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ABSTRACT:

The present study examines the situation of safe motherhood of Santal

community of Bangladesh in terms of their beliefs, ritualsand practices. The specific obj ectives
were to gain an understanding of the practices during antenatal and pregnancy period of the
Santal community including decision making process of the community. Santal Community is
mostly centred in north-western region of Bangladesh and their concentrationis higher in greater
Rajshahi and Dinajpur districts compared to other areas. The study was carried out at Godagari
Upazilaof Rajshahi district and Fulbari Upazila of Dingjpur district. From the sel ected Upazila,
villages wereidentified where concentration of Santal community was very high. Thedata was
collected during September-December 2011. A total of one hundred Santal women were the
prime respondents for the study who worked mostly aslabourer in agriculture and had homestead

land.

INTRODUCTION

Every minute of every day, somewhere in the
world and most often in a developing countries, a
woman dies from complicationsrelated to pregnancy
or childbirthi.e. 515,000 women, at a minimum, dies
every year. Nearly all maternal deaths (99 per cent)
occur in the developing world — making maternal
mortality statistic showing largest disparity between
developed and developing countries. For every
woman who dies within 30 to 50 years suffers from
infection or disease. Pregnancy related complications
are the leading causes of death and disability for
women of the age-group 15-49 yearsin thedeve oping
countries (UNFPA, 2006). When a mother dies,
children lose their primary caregiver, communities
deny her paid and unpaid labour, and country forego
her contributions to economic and social
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development. A women’s death is more than a
personal tragedy, it represents an enormous cost to
her nation, her community, and her family. Any social
and economic investment that has been madein her
lifeislost. Her family loses her love, her nurturing,
and her productivity inside and outside the home.
Researchesfor about adecade have shown that small
and affordabl e measures can significantly reducethe
health risks that women face when they become
pregnant. Most maternal deaths could be prevented
if women had accessto appropriate health careduring
pregnancy, childbirth and immedi ately after births.

‘Safe motherhood’” means, ensuring that all
women recelve the care they need to be safe and
healthy throughout pregnancy and childbirth. Safe
motherhood impliesthe ability of awoman to havea
safe and healthy pregnancy and ddlivery. Each year,
approximately 4 million newborn dieduring thefirst
month of their birth, and an additional 4 million are
stillborn, most of these deaths are due to infection,
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asphyxia and birth injuries and complications of
premature birth. So newborn health and survival is
very much related to the safe motherhood. Low birth
weight contributesto newborn death in about 40-80%
cases. Nearly all of these newborn deaths occur in
developing countries, and most of these deaths can
be prevented if good quality care is available. The
Situation in South Asia is more precarious, which
accountsfor about half of the global maternal deaths.
Indiaand Bangladesh together contributeto aquarter
of theglobal yearly maternal deaths. In Bangladesh,
although there has been someimprovement over the
last decades, the current level of maternal mortality
is still unacceptably high, even by the standards of
other devel oping countries (Akhter, 2000). Maternal
and neonatal mortality is one of the vital indicators
with the highest disparity between developed and
devel oping countries (Mamady et al ., 2005). Globally
over half a million women die each year during
pregnancy, ddivery or shortly thereafter (WHO, 2009)
and about four million children die before they reach
the end of first month of life, 99% of these deaths
occur in low and middleincome countries (Ahmed et
al.,’98). Causes of maternal and neonatal deathsare
similar in these countries (N1PORT, 2004).

There are more than 31 ethnic communitiesin
Bangladesh, among them the second largest
community isSantal, most of them livein thenorthern
part of Bangladesh. So the researcher’s intentions
were to explore diverse perspectives of safe
motherhood situation of the Santal women in
Bangladesh especially during antenatal and pregnancy
periods.

The study explored the situation of safe
motherhood of Santal community in terms of their
belief, rituals and practices. The specific objective of
the study was, (i) to understand ritual practices
regarding antenatal and pregnancy period of the Santal
community; and (ii) to examine the influence of the
viewsand attitudes of husbandsand husband’sclose
kin during the antenatal and pregnancy stages.

A review of theexisting literatureindicatesthat
study on antenatal caresin Bangladesh havenot drawn
adequate attention of the scholars and it could be
considered as aneglected area of investigation. Most
of the gudies havefocused on the bio-medical aspects
of antenatal care. The researches done on socio-
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cultural aspectsare notably limited. Anthropol ogical
investigations with holistic approach on safe
motherhood situation are also very meager and
per spectives of antenatal and care during pregnancy
have remained outside the focus of research in
Bangladesh. As Santal community ismorevulnerable
to health risks such asantenatal and during pregnancy,
so astudy with focus on Santal pregnant women was
undertaken with 50 respondents each from two
Upazilas of Bangladesh.

MATERIALSAND METHODS

The Santal community ismastly concentrated in
north-western region of Bangladesh. Their
concentration is higher in Rajshahi and Dinajpur
district than other areas. So, one Upazila from each
of thetwo districtswere sel ected randomly wherethe
community isavailable. Onevillagefrom the sel ected
Upazilawasidentified where concentration of Santal
community isvery high, and fifty respondents of the
identified village of each Upazila were selected
purposively who were mother of achild lessthan five
years of age or awomen whois pregnant at thetime
of data collection. As the dimension and nature of
safe motherhood with regard to cultural and socio-
economi ¢ perspectives arevery wide, complicated and
sensitive, sodata for the study were collected through
acombination of i nstrumentsand methods, which are:
(i) informal discussionswere madewith the mothers
and pregnant women; (ii) a structured questionnaire
was used for the respondentsfor the study; and (iii)
focus group discussions (FGD) were conducted with
the Santal women, community |eader, elderly persons
and husband’s kin group/decent group peopl es.

Exact period of coming of the Santals in the
territory of present Bangladeshisnot precisdy known.
Some believe that the Kherwarsreached the land of
Bengal immediately after the first clashes with the
invading Aryan peoples (about 2500 B.c.). It is
probabl e that the Santalslanded in Bangladesh with
their actual ethnic identity at a much later date.
Probably the Santals were scattered throughout
Bengal at the time of the Mudlim invasion of this
region during the last decades of the 12th century or
at thebeginning of the 13th century. Santalshavether
own language, cultureand social patterns, which are
clearly distinct from those of others. The Santals of
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today can speak Bangla fluently and have adopted
many Bangla words in their own language. Though
most Santals in Bangladesh are Christian now
however they still observe their old tribal rites on
many occasions. The Santal live a poor life.
Agriculture istheir main source of livelihood. They
are compelled to sell their labour at avery low price
inteagardