, a very hazardous 
condition. The routine administration of intra-muscular ergometrine after the 
delivery of the placenta for women who birth in the village would be an effective 
way to deal with PPH. Strategies, which include the administration of 
intramuscular oxytocic drugs, to reduce postpartum haemorrhage have been 
instituted in some areas in PNG (see Edwards, 1991). While these simple 
interventions do not address the causes of postpartum haemorrhage they could 
potentially save lives and reduce morbidity resulting from PPH. 

Table 5.2 
Rates of postpartum haemorrhage at Bwagaoia Health Centre 1989 .. 1991 

·'.;, 1 .. ~a1.&• •,;·,••,• • . . ·•;it~fijii~&riiif:;~~fjili,rfij~';j:{f j;;'.~!f~tif~fti~~,t~"/· 
1989 

1990 

1991* 

178 112.3% (N=22) 

260 12.3% (N=32) 

228 10% (N=23) 

* Figures for 1991 exclude November and December. 

Source: Medical records at Bwagaoia Health centre 

24% (N=43) 

22.3% (N=58) 

22.4% (N=51) 

The difference between reported and actual rates reflects the difference between 
500ml (reported) and 300ml ( actual) blood loss as a measurement of PPH. 
Although in many Western countries the standard measurement is 500ml, in PNG 
the standard has been appropriately reduced to 300ml because of the prevalence 
of anaemia. Anaemia has a significant impact on pregnant women and their 
babies. Apart from feeling constantly tired the risk of maternal mortality is five 
times greater, the woman goes into shock more quickly with any blood loss, she 
may suffer uterine inertia, the babies are smaller, and the stillbirth rate is six 
times higher (Gerhardy and Garrett, 1978). The staff at the health centre had been 
taught the 500ml standard. The Manual of standard managements in obstetrics 

17 
Lapan (1997) lists some of the herbal uterine stimulants used by women in PNG. 
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and gynaecology for doctors, HEOs and nurses in Papua New Guinea defines 

primary postpartum haemorrhage as 'measured blood loss of 300ml or more 

occurring within the first 24 hours of vaginal delivery, (the placenta contains 
200ml)' (Mola, 1988:60). On Misima only the HEO appeared to have one of 

these books. According to this definition estimation of blood loss starts with 

200ml for every birthing woman (blood in the placenta). A woman with a 100ml 
blood loss will be classified as having a primary postpartum haemorrhage. If this 

definition were uniformly applied throughout PNG I suspect the PPH rate would 

increase dramatically as a 100ml blood loss would be quite common for most 
birthing women, particularly when the episiotomy rate for primigravidas is so 

high ( see Appendix C ) . However this lower measure is not uniformly taught or 

adhered to throughout PNG. Indeed the Professor of Obstetrics and Gynaecology 
at the University of Papua New Guinea has a different definition. 

Primary postpartum haemorrhage is defined as bleeding from the genital 
tract in excess of 500ml and within 24 hours of delivery of the baby. 
(Klufio, et al., 1995: 133) 

As revealed in Table 5.2 there is a sharp increase, around fifty percent, for each 
year when the appropriate measure is used. If, as I suspect, the incidence of PPH 

is significantly higher than currently acknowledged then the morbidity rate for 

birthing women is also significantly higher. Apart from the debilitating impact of 

PPH on birthing women this underestimation has implications for health workers 

who may not be alert to potential and serious problems, and policy makers who 

need to account for this as they develop strategies to improve the health of 
women. 

The health care system in PNG faces many problems, not least its inability 

to actually deliver the services it sets out to provide. The continued belief that 
more hospitals and more doctors will improve the health of the nation's people 

prevents a realistic evaluation of the existing facilities and practices. What I 

observed at the health centre on Misima and at Alotau General Hospital indicates 
serious problems in these institutions and yet it seems that hospitals represent 

some sort of 'symbolic' haven of safety as attested by the increasing number of 
women who birth in a hospital.

18 
Unfortunately, in some places in PNG, Port 

Moresby and Alotau for example, women are coming to see the medical model as 
superior to the innate wisdom of their own bodies and indigenous practices. This 

appears to be so even when hospitals are poorly equipped and understaffed, the 
health care system cannot finance the various technologies, when the technology 

18 . 
Mola and Aitken (1984) estimate that over ninety percent of urban and periurban women attend 

hospitals for delivery. 
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is often very basic, poorly understood, malfunctioning or non-functioning, and in 

many cases does not really improve the outcome of birth (see Fiti-Sinclair, 

forthcoming). 
Jordan (1993[1978]) made it clear that the wholesale exportation of the 

Western medical system of birthing to the Third world is having extremely 

detrimental effects on the indigenous systems. These systemic effects are also 
individual and personal - felt by women in their bodies and minds (Davis-Floyd 

and Sargent, 1997a:3) The situation I found on Misima clearly demonstrates this 

point. 
Jolly (forthcoming-a) has suggested the values of the technocratic culture 

can be communicated without the high technology of birthing machines . 

[A]lthough corporeal habits and bodily inspections may mimic technocratic 
practices in some hospitals in Melbourne or New York (the supine position 
and stirrups, for example), they are not usually backed up by the machines, 
the drugs or the specialist expertise available in such affluent and developed 
settings . Poverty often ensures less intervention. (Jolly, forthcoming-a) 

In PNG the technocratic model operates despite the absence of technology. It is 

the machinery of the health system itself rather than the actual machines. 

Eirni's labour and birth 

Eimi woke very early this morning in labour. Her mother wakes and asks Eimi if 
she is all right. Eimi replies wawaya matana i panana (the baby has opened its 
eyes) indicating that she is in labour. Not long after dawn I came down from my 
house on my way to the river and find Eimi sitting outside her house on an empty 
kerosene tin. We chat in a very leisurely manner about the events- of the previous 
evening and village matters. About an hour has gone by. Taliu nana wewela, (my 
sister I will go to the river), I say. She replies iwaisi taliu abwe ta minamina (fine 
my sister, after we will stay together).' I have only been at the river a short time 
when Waini, Eimi's daughter, appears. Sauga kekeisi nain ni ab (in a short time 
my mother will birth), she says excitedly. I had just been sitting with Eimi and 
there was absolutely no sign that she was in labour. 

I return not too hurriedly with Waini convinced she was tricking me and to 
my utmost astonishment I see that Eimi is in established labour, in fact about to 
have her baby. In the room with Eimi are her mother and sister as well as three 
other close female kin. Keilo the Aidpost Orderly (APO) is also there along with 
six children who are wide-eyed and silent. In another room Judas, a close relative 
and native doctor sits quietly smoking. 

Eimi is sitting on a mat on the floor facing the wall and pulling on a piece of 
cloth that has been tied around an internal pole and pushing with each contraction . 
Patlisa sits behind her with her feet on Eimi's back to support her. There is 
consensus that Eimi needs to rest between contractions. Keilo leans close to Eimi 
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and gently suggests that she sit back and rest on Patlisa' s knees. A few minutes 
later Eimi' s baby makes his appearance from under Eimi' s skirt and slides out 
onto the floor unaided. He begins to breathe. No one seems as excited or anxious 
as I feel, apart from the children who look at him in wonder. Overwhelmed by this 
miracle of birth I feel the tears slide down my face. I casually wipe them away and 
continue to take notes. 

Keilo wipes the baby's face but he is left lying there on the floor while we 
wait for the placenta to be birthed. Eimi sits up and begins pushing to facilitate the 
delivery of the placenta. Keilo presses on Eimi's abdomen and applies gentle cord 
traction. I wish she wouldn't do that. I realise this is the only time I have seen 
anyone pull on the umbilical cord in the village and also realise that Keilo has 
been trained as a nurse aid and would have been taught to do this. My mind is 
spinning with all sorts of thoughts, mostly related to the risk of pulling on the 
cord. What if the cord snaps, how does she know if the placenta has separated 
yet?! If Eimi has a postpartum haemorrhage what can we do to save her, why 
doesn't someone at least cover the baby? 

The placenta and membranes are delivered intact. Lisbeth ties the cord with 
a piece of string about four inches from the baby's abdomen. Someone hands 
Keilo a large and well-used bush knife to cut the cord. I can't believe it - the knife 
looks grubby and looms so large next to the small newborn babe. I am relieved 
when Keilo exclaims that this is not a good thing to cut the cord with. She requests 
a razor blade. Judas disappears from the house and returns promptly with a new 
blade. Keilo cuts the cord over a piece of cotton wool. 

Tapaita now takes the baby and lays him along her legs and washes him in 
warm water with her hands. Then she holds him upside down by his feet and 
swings him gently a few times. Keilo tells me this is done as the baby drinks some 
fluid during the birth and this will get it out. Twenty minutes have elapsed since 
the birth. The baby is placed on his own bed by the fire and covered with towels . 

Plate 5.4 Eimi , an hour after the birth , sits up to look at her son , Kisl. 
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Eimi remains seated quietly on the mat. Imemole gives her a bowl of hot 
water and she washes herself using a coconut shell to scoop the water. She 
discretely changes the blood stained skirt she gave birth in . She is shaking as she 
stands to do this . I comment that in my place other women would help the woman 
to wash. Keila tells me ha pulawawi hot (here we are too embarrassed) . Eimi puts 
the placenta in a bag made from coconut leaves. She gives this to Lisbeth who 
disappears under the house and digs a deep hole in the place beneath where Eimi 
had birthed. Under the watchful eyes of a small child Lisbeth buries the placenta 
covering it with earth and stones. She gathers kindling and wood from the side of 
the house and starts a fire on top of the burial place to keep the pigs and witches 
away. 

Eimi is looking pale and tired as she sits by her baby. She lies down, covers 
herself with a towel and puts her feet very close to the fire. Patlisa sits near the fire 
with the baby who is wrapped in a nappy . As she sits there quietly talking to the 
baby she warms her hand and alternates between putting her warm hand on the 
baby's head and gently pinching his nose. The older children have left, gone to tell 
their friends of the arrival of a new baby in the village. The toddlers remain with 
Imemole who keeps a watch over the newborn. The other women sit nearby and 
we chat about births and they sort out who will fetch wood and water and food for 
Eimi. 

Plate 5.5 lmmemole and children keeping watch over the newborn baby 

We stay quietly in the house for the rest of the day. Lisbeth brings some 
unripe pawpaw and cooks it for Eimi. As Eimi eats this we talk about this birth 
and her other births. The conversation moves to talk of other women ' s births and 
general village talk. Night has fallen. Eimi and her baby sleep by the fire, Imemole 
sits close by chewing betel nut. I take my leave, return to my house and sit for a 
long time on the verandah reflecting on this birth and the difference between 
hospital and village births in PNG and hospital and homebirths in Australia. (Field 
notes 1990) 
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Village births or hospital deliveries? 

In the previous chapter I discussed indigenous discourses and praxis of birthing in 
some detail. Here I wish only to highlight some aspects of the village way of birth 
in order to compare the biomedical and indigenous discourses. Women know 

about birth primarily and most importantly as an embodied experience and then 
through being with other women who birth. 

If we have our babies in the village we tell stories to each other about those things . 
But those who go to Bwagaoia and have their babies in the hospital, the sisters and 
the doctors tell them 'you mustn't tell your friends [about having a baby in the 
hospital] because they won't come.' If they go to the hospital they have big pain 
and maybe the baby is spoiled. (Leya, September 1990) 

Formal instruction is always given to 'first time' mothers during labour and 

birth. This instruction is given collaboratively by all the women present and not 

by an authoritative expert. The labouring woman's experience of her body is 

privileged and even primigravidas, who are not thought to really know about 
birth, are consulted often throughout their labour. If there are any difficulties a 

general discussion is held in order to decide what to do and who to consult. The 

birthing woman is always included in these discussions whenever possible. When 

there is a birth in the village women sit around and tell each other stories about 

various births and thus share their many and varied experiences. They value these 
discussions and realise the importance of sharing their know ledge that enables 

them to support other birthing women. In the village women feel connected to 
their bodies and their babes in utero and rely on themselves as the primary source 
of authoritative know ledge. 

The training and experience of hospital-based nurses, midwives and health 

extension officers stands in complete opposition to this way of birth and 
undermines, potentially if not actually, the authoritative knowledge of Misiman 

women at every stage of the birthing process. Home in the village, the birthing 

woman is the central participant, supported by female relatives. In hospital births 
the uterus is the centre of activity and the site of interventions by hospital staff 

(see Martin, 1989[1987]). The dominant metaphors of birthing in Western 

obstetrics are organised around a 'hierarchical system of centralised control 
organised for the purpose of efficient production and speed' (Martin, 

1989[1987]:66). Such production fundamentally contradicts the Misiman view of 

birthing as a process that occurs in an unspecified period of time. 
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The simple material culture of birth at home - razor blade, twine and a fire 
is replaced by medical language and invasive procedures; vaginal examinations, 

intravenous injections, artificial rupture of the membranes and episiotomies.
19 

If we were to assess the models according to the following table, the overall 

benefits of the indigenous model appears to outweigh the benefits of the 

biomedical model. 

Plate 5.6 Patlisa and daughter Lisbeth with one hour old baby Ann-Maree. 

19 
See Appendix C for rates of episiotomies among women who birthed at the Bwagaoia health 

centre 1989-1991. 
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Table 5.3 
Comparison of indigenous and biomedical models of birth 

Cultural definition of birth 

Village birth 

Birth is work by the woman and her family 

The woman is a person passing through a 
major life transition 

Dangerous time 

Hospital delivery 

Birth is work of the experts 

The woman is a patient 

Potentially pathological process 

The setting for birth 

Village birth 

Home or other familiar surroundings 

Informal system of care 

With other women of the village 

Continuity of ~are 

In a woman's horn e or nearby 

Woman relatively free to move about and 
change position 

Simple material culture - razor, twine and fire 

Hospital delivery 
Hospital territory alien to the woman 

Bureaucratic, hierarchical system of care 

With strangers, family excluded 

Discontinuity of care 

May be distant from woman's home 

Woman not free to move about and change 
position 

Machines and other equipment 

Techniques used 

Village birth 

Usually intervention free 

Hospital delivery 

Obstetric intervention 

Few resources to handle complicated labour Sometimes skills and resources to handle 
complicated and obstructed labour 

Village birth 

Older and more experienced women who 
themselves are mothers 

See birth as holistic process 

Share decision-making and information 

Strong emotional support 

Affirm cultural values and rituals 

Familiar language & imagery 

Caregivers 

Hospital delivery 

Young and older women who may not have 
had children 

Trained to focus on medical aspects of birth 

Authoritarian decision-making by staff and 
Information kept secret 

Little emotional support 

Dismiss indigenous cultural values and 
rituals 

Use of medical language 

In many ways my own research supports this assessment just as my 

assessment between homebirth or hospital birth in Australia favours homebirth. 

Overall, the atmosphere surrounding childbirth and the supportive role of the 

community I found in the village on Misima are reminiscent of what is currently 
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being advocated in many Western societies by proponents of 'natural' childbirth 

and homebirth. But such a simplistic evaluation would belie the many complex 

issues birthing women confront as revealed in this chapter. The potential ability 
of the biomedical model to deal with complicated and obstructed labour seems to 

be its main redeeming feature. However, as we have seen, for various reasons this 

potential is very often not realised. Given that the indigenous model has so much 

to offer it is frustrating that health planners and policy makers at district and 
provincial levels do not take account of this. Similarly frustrating is the continual 

valorising of the biomedical model in spite of its utter inadequacy to improve the 
health and well being of women and children. 

In her elaboration of the concept of authoritative knowledge Jordan (Jordan, 
1993[1978]: 152) observes that for any particular domain, when more than one 
knowledge system exists, one kind of knowledge often gains ascendancy. In 

many situations, people move easily between equally legitimate parallel 

know ledge systems, utilising them sequentially or simultaneously for particular 
purposes. But frequently one kind of knowledge gains ascendancy and 

legitimacy. A consequence of legitimising one kind of knowing as authoritative 

know ledge is the devaluation, even dismissal, of other ways of knowing. 
On Misima and indeed throughout PNG indigenous customs about 

pregnancy and birth are threatened as birth is moved into the hospitals and 

women are coerced into accepting the medical model as the only legitimate 
model. The spread of medical hegemony and its impact on indigenous birth 
customs has been noted for other developing countries. 

20 
Clearly women have 

suffered and died in their villages for a very long time and there can be no doubt 
that biomedicine has saved the lives of some women and babies. However, partly 

because of the uncritical application of biomedicine the provision of Western 

biomedical services is always and everywhere a double-edged sword. 
21 

One of the problems of biomedicine is its tendency to presume monopoly. 
Monopoly of professional authority, of material resources, and of what Treichler 
( 1990: 116) calls linguistic capital - the power to establish and reinforce a 
particular definition of childbirth. The challenge for all those involved in 

developing and implementing health policies in PNG will be to acknowledge that 

the biomedical model has not been the saviour of birthing women and is not the 
only legitimate model. 

The value of the biomedical model lies in its ability to detect and treat or 

prevent physiological problems or potential problems associated with pregnancy 

20 
See Jordan (1987), O'Neil (1990), Jordan (1993(1978]), Sesia (1997), Georges (1997), and 

Sargent (1997). 
21 

See Rothman (1991(1982]), Browner (1990), Sarah (1987), and McClain (1981, 1985). 
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and childbirth However, such an approach fails to appreciate the intricate 
sociocultural fabric of birth-related phenomena. Biological reproduction is 
inevitably a social activity, determined by changing material conditions and 
social relations (Petchesky, 1984:8). The biomedical approach is founded on the 
principles of Western medical practice and is critical of various practices in non
literate societies while at the same time ignoring the fact that medical and 
scientific procedures can be used for non-medical purposes and have a ritual 
significance far removed from their apparent technical function (Kitzinger, 
1982a:202). 

Several investigators have stressed the need to consider local beliefs and 
customs as they relate to health services and education programmes (see Chen, 
1973, Cosminsky, 1976, Jelliffe and Bennett, 1962, Kelly, 1956, Verdese and 
Turnbull, 1978). However the usual tendency is to condemn local practices and 
attempt to impose Western ones often for reasons unrelated to practical or health 
considerations. Rather the imposition reflects complex political relations whereby 
Western methods are valorised as inherently more effective and science and 
technology are mystified and linked to superior status. Condemning indigenous 
practices and insisting on the superiority of the Western biomedical model can 
actually hinder improvement of health care or even be positively harmful. More 
than twenty years ago Cosminsky' s study found that in Guatemala the traditional 
kneeling position for birthing appeared more advantageous for the woman than 
the supine position promoted by Western-oriented training programmes 
(Cosminsky, 1977:95). Indeed nowhere in the ethnographic literature is there a 
description of women giving birth flat on their backs (Maccormack, 1994b:9). 
Where the beneficial practice ( traditional kneeling position) is abandoned for a 
more harmful practice (biomedical supine position) the result is anything but 
improved health care. 

Another example relates to the high incidence of anaemia found in poor 
women everywhere. Anaemia in pregnant women contributes to anaemia in their 
newborn babes. In a review of the literature from Vietnam, Thailand, Burma, 
India, East and West Africa, Jamaica, Mexico, Guatemala and Brazil all 
descriptions are of the umbilical cord being cut after the placenta is expelled 
(cited in (Maccormack, 1994b:9). Similar findings are recorded for Pacific 
countries (Townsend, 1987:53-54). Training manuals for 'traditional' midwives 
and nurse-midwives teach the standard industrial society hospital orthodoxy of 
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cutting the cord quickly after the baby is born. Only the sensitive manual by 
Maureen Williams says, 

Every drop of blood the baby gets from its mother is worth having. If 
cutting the cord after the placenta is expelled is the local tradition, it is well 
worth encouraging. (Williams, 1980:27) 

The fact that medical 'experts' who come to 'Third world' countries are 
overwhelmingly white and male, means that the gulf between them and the 
female recipients of health care is extended. There is an added dimension to this 
problem. In many societies childbirth assistance is the exclusive province of 
mature women who have given birth and men are ignorant of such indigenous 
practices. The Western medical views introduced in medical training programmes 
are often the only ones known to indigenous male doctors and nurses. 

22 
Thus they 

become agents for external, ethnocentric practices and are often even more 
zealous in their imposition than white exponents.

23 
As noted by Lukere 

(forthcoming-b) the role of the Western-trained indigenous nurse-midwife in 
changing practices surrounding reproductive health in the Pacific is probably 
everywhere a complex one (see chapter three). 

Biomedical training rests on a model of the white, middle-class male body 
as normative and medical texts often present deprecating views of women (see 
Alterkruse and Rosser, 1992:28, Muller, 1990:33, Stone, 1992:90). As previously 
discussed an important underlying issue is the premise in biomedicine that the 
individual can be effectively detached from social, cultural and familial context 
for purposes of diagnoses and treatment (Hamilton, 1993, Warshaw, 1993). As 
noted by Sargent and Brettell, 'this premise has led to the failure of medical 
education to address the importance of the contextualisation of he~lth, including 
the implications of gender for access to care and health status' (Sargent and 
Brettell, 1996: 18). 

In PNG formal training for Aidpost Orderlies (APOs) as the front-line, 
primary health care workers in remote and rural areas commenced in the 1950s, 
although many APOs were informally trained in local hospitals prior to this time. 
Without exception these early trainees were men, instituting a pattern of under
representation of women in front-line health care throughout the country. 
Community Health Worker (CHW) training commenced in PNG in 1987 and was 

22 
See Lapan (1997) for a discussion of the current nurse-midwifery training in PNG. 

23 
See Lukere (forthcoming-a) for a discussion of Native Obstetric Nursing in Fiji. Although the 

training of Native Obstetric Nurses was originally launched in opposition to 'traditional 
midwives' subsequent shifts in the relationship between colonial medicine and village maternity 
saw them play a pivotal role in addressing and eclipsing some of the stark oppositions between 
Western and traditional medicine, particularly in the area of maternal and child health. 
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established to replace Aidpost Orderly training. CHW training spans two years 
and is open to male and female students who have completed Year 10 at high 
school.

24 
Village Birth Attendant programmes that seem to be springing up 

throughout PNG actively encourage men to undertake training and work as birth 
attendants, despite overwhelming evidence that this is culturally inappropriate. 

As the controversy about routine Western obstetrical technology grows, it is 
no longer possible to identify a consensus, even among doctors as to which 
components of scientific obstetrics are beneficial, harmful, neutral or uncertain 

and therefore what protocols are appropriate for training programmes and health 
services. 

25 
This indicates the need for a critical examination of Western medical 

obstetrical practice and ideology prior to its implementation in developing 
countries. 

These problems also suggest the need to combine a sociocultural and 
biomedical approach. Studies that utilise this combined approach generate 
different perspectives on childbirth management. They can dispel the myth that 
'traditional' birth practices are solely responsible for high rates of maternal and 
infant mortality and consequently force a consideration of other variables, such as 

poor nutritional and health status of the mothers, which are more likely to account 
for such problems. Kay (1982:51) rightly argues that studies which integrate 
biomedical and sociocultural views of childbirth offer the best potential for 
making health care and policy relevant to a woman's perceived childbearing 
needs while reducing maternal and infant mortality and morbidity in the process. 
Even where similar practices are found in different societies the rationale behind 
them may vary, and recognition of these subtle differences is important to 
understand the relationship of childbirth to the larger social context. 

Jordan's work was influential in this area. In particular her biosocial 
perspective, with its emphasis on the 'mutual feedback' between biology and 
culture which gives a comparative framework for integrating 'the local view and 
meaning of the event, its associated biobehaviours, and its relevance to cross
system issues regarding the conduct of birth' (Jordan, 1993[197]):ll). This 
approach worked to counterbalance the medical bias toward 'the physiological, 
and often pathological, aspects of childbearing' (Jordan, 1993[1978]:xv). 

24 
Church-based agencies have been prominent in the delivery of this training across PNG. The 

stated aim of the CHW training programme is to train Community Health Workers whose role is 
to 'provide MCH care at every contact with mothers and children, basic obstetric care, nutritional 
surveillance and assist with immunisations' (PNG Department of Health, 1991 :223). It is the 
broader 'role of the CHW ... to improve the health of the rural population, especially that of 
mothers and children, through the promotion of self-reliance and improved health services in the 
village (PNG Department of Health, 1991:342). 
25 

There have been several books which attempt to evaluate Western obstetrical practices 
including Chard (1977) and Enkin (1995). 
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The women of Misima acknowledge that biomedicine does have something 
to offer them and their children to relieve their suffering and in some cases save 
their lives. For some young women the appeal of the biomedical model is its 
association with modernity and these women are eager to be 'modern' and give 
up 'village ways'. For these women, the hospital staff are granted a monopoly on 
authoritative know ledge, even in the absence of supplies, equipment and 
medicines. There continues to be quiet resistance from other women who 
partially concede the authoritative position of the hospital staff but continue to 
value their own authoritative know ledge and that of other women about birth. 
The majority of women continue to birth in the village and thus reject both the 
authoritative knowledge and hegemonic site of the biomedical model. 

Most women are clearly reluctant to participate fully in the biomedical 
system. This reluctance is founded on their critical assessment of what they stand 
to lose in their encounter with biomedicine. In their view, medicalised birth 
denies their competency, invades their privacy, violates their modesty and 
denigrates their repertoire of know ledge and skills in childbirth. (It also leaves 
them hungry and unsupported!) These women prefer their own situated 
knowledge, knowledge that arises out of local ideology and praxis. Foucault 
(1980) suggests that such situated knowledge forms the basis for a potential 
resistance to biomedical domination although, as noted by Rhodes, he 'refuses to 
speculate about the ultimate shape that any change might take, insisting that 
while we can critique our system, we cannot be programmatic in our approach to 
change' (Rhodes, 1996: 175). While there is strong evidence of resistance to the 
biomedical model by women on Misima there is no evidence of any responses by 
health personal at local or provincial level to transform biomedical practice to 
make it more woman-centred and culturally sensitive to the needs of local 

26 
women. 

The indigenous system of reproductive care on Misima is an almost 
exclusively female domain of knowledge and action that is an important avenue 
of female empowerment. The biomedical model disempowers these women by 
disenfranchising their indigenous power base, thus undermining their confidence, 
competence and sense of control over themselves and their lives. How the women 
of Misima will express and experience their loss of know ledge and authority and 
how this will affect them in other areas of their lives generally and their 
personhood particularly remains to be seen. 

The task ahead is helping the women of Misima and throughout PNG to 
resist further biomedical intrusion and to create community-based and woman-

26 
See Szurek (1997) and Martin (1989(1987]), for examples of resistance to the biomedical 

model cf Abu-Lughod (1990). 
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centred models of birth, models that address the real fears and hazards for these 
women. This is no easy task for the women or those who work with them. First, 
those who espouse alternative know ledge systems tend to be seen as backward, 
ignorant, and naive, or worse, simply as troublemakers (Jordan and Irwin, 1989). 
Second, those who resist the status quo must work to develop alternative systems 
that are cohesive and clearly articulated to withstand tremendous pressure from 
the medical establishment (see Davis, 1997, Szurek, 1997, Wagner, 1997). 

Science speaks a language of universal authority and makes powerful 
claims on the transformation of pregnancy and personhood (Rapp, 1991 :392). 
The medical model of birth robs women of their autonomy and authority and 
fosters a meticulously conditioned helplessness. In part the reluctance of the 
Misima women to participate in this medical model is because they recognise that 
this model redefines what it means to be female - dependent, helpless, sick and 
incompetent. 

The history of W estem obstetrics is the history of technologies of 
separation. We've separated milk from breasts, mothers from babies, fetuses 
from pregnancies, sexuality from procreation, pregnancy from motherhood. 
And finally we're left with the image of the fetus as a free-floating being 
alone, analogous to a man in space, with the umbilical cord tethering the 
placental ship, and the mother reduced to the empty space that surrounds it. 
(Rothman cited in Davis-Floyd and Davis, 1997:315) 

One of the consequences of this history of separations is that now in 

Western societies to ensure that we (women) can access our own corporeal 
knowing, we have to re-awaken our sense of connection to our bodies, our ability 
to trust the birth process must be cultivated and our reliance on ourselves as the 
primary source of authoritative know ledge must be reinforced. These are the very 
qualities that the women of Misima currently enjoy, but have begun to lose, as the 
discourses of biomedicine invade their bodies in an aggressive pursuit of the 
sequence of separations (see Fiti-Sinclair, forthcoming). As the women of 
Misima are stripped in the delivery room where they are exposed, shamed, 
vulnerable, and invaded (literally by vaginal examinations) so they are 
ideologically rendered helpless and exposed. What is at stake is their loss of 
control over the meaning and experience of reproduction. 

Western scholars have the benefit of hindsight in assessing the 
consequences of biomedicine on the definition and redefinition of_ 'being woman' 
and on women's lives, social roles and statuses. Oakley suggests that for women 
in developed nations recapturing control over our reproductive lives and decision 
making is a prerequisite for all other freedoms (Oakley, 1976:58). If this is so, for 
the women on Misima and other developing nations the appropriation of their 
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reproductive processes by the Western biomedical model represents additional 
control by the nation-state over their lives and their bodies, and thus may 
contribute to further erode their freedom and equity. Although Western medical 
science may indeed symbolise modernisation and progress in developing nations, 
as McPherson (McPherson, 1994:39) suggests, it also heralds the neocolonisation 
of women's bodies and women's lives. 

Women's health and well-being is determined by more than their 

reproductive lives, a point often overlooked by health planners and policy makers 
who continue to focus on 'maternal' health. In the following chapter an 
examination of the lives of Misiman women reveals that a narrow focus on 

women's health as an attribute of procreative behaviour eclipses their 
susceptibility to a range of other health problems. 
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Plate 5.7 Luluita with baby Julia. 
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Chapter Six 

'THE TROUBLE WITH WOMEN' 

The local concept of women 'beside the grave' acknowledges that pregnancy and 
birth pose particular and life-threatening challenges for women. Death is the most 
extreme outcome, more commonly women suffer from a range of complications 
including postpartum haemorrhage and infection ( see chapter four). Although 
these and other complications are associated with women's reproductive health 
they are manifestations of the broader determinants of women's health which 
include a life of overwork and poor nutrition. Working hard and eating poorly 
clearly have a significant impact on women's reproductive health but they 
prejudice women's overall health long before and after their reproductive years. 
An examination of the reproductive lifecycle of Misiman women in chapter four, 
revealed difficulties from menarche to menopause. When this examination is 
expanded to incorporate the daily lives of Misiman women it becomes apparent 
that women's health is in jeopardy, not only from menarche to menopause, but 
from birth the death. 
Quite apart from the impact of a demanding daily routine there are other aspects 
of Misiman culture that construct women's lives in utterly negative ways and 
associate them with sickness and death. Though both men ancf women have 
power to hurt and heal, women are particularly credited with death and harm and 
men with healing and protection. The 'trouble with women' arises from the 
conjugation of women's lifegiving roles - in childbirth but also in the daily 
nurture of work for others - and their death dealing roles in witchcraft. They must 
daily negotiate these conflicting powers, which generate danger, conflict and poor 
health. 

Chapter Six 
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THE TROUBLE FOR WO:MEN 

Nevenakau wali tuwalali nige ni momoasi -women's work never finishes 

When discussing the differences between the work of women and men in Misima 
society women always insisted that, unlike men, their work was a perpetual and 
everyday routine. Women, the constant thread of Misiman life, weave the very 
fabric of society by their attention to 'dailyness' 

1
: cooking, cleaning, gardening, 

and collecting water and firewood. While women create 'dailyness' in most 
societies the shape of their daily repetitive work is affected by many variables. 
Levels of poverty and underdevelopment may determine, for example, how far 
women must travel to collect food, firewood and water. 

In some areas on Misima in the 1990s land is left fallow for only two years 

rather than seven as before. In the not too distant future women will probably 
have to work harder to coax a harvest from exhausted soil or travel even further 
in search of new land to clear. Little wonder then that women welcome the birth 

of daughters to help ease their load. But that help comes at a cost to the daughter 

who is often kept home from school and from an early age is expected to 
participate in an arduous daily routine. 

On Misima girls and women get caught in a descending spiral of ill health 
that derives in part from their reproductive roles but also, and perhaps even more 
importantly, from their productive roles. Although often separated for ease of 
analysis these roles overlap and it is the combined impact of women's onerous 
productive and reproductive labour that takes its greatest toll on women's health. 
As noted in the recent situation analysis of children, women and families in PNG, 

AB women are the primary food producers in PNG, the relationship between 
women ' s workload and their health presents a serious constraint to overall 
productivity, and is a fundamental factor in food security. (Government of 
Papua New Guinea and United Nations Children's Fun~ 1996:42) 

The results of a recent and innovative study in PNG found that teenage 
boys and girls identified that boys have a culture of genuine leisure while girls 
work. 

1 
I am grateful to Leslie Deveraux for this term. 
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They [boys] hang around with friends, play, gamble, drink, smoke and 
sleep. [V]ery few would help their parents in the gardens or elsewhere. Girls 
. . . assist their mothers in the garden or in the house and take their share in 
domestic tasks such as fetching water and firewood. (Decock, et al., 
1997b:27) 

The endless jobs and responsibilities for a woman with small children 
become clear when you record all she does in a day. 

A day in the life of Waine 

The quiet of the early morning is broken by a steady stream of young girls on their 
way to the river to wash dishes and collect water for their households. Waine has 
been up most of the night weaving a mat and not surprisingly feels tired this 
morning. There is little time in the day for such activities and she must have the 
mat ready for a mortuary feast. She wakes her daughter Eimi and sends her to the 
river to start the daily chores. Eimi collects her younger brother, puts the bowl of 
dirty dishes on her head and they set off for the river to wash plates and bathe. 
Waine lights the fire and starts to prepare food for her family. The only morning 
this routine does not happen is Sunday as Christian influence means everyone 
observes the Sabbath as a day of rest. Women welcome this weekly respite but it 
means most people don't eat from Sunday evening until Monday evening for the 
food they collected on Saturday is gone by Sunday. 

Senina, Waine's two-month-old daughter, wakes but goes back to sleep 
after feeding at her mother's breast. Eimi returns with clean dishes and then makes 
several more trips to the river to collect water. I am surprised by the amount of 
water this eleven-year-old girl can carry on her head and that she doesn't spill a 
drop. Waine puts the ulun (clay pot) of food on the fire to cook before waking her 
son and urging him to go and wash at the river and get ready for school. The food 
will not be cooked for some hours so Madew must return to the house at morning 
recess if he wants to eat. 

Before we leave for the garden W aine expresses some breast milk into an 
enamel cup. She tells me her daughter will give this to the baby when she cries. I 
try to hide my horror and wonder how many babies suffer from gastroenteritis and 
perhaps even die as a result of this unhygienic practice. I suggest that this may not 
be a really good practice. Her first response is to tell me that she doesn't always do 
that, sometimes she leaves a mixture of sugar and water. I am equally shocked by 
this information as this mixture is of little nutritional value to a young baby. 'What 
else am I to do, our food is far away and I cannot carry the baby,' she says. In an 
attempt to reassure me she tells me that if her baby wakes and is hungry another 
woman can breastfeed her. Most days the village empties out as women go to their 
gardens so I know this is unlikely to happen. 

Her daughter will stay home from school once again to look after the baby. 
We set off for the garden when the sun is high and hot which seems unfortunate to 
me but given the morning's activities I guess there is not much chance to set out 
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earlier. Pwata, her three-year-old son runs after us crying, as he wants to come 
along. W aine had hoped he would stay with her daughter or her husband but 
allows him to come with us even though she will have to carry him part of the 
way. We meet other women on the way and stop at a hamlet where we chat and 
chew betel nut for a while. 

Overnight rain has made the track slippery and I am amazed at the women's 
ability to negotiate this difficult terrain without mishap. Women are similarly 
amazed by my inability to remain upright and my struggling to do so becomes the 
cause of much laughter. Despite their denial about having accidents, throughout 
my time at Ebora I have witnessed various accidents in the context of these daily 
chores and wonder why women are reluctant to acknowledge these sometimes
serious accidents. In the months to come I learn about witchcraft anq. realise that 
these 'accidents' are construed in more sinister ways. We arrive at Panahinana, 
two hours walk from the village, and sit for a while enjoying the rest. Waine 
cracks a green coconut she has gathered and gives it to Pwata who happily drinks 
the juice. He is left in the care of two older children as we set off for the garden. 
That proves to be a rather steep ascent and takes another half hour. I sit and catch 
my breath while W aine sets about her work of weeding and then digging for yams 
and taro. 

There have been light showers throughout the day that have ensured that the 
narrow track we now must descend is even more treacherous than earlier in the 
day. With apparent ease W aine descends with a large basket of food on her head 
and bush knife in her hand. I decide the only way for me to descend is to sit and 
slide and I am reminded once again that life as a white Anglo-Australian has not 
provided me with many useful skills for my current situation. We continue the 
long trek home and meet other women along the way. About half an hour out of 
the village W aine suggests I wait by the food with Pwata while she goes to collect 
firewood. I am beyond hunger by now but grateful for the rest and make a mental 
note to bring food and water on the next trip. Waine reappears with a bundle of 
wood on her head that she places in a small cave. Her daughter will be sent to 
fetch this on our return to the village. 

On the outskirts of the village we stop at a small creek and W aine cleans the 
food and washes herself and her small son. As we enter the village in the late 
afternoon I notice Madew, her older son playing by the sea with his friends and 
wonder why he can't be sent to fetch the firewood. Once home Waine scolds her 
daughter who bas not been able to wash the clothes-because 'the baby too much 
crying' she says. I imagine how stressful that may have been for both baby and 
baby-sitter. Eimi sets off to collect the firewood and Waine settles down to feed 
the baby. Her husband has been working with some other men today gathering 
materials to build a house. She tells him that tomorrow he must look after the baby 
so that Eimi can wash the clothes. Another day Eimi will not be at school I think. 

There are between six and ten people who Waine must provide food for at 
the moment. This means that today's food will be finished tomorrow morning and 
she must return to the garden on a daily basis to gather more. W aine hands her 
toddler a piece of yam left over from the morning and eats a small piece herself. 
This is the first thing she has eaten since we left the village and apart from the sea 
water she continues to drink to 'purify' her breast milk she has only bad two 
handfuls of fresh water. I wonder how this affects her production of breast milk. In 
response to my inquiry about her lack of food she tells me she doesn't need to eat 
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during the day. 'If we can chew betel nut we can work all day and not get hungry. 
If you have no betel nut then you feel hungry.' In the months that follow I learn 
how effective betel nut is as an appetite suppressant. And the children? 'We can 
give them coconut to drink and eat.' 

By the time the food is ready her younger son is already asleep. Pwata has 
had very little to eat throughout the day and she tells me that is why it is not good 
to take these small ones to the garden for they are too tired and can't eat before 
they sleep. I fall asleep not long after dinner deciding to offer Waine tinned fish 
and rice for her family tomorrow, realising that a day's respite is one thing but will 
hardly affect the overall outcome of the situation for W aine and her family. 
(Field notes June 1991) 

Trouble at work 

As is evident from Waine's story, daily life on Misima creates a considerable 
amount of 'trouble for women'. The pattern of the day described above became 
very familiar to me as I accompanied many women on gardening trips and 
became involved in their daily routines. Women's workload is a critical factor 
affecting their general health status. 

Women's labour represents a continuum of diverse, multiple and 
overlapping activities. Consequently, the boundary between production for 
household consumption and production for sale or exchange is not a clear 
demarcation and therefore, women's labour tends to be devalued and 
rendered invisible by official accounts. Women in PNG contribute between 
50 to 70 per cent of labour in a wide range of tasks, such as clearing, 
planting, weeding, harvesting, and transporting crops, and they predominate 
in the marketing of food crop surplus. (Government of Papua New Guinea 
and United Nations Children's Fund, 1996:40) 

Women's daily activities create specific health hazards. -The relentless 
physical demands associated with the provision of food, firewood and water 
made these tasks particularly strenuous, demanding and exhausting. One study 
has shown that women in PNG often spend up to thirty percent of their time 
carrying heavy loads of garden produce, firewood, and water (Jenkins, 1992:183). 
Many women complained of aching backs, shoulders, hips and general fatigue 
after their daily trips to the garden. Carrying water and food and wood over a 
lifetime can lead to more serious problems such as prolapsed uterus (Prabha, 
1983) as well as pelvic or spinal damage (Stinson, 1986). Old women bent double 
from the burden of their working days are a testament to some of these long-term 
effects. Another serious repercussion is the association of carrying heavy loads 
over a period of time with menstrual disorders, miscarriage and stillbirth 
(National Commission on Self-Employed Women, 1988). Many of their daily 
agricultural activities such as planting, weeding and harvesting often required 
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long hours in uncomfortable positions which can also contribute to chronic back 
and leg problems. Cooking on open fires can result in burns and smoke pollution 
(International Centre for Research on Women, 1989).

2 

Women's daily activities that centred on the river, particularly at dawn and 
dusk, exposed them to waterborne diseases, lymphatic filariasis

3 
and malaria. 

While malaria is a serious problem for the entire community it is more serious for 
women in several ways (Klufio, 1992). One of the most important effects of 
malaria is anaemia caused by the loss of red blood cells (Giles, et al., 1969).

4 

Although the true prevalence of anaemia among women in PNG is unknown it is 
estimated to be as high as ninety percent in low land areas ( see also Crane, et al., 
1972, Woodfield, 1973). The consequences of anaemia for the woman, her family 
and the community are far-reaching and serious. Anaemia leads to fatigue, lowers 
resistance to disease and thus reduces productivity. In pregnancy and childbirth it 
is associated with greater risks for the life and health of both mother and child 
( see chapter five). 

Anaemia provides several examples of mutual interactions that surround 
women's health and trap women in a 'sick' cycle. Unless normal nutritional 
needs are met, let alone additional nutritional needs when women are pregnant or 
breastfeeding, each pregnancy depletes their supply of iron further, leaving them 
less able to cope with the demands of breastfeeding, their daily activities and the 
next pregnancy and more vulnerable to infection, disease and death. Low birth 
weight babies born to undernourished, anaemic women are likely to become 
undernourished infants and stunted children. For the girls among them, the cycle 
leading to another generation of ill-health and low birth weight babies will have 
begun (Smyke, 1991:17). 

There are other remarkable effects of malaria for women. Combined with 
the lowered immunity a pregnant woman has to malaria the placenta acts as an 
amplifying organ for malarial infections and consequently pregnant women are 
more susceptible to malaria and tend to suffer more attacks than non-pregnant 
women living in the same area (Gillett, 1990:72; see also Crane, et al., 1972, cf 

2 
A WHO report from 1984 estimates that women who cook on open fires in closed rooms are 

inhaling as much benzo-a-pyrene (a carcinogen) as if they smoked twenty packs of cigarettes a 
day (Department oflnternational Development Cooperation, 1989). Mosse (1993) suggests that 
smoky stoves offer the same health hazard as heavy smoking which for pregnant women may be 
linked to lower birth weight babies. 
3 

Indicative of the continuing prevalence of this disease, on Misima in 1995 WHO Collaborating 
Centre of the Control of Lymphatic Filariasis, based at James Cook University in Townsville, 
undertook a study on Misima to test the effectiveness of three types of treatment for the disease 
(Post Courier, 1999). 
4 

Although the causes of anaemia in PNG are multiple (see Copeman and Earland, 1988, Crane, et 
al., 1972, Sill, et al., 1987) malaria remains the major contributing factor. 
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Lepowsky, 1990: 1065).
5 

Malaria has severe effects on the course of pregnancy 

which may result in poor foetal growth and the birth of a low birth weight baby ( 
see also Edwards, 1987, Jelliffe, 1967, Taufa, 1978). Other serious problems 
resulting from maternal malarial infection include increased numbers of 

premature births, abortions and stillbirths (Brabin, 1983) (Kortmann, 1972). 

Congenital malaria is another possible complication which can occur if the 
malaria parasites cross the placental barrier and infect the foetus (Gillett , 1990). 

On Misima women are clear that their health is affected by the demands of 

physical labour in domestic chores, in the gardens and the added burden of 
reproduction - all combine to make it difficult (almost impossible) to maintain 

good health. 

Food trouble 

Although the nutritional needs of boys and girls are similar there are sex-specific 

consequences for girls if their diet is lacking in nutrients. A poor diet can 
adversely effect the development of bone structure. For girls who will one day 
bear children the formation, strength and size of her pelvis is important to prevent 

difficulty in childbirth. Adolescent girls need nutrients essential to blood 

formation: iron, protein, folic acid and Vitamin B 12. From menarche to 
menopause women regularly lose iron during menstruation. Without adequate 

nutritional supplies this can lead to anaemia. When a woman becomes pregnant 

and eventually breastfeeds her own nutritional intake must increase if she is to 
avoid depleting her own stores. Balanced nutrition throughout the whole life 

cycle is needed if women are to avoid problems associated with menopause. 
These problems include significant loss of weight, chronic anaemia and 
osteoporosis (Gillett, 1990:50, see Plate 6.1). Frankel and Lewis offer the 
following summary of the situation. 

5 

Poor food can affect health, fertility, morbidity and mortality in various 
ways: delayed puberty, late onset of menarche, amenorrhoea, short stature, 
anemia, lack of body fat , rapid wasting and weakness during recurrent 
illness, conspicuous loss of muscle mass with aging, vulnerability to 
infection, specific deficiency diseases, babies born with low birth weights , 
women with nutritional edemas of pregnancy. (Frankel and Lewis , 
1989b:16) 

Lepowsky (1985) suggests that humans or animals with low levels of iron, vitamins A, C, and E 
and of some B vitamins are more, rather than less , resistant to the malaria protozoan , which feeds 
on red corpuscles, and perhaps to other parasitic diseases. 
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Women's health and nutritional status influences, and in turn is influenced 

by, their workload in many important ways. A woman's nutritional status directly 

affects her ability to conceive, give birth and breastfeed as well as her infant's 
health at birth (Leslie, 1991) . Relatively few communities in the world recognise 

the special nutritional needs of pregnant and breastfeeding women. Ten years ago 

Prentice and Prentice observed: 

This paradox of successful reproduction on an inadequate diet is of more 
than academic interest. We have so far defined success in terms of the 
simple biological index of net expansion of the population. By such a 
measure, the loss of an individual has little impact on the success of the 
species. But we should really judge human reproduction according to 
medical and emotional criteria, and these show that the biological success is 
achieved only with intolerably high levels of death just after birth and in 
childhood. (Prentice and Prentice, 1988 :42) 

Plate 6.1 Eimele has suffered a 'conspicuous loss of muscle mass with aging'. 

In PNG there is little to suggest a significant improvement in maternal mortality 
and morbidity, in part perhaps due to such poor nutrition in pregnancy (see 
chapter seven) . 

Throughout PNG staple food crops provide a diet that is high in fibre and 
water but low in energy and protein density (see Table 6.1) . A person must ingest 

large amounts in order to receive an adequate caloric intake. The availability of 
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foods containing energy, protein, and fats is particularly important in providing a 
nutritional balance in diets based primarily on staple crops (Government of Papua 
New Guinea and United Nations Children's Fund, 1996:39). Milne Bay has been 
identified as one of five provinces with severely high rates of malnutrition and 
Misima district has the highest rate within Milne Bay (see Table 6.2). 

Table 6.1 
Nutritional composition of main root crops and other staples in PNG 

(per 100 gram of edible portion) 

:'ts~tapl~'-.F ''\,'··· 
Sweet potato - boiled 111 1.2 

Mumu (earth oven) 116 1.5 

Roasted 133 1.6 

Raw 108 1.6 

Yam 119 2.0 

Taro 102 1.8 

Banana -cooked 122 0.9 

Raw 100 1.2 

Sago 152 0.2 

Coconut 351 4.2 

Source: International Fund for Agricultural Development 1984 

Table 6.2 
Malnutrition rates in Milne Bay Province, 1982 

Misima 

Rabaraba 60.6 

Losuia 56.5 

Esa'ala 55.7 

Alotau 50.0 

Source: Government of Papua New Guinea and United Nations Children's Fund, 1996:78 

When a malnourished woman must work hard and consistently to meet the 
needs of her family, her productivity is likely to fail through sheer exhaustion or 
illness. Food for the family is likely to be in short supply and her nutritional 
status along with the rest of her family will get worse. The more frequent her 
pregnancies, the more she will rely on the help of her older daughter and the more 
rapidly they both descend the spiral of ill-health. Indeed as a United Nations 
report notes, 
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The mother's burden becomes the daughter's sacrifice - a sacrifice much 
less frequently demanded of boys. (United Nations Population Fund, 
1990: 15) 

Analysis of the latest available gender-disaggregated data in PNG shows 
that ninety-one percent of economically active females, aged ten and over, were 
engaged in farming and fishing for cash and subsistence, with fifty-one percent of 
that total involved solely in subsistence agriculture. This compares to a total of 
sixty-six percent of economically active males, aged ten and over, of which only 
thirty-four percent were engaged solely in subsistence agriculture (Booth cited in 
Government of Papua New Guinea and United Nations Children's Fund, 
1996:41). Thus, throughout their lifetime the demands of women's reproductive 
and productive lives makes them particularly vulnerable in the area of nutrition, 
infectious diseases and the stresses and complications associated with child 
bearing. 

Other trouble 

On Misima, many women complained of their heavy and repetitive workload and 
the negative impact they thought it had on their health. For women of Ebora these 
constant demands combined with their geographical isolation created problems if 
they wanted or needed to leave the village even for a short time. This was 
particularly true for married women with children. Indeed for women with small 
children just getting to other hamlets was difficult. While most women found 
time to minamina ge liwaliwan, (sit and tell stories) close to home those with 
many small children could not participate more broadly in community and 
lineage affairs. My enquiries as to why women did not apply for any public 
positions such as councillor always met with the question 'when would we have 
time to do those things?' 

Ebora is geographically isolated and most of the time only accessible by 
sea. If women went to the township of Bwagaoia, at the other end of the island, 
they were dependent on irregular and often expensive boat travel and they were 
likely to be away for at least two days. The other alternative was to walk to a 
village on the north side of the island and then either continue the walk to 
Bwagaoia or try and get a lift with a public motor vehicle (small bus). The walk 
from Ebora to Bwagaoia would take two days but as a section of the journey 
involved a very treacherous path this was not something that anyone did very 
often. Women who did make the journey carrying heavy baskets of food on their 
head found it an arduous trip. 
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There were other problems women had to resolve for any trips out of the 
village. First, the problem of childcare - who would look after the children in 
their absence? The next question was food - who would collect, clean and cook 
food for the family? There was also the problem of verbal and physical abuse a 
lot of women suffered ( and many more feared) from their husbands on their 
return to the village. Husbands suspicious of possible adulterous affairs 
consistently asserted their authority by controlling their wives' activities and 
absences. From the husbands' point of view the demands for their wives to stay 
home were related to the children's welfare. 

Nau lagou ge natuwau hinalia. Natumeyau alitamatahikan. (She is my wife and 
mother of our children. Her place is here where she can look after the children.) 
(Paul, June 1990) 

This was typical of husbands' responses to their wives' desire to leave the village. 
There was little opportunity for women to go far from the village. 

This inability to leave the village had various ramifications that affected 
their families as well. 

6 
Women from other villages took advantage of their 

relative proximity to the market at Bwagaoia and were able to convert any 
surplus food into cash more frequently and easily than women from Ebora. This 
cash would be used to buy store goods including clothes, tobacco, bread, butter, 
sugar, tea, tinned fish, tinned meat and rice. All over the island people loved to 
eat tinned fish and rice and drink sweet tea. These commodities were equally 
desired by people at Ebora but enjoyed far less frequently. Women were 
especially keen to be able to give these things to their young children so they 
would be tabwa (fat), like children in other villages. Fat children were a sign of 
good mothering. 

Another impact of their isolation was the inability to attend Women's 
Fellowship meetings in other villages. Women's Fellowship, the exclusive sphere 
for women within the Uniting Church, is very active in community affairs 
throughout Misima and the district. It is the largest organisation on the island and 
facilitates contact between womeri on Misima and other islands as well as the 
mainland. Shortly after my arrival a group of women travelled from Ebora to 
Bwagaoia to attend a women's day of prayer. More than seven hundred women 
assembled for a week of church-related activities. Women's Fellowship is the 
arena for discussion of matters of interest and concern to women and provides 
input into general community concerns and discussions. Women's Fellowship 
provides hospitality for outside visitors to Misima and within each village 

6 
The term 'family' is used in this instance to refer to a woman's husband and children and others 

who were dependent on her for daily food. 
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coordinates the visits of women to carry food, firewood and prayers to seriously 
ill people and to women who have recently had children. 

Women from Ebora enjoy the conviviality offered by such gatherings, the 
opportunity to come together in prayer, to have classes in cookery and craft and 
to catch up with events and news from other villages. They felt their absence 
from these meetings was often judged harshly by women from other villages as 
an indication of their lack of Christian commitment. More importantly their 
absence could be construed as evidence that women from Ebora were more 
concerned with witchcraft activities than church-related events. The origin place 
of witchcraft is identified in myth as Ebora and people from other villages fear 
women from Ebora for their witchcraft powers. Ebora was thought to be the 
'place of witches'. Given that witchcraft accusations were flying around this 
small community during my first year, creating all sorts of tensions and divisions, 
I have no doubt that this was an additional concern. 

When we discussed their dilemmas women would tell me how they would 
like to feed their family fish and rice, they would like to attend Women's 
Fellowship at other villages, they would like to attend for family planning at the 

Health Centre, they would like to return and not be beaten - 'but how can we?' 
they would ask. After a while when several proposals and attempts by me had 
little impact, I was left merely to ponder the difficulties and obstacles women 

face in such participation. 
The reasons for ill-health are frequently to be found in burdensome 

expectations of women which lead to more sickness and less opportunity for 
recovery than for men (Mosse, 1993: 193). Chronic sickness is often regarded as a 
'natural' part of being a woman. Although attributed to witchcraft, I suspect 
malnourishment, hard work and frequent pregnancies contribute to a significant 
number of spontaneous abortions. But on Misima the belief that all women have 
an innate capacity for witchcraft compounds this situation. 

Shortly after my arrival an extraordinary sequence of events began to 
plague the community living in the village of Ebora. Over a period of seven 
months five people died, two people had serious 'accidents' and there were 
several cases of serious illness. Many aspects of social life were affected, 
primarily between members of the village but also between Ebora and other 
villages. Each incident was met with increasing anxiety from the community and 
increasing hostility directed at women. Witnessing the repercussions of these 
events allowed me to understand more clearly the central and at times seemingly 
contradictory role of women in this community. 
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Supernatural trouble 

On Misima men and women are differently situated apropos their power to heal 

and harm, create and destroy, reminiscent of the classic opposition of sorcery and 

witchcraft, conscious versus unconscious, exterior versus interior powers, dating 

back to Evans-Pritchard's work on the Azande (Evans-Pritchard, 1937). 

Anthropological convention distinguishes between sorcery as a conscious, 

malevolent act involving the use of spells and the manipulation of objects and 

witchcraft as arising from an inherent quality of the witch whose acts are 

unconscious or involuntary and do not involve the use of spells of magical 

objects. Yet, on Misima, although witches were sometimes thought to kill 

involuntarily while they slept, people mostly talked about witchcraft in terms of 

the conscious choice made by witches to harm or kill people. 
Women and men are both recognised as having access to a variety of spells 

to harm, to protect and to cure. Men who were known to have this knowledge are 

called tosawasawal (native doctors). The term tosawasawal, (native doctor), was 

frequently and quite openly used to describe these men, and they were often 

called upon to treat various complaints, major and minor. If a woman is known to 

have this knowledge it is a sure indicator that she is olal (a witch).
7 

Tosawasawal, 

an interchangeable term for sorcerer and doctor was used only in relation to men. 

(The prefix to is gender neutral and means 'the person who'.) The term 

tosawasawal in its common usage had a positive connotation and indeed it was 

often used in association with village leaders or men in a position of some 

authority within their clans. I never heard of a woman referred to as tosawasawal. 

The term olal was restricted to describing women witches. The term yowau 
is a gender-specific term and can also be used to describe women as witches. 

Both terms have utterly negative connotations. Witches (women) and native 

doctors (men) are both implicated in many activities that disrupt and disturb the 

community. They are for example held responsible for ruining crops, weather 

disorders, drowning people at sea, thieving and causing all sorts of illnesses as 

well as healing people. The ability to heal implied the ability to harm, although 
- there was a gendered division on Misima where men were more associated with 

healing and women with harm. While both women and men have access to 

esoteric know ledge, women by birth, men by learning, witches were the more 
feared and seen as the harbingers of death and destruction. Witches could come 

from other places but Misimans regarded witchcraft as primarily caused by 

Misiman women. Witchcraft was constructed negatively, was associated with 

7 
There are also place spirits, silapa and totowohol. 
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destructive magic, misfortune and death and appeared not to benefit women in 
any way, nor ever cast them in a positive light. 

The idea that witchcraft was inherent in femininity had various 
repercussions. First, it contributed to a polarisation in the community between 
men and women. The portrayal of the witch as woman was one means of making 
and marking gender conflict (real or imaginary). It created an almost palpable 
tension between men and women, particularly in the context of awaul/ 

gatherings where women stood accused of witchcraft. It also legitimated some 
male authority over women as each woman was potentially responsible for the 
destruction of the community. Although such authority had to be tempered 
because of possible retaliation it often took the form of physical abuse. 

On one occasion the absence of a woman . from the village coincided with 
the councillor becoming seriously ill. If you are away from the village and learn 
that someone is seriously ill then you must return immediately. As expected, 
when she heard about his sickness, she returned to the village immediately but 
was nonetheless beaten by her husband who said her absence indicated her 
possible implication in this illness. 

On Misima where the public naming of witches is not permissible, 
primarily for fear of retaliation, and no one ever admits to being a witch, either 
publicly or in private, the witch is always 'other'. The witch's individual identity 
remains hidden from the community at large and women as a group stand 
accused of witchcraft. Indeed, as Macintyre has observed for Tubetube, the 
anonymity of witches and the secrecy surrounding know ledge of witchcraft 
contributes to its potency and the fear it generates (Macintyre, 1987:216). 

Throughout the Massim it is not uncommon for both men and women to 
have the power to heal and destroy (see Battaglia, 1990, Macintyre, 1987, 
Roheim, 1948). In fact the ability to do one usually implies the ability to do the 
other. However on Misima it is only men who were able to claim this knowledge. 
The emphasis was on their ability to heal and to counteract the effects of 
witchcraft. 

8 
Awauli, which means to make noise, is the name given to a meeting held in response to serious 

illness or death. Serious illness is referred to as panua kasiyebwa 'sickness of the place' and can 
only be treated by native doctors. Dim.dim kasiyebwa 'European sickness' refers to medical 
problems like malaria, sores and some forms of infectious diseases. This illness can be 
successfully treated by Western medicine. See also Frankel on Huli (1986) and others on this 
division). When someone is considered to be seriously ill the councillor or senior clansperson will 
assemble the community for a meeting. At these meetings people are encouraged to reveal their 
dreams or talk about any dispute they think may have caused the person to become ill. While it is 
possible to establish the incident related to the illness or death it is never possible or desirable to 
know who worked their magic. 
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No woman on Misima claims to be a witch or to know how to make people 
sick or well. 

9 
Women on Misima who have know ledge about healing will not 

openly admit to that know ledge or indeed be seen to treat people. If a woman 
openly acknowledges her healing skills it would inevitably tum against her in the 
form of witchcraft accusations. Even when I persuaded a few women to speak 
about the ability of other women to heal they did so in hushed voices and always 
emphasised how good the medicine was, avoiding the slightest suggestion of 
witchcraft in relation to these women. 

People believe that both witches and 'native doctors' can kill and it is the 
capacity to kill that is fundamental as a sanction, both within and without the 
community. The capacity to employ magical powers is the central defining 
characteristic of witchcraft and sorcery (see also Macintyre, 1987). Witches are 
the most feared as their witchcraft is the most potent form of magic and their 
ultimate aim is to kill and consume the corpse. Unlike 'native doctors', witches 
are attributed with the ability to fly, change shape, look like someone else, and 
steal someone's shadow. They are thought to act in a coven and to fly off to spirit 
meetings in packs. The most feared witches take the form of hot shooting stars 

10 

(see also Battaglia, 1990: 146). 
The figure of the witch embodied those characteristics that Misimans 

especially disapproved. Witches were most often on the wrong side of the moral 
line and wanted to spoil what the social group wanted to preserve namely life, 
health, strength, fertility and children. Witches represented chaos. They acted in 
anti-social ways and they epitomised anti-social forces. Yet, inasmuch as their 
practices often punished people for transgressing social expectations, they 
worked for certain social interests and thus could be seen to be defending them. 

Men on the other hand, while not quite boasting of their powers as healers, 
were happy to talk to me about this and to show me their books of incantations 
for healing and protecting. Most of the men let me know that they could harm 
people although they were quick to add that they did not use their know ledge in 
this way. Men were known to be able to cure people who had been attacked by a 
witch and thus were seen as defenders of the social group. 

There is a puzzling dichotomy here, between male sorcerers whose standing 
in the community seems enhanced by suspicions of sorcery and female witches 
who were feared and abhorred. In her work in West Africa, Goody (1970:242) 
explores this dichotomy in terms of mystical aggression and concludes that 

9 
Lepowsky cites this as a significant difference between sorcery and witchcraft on V anatinai 

(1993:172). 
10 

I learnt this by chance one evening while playing with some children on the beach. As I glanced 
up at the night sky I noticed a falling star and shrieked excitedly to the children who all screamed 
in terror and took refuge behind the nearest rock or tree. 
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because aggression is not acceptable in Gonja women those who are thought to 

have witchcraft powers are always condemned as evil. While aggressive 

behaviour is generally unacceptable on Misima such behaviour in women is met 
with strong disapproval. Although both men and women have destructive powers 

women are the focal category identified with acts of witchcraft and men were 

responsible for defending people against witches. As well as defending the group, 
men possess spells that focus on revealing the hidden identity of the witch. 
Although the power of men to control witchcraft suggests a potential for use of its 

negative power these men were regarded as essentially men who took care of 
people. On Misima the different social evaluations of witches and 'native 

doctors' convey the dialectical tension between male and female action. This has 
been noted by Munn in her work with the Gawa, another Massim society (Munn, 

1986:216). 

There seemed to be no way for women to establish their innocence of 

witchcraft allegations, although to some extent they may avoid accusation by the 
way they conduct themselves within the community, that is by conforming to the 

ideals of womanhood. Women who are 'too much fighting, talking, asking for 

things or being out at night' will arouse suspicions (Nita, September 1990). On 
the other hand because witches are known to have great self-control a woman's 

good behaviour could in fact be indicative of her being a witch. Perhaps Misiman 

women would agree that their situation is aptly described by the idiom 'damned if 
you do, damned if you don't'. 

As every woman is potentially a witch and it is witches who wreak havoc in 

the community, causing sickness and death, the notion that witches are women 
does not give rise to a sense of solidarity or power for women. Rather it 

fragments them in mutual suspicion of each other as witches. 

The following brief abstracts and summaries of long and complex meetings 
illustrate some key features of witchcraft accusations and give a sense of the 

difficult position of women. 

Nevenakau iya yoho yowau iya yoho ge kasiyebwa ge yaomal ha pwawa. 
(Where there are women there are witches and we find sickness and death.) 
(Damar, August 1990) 

These were Damar' s words during a particularly tense community meeting 
following the third death in this community. Davis, a two-month-old baby had 
been the first to die. Several months after Davis' death, Doko, a· well-respected 
man, died in the health centre at Bwagaoia and was brought back to the village to 

be buried. Two days after his burial, two year old Pwata became seriously ill and 
hovered between life and death for twenty-four hours. Much to everyone's relief 
he recovered. Ten days later Roki, a seemingly perfectly healthy man of thirty-
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two, suddenly died. The entire village was shocked and outraged by the death of 

Roki, a young man who left behind a wife and four children, the youngest only 
three weeks old. The medical diagnosis was heart attack; the community's 

diagnosis was 'shot by witches'. This was confirmed by the discovery of strange 

bruising on Roki's body. 
Each death and Pwata's illness had been distressing in its own right but the 

sequence of deaths, all said to be the result of witchcraft, was terrifying for this 

small community. There had been several awauli meetings that sought to resolve 

any conflicts that may have caused the sickness and deaths. Each meeting was 
attended by most of the adult population and lasted about five hours. Two days 

after Roki' s funeral another awauli meeting was held to discuss his death and re

open discussion on the previous deaths. One of the first men to address the 

meeting was clearly angry with women. 

Their [witches] ways are like war ways, they come and kill for nothing. You 
[addressing the women] can't deny that you know about these ways, we know that 
women can do this [witchcraft]. You must sit down in your groups [clans] and 
discuss this problem. If someone else dies then we'll take all the women from that 
same clan to jail, we'll fill the jails. Only men are dying. If another man dies then 
women can go and dig the grave and bury him because all the time women are 
going on boats too much and putting coffins on boats. (Paul, August 1990) 

The talk of boats is related to an incident of the previous night when some 

people had heard a boat, thought to be a witches' boat (yowau wali wag a) come 

to get someone else and take them off to be eaten. 

Paul tells the women that whoever knows about these things must get up and 
speak. The women, riow in clan groups, remain seated. The men's anger 
intensifies. They suggest that women don't want to get up because they have 
caused these deaths. One of the senior women finally stands and urges those 
women who have seen the boat and 'saw those people eating others' to get up and 
call out their names. One by one several women address the gathering, each 
woman proclaiming her innocence and pleading for the witches not to come and 
eat her children. As no one will ever dare accuse anyone of being a witch, an older 
woman finally declares to the group of women 'we all must say yes and send that 
boat away'. Mailca reveals that he has been told that Ebora witches were taking the 
Kakauwi (a cargo boat whose name incidentally means 'to trick') and using it to 
go and get people to eat and that there were five coffin boxes on the boat. At this 
stage three people had died. (Field notes August 1990) 

One of the last men to speak told the women, 

'It's up to you women to stop this!' (Damar, August 1990) 
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Nine days later Leabi died. As news of her death reached us at the main 
village of Ebora, the boat Kakauwi anchored in our harbour. This seemed to be an 
extraordinary coincidence. This boat that had brought the two coffins (Doko and 
Roki) back from Bwagaoia to Ebora was said to be the one the witches were 
using and had been 'seen' by people two nights prior to this with a coffin on it. 
And here it was the morning of Leabi's death! This proved to be the final straw 
for a sick man and his family who had been staying in the Aidpost. They fled in 

fear of their lives. Leabi was an old woman who had been sick for a long time 
and generally people thought her time to die was imminent. However as Leabi 
was the fourth person to die and there were allegedly five coffin boxes on the 
witches' boat there was a sense of great foreboding and the need to be alert. 

The community, already grieving for the dead and desperate to resolve this 
traumatic situation, was plummeted into more turmoil when a short time later 
three men became seriously ill and death once more threatened. Another meeting 
was held, tempers flared, women were accused and placated at the same time but 
nothing emerged that accounted for this continual strife. Two men recovered but 
Maika remained unwell for some time. 

Two months elapsed, the community still anxious and alert, the tension 
almost palpable and then news of another sudden death. Seven year old Gilbert 
became seriously ill in Bwagaoia and was dead four days later, the fifth death: -
the number of coffins allegedly seen on the witches' boat. 

At the final awauli Maletalla, Gilbert's grandfather, talked about how he 
put some leaves on his eyes and then slept and saw the bwagani ( a basket from 
Panaeati in which powerful witchcraft is done). He claimed to have seen the 
people who brought it here but said his wife would not allow him to speak their 
names. Damar, a senior village man, addressed the group and then turned to the 
women. 

If this thing [bwagani] stays there will be more trouble. Where there are 
women there are witches and we find sickness and death. You [women] 
really spoil things. (Damar, December 1990) 

As I write this story I wonder what the long-term repercussions have been, 
where did it really all begin and will it ever have an end? Indeed, as Lepowsky 
suggests, witchcraft and sorcery create endless cycles of suspicions and 
accusations which in tum create schisms among people in small communities 
who need to cooperate with one another for subsistence and survival (Lepowsky, 
1993:203). 

These deaths and illnesses were the cause of intense anguish, grief, anger, 
resentment and bewilderment. As each tragedy occurred the tension and anxiety 
escalated and caused deep divisions within the community. School children, who 
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had been going to the headmaster's house for extra tuition in the evenings, were 
kept at home for fear they would be the next victims of the witches. Many people 
requested lamps and kerosene so they could have a light going all night to keep 
the witches away. Women in particular seemed caught in an impossible situation, 
desperate to protect their children, feeling powerless to stop the deaths and yet 
being held responsible for them. 

Meri, the mother of baby Davis who had been the first person to die, 
remained the focus of people's suspicions. At the time of his death her grief was 
undoubtedly intensified because of her implicit association with his death 
( witches most often attack members of their own matrilineage). Her relationship 
with her affines was quite poor and she remained within her hamlet and indeed 
inside her house for the next eight months, far beyond any requisite mourning 
period. She was very aware of her precarious standing in the community as a 
result of Davis' death. For months she barely spoke, ate little and cried a lot. She 
longed to return to her own place and be with her tini (immediate family) but 
knew that she could not leave for that would indeed confirm the suspicions. She 
knew that someone had killed her child, most likely a woman in the community 
in which she lived, but she is never likely to know who or why. That Meri was 
responsible for the birth, survival, illness and then death of this child exemplifies 
the general situation of women in Misima society, their intimate association with 
both life and death. 

On Misima, witches invert the matrilineal ideology of nurture, for the 
greatest risk of witchcraft attacks comes from classificatory mothers. As witches 
female power is diffuse, negative and destructive, they mediate the supernatural 
forces of death. The antithesis of this is their power to give birth, to nurture and 
regenerate the lineage. At one moment women are cannibalistic consumers of the 
dead, at another givers of life and regenerators of the lineage. On Misima both 
powers are located in women's sexual organs so that female sexuality is the 
metaphorical source of both life and death and woman are thought to have some 
control over both these forces (see also Macintyre, 1987:211). Women are givers 
and takers of life, the chief mourners and the prime murder suspects. 

The trouble with death 

The sight of women at Roki' s funeral and their subsequent role in mortuary feasts 
threw into sharp relief the tension and divisions created by the events just 
described. 

The house where Roki lay in his coffin was full of weeping women. After the 
wailing subsided Meuli, Roki' s MZ, came in and spoke, saying this wasn't their 
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way, that no sickness had begun, they had only one son, he was like her child and 
so on. The tone of her voice was very accusing and had a sharp edge to it. She had 
the look of madness in her eyes. Everyone else in the room remained silent. When 
she had finished she fled to the kitchen and gave voice to her overwhelming 
distress and moaned and wailed for a long time. Later she sat by the coffin 
exhausted and somehow defeated. She looked very small. In the face of death I 
guess that is how she felt. 

The Women's Fellowship along with other women from the larger village 
of Ebora arrived in procession, carrying wreaths and floral crosses. They placed 
them on the coffin and then fell to the floor and wept. The mourning women 
formed a human sculpture around the coffin. Those who were near the coffin were 
touching it. Those further back were touching women who were touching the 
coffin and so on, layer upon layer filling the entire room. More impressive than 
their expression of grief for the loss of one of their 'children' was the image of 
strength and connectedness. Indeed their solidarity stood in sharp contrast to the 
fragmentation caused by witchcraft accusations and highlighted the separateness 
of the men who were outside in small clusters. (Field notes August 1990) 

The role of women in death and the subsequent mortuary feasts is 
prominent and in some ways paradoxical. The paradox arises in part from the 
construction of women's role in Misima society. Women are invested with the 
responsibility of producing and feeding all members of the social group; they are 
responsible for the growth of people as both physical and social beings. They are 
also responsible for the death of any member of the community; they are 
implicated in the destruction and decomposition of the person ( cf Mosko, 
1985:177f on Mekeo). 

All feasts in memory of the dead involve exchanges of food and/or 
valuables. Because almost all deat~s are believed to result from witchcraft they 
arouse dangerous and potentially sodally disruptive emotions that mortuary ritual 
practices attempt to assuage. The mortuary ritual sequence forces key members of 
the deceased person's social network ( affinal and cognatic kin) into continuing 
exchange relationships with one another despite the death of that person and the 
suspicion of foul play. 

Mortuary feasts are of central importance to the social life of every 
Misiman. They constitute the major focus of ceremonial life. Of the possible 
fifteen feasts held after someone dies, six of these take place in an ordered 
sequence following the death of any member of the community. The remaining 
nine, if they take place, are at the discretion of the intending sponsor. The time 
span between a person's death and the final feast is usually many years. The final 
feast is the largest and is given in memory of all the dead of a clan. 

Hagali are the mortuary feasts most commonly and frequently held and the 
recipient is always tongamagaman, a person from the deceased' s father's clan but 
of a different lineage. Hagali is even more clearly women's business than other 
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mortuary feasts and is an occasion where women are recognised for their 

individual efforts. Gifts of yams or pigs given in the context of this feast can 
create debts that if not repaid must be expunged by land transfers. Hagali 

prestations are obligatory for the surviving spouse to end the period of 
• 11 

mourrung. 
Hagali made by a woman in honour of her husband's relatives is one of the 

most important roles she is expected to fulfil. When she sponsors her hagali the 

husband's clan becomes indebted to her and will often give her rights to certain 
plantations of coconuts or betel nut or rights to garden on their clan land. These 
are known as enovin. The land is not permanently alienated but available for use. 

She will pass these rights onto her children but from then on the land follows the 

normal pattern of inheritance. For a woman who lives in her husband's village 
this ensures that her children have access to land if they decide to stay there. 

Acquisition of usufruct through the efforts of his wife enables a man to give his 

children access to land owned by his sub-clan without in theory creating friction 
with his sisters' sons (who would normally inherit this land). If no land is given 

in exchange for hagali, affines make a return hagali for one of her maternal kin 

later. 
A woman may feel obliged to make hagali to maintain the respect of her 

affines and prevent any gossip about her. The expression nige hi hahagali, ( she 

hasn't made hagali), questions the intrinsic worth of a woman as a clan member 
as well as her commitment to her husband and his clan. When I learnt that 
Monika would make hagali for her husband's father's mother, I was told that she 
needed to make this hagali as she had been disrespectful to her affines by her 
violent actions in the house where the body of her husband's father lay before 

burial. 

Monika was living in the house where the body [her husband's FM] was brought 
to prior to burial. After the burial she would sometimes fight with her husband and 
hit the walls. Because of this she will make hagali. (Jenet, June 1991) 

The amount and type of food for hagali is quite specific. There must be five 
baskets of yams of the type la, one of the type sakaiya and one of the type 
baliman. There is a special basket ( veyagas ), in which the uncooked yams are 

11 
Hagali feasts are sometimes sponsored by close maternal kin but most commonly by affinal 

relatives (female in-laws). The form of both types is identical. Of the nineteen hagali prestations 
for which I have information eleven were sponsored by affinal relatives, four sponsored by 
daughters in honour of their fathers, two by wives and two by close maternal relatives. More than 
one person can make hagali for the -same person. I have one account where five women made 
hagali for the same person. In this instance the person remembered was the husband's father of 
three sponsors and the father of the other two sponsors. See (Weiner, 1977, Weiner, 1988, 
Weiner, 1978) on sagali mortuary feasts in the Trobriands. 
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arranged. These baskets are very large and blackened by putting the basket above 
the cooking fire. There must also be one basket of taro with the tops left on and a 
wooden dish containing a mixture of yams and taro. Each basket is carefully built 
up in a pyramid shape as a sign that it is hagali food. Sago porridge is also made. 
Live pigs are only included in the prestation if the hagali is the occasion when a 
mourning restriction is terminated. 

A woman desiring to sponsor must plan ahead as it requires a large amount 
of harvested yams for the feast to be held. Often the intention to sponsor hagali, 
where it is not obligatory as in the case of a widow or widower, is not made 
public until the sponsor ascertains that her yam harvest is plentiful. Although her 
maternal kin can support her with gifts of food the bulk of the food must come 
from her own gardens. Prior to the day when this prestation is made, women from 
the sponsor's clan gather in a house to stack the veyagus in order to make sure 
that the amount of yams is sufficient. This is referred to as huwa babosa (huwa 
(pile up), babosa (trial)). This can take several hours, as each basket is carefully 
stacked into a pyramid shape. When it is decided that there are enough yams the 
baskets are unstacked and taken to the house of the sponsor where they will be 
stacked on the day of hagali. 

The standard price for hagali is two kina (approximately $A3) per basket. 
Only the baskets of yams are counted which makes the maximum price ten kina. 
People who are chosen to receive the food are usually those with access to 
money. A woman can enhance her name in the community, gain rights to land for 
her children and convert surplus yams into money. 

Because of the number of mortuary feasts, obligatory and optional, and the 
time span from the time of death to the final feast people are involved in working 
for the dead for most of their adult lives. It is the main arena for the exchange of 
goods and the most recognised area for gaining social prestige. Despite the fact 
that mother's brothers in particular, and men in general, are seen to be in charge 
of these affairs and are acknowledged as sponsors of the various feasts ( with the 
exception of hagali done by female in-laws) women's contribution to these feasts 
is paramount and acknowledged readily by the men. No feast can be held without 
the co-operation of women. Their ability as gardeners is crucial for the 
continuation of the group in various ways. They are expected to feed their own 
family and also to respond to the request for food in other contexts, mortuary 
feasts being the most common and demanding events. Women who cannot 
produce enough food to feed their own family are thought -of as rubbish 
(musamusa) women and are marginalised by the community. Women are the 
focus of derogatory remarks about the inability of parents to feed their families. 
If a woman is not a good gardener she cannot hope to fulfil her obligations to her 
clan, her affmes or her work group. 
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The yams that women grow feed people on a daily basis and are used in 

mortuary feasts to feed the living and honour the dead. One of the most striking 

features of these feasts is the sheer quantity of food women must produce. They 

must provide food for those who provide food, for those who carry food, for 

those who bring gifts , for those who help in the preparation of a feast, for the 

workers at a feast (the men who cook pigs and sago pudding) and women who 

bring and cook food for others. I could never determine where it all began nor 

where it would end and of course in many ways it has no beginning or end but 

rather embraces the entire community over a long time past and for the 

foreseeable future in this spiralling cycle of gift and reciprocity, of indebtedness 

and gratitude of giver and receiver with women as central actors. 
12 

The trouble with women's health 

An examination of the lives of Misiman women reveals that a narrow focus on 

women's health as an attribute of procreative behaviour occludes their 

susceptibility to many other health problems arising from the tensions and 

hardships of daily life and the cultural construction of 'women.' There is a 

tendency to look at women's health at a specific time, most often when she is 

pregnant. Public health programmes for women have traditionally placed 

emphasis on maternal and child health concentrating on pregnant women and 

their children and neglecting other women's health issues. 

In part the 'trouble' with women's health programmes is a narrow focus on 

reproductive health. Women's health problems, whether pregnancy-related or 

not, are inseparable from the overwork and poor nutrition and the economic and 

physical hardships they endure 'under global conditions ... [that have] pressured 

governments to cut back local health services (Ginsburg and Rapp-;- 1995: 14). For 

women on Misima their perilous health status reflects the cumulative effect of all 

they have experienced over a lifetime including the particular cultural 

construction of women as producers of life and harbingers of death. 

In the next chapter I will consider that very moment when life and death are 

so poignantly and bloodily combined - when women die in childbirth. I move 

back to the global literature on maternal mortality and situate PNG and Misima 

therein. Misima is distinctive not just in the prevalence of persisting fear of 

12 

It is not my intention to imply that these exchanges are static and unchanging for there has been 
much to affect these mortuary exchanges and they are the focus of on-going discussions and 
heated debates within the community and further afield between anthropologists (see for example 
Damon and Wagner, 1989 and ). On Misima the use of money to purchase store goods 
undennines the value of women 's yam contributions. The perception of escalating 'gifts' and 
resulting indebtedness led one village to suggest that it was all out of hand and they should do like 
the dimdims 'Europeans' - church service and burial finish! 
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women as witches but in the continuing, alarmingly high rates of maternal 

mortality. Again these derive from the broader economic, political and cultural 

constraints on women achieving good health and well being. 

Plate 6.2 Waine performing garden magic to ensure a good yam harvest 



Chapter Seven 

DEALING WITH DEATH 

[I]n the world as a whole, every minute a woman dies as a result of 
complications during pregnancy and birth. (World Health Organisation, 
1993) 

A chapter on Maternal Mortality in the third world is missing from the 
universal history of infamy. It is difficult to believe at the end of a century 
which has been marked by advances in science and technology, that women 
are still dying from toxaemia, haemorrhages and infections which in most 
cases could have been prevented. (Hiriart, 1991) 

DEAD WOMEN DO COUNT 

'World Health Day highlights scandal of 600,000 maternal deaths each year'. 

So read the headline of the World Health Organisation press release on April 6, 

1998. According to the press release, every day at least 1,600 women die from 

the complications of pregnancy and childbirth, a minimum of 585,000 women 

dying every year. In addition, each year over 50 million women suffer from 

complications during pregnancy or delivery, many of which lead to long-term and 

debilitating health problems. 'This situation cannot be allowed to continue', says 

Dr Hiroshi Nakajima, director general of the WHO. According to the report, an 

investment of as little as US$3 per person could prevent most of these maternal 

and newborn deaths and disabilities (Vvorld Health Organisation, 1998). 

This latest figure from WHO, using a new approach to measuring maternal 

mortality, is around 80,000 deaths more than earlier estimates. For some this is 

indicative of a substantial underestimation of maternal mortality in the past 

(AbouZahr, et al., 1996). However it seems entirely possible that this increase of 
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80,000 is simply the result of the 'new approach' to measuring maternal 
mortality. The various ways maternal mortality is estimated and the consequent 
difference in the numbers is discussed later in this chapter. 

Of all the health statistics monitored by the World Health Organisation 
maternal mortality is the one with the largest discrepancy between developed and 
developing countries. For example in the developing world, infant mortality is 
about seven times higher than in developed countries whereas maternal mortality 
is about eighteen times higher. 

Despite the searching critiques of the concept by feminist anthropologists 
(see critique of concept by Robinson, forthcoming) the 'status of women', is a 
variable frequently used by development agencies and demographers. Maternal 
death rates are often linked to income, employment, education, health and fertility 
as well as women's roles within the family, the community and the society. The 
'status of women' implies a comparison to the 'status of men' and should 
therefore pose the question of social justice in a society and between societies. 
Despite the rhetoric of social justice, discrimination against women was and is a 
contributing factor to maternal mortality. Such discrimination is often hidden 
within the broader categories of poverty and underdevelopment that too often 
have assumed men, women and children are at an equal disadvantage in health 
terms. 

Maternal mortality in the international arena: causes and determinants 

Over recent years sufficient evidence has emerged to bring maternal deaths to the 
attention of national and international agencies. The effect has been achieved 
using a variety of presentations, from alarming scenarios equating the level of 
mortality to a jumbo jet crashing every four hours (Potts quoted in World Health 
Organisation, 1986b), to depressing case histories (Kwast, 1987), to estimates of 
over 500-fold differences in the range of lifetime risks between developed and 
developing countries (Hertz and Measham, 1987). 

In a press release for 'World Health Day', WHO declared that the 'scandal 
of maternal death is not only a matter of health care but also an issue of social 
justice' (World Health Organisation, 1998). 

The risks that women face in bringing new life into the world are not mere 
misfortunes or unavoidable natural disadvantages but rather injustices that 
societies have a duty to remedy through their political, health and legal 
systems. (World Health Organisation, 1998) 

The international study of maternal mortality reflects different analytical 
concerns. Some researchers emphasise maternal mortality as a correlate of 
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pregnancy and childbirth (Graham, et al., 1988, Ziskin, et al., 1979) while others 
focus on linking women's reproductive health to fertility (Winikoff, 1983). 

Maclean (1985) argues for a focus on the local state of affairs which enable us to 
see the relationship between high maternal mortality rates and poor socio

economic conditions in which the most affected women live (see also Women's 

Global Network for Reproductive Rights, 1992). 
While the term 'causes' refers to immediate obstetric causes of maternal 

death, 'determinants' refers to factors determining maternal mortality level in a 
population at a given time or place (Loudon, 1992:43). There are two different 
views on maternal mortality determinants. The first view emphasises clinical 

standards of care, suggesting that maternal mortality is determined most of all by 
the quality of obstetric care. Thus high maternal mortality is related to poor 
obstetric practice and low maternal mortality is related to good obstetric practice 
(see McCarthy and Maine, 1992:28). As discussed in chapter one the link 

between high maternal mortality and poor obstetric care was evident in 

nineteenth century Vienna and England but was denied by the medical 

profession. Currently the emphasis is on the relationship between high maternal 
mortality and the absence of obstetric care - another dubious assertion as 
discussed in chapter one. The second view emphasises standards of living. This 

view argues that concentration only on the quality of obstetric care may obscure 

the real or underlying cause of maternal mortality, notably poor maternal health 
as a result of social, economic and nutritional deprivation (Loudon, 1992:44) 

Fathallah (1987) describes the 'long road to maternal death' that women 

follow, from underlying socio-economic conditions of life to demographic and 
health service factors that contribute to death. For Thaddeus and Maine 

(Thaddeus and Maine, 1994) 'delay' is the most pertinent factor contributing to 

maternal deaths. Their concept of delay incorporates different aspects of delay 
and thus includes a number of factors including 'women's status', distance from 
health care facility, distribution of facilities and shortage of hospital supplies. A 

conceptual framework outlining the links between maternal mortality and 
morbidity and the proximate, intermediate and distant causes which includes 
aspects of the social, cultural and economic environment has been outlined by 
various scholars (see McCarthy and Maine, 1992, Tinker and Koblinsky, 1993). 

Just as the study of maternal mortality reflects different analytical concerns 
the use of maternal mortality ratios similarly reflects different concerns and 
agendas, nationally and internationally. Much of the international literature on 
women's reproductive health is based on death rates. As international agencies 
attempt to mobilise resources in an attempt to redress health inequities, the sheer 

numbers of women who die in the prime of their lives proves an effective statistic 
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in winning support. There is a bitter irony that women count after they die, that 
many come into prominence only in maternal mortality statistics. 

Maternal deaths 

Intuitively one would expect the definition of maternal death to be a simple 
matter. Childbirth is a memorable event and death in childbirth even more so. In 
practice however matters are not so clear-cut. If the definition of maternal death 
is to include all deaths due to pregnancy and childbirth it must include deaths 
taking place from conception to some time after the birth. For example, deaths 
before birth may be due to abortion or ectopic pregnancy, during childbirth, a 
woman may die from an antepartum or postpartum haemorrhage, after the birth 
death may be the result of puerperal sepsis. Consideration must also be given to 
the fact that not all maternal deaths can be attributed to the conditions solely 
resulting from pregnancy. Some are caused by pre-existing conditions that are 
aggravated by the pregnancy, for example hepatitis. This is reiterated in the 
definition of maternal deaths in the International Classification of Diseases 
(World Health Organisation, 1977) (ICD-9). 

A maternal death is defined as the death of a woman while pregnant or 
within 42 days of termination of pregnancy, irrespective of the duration and 
the site of the pregnancy, from any causes related to or aggravated by the 
pregnancy or its management but not from accidental or incidental causes. 
Maternal deaths should be subdivided into two groups: (1) Direct obstetric 
deaths; those resulting from obstetric complications of the pregnant state 
(pregnancy, labour and puerperium), from interventions, omissions, 
incorrect treatment or from a chain of events resulting from any of the 
above. (2) Indirect obstetric deaths: those resulting from previous existing 
disease or disease that developed during pregnancy and which was not due 
to direct obstetric causes, but which was aggravated by physiologic effects 
of pregnancy. (World Health Organisation, 1977) 

The implications of this definition have been widely discussed (Fortney, 
1987, Graham and Airey, 1987, Walker, et al., 1986) as well as the effects on 
estimates of maternal mortality of limiting the period after the end of pregnancy 
to forty-two days (Walker, et al., 1986, World Health Organisation, 1987). Indeed 
one of the difficulties of comparing levels of maternal mortality obtained in 
different studies is a difference in the operational definition of 'maternal death'. 
The committee on Maternal and Child Care of the American Medical Association 
includes deaths that occur within ninety days of the termination of pregnancy 
(World Health Organisation, 1981 ). A group working on health statistics decided 
to include all known deaths of women known to be pregnant and thus extended 
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the definition. Thus maternal deaths are sub-divided into three groups, direct 
obstetric cause, indirect obstetric cause and coincidental death, that is the death of 
a woman known to be pregnant but whose death is not associated with her 
pregnancy or birth. The working group conceded that 'in many situations it will 
not be possible to obtain information of all deaths in the three categories but 
certainly the principles should be maintained' (Working group, 1983).

1 
As 

Graham suggests the important point to note is that the defmition is by time-of
death rather than cause-of-death (Graham, et al., 1989: 129). 

Although the number of maternal deaths in a given locality is a useful 
measure of magnitude and can contribute in planning maternal and child health 
services as well as analysing the causes of death, it cannot be used as an indicator 
to measure change or to make comparisons between locations (Royston and 
Armstrong, 1989: 13). Moreover the total number of maternal deaths is a function 
of two variables - fertility, that is the probability of becoming pregnant and, once 
pregnant the risk of dying from maternal causes. 

Muddles in the models - maternal mortality rates and ratios 

Even among experts in the field there are discrepancies in both the definition and 
use of the various terms (personal communication Dr Terry Hull June 12, 1999). 
For example in their reviews of economic and social development the World 
Bank and United Nations Development Programme (UNDP) use different terms 
and defmitions. However, from the above, it would seem that the probability of 
maternal death is made up of two distinct components: the probability of being 
pregnant or having delivered within the last forty-two days and thus at risk of 
maternity-related death, and the probability of dying of pregnancy-related causes 
once pregnant or recently delivered (Graham and Airey, 1987).- The maternal 
mortality rate (MMRate) reflects the first component as it calculates the number 
of maternity-related deaths in a population of women of childbearing age in a 
given time frame (Iskandar, et al., 1996:2). The MMRate is a function of both the 
prevalence of pregnancy and the risk of dying from pregnancy-related causes and 
can be substantially influenced by both the prevalence of family planning and by 
improvements in obstetric care (Fortney, 1987:110). The maternal mortality ratio 
(MMRatio) is an expression of the latter component and compares maternal 
deaths to live births. MMRatio incorporates women once they are pregnant. This 
measure is not influenced by the prevalence of family planning but can be 

1 
In countries where the maternal mortality rate (MMRate) is high, the bias introduced into 

estimates of maternal mortality by the inclusion of external causes is justified on the grounds that 
it is thought to be low and well worth the overall improvement in the total estimate (Royston and 
Armstrong, 1989: 13). 
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affected by improvements in obstetric care - hence MMRatio is only an indicator 
of obstetric risk in a population (Boerma, 1987:214, Fortney, 1987:109). 
MMRatio is often erroneously referred to as MMRate. However it is a ratio by 
virtue of the fact that in the formula the numerator (maternal deaths) and the 
denominator (live births) refer to two different categories (Shahidullah, 1994:6). 
MMRatio measures a woman's chances of dying from pregnancy and should, 
theoretically, relate the number of maternal deaths (as the numerator) to the total 
number of pregnancies (as the denominator). The numerator should include all 
deaths defined as maternal deaths in a given time interval, and the denominator 
all episodes of pregnancy occurring in the same time interval, regardless of their 
outcome. In practice, however, neither concept can be generally employed. 

Even in countries with the most advanced and efficient registration systems, 
women whose pregnancy results in a spontaneous abortion any time during 
the first 28 weeks are not registered and hence are automatically excluded 
from the population at risk of dying from a maternal death. [S]imilarly, the 
recording of pregnancies that result in a late fetal death is often far from 
complete. (Royston and Armstrong, 1989: 13) 

As a result, the population at risk of maternal death is generally taken as the 
number of live births, which is assumed to be a good proxy indicator of the 
number of pregnancies. It is difficult to ascertain the true number of pregnancies 
and (supposedly) relatively easy to ascertain the number of live births in a 
population (Royston and Armstrong, 1989: 13, Winikoff and Sullivan, 1987: 129). 
Considering these factors it is not surprising to learn that official maternal 

- mortality rates are inaccurate, mostly underestimated according to Royston and 
Armstrong (1989: 14). Some of the bias that constitutes this inaccuracy can be 
attributed to incorrect classification. There may be many reasons, social or 
religious reasons for example, for not classifying a death as a maternal death. If a 
maternal death results in an inquiry it is not difficult to imagine that in many 
places this constitutes a strong incentive for health personnel to attribute maternal 
death to a less blameworthy cause. The inaccuracies are not restricted to countries 
in the developing world. There is evidence to suggest that even in countries 
where all or most deaths are medically certified, maternity-related mortality can 
still be grossly underestimated (see Smith, 1984, Ziskin, et al., 1979). 

There are various approaches deployed to measure maternal mortality and 
each approach has its shortcomings (see Royston and Armstrong, _ 1989: 18f). The 
direct estimation methods include the use of hospital data, use of other health 
records, cause of death enquiries and household enquiries. Indirect methods 
include demographic estimation techniques and various social techniques to elicit 
people's opinions on priority health problems. The complexities involved in both 
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the collection of data and the calculations of the various estimates highlight many 
issues relevant to women's health and will be discussed later in the chapter. 
Given the many difficulties of gathering reliable data, particularly in developing 
countries, in order to get 'good data' on maternal mortality more effort has to be 
made and additional money spent. However Royston and Armstrong are cautious 
about going down this road. 

Whether the additional costs and efforts are worth while [sic] will depend 
on the uses to which the data are put. In general, the more precise the 
information the greater the cost, and it may well be that in order to plan and 
implement interventions aimed at improving women's health a broad order 
of magnitude suffices. (Royston and Armstrong, 1989:15) 

According to Iskandar et al, generally the data available today are as bad or 
worse as the results of studies in the 1930s, because registration systems are 
totally inadequate to the task of measuring rates and ratios and indirect estimates 
are fraught with bias (Iskandar, et al., 1996: 1). There are many difficulties 
entailed in obtaining reliable data on health patterns in developing countries. One 
of the obstacles is an inadequate administrative infrastructure that makes it 
difficult ( or impossible) to collect accurate and complete information of the most 
basic kind. This results in a serious underestimation of the prevalence of disease, 
a large number of deaths go unrecorded and their causes remain unidentified ( see 
Doyal, 1979:96-99). In order to make some sort of assessment of the health 
situation in developing countries any available information is used, despite its 
limitations. And yet one may ask should the emphasis be on improving the 
accuracy of the data or the efficacy of the health system. 'Poor data' is often an 
indication of the very poverty of the life and health that is being measured. 

Maternal Mortality in Papua New Guinea 

Maternal mortality is a sensitive indicator of gender inequity in human and social 
development. In effect, maternal mortality provides a litmus test of the social and 
economic status of women, their access to health care, and the capacity of the 
health system to respond to their needs. Given the enduring crisis of high 
maternal mortality estimates in PNG 'development' has been spectacularly 
unsuccessful in responding to the needs of women. For women of childbearing 
age, the primary causes of death are complications arising from pregnancy and 
birth. 

Notwithstanding the ineffectiveness of many MCH programmes as 
discussed in this thesis, MCH is an area that governments ( and international aid 
agencies) believe will improve the health and well being of women. This being 
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the case we would expect a significant proportion of the health budget to be 
directed to MCH activities. Analysis of government health budgets reveals that 
many developing countries allocate less that twenty percent to their maternal and 
child health programmes. Moreover mothers are often seen primarily as vehicles 
for child health, so very little of the twenty percent allocated to MCH actually 
benefits the women directly (Howard, 1987). Royston and Armstrong, among 
others (see Deger, 1987), suggest that: 

If the case for improving maternal health care were to attract only a fraction 
of the political commitment to defence issues, huge progress could be made 
towards saving maternal lives and protecting families from the misery and 
insecurity occasioned by the loss of such a valuable member. (Royston and 
Armstrong, 1989:220) 

Hull observes that in Indonesia, the 'chronic underspending on health' is 
indicative of an 'institutional lack of commitment to saving lives' (Hull, et al., 
1996: 14). The same can be said of the situation in PNG. 

Despite the large numbers of MCH clinics throughout PNG the demand for 
statistical reporting and the meeting of numerical targets has meant that the focus 
on infants, rather than mothers, persists and antenatal care is almost non-existent. 
Various researchers have suggested that this has contributed to the persistence of 
high maternal mortality rates (see Table 7.1). 

Table 7.1 
Maternal mortality rates in PNG 1962 - 1982 

"Author 1 ·v~~,r , j ;~f~f' -li~J&g~al:mbrtality .per 

Stanhope 1962 Trobriand Islands I 11 

Stanhope et al 1963-66 Baiyer Valley I 7 

Johnson 1971 No access to MCH I 20 

Johnson. 1971 PNG I 10 

Vaca& Bird 1973-5 Urban I 2* 

Vaca & Bird 1973-5 Rural I 8* 

Vaca & Bird 1973-5 PNG I 7* 

Mola & Aitken 1976-83 Urban I 2 

Mola & Aitken 1976-83 Rural I 20 

Mola & Aitken 1976-83 PNG I 8 

Barrs & Blackford 1980-82 Milne Bay Province I 1 O 

Source: PNG Med J 1977 Vol 20, PNG Med J 1984 Vol 28(4), PNG Med J 1989 Vol 32(1), PNG 
Med J 1989 Vol 32(1) 

* Low level believed to be the result of under reporting. 
Statistics reported from the National Maternal Mortality register from 1970 onwards. 
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The statistics presented here are not true indicators of the actual rate of 
maternal deaths as the percentage of maternal deaths reported to the national 
register is thought to be almost negligible. Mola revised his initial suggestion that 
less than twenty-five percent are reported to less than ten percent (Mola, 
1985:242-44). Despite the inaccuracies and inadequacies of the statistics, what 
emerges is an alarming picture that indicates no reduction in the incidence of 
maternal mortality over a twenty-year period despite the increasing availability of 
medical services. Whilst acknow !edging that the delivery of health services in 
PNG is clearly hampered by economic and geographical constraints, such factors 
cannot be solely responsible for persistently high maternal mortality rates. As 
suggested in chapter three, inappropriate intervention resulting from an inability 
to perceive the relevance of indigenous cultural attitudes and beliefs was further 
compounded by an uncritical application of Western medicine. Furthermore an 
analysis of the development of medicine in PNG reveals that the subject of 
women's health was rarely taken up as an issue and that childbirth was almost 
ignored (see chapter three). Thus the development of medical services has 
contributed to such perduring high maternal mortality rates by ignoring women's 
health issues and/or by inappropriate intervention. This is not to suggest that it is 
only Western medical practices that can be detrimental to health, as some 
indigenous practices in PNG may also contribute to increase the risks of 
childbirth. 

Sporadic and incomplete reporting of maternal deaths, particularly in rural 
areas where the risks of pregnancy and birth are greater, led many people to 
suspect that maternal mortality rates might be considerably greater than 
previously estimated. These suspicions were confirmed by the 1990 estimate of a 
maternal mortality ratio of 930 deaths per 100,000 live births. This is one of the 
highest ratios in the world and has rightly caused concern among lhose involved 
in health planning and policy in PNG, at national and international levels (see 
Table 7.2). According to these figures about 1,200 women die each year as a 
result of pregnancy. An indigenous woman in PNG has a 1 in 17 chance that 
pregnancy or childbirth will cause her death. By contrast, the lifetime maternal 
death risk for women in the developed world in 1 in 1500 (Government of Papua 
New Guinea and United Nations Children's Fund, 1996:64). While it is agreed 
that MMRates and MMRatios in PNG are unacceptably high, the data on which 
this assessment is made are remarkably unreliable 
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Table 7.2 
Comparative maternal mortality rates of selected countries 

:country :;~MRJ)er 1oo;OOif ~6JqJts iljg~~;,r;t 'i>y 'healtlk 

Australia 5*'* 100% 

China 95* 94% 

Fiji 90* 98% 

India 570* 75% 

Indonesia 650* 44% 

Kenya 650* 28% 

Nepal 1500* 6% 

New Zealand 10** 100% 

Papua New Guinea 930* 43% 

Papua New Guinea 370*** 53% 

Papua New Guinea 775**** Not available 

Samoa 35* Not available 

Vanuatu 280* Not available 

Source: 
"UNDP Country Human Development Indicators 1994 (United Nations Development Program, 
1994) and WHO/PNG Department of Health 1996 unpublished data. 
* WHO and UNICEF 1996 (World Health Organisation, 1996) 
** Population Reference Bureau (1997) 
***National report of the Demographic Health Survey 1996 (National Statistical Office, 1997) 
****WHO/UNICEF 'Revised 1990 estimates of Maternal Mortality', (World Health Organisation, 
1996} 

This estimate of 930 deaths per 100,000 live births, produced by 
WHO/UNICEF, uses a statistical model to calculate the proportion of deaths of 
women of reproductive ages. In the case of PNG this model predicted that of all 
women aged between 15-49 who die, twenty-two percent would die from causes 
related to pregnancy, birth or puerperium. This figure, known as the 'proportion 
maternal' is then applied to UNDP life tables and population estimates. UNDP 
estimates for PNG in 1990 indicate that 5,600 women died, and there were 
132,300 births in the same year. The number of maternal deaths is calculated by 
multiplying the number of deaths (5,600) by twenty-two percent to arrive at the 
'proportion maternal' of 1,232. The formula for estimating :NilvIRatio is the 
number of maternal deaths (1,232) multiplied by 100,000 and then divided by the 
number of live births (132,300) to arrive at the figure of 930 maternal deaths per 
100,00 live births for 1990. This figure is based on two pieces of 'hard' data: an 
estimated general fertility rate (GFR), and the percentage of live births assisted 
by a trained attendant (physician, nurse, trained midwife). The value used for 
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attended births in the model for PNG was forty-three percent (Stanton, et al., 

1995). 
The WHO/UNICEF estimate and the method of calculation was recently 

challenged in the 1996 Demographic and health survey (DHS) (National 
Statistical Office, 1997). Although I remain unconvinced by the validity of any 
percentage estimate of 'births attended by trained personnel' the DHS estimates 
this to be fifty-three percent whereas the WHO/UNICEF estimate was forty-three 
percent. The DHS estimates of the 'proportion maternal' (the proportion of all 
deaths of women of reproductive ages due to maternal causes) was 18.3% 
whereas the WHO/UNICEF estimate was 22%. The discrepancy between these 
percentages along with the inability of the WHO/UNICEF calculations to 
consider two other key factors

2 
led the DHS to conclude that 

[T]he value of 930 emerging from the[WHO/UNICEF] model greatly 
overstates the true maternal mortality ratio for PNG. (National Statistical 
Office, 1997:90) (emphasis added). 

Despite the fact that for demographers the word 'true' has a very particular 
meaning when the various 'estimates' that make up a maternal mortality ratio are 
revealed the idea of a true ratio seems to be a mirage. 

The DHS decided that the indirect sisterhood method would give a more 
'accurate' estimate of maternal mortality. Indirect methods of estimating 
mortality were developed for use in countries with deficient ( or non-existent) 
death registers as an alternative way of producing mortality estimates. The 
sisterhood method is an indirect method developed relatively recently by Graham 
_et al (Graham, et al., 1989). This method is easy to administer, requires little time 
and is inexpensive. These factors are likely to encourage many 12eople working in 
developing countries to use this model. Indeed in a report on their work in the 
Solomon Islands O'Brien et al found the sisterhood method 'easy to administer, 
inexpensive and quick' and recommended it as a measurement tool to other 
developing countries (O'Brien, et al., 1994:269). In accordance with this model 
the DHS interviewers asked 5,000 women five basic questions. The preamble to 
each interview was: 

I would like to ask you some questions about all your sisters born to your natural 
mother. (National Statistical Office, 1997: 196) 

2 
DHS argues that the general physical stature of women and their nutritional status are both 

inversely related to maternal mortality. According to the Demographic and Health Survey, both of 
these are positives for PNG in comparison with most developing countries at a comparable level 
of economic development. (National Statistical Office, 1997:90) 
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The questions were: 
1. How many sisters did you ever have including those who are now dead? 
2. How many of your sisters ever reached age twelve? 
3. How many of your sisters who reached age twelve are alive now? 
4. How many of your sisters who reached age twelve are dead? 
5. How many of these dead sisters died during pregnancy, childbirth, or the six 
weeks after the end of a pregnancy? 

One of the technical difficulties of the sisterhood method is that it is based 
on retrospective reports of relatively rare events over a long period of time. The 
information collected by the DHS provides only one figure, an estimate of the 
maternal mortality ratio for a point in time approximately twelve years prior to 
the survey. There are other technical aspects of the sisterhood method that have 
been called into question and many believe that this method underestimates the 
maternal mortality ratio (see Iskandar, et al., 1996: 10, Shahidullah, 1994: 16, cf 
Trussell and Rodriguez, 1990:345). Garner et al used the sisterhood method in a 
recent study in East Sepik Province and found that careful anthropological tracing 
revealed more deaths than asking mothers at a survey whether they had any 
sisters who had died (Garner, et al., 1994). 

Apart from the technical concerns there are also difficulties associated with 
the questions. I wonder how many times that the term 'natural' mother had to be 
qualified given the widespread practice of adoption and the diversity of kinship 
terminologies in PNG? Similarly unless the term 'sister' is adapted to the specific 
cultural context the results could be very misleading. Extended families and the 
frequent extension of sibling terms to collaterals or other generations make the 
'sister' question difficult to answer as people have many 'sisters' related to them 
in various ways. The phrase 'born to the same mother', may help overcome the 
ambiguities in the term 'sister' and clarify the term 'natural' mother. The 
question about dead sisters may also be problematic. In some societies if a baby 
is still born or dies soon after birth or even within the first year it is common 
never to refer to this infant or remember it in genealogies. The question in 
relation to a specific age may present difficulties for people living in communities 
where keeping track of age is not important. Perhaps the question that may yield 
the poorest results is the crucial question relating to maternal deaths. Pregnancy
related deaths in the first trimester are almost universally under-reported, 
particularly in the case of abortion-related deaths (Graham, et al., 1989: 129). For 
women who die in early pregnancy it may be that no one knew they were 
pregnant. If the sister who died during pregnancy, birth or after was unmarried it 
may be inappropriate to reveal her pregnant state to anyone, let alone strangers 
collecting detailed information for governments or foreign agencies. Indigenous 
beliefs surrounding pregnancy, marriage and sudden death in an adult might lead 
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to a pregnancy being ignored or not publicly admitted to by relatives. Recalling if 
someone died six weeks after the birth may present difficulties in societies where 

time is not constructed with such precise linear markers or dates. Despite these 
limitations, somewhat surprisingly, the DHS confidently assert, 

But the advantages far outweighed [the disadvantages]: ease of application 
in the field, and the possibility of providing for the first time an accurate 
estimate of maternal morality in PNG ... (National Statistical Office, 
1997:88) (emphasis added) 

By definition an estimate can never be entirely accurate. Given the endless 

'estimates' that make up maternal death rates or ratios accuracy is not something 
that can be confidently asserted for these figures. The DHS estimated a ~atio 

of 370 per 100,00 centred on 1984. The WHO/UNICEF estimate was 930 per 

100,000 in 1990. These figures are not necessarily indicative of better or worse 
maternal mortality ratios but rather exemplify the differences achieved using 

different models and different calculations. So which figures should be used to 
monitor the maternal mortality ratio in PNG? There has been an agreement that 
the old WHO/UNICEF estimate (930 per 100,000 live births in 1990) needs to be 

replaced. There is however a technical question as to what to replace it with. 

WHO/UNICEF documents suggest using the DHS 'proportion maternal' (18.3%) 

and applying this to the population projections and life tables using the UNDP 

estimates. The result of this calculation is the new WHO/UNICEF estimate of 

775 maternal deaths per 100,000 live births in 1990. This is based on the UNDP 
1990 life tables and population estimates and assumes that the 'proportion 

maternal' has not changed between 1984 and 1990. However, the DHS team is 

not willing to change their estimate. 

We stand by the quality of data collected in the 1996 DHS, and the 
accompanying estimate of 370 maternal deaths per 100,000 live births 
centred on 1984. (National Statistical Office, 1997:91) 

In order to resolve this dispute the National Department of Health is calling 
a meeting of technical staff from Health, the National Statistics Office, National 
Planning and Implementation, WHO and UNICEF to discuss these issues and 
arrive at an agreement about the estimate to be used for monitoring purposes. 
This would seem to be a futile exercise for regardless of what figure they agree 
on, according to one demographer, in the absence of a dependable vital 
registration system which records all deaths it is impossible to calculate a 

maternal mortality ratio let alone use any derived estimation to monitor maternal 
mortality rates (Personal communication Dr Terry Hull June 15, -1998). Of course 
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the determination that the maternal mortality ratio is 370 or 930 per 100,000 
births will not affect the know ledge that the causes of maternal death include 
specific, immediate events, but the determinants of maternal mortality include 
geographic challenges and economic barriers. This still leaves the problem of 
how to redress the comparatively high maternal mortality reported for PNG. 
Suggestions for reducing maternal mortality must consider the different roles that 
families, communities, and the medical profession play in caring for pregnant 
women in different ecological settings (Iskandar, et al., 1996:2). In order to move 
the issue beyond counting dead women Iskandar et al developed the Rashomon 

technique. 

Moving from numbers to stories - the Rashomon technique
3 

This technique is based on the premise that for any event different people will 
have different perspectives as to what happened and why it happened. The 
technique presumes a dramatic shared event, in this case maternal death, an 
indeterminate number of witnesses who were able to influence the outcome (i.e., 
medical staff, birth attendant, family members) and who can provide a detailed 

account and interpretation of the event and another person to analyse the different 
perspectives. In the first instance, analysis of the stories seeks to determine what 
people said about their own roles, the roles of others and what they interpret as 
the 'cause' of death. Then the investigators undertake a summary analysis of the 
whole case. 

3 

What Rashomon offers that other qualitative and quantitative research 
techniques do not is the assurance that different perspectives on the events 
leading to a maternal or infant death are given adequate recognition in the 
recording of the narrative and the interpretation of the meaning of events 
related by different witnesses. (Hull, et al., 1996:14) 

In Rashomon the different perspectives are revealed in their equally 
engaging stories, and compared and contrasted on an equal basis . . . (Hull, et 
al., 1996: 14) ( emphasis added) 

The Rashomon technique takes its name from a 1950 Japanese film directed by Alcira Kurosawa. 
The plot of the film was based on two short stories exploring the dilemmas of reconciling 
different 'truths ' related by a number of participants in an emotionally disturbing experience. In 
Rashomon the incident was a rape and murder and the 'viewer is impressed with how each 
participant' s story has a vivid ring and detail which makes it believable, yet each is so 
contradictory to the others that the notion of one being 'true' is untenable. Readers of the story 
and viewers of the film are 'unsettled by the notion that there may not be a single truth, just 
different perceptions and interpretations of the realities that preclude any single determination of 
truth. ' (lskandar, et al., 1996:3). 
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Despite these assurances the analysis is developed based on the researchers' 

( external) perspective, 'with a concentration on the medical issues surrounding 

the events' (Iskandar, et al., 1996:4) (emphasis added). The concentration on the 
'medical issues' with this implicit acceptance of Western medical discourse as 
the appropriate discourse in which to contextualise the different perceptions 

undermines the value of this technique. A model based on the 'truth' of Western 
medicine cannot compare and contrast stories on an equal basis. In this respect it 

is unashamedly ethnocentric. Translating research findings into policy and 
planning in an effort to positively affect women's health is challenging for 
anyone in the health field. The meanings and recommendations derived from this 

study are indisputably aimed at relieving suffering and improving health. I remain 
unconvinced that a model based on the 'truth' of Western medicine can 
effectively secure these outcomes. 

We believe that it is important to understand the fundamental world-views 
and practices of the individual people involved in maternal mortality issues 
if intervention changes in health delivery system hope to be more effective. 
(lskandar, et al., 1996:38) 

Clearly it is important to consider the different perspectives and divergent 

narratives but I question the ability of this model to incorporate the 'fundamental 
world-views and practices' of all the individuals involved. Indeed the model 

tends to see individuals as isolated rather than persons within cultural contexts 
and indigenous concepts of health and illness are considered the province of 
'classical anthropology' and not really relevant to the study (Iskandar, et al., 
1996:5). 

Still the idea to examine different perspectives, althoug~ not new, is an 
important aspect of any work attempting to understand the complexities involved 

in 'sickness' and 'health'. Revealing the gaps between the different perspectives 

is important, not 1east because it is in these gaps that women often die. As 
suggested in the introduction to this thesis, the gaps between the providers and 

receivers of health care as well as the more general concept of the provision and 
consumption of health care, are critical and need to be understood both in 
indigenous cultural and colonial/historical terms. I am not convinced this model 

can accommodate these broader concerns, concerns that impinge upon the current 
context of health provision and consumption at national and local levels. 

The team who developed the Rashomon technique (including doctors and 
demographers) claim it as an 'innovative method of qualitative data collection' 
and analysis (lskandar, et al., 1996: 1). Perhaps within the community of doctors 
and demographers Rashomon seems like an exc1tmg new te~hnique, but for 
medical anthropologists there is little that is new. Despite the ability of 
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anthropological methods to elicit many important details relevant to the concerns 
expressed in relation to women's health such research is still under-utilised by 
other researchers and health professionals. The acceptance of anthropological 
methods as valid and the willingness by people from other disciplines to utilise 
them, as evidenced in the work of Iskandar et al, is encouraging and hopefully 
indicative of more fruitful relationships in the future. Our mutual concern for the 
health and well being of those with and for whom we work is surely our common 
ground. 

But in all our efforts to understand the local situation, using the Rashomon 

technique to share stories, or dedicated anthropological ethnographies of 
childbirth, we need to keep in mind the broader determinant of women's health. 
Deaths are not just the clinical effects of reproductive pathology but are 
determined by a range of other factors at local, national and international level. 
Furthermore the 'the nature, scale, reliability, and the cost of information to draw 
attention to a problem is quite different from that required to plan and sustain 
action to alleviate it' (Graham, et al., 1989:131). Even in countries where the 
overall maternal death rate is high, a maternal death is still a rare event and can 
lead to the perception that this is less significant or not easily capable of redress. 
Maternal mortality is not a chance event so much as a chronic disease developing 
over a long period. As discussed in previous chapters the outcome of pregnancy 
is profoundly influenced by the circumstances of a woman's life including the 
economic and environmental conditions in w hlch she lives, her social status and 
cultural value. 

Maternal health and the 'measurement trap' 

The comparatively low priority given to women's health and the limited 
information available are mutually reinforcing. Graham has described this as the 
measurement trap (Graham and Campbell, 1992). This trap is sprung by four sets 
of factors: the outcome indicators, the data source, the measurement techniques, 
and the conceptual framework. Dismantling this trap has revealed both the 
weakness of the conceptual framework on which action is now being launched 
and the nature of the challenges that lie ahead. 

In assessing the impact of health interventions, mortality can be used as an 
outcome indicator for a variety of purposes to which it is more or less suited 
(Graham, 1989:76). According to Graham the role of mortality measures in 
setting health priorities seems to have gone full circle (ibid). Initially the major 
justification was based in the apparent ease of measurement, relative to other 
outcomes, but soon mortality became the focus. 
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In the high mortality situation in developing countries, ... the major health 
strategies, especially with regard to infants and children, became mortality 
driven. Success became synonymous with mortality reduction and 
contributed to the emphasis on medical technology. Mortality reduction 
became the goal not just the measure. (Graham, 1989:76) 

Some people have challenged why mortality changes should be measured 
in the light of increasing knowledge about the complexity and interaction of 
mortality and morbidity with various health problems and the contribution of 
other processes: 'the proximate determinants of death and disease'. For Graham, 

Further progress lies partly in the resolution of a broader set of problems 
related to health and equity, partly in the identification of the causal 
relationship between program inputs, indeterminate variables and outcomes, 
and partly in methodological advances in measurement within the biological 
and social sciences. (Graham, 1989:76) 

As noted by Graham preventing the estimated 88-99% of avoidable pregnancy
related deaths in developing countries. cannot simply be equated with improving 
the health of women (Graham and Campbell, 1992:967). Maternal health is not a 
conceptually simple matter (see Graham and Campbell, 1990). 

Pregnancy-related mortality has become the dominant issue in women's 
health, as reflected in the Safe Motherhood initiative launched in 1987. This 
raises two immediate concerns with measurement-related implications. First, 
despite the (unrealistic) call by the World Health Organisation ( 1986b) for all 
member states to have reliable estimates by 1995 this has not been realised. 
Consequently information on maternal mortality continues to be inadequate and 
misleading but is still used to inform the planning of programmes and the 
development of strategies and interventions to reduce the mortality rate. The 
second concern is that death is the most extreme outcome of reproduction for 
women. The focus on death continues to constrain planners and providers of 
health care from recognising and thus seriously considering alternative health 
outcomes, such as the four other Ds - disease, disability, discomfort and 
dissatisfaction (Hansluwka, 1985). The need for improvements in the quality and 
quantity of data on women's health is important but needs to be balanced with 
comparable efforts to broaden the coverage, sources and types of information. 
Moreover there is a need to increase awareness of the programme implications of 
using particular health measures and methodologies (Graham and Campbell, 
1992:968). Table 7.3 presents examples of indicators related to maternal health 
that are commonly used. These indicators reflect the constraints of routine data 
sources that encompass a narrow range of health outcomes. As noted by Graham 
maternal health is defined on the basis of limited information, 'rather than a 
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conceptually sound definition providing a basis for specifying and gathering data' 
(Graham and Campbell, 1992:971). 

Table 7.3 
Examples of conventional indicators related to maternal health in developing countries 

Maternal mortality ratio 

Maternal mortality rate 

Proportion of female deaths aged 
15-49 due to maternal causes 

Female life expectancy at birth or 
at age 15 

Total fertility rate 

Prevalence of nutritional anaemia 
among pregnant women or all 
women 

Average age at first birth 

Contraceptive prevalence rates 

Percentage 'unmet need' for 
contraception 

Proportion of ever married women 
who are childless 

Average preceding or succeeding 
birth interval length 

Proportion of all births to women 
under 20 years and women over 
35 years 

Source: Graham and Campbell (1992:971 ). 

Proportion of births attended by 
trained personnel 

Proportion of pregnant women 
attending antenatal care 

Proportion of pregnant women 
receiving tetanus toxoid 
immunisation 

Proportion of births taking place in 
health institutions 

Ratio of unbooked deliveries at 
health institutions 

Percentage of non-contracepting 
women aged 15-49 receiving 
home visits by family planning 
workers 

All outcome indicators have in-built assumptions which are closely 
connected with the conceptualisation of health. There are notably few reported 
instances where women in developing countries have been encouraged to express 
their own opinions of important illnesses which they face and where these 
opinions have had a detectable influence on the provision of care [but for PNG 
see (Decock, et al., 1997a) and more generally (Mitta and Whittaker, 1990). Most 
of these instances arise from efforts of women's organisations such as SOS 
Corpro in northeast Brazil (World Health Organisation, 1990). 

Maternal mortality measures are but one of a plethora of measures that find 
their way into policy and planning strategies and interventions that affect 
women' s health (often negatively). Reproductive mortality rate, a measurement 
that is not widely used, includes not only pregnancy-related deaths but also 
deaths from the side effects of contraceptive methods affecting women. This 
measurement includes all women of reproductive age and includes the risks that 
women take in order not to get pregnant (Royston and Armstrong, 1989: 15). 
When biomedical investigation is expanded to include the measurement of 
reproductive-age mortality as a whole, pregnancy becomes but one element in a 
complex of death-conducive conditions, even when biomedical indicators are 
retained as the standards of measurement (Morsy, 1995: 165). Beyond substituting 
the more inclusive concept of reproductive health for the more narrowly defined 
maternal mortality, there remains a need to elaborate the relationship between 
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women's compromised health and state policies in historical and global contexts. 
In the absence of such an elaboration the state and international development 
institutions continue to be presented as the promoters of women' s well being, 
absolved of responsibility for the social production of compromised health, while 
the responsibility remains assigned to 'culture' and potentially innumerable 
discrete variables ranging from those designated individual to those labelled 
institutional (Morsy, 1995: 173). 

The focus on family planning is one example of how maternal mortality 
rates are used to justify intervention and control of reproductive decision making 
by state and international agencies. It is also an example of how the concerns of 
First world countries continue to dominate the health agendas of Third world 
countries. 

Population control and family planning 

Since the advent of the birth control movement in the United States of the 1800s 
as a feminist movement advocating 'voluntary motherhood' in the name of 
reproductive freedom (DuBois, 1991:12), the explicitly feminist dimension of 
birth control has often been eclipsed, first, by the agenda of a male dominated 
medical profession, and then by the professional bodies of bureaucratic planners. 
The former shift maintained the hegemony of medical men in the reproductive 
lives of women, while the latter shift saw the transformation of birth control to 
population control. 

The ethical and political dimensions of birth control were increasingly 
obscured by the scientific approach to population control - in the form of 
eugenics, demography and medicine - and it became a mechanism for 
selectively controlling birth rates among different classes, racial and ethnic 
groups. (Grace, 1997:263) 

During the 1960s foreign aid to developing countries was tied to the 
establishment of population-control programmes and thus population control 
became explicitly connected to the process of development. Theoretically the 
imposition of these policy directives were justified by a neo-Malthusian 
economic equation: fewer people equals more resources per capita equals better 
living (DuBois, 1991: 13). 

The distinction between birth control and population control needs to be 
central to any debate about family planning in local, state or international arenas. 
The term 'birth control' refers to the efforts of individuals (mostly women) to 
establish control over reproduction, to make decisions about the number of 
children they desire and the spacing of those children. Population control is 
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concerned with the management of populations and refers to policies, particularly 
institutional policies ( of national governments, religious groups and international 
aid agencies for example) 'to win control of the demographic future of a nation or 
planet' (DuBois, 1991:11). Population control is not the offspring of birth control 
although state interventions in both the lives of collectivities and individuals are 
clearly related. 

In the 1960s while radical development theorists ( e.g. Gunter Frank, 
Wallerstein) were arguing that capitalist development and foreign policy and aid 
were compounding rather than relieving the problems of developing countries a 
broader audience were being hit with the 'population bomb' theory (DuBois, 
1991: 15). According to this theory 'population explosion' would rapidly deplete 
the earth's resources and population control was constructed as the only solution 
to the seemingly political neutral problem. 

4 
World poverty became simply a 

technical problem of too many people and not enough resources, obfuscating 
political and economic issues and precluding 'any discourse of redistribution or 
transformation' (DuBois, 1991: 16). 

Family planning in Papua New Guinea 

In 1991, after many years of pressure from international aid agencies and donor 
governments, PNG announced its official population policy (Papua New Guinea, 
1991). Since its release the argument that strong state intervention is justified 
because the growth rate of PNG population has be.en understated by census 
figures has been evaluated and dismissed (see Hayes, 1993, Underhill-Se~ 
1994). While the population policy appears to be a broadly-based and integrated 
one, in its actual implementation the family planning component in general and 
contraceptive prevalence in particular will receive the greatest emphasis and the 
most resources. For Hayes this approach is, 

4 

[A]n inevitable consequence of an out-dated understanding of how socio
demographic systems function, a misunderstanding of the actual 
demographic situation in Papua New Guinea, and an excessively optimistic 
faith in the efficacy of state-sponsored family planning programmes. 
(Hayes, 1993:15f) 

Hayes (1993: 16) suggests that perhaps the most hysterical popular book written on population 
during the 1970s was biologist Paul Ehrlich's The population explosion. When it was pointed out 
to Ehrlich that the scenarios of mass famine and Th.ird world starvation which he had predicted 
have not occurred, he is reported to have replied that 'Science always changes' [cited in (Hayes, 
1993:16). 
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The failures of the policy can be attributed in part to the involvement of 
international 'aid' agencies in its formulation. The influence of these 
organisations is reflected in the neo-Malthusian approach of the official policy 
and the virtual exclusion of the institutional factors which account for Papua New 
Guinea's particular pattern of demographic change as discussed by Hayes (1993, 
see also Underhill-Sero, 1994). The focus on family planning is no surprise as 
population control has long been a focus of international concern. This concern 
has defined women's fertility as a major cause of Third world poverty and thus 
women as the legitimate 'targets' of interventions and strategies to slow 
population growth. Indeed medical aid from the West is very often tied to the 
recipient country accepting the compulsory presence of population control 
organisations (Doyal and Pennel, 1976). These organisations are caught in a 
larger network of multi-national pharmaceutical interests (see Barnet and Muller, 
1975, Hayter, 1983, Silverman, et al., 1982). 

In order to justify the continued high priority for population control, a term 
replaced in the 1970s by the more palatable term 'family planning' the discourse 
on population control has shifted. The current rationale stresses protection of the 
environment, faster economic growth and maternal and child health (Sadik, 
1991). The focus on maternal and child health usurps feminist objections and 
places family planning within the domain of health where it is 'insulated from 
oppositional discourse' (DuBois, 1991 : 15). The language also veils the politics of 
development and creates a passive role for women while justifying the external 
intervention and control of reproductive decision-making by state and 
international agencies (Warren and Bourque, 1991:305). Women's and children' s 
health programmes provide an excellent cover for the ultimate objective of the 
international population agencies which is not greater socjal welfare but 
population control (Hartmann, 1987). Like the discourses that depoliticise 
poverty and health inequalities, the discourse on population control constructs 
'overpopulation' as a 'technical problem', avoiding any discussion of the political 
issues of the distribution of material resources within and between counties. 

Family planning programmes of many developing countries have been 
criticised for prioritising population control over women's reproductive rights. 

5 

As Robinson and Winn state, 

5 

[W]hile the goals of population policies and programs are defined as targets 
for reducing fertility, women will always be part of the problem to be 
solved, and not at the centre of the activity. (Robinson and Winn, 1996:42) 

See Hartmann (1987), DuBois (1991), Lane (1994), and Hardon (1992). 
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This is not to suggest that family planning programmes do not have an 
important role to play in PNG, in the enhancement of women's rights, including 
reproductive decision-making. However, as noted by Jolly, one of the important 
effects of family planning, which began with missionaries and the development 
of colonial states, is that fertility is increasingly constructed as 'women's 
business' (Jolly, forthcoming-c). In PNG where men were constructed as vitally 
involved in the practices and politics of fertility, the focus on women as the 
'targets' of family planning 'tends to extrude men from the process and exempt 
them for a sense ofresponsibility' (Jolly, forthcoming-c). 

In line with the discourse of international population control agencies the 
population policy of PNG justifies the focus on family planning programmes on 
the grounds of improving maternal and child health. This would seem to be an 
unassailable argument, since who could deny that many pregnancies in short 
succession constitute a health risk for women, especially if they are poor and lack 
access to adequate health services. However in PNG the relationship between 
women's health (as measured by life expectancy) and the average number of 
children born is positive, not negative, at least at the provincial level. Based on 
Bakker' s analysis women live longest in those provinces in which they have the 
most children (Bakker, 1986a, Bakker, 1986b). Over twenty years ago Josephine 
Abaijah had this to say about family planning in PNG. 

In the future we will weep for our empty country, our empty families and 
our empty hearts. We need people not family planing. Josephine Abaijab, 
Papua Besena politician, PNG. (Post Courier, 1974) 

Women's health problems continue to be aggravated by internationally 
promoted development priorities. Improvement of the health of women, whether 
pregnant or not, and a consequent reduction in maternal mortality is yet to be the 
object of the same deluge of policy recommendations focused on improving the 
quality of family planning services. Endowed with biomedical legitimacy, the 
family planning concerns for 'maternal mortality' facilitates the masquerade 
whereby population control presents as 'humanitarian concern with the 
deleterious health effects of frequent pregnancy if not as feminist commitment to 
reproductive choice (Alexander cited in Morsy, 1995: 172). 

Development and women's health 

The basic strategy of the PNG programme for improving women's health, like 
most programmes, is to work on a variety of levels at once, improve the status of 
women (through education for example) improve the biological condition of 
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mothers (nutrition) improve the quality of delivery assistance (Village Birth 
Assistant and Community Health Workers) and improve the availability of 
emergency obstetric care. Examination of policies and health plans regarding 
maternal and child health reveals an emphasis on population control, imposed by 
international aid donors. Far from putting the M back in Maternal and Child 
Health, the selective focus on maternal mortality might be paradoxically, 
legitimating a biomedical control of fertility. 

As discussed earlier in this chapter, most quantitatively oriented researchers 
continue to suggest that maternal mortality is underestimated in official statistics. 
As noted by Morsy, this concern to disentangle death attributed to pregnancy 
from the 'web of other mortality-conducive conditions' generally remains 
distanced from consideration of historically delineated relations and the attendant 
variation in risk to general health and to life (Morsy, 1995: 164). 

Ironically, the use of maternal mortality as the vanguard of 'the cause' for 
women's health is ill conceived not only from humanitarian and policy 
perspectives but also from a measurement perspective. The level of maternal 
mortality is low when compared, as it is, with other causes of adult and child 
mortality in developing countries. Even adjusting for the long period of risk to 
which women are exposed, maternal death is not the single most common cause 
of mortality in terms of absolute numbers (Graham and Campbell, 1992:975). Of 
course, it has to be accepted that maternal deaths are often under-reported but the 
numbers of surviving women affected by morbidity are considerably greater than 
the numbers dying. Health priorities have and will continue to be influenced by 
numbers. Maternal deaths are in my view not the strongest numerical, ethical, 
logical or practical basis on which to argue for women's health. This is not to 
suggest that the prevention of maternal mortality is neither worthy nor important. 
Rather, it is a question of understanding the implications of using particular 
indicators for certain purposes and of establishing conceptually, socially and 
medically sound reasons and methodologies for generating information on 
maternal health. Graham (1992:985) suggests that the urgency to which maternal 
health, and particularly maternal mortality, ~s now perceived by decision-makers 
after decades of neglect is encouraging answers to be sought before the essential 
underlying questions have been recognised. At a national level while the focus of 
planners, policy makers and health care providers continues to be on maternal 
mortality there is little possibility of improving women's health and every 
possibility of increasing initiatives which at best are ineffective and at worst 
detrimental to women's health. While health problems, including those refractory 
rates and ratios of maternal mortality, continue to serve as 'fodder for research', 
the power relations that generate the poverty and malnutrition, which ultimately 
detennine these patterns remain untouched in the health development planning 

Chapter Seven 
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(Morsy, 1995: 169). Research dedicated to discover the causes of maternal death 
has undoubtedly been useful and according to Maclean (1985:675) a 
comparatively easy project! For Morsy (1995: 172) a related project which poses 
a far greater challenge as an object of intellectual discourse, and for political 
activism, is to disentangle these primary determinants from the webs of 
epidemiological variables. 

It is the investigation of historical and social factors that produce ( and 
reproduce) risk - factors that are then constructed as medicalised risk 
categories. (Romito, 1987 #2018 cited in Morsy, 1995:172) 

Development or international health commonly refers to the flow of advice, 
health professionals, and health technology from the wealthier nations to the 
poorer. It has its origins in the eighteenth and nineteenth centuries when 
missionaries set up clinics and offered medicine to people they were trying to 
convert and was further developed by colonial governments who established 
health services in their colonies. Although international health work has always 
drawn on the talents and energies of compassionate and caring health 
professionals, as Rubinstein ( 1990) notes, the social organisation of international 
health work developed in the context of, and continues to be shaped by, the 

political and economic self-interests of powerful groups. The causes of 
development and 'underdevelopment' lie in imbalances of power within and 
between nations rather than the mere presence or absence of resources (Mosse, 
1993: 172). The political nature of the processes of development is rarely 
acknowledged nor the causal relationship between the 'overdeveloped' world and 

6 
the underdeveloped world. 

[A] relationship which reveals that the prodigious economic advances that 
began in Europe from the sixteenth century and which continue into the 
present are predicated in a simultaneous dismantling and plunder of 
economies elsewhere in the world. [I]n its contemporary guise, the 
misnomer of 'Aid' [a]llows the First world recipient to masquerade as 
philanthropic donor. (Kirby, 1987 :48) 

Dealing with death thus requires a genuine concern for women's health by 
the local community and all levels of government, both national and 
international. Ultimately dealing with death requires relinquishing the hold that 
First world countries have on Third world countries. 

6 
See for example Hayter (1983, 1985) and Pearce (1980). 



EPILOGUE 

FEELING SAFE 

Feeling safe throughout pregnancy and birth is a central concern for birthing 
women in any society. The Nursing Council of New Zealand now requires nurses 
and midwives to be 'culturally safe', in addition to the requirement for them to be 
ethically, legally and clinically safe. 'Cultural safety' is a concept that insists that 
the midwife examine her own cultural beliefs as well as being responsive to 
cultural aspects that inform her client's beliefs and practices. The objectives of 
teaching 'cultural safety', as outlined by Ramsden, are to educate midwives to: 

[E]xamine their own cultural realities and the attitudes they bring to each 
new person they encounter, be open-minded in their attitudes toward people 
from differing cultures, not to blame the victims of historical and social 
processes for their plight, and be considered culturally safe to practice by 
consumers. (Ramsden 1994:36) 

Awareness by the midwives of their own 'cultural realities' came to be 
emphasised as a result of an earlier misunderstanding of the importance of 
cultural difference. When health personnel began to understand _!hat many Maori 
'do things differently' (Ramsden, 1994:36) a romantic wave swept across nursing 
and midwifery education. It was thought that one had to understand 'traditional' 
customs and rituals to care for Maori people more effectively. 

Students [ of nursing and midwifery] were learning bits of language - one 
school of nursing was teaching the poi and the Lord's Prayer in Maori. 
People were teaching romantic information about how lovely we were, but 
at that time there was little examination of the deli very of service in relation 
to the social and historical environment of Maori people. We were teaching 
a version of traditional cultural knowledge, yet most Maori are highly 
urbanised and have been so for 45 years - romance is easier that 
pragmatism. (Ramsden, 1994:36) 

In accordance with what they had learnt about 'traditional custom' in 
relation to the importance of the placenta, midwives proceeded to give Maori 

Epilogue 
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women their placentas. The midwives were perplexed by the response of some 
young Maori women who were confused and embarrassed, as they didn't know 
what to do with them When taught well, 'cultural safety', dislodges the notion of 
unchanging tradition, of static homogenous 'culture'. But teaching 'cultural 
safety' effectively is challenging since in Ramsden' s experience, students often 
do not want ethnography or history: they want a prescription, they want to know 
'what the natives do when they're in hospital' (Ramsden, 1994:37). 

Well the natives do what everybody else does - they require nurses to have 
excellent communication skills and to accept their difference as legitimate -
nurses' technical skills are of little use if they cannot communicate. 
(Ramsden, 1994:37). 

'Cultural safety' teaches midwives to understand themselves, the powerful 
position they occupy and how their attitudes and practices can influence the 
experience of people from other cultures. It is a concept that would prove to be of 
great significance beyond New Zealand - in Australia and Pacific countries like 
PNG. Such considerations should be crucial in courses for any one involved in 
providing maternity services. 

1 
'Cultural safety' emphasises the cultural context of 

birth, a context easily eclipsed by the biomedical model that continues to 
dominate and shape the experiences of many birthing women. 

By contrast to the situation in New Zealand clinical biomedical knowledge 
has become dominant in PNG in every context of health care including primary 
health care services, which ideally emphasises community participation and 
multisectoral development. However, women and children have little input, or 
receive any encouragement to develop a proactive position. 

PNG' s national health care delivery system is a governmentally constituted 
bureaucratic body which formulates policy and planning according to a 
conceptualisation of health defined by the state and influenced by historical 
factors and international agencies. It enters the physical space of the Misiman 
village as part of a dominant government discourse through local health workers. 
It enters the physical bodies of birthing women through the practices of 
biomedically trained indigenous health personal and the pharmaceutical 
armamentarium associated with family planning. 

The primary agenda of international health development agencies of First 
world countries is the globalisation of health. The formation of national health 
policies and priorities is determined to a large extent by these international 
agencies because they supply 'aid' to Third world countries. Despite the Alma 

I 
I note that 'cultural safety' it is not incorporated in the training of doctors in New Zealand, nor 

in the training of midwives and doctors in Australia as far as I am aware. 
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Ata declaration that supports integration of indigenous medical discourse and 
praxis, in the arena of the international health development indigenous medical 

systems and discourses relating to maternal and child health remain marginal to 
health policy and implementation. Biomedical discourses remain hegemonic in 
national and international health policies. 

The degree of commitment to the original Alma Ata principles seems to 
depend on a combination of such factors as the political latitude allowed, the 
economic situation, the polarisation of classes and the shifting priorities of the 
international agencies themselves. Under these circumstances it is difficult to be 
optimistic about the ability of any single policy to improve the dismal health of 
many Papuan New Guineans, including women. Yet health improvement can 

only happen, albeit slowly, incrementally and with frequent setbacks - through 
the organised efforts of individuals and groups committed to taking on the 
challenge and working through the grassroots, national and international channels 
(Morgan, 1989a:230). 

As Lane and Rubenstein lament, 'international health work by 
anthropologists is personally challenging, intellectually engaging and potentially 
frustrating' (Rubinstein and Lane, 1996:397). The frustration arises because local 
health problems are inexorably linked to broader political and economic contexts, 
as well as to the culture of the international public health community (Rubinstein 

and Lane, 1996:397). There is an urgent need for health professionals working in 
international health to acknowledge 'the critical and dynamic role culture and 
political processes play in enabling people to achieve satisfactory levels of health 
and well being (Rubinstein and Lane, 1996:422). We must continue our efforts to 
bridge the gap between bodies of know ledge and bodies of women and in so 
doing make women's bodies women's business. 

Plate E.1 (from left) Kantin with Kangu, Monika with Elsie, Loisi with Taku, Lino with Bilensi, 
Edina at the back and Lisbeth in the corner. 
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APPENDIX A 

BIRTHING HISTORIES OF EBORA WOMEN 

Table A.1 
Parity and place of birth of babies born to Ebora women 1990-1991 

-~~r~r1w- t,t'~:Vill~~e. · [. ·He~!,~;cenJ~ · ·Hospifal r.o~~h. 
Primigravida 3 3 6 

Multigravida 13 9 23 

Grandmulti 9 3 12 

TOTAL 25 15 41 

Table A.2 
Place of birth of all babies born to Ebora women from group above across their 

reproductive lives 

. 
,PJace ~HeaJth"Cehtre';, Hospita~ TOTAL 

$··. '.'i-i'"' . 
Villag_e .. 

Number of births 115 35 1 151 

Table A.3 
Complications in births of Ebora women 1990-1991 

Pl~ce Vill~ge 'Health Centre TOTAL . 

Type of 
complication 

Postpartum 15 
haemorrhage 

2 17 

Retained placenta 2 - 2 

Breech - 1 1 

Stillbirth 3 - 3 

Neonatal death 2 - 2 

TOTAL 22 3 25 
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Table A.4 
Birthing Histories of Ebora Women 

Name, Gravida ~~ra ,: ,·: m;\~-e~9t la~t, ":< .. \.: ·v;,· ·.• :: lii '~ fl'; ',';,: ' ''., <i 
' ~ ' ~ ... 

Luluita 10 10 Village Village All normal vaginal Primary postpartum haemorrhage after every birth 
births 

Meuli 2 2 Village Health centre Normal vaginal births Would not birth in hospital again, frightened and left alone, 
found it difficult to birth I in on her back 

Eimi 4 4 Village Village Normal vaginal births Second child died, aged five years 

Alesi 4 4 Village First village Normal vaginal births Second baby died soon after birth 
Second health Third pregnancy antepartum haemorrhage, premature birth, 
centre baby died soon after birth 
Third villa e Fourth child died, a ed two ears ? astroenteritis 

Ludi 3 3 Village Village Normal vaginal births Second child died, aged two years 

Sine 1 Village Village Normal vaginal birth 

Heliti 3 3 Village Village Normal vaginal births Postpartum haemorrhage after third baby 

Senina 2 2 Panaeati health Panaeati health Normal vaginal births Postpartum haemorrhage after second baby. Panaeati is her 
centre centre mother's place. Senina did not want to drink seawater, as is 

custom on Misima, so was happy to Panaeati. Also went there 
because it was safer in terms of fear of witchcraft 

Eimele Panaeati health Normal vaginal birth Sister of Senina, who went to Panaeati for same reasons 
centre 

Lilibaku 1 . Village Normal vaginal birth Postpartum haemorrhage 

Gaimole 9 9 Village Village Normal vaginal births Second baby died at birth. Sixth child died, aged four years 

Tamelesi 11 11 Health centre Village First ten normal Tenth child born with severe congenital abnormalities 
vaginal births 
Eleventh assisted 
breech birth 

Leya 6 6 Village Village Normal vaginal births 
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::1111111 'a,rrt:}t :t:'.::'. · 

Gweni 4 4 Health centre First village Nonnal vaginal births First baby possibly premature and nearly died. Subsequent 
Second and third births at health centre because of fear of witchcraft 
health centre 

Karolyn Health centre Nonnal vaginal birth 

Ulamila 5 5 Health centre First village Nonnal vaginal births Second baby died, aged two months 
Second health 
centre 
Third village 
Fourth health 
centre 

Assail 4 4 Village First village Nonnal vaginal births Fourth birth - retained placenta for twenty-four hours and 
Second health postpartum haemorrhage 
centre 
Third villa e 

Linda Health centre Nonnal vaginal birth Postpartum haemorrhage 

Joel 7 5 Health centre First and second Nonnal vaginal births Two abortions ?spontaneous 
in the village Ebora not her place so safer (in terms of fear of witchcraft) to 
Third and fourth in birth in the health centre 
the health centre 

Monika 2 2 Alotaua general Health centre First Nonnal vaginal First baby stillborn. Monika developed puerperal sepsis 
hospital birth 

Second elective 
caesarian section for 
transverse lie 

Gres 2 2 Health centre Health centre Nonnal vaginal births 

Gweni 2 2 Health centre Health centre Nonnal vaginal births 
Ke 
Lemia 2 2 On boat en Village Nonnal vaginal births 

route to health 
centre 

Bilensi 3 3 Health centre Health centre Nonnal vaginal births 
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Name Grav1c1a '. Para Pli ce\ollast < J: ::mne1~~'~ffl ml:t:iti;,w,~~, :-:-:, 
·:t\Fr·:/·· :::<<":c, : · X'''\:/\t·,··:·: '·' ,,.,_ '''·· ···. <>c '"· .... ,, ' ,-:.· ··· · · .,.. :.: 

,,, birt6 \. •··. , 
··~· ": ' . )\j : ... · . ' . . 

),· ,,)L,. :,, . '"·· /·.,.,:,:,,, ... · ... <:;:,.r,:+, . .::.: :;.:/ .:··: ; .. -:::-::°:::/::,;:-:,,i.,,,.,;\::,' ·, .. · .:/.•·' ·::: ... 

Loisi 2 2 Health centre Village Nonnal vaginal births First baby stillborn. Second birth at health centre because of 
fear of witchcraft 

Sitella 2 2 Health centre Health centre Nonnal vaginal births 

Patlisa 3 3 Village Village Nonnal vaginal births 

Din 7 7 Village Village Nonnal vaginal births Long labours with some births 

Agnes 4 4 Village Village Nonnal vaginal births 

Meri 2 2 Village Village Nonnal vaginal births 

Linda 2 2 Village Village Normal vaginal births First baby died, aged two months 

Patlisa 2 2 Village Village Normal vaginal births Retained placenta and postpartum haemorrhage after both 
births 

Doreka 4 4 Village First health centre Normal vaginal births Second baby died, aged two months 
Second Village 
Third health 
centre 

Velma 1 1 Health centre Nonnal vaginal birth 

Rechel 5 5 Village Village Nonnal vaginal births 

Anaseni 5 5 Village Village Normal vaginal births 

Meri 5 5 Village First health centre Normal vaginal births 
Second Panaeati 
health centre 
Third and fourth 
village 

Ainesa 8 8 Village Village Normal vaginal births 

One 1 1 Village Normal vaginal birth 

Naomi 5 5 Village Village Normal vaginal births 

Klesi 4 4 Health centre First Village Normal vaginal births Third baby died, aged two days 
Second health 
centre 
Third Village 



APPENDIXB 

BIRTHS AT BW AGAOIA HEAL TH CENTRE BY SEX AND 
WEIGHT IN KILOGRAMS 1989-1991 

Table 8.1 
Monthly births at Bwagaoia Health Centre by sex and weight in kilograms for 1989 

-'::M:ci;Jh-- }.~11t~ tf i!f ~!~~~t:~:~ J~:il· ~~T~; h 

January 5 I 2.9 I 4 I 2.0 I 1 I 2.6 

Februa!}' 16 I 2.89 I 1 o I 2.9 I 6 I 2.8 

March 14 I 2.5 I 8 I 2.1 I 6 I 2.9 

April 7 2.9 1 3.79 6 2.7 

May 10 2.6 6 2.5 4 2.8 

June 14 2.7 5 2.8 9 2.7 

July 13 3.0 8 2.9 5 2.6 

August 20 2.8 11 3.0 9 2.6 

September 16 2.9 8 3.0 8* 2.6 

October 20 2.9 12** 3.1 8** 2.6 
-

November 21 2.9 6 2.9 15 2.9 

December 28 2.9 15*** 3.0 13*** 2.9 

* Includes twin girls weighing 1. 78 and 2.27 

** Includes twins, male weighing 2.3 and female weighing 2.3 

*** Includes twins, male weighing 2.66 and female weighing 2.84 

Note: Macerated (significantly wasted away) stillborn babies and premature babies are excluded 
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Table 8.2 
Monthly births at 8wagaoia Health Centre by sex and weight in kilograms for 1990 

,.t~onth · 

F 
:1,1:, J"trit :;r11t~1!llt~,,~trl,1r~~ht~ 

January 18 2.8 13 2.9 5 2.7 

February 14 2.9 6 2.8 8 2.9 

March 22 2.8 11 2.7 11 2.9 --
April 21 2.8 13 2.8 8 2.9 

May 25 2.8 13 2.9 12 2.7 

June 16 2.9 10 2.8 6 3.0 --
July 25 2.8 9 2.8 16* 2.9 

August 22 2.8 12 2.9 10 2.8 

September 26 2.7 14 2.7 12 2.7 

October 11 2.6 8 2.7 3.0 2.5 

November 24 3.0 13 3.1 11 3.0 

December I 24 I 2.9 I 9 2.8 15 2.9 

* Includes twin girls both weighing 2.52 

Note: Macerated (significantly wasted away) stillborn babies and premature babies are excluded 

Table 8.3 
Monthly births at 8wagaoia health centre by sex and weight in kilograms for 1991 

llMbraJti. <: 

January 19 2.8 14 2.7 5 3.0 

February 16 2.8 4 2.7 12 2.8 

March 24 2.7 12 2.8 12 2.7 

April 16 2.8 8 2.7 8 2.8 

May 12 2.8 9 2.9 3 2.8 

June 20 3.0 7 2.5 13 3.2 

July 19 2.9 8 3.0 11 2.8 

August 27 2.9 15 3.0 12 2.5 

September 22 3.0 16 3.1 6 2.9 

October 25 2.9 17 2.9 8 3.0 

November Data not available 

December I Data not available 

Note: Macerated (significantly wasted away) stillborn babies and premature babies are excluded 
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Table 8.4 

Annual births at Bwagaoia health centre by sex and weight in kilograms 
for 1989 - 1991 

f¥ea\~~,;~t4]&;;j:j~J~ ,~ffS;]ifllgl., ili11 
1989 I 184 I 2.8 I 94 I 2.8 I 90 I 2.7 

1990 I 248 2.8 131 2.8 117 2.7 

1991* I 200 2.9 128 2.8 90 2.8 

* The figures for 1991 exclude November and December 
Note: Macerated (significantly wasted away) stillborn babies and premature babies are excluded. 
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APPENDIXC 

PERINEAL OUTCOME FOR WOl\fEN BIRTIDNG AT 
BWAGAOIA HEALTH CENTRE 1989-1991 

Table C.1 
Perineal outcome for women birthing at Bwagaoia Health Centre 1989-1991* 

. :tPe~eal,outcome '. >1989'~; . I ,.;1t~ 1990: 
., 

. ;;?-1991** 

Number Percent Number Percent Number Percent 

Episiotomy 

Primigravida 50 62.4 64 57.7 64 80 

Multigravida 4 56.0 41 19 8 83 

Grand Mulitgravida 0 0 0 0 0 0 

Intact 

Primigravida 11 13.8 14 12.6 7 8.8 

Multigravida 21 37.5 56 47 24 28.9 

Grand Mulitgravida 21 75 19 65.5 20 80 

Graze 

Primigravida 8 10.0 12 10.8 3 3.8 

Multigravida 20 35.7 43 36.1 28 33.7 

Grand Mulitgravida 7 25.9 10 34.5 4 16 

First degree tear 

Primigravida 7 8.8 9 8.1 5 6.3 

Multigravida 10 17.9 13 10.9 18- 21.7 

Grand Mulitgravida 0 0 0 0 0 0 

Second degree tear 

Primigravida 3 3.8 10 9 1 1.3 

Multigravida 1 1.3 3 2.7 5 6.3 

Grand Mulitgravida 0 0 0 0 0 0 

Third degree tear 

Primigravida 1 1.3 2 5.6 0 0 

Multigravida 0 0 0 0 0 0 

Grand Mulitgravida 0 0 0 0 0 0 

* For cases where data is complete 
**Data only available for ten months (January - October) 
In 1989 out of the eleven intact perineum's, one birth was of a smaJI, macerated stillborn baby 
In 1990 out of the fourteen intact perineum's three births were of macerated stillborn babies and 
one a premature baby weighing one kilogram 

In 1991 out of the seven intact perineum two births were macerated stillborn babies, one was baby 
born before arrival to hospital 
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Table C.2 
Total number of women birthing at Bwagaoia Health Centre 1989-1991* 

'Barity ' j,} l'.989 , , ~ffi~g() 'H~11991\!;r ic•' 

Primagravida I 80 I 111 I 80 

Multigravida 56 119 83 

Grand Multigravida 28 29 25 

*For cases where data is complete 

Table C.3 
Indications for primigravida episiotomy 

\~1.ndicaJion~· 
Breech presentation 1 I 4 I 2 

Compound presentation 

Delayed secon9_stctge 

Face presentation ·1 

Hypertension in labour 

Premature bab~ 

Retained placenta 

Twins 4 

Vacuum extraction 2 

Note : Out of 194 episiotomies performed only 22 were clinically indicated. 

Compiling these statistics I was struck by the incidence of primary 
postpartum haemorrhage among primigravidas who had an episiotomy. Whilst 
there are many possible causes of PPH, anaemia for example, I am led to wonder 
if episiotomies may contribute to the high incidence of PPH. For women with 
anaemia an episiotomy may increase the risk of PPH because one of the 
complications of anaemia is a reduced capacity for the blood to clot. The routine 
practice of performing episiotomies on primigravida women is one example of a 
harmful biomedical practice that should be discouraged. This practice also 
exemplifies the mutilating impact of the biomedical model. 
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Nurse weighing a baby at the Bwagaoia Health Centre 

Mothers and babies, MCH day at Bwagaoia Helath Centre 
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Leabi, who was about eighty-years old, had been blind for many years and lived in this corner of 
the house as her health steadily deteriorated. She died a month after this photo was taken . 

Dieni was one of the few old men in the village of Ebora. 



Nita (on left) with Mone, her grandmother who adopted Nita when her daughter Sine had twins and 
it was decided that she could not breastfeed them both . Nita addresses Mone as mother. 

Sunema making a basket from dried pandanus leaves. These baskets are used for carrying food . 





Pwata and me with a gathering of children 

Elsie and me folding sago leaves for the roof of a new house. Lino and Bilensi in the background 



From left: Kantin with chubby Taku in contrast to these malnourished girls - four-year old Lota, 
eith-year old Nola, me and fourteen-year old Teli 

Elsie and her playmates 
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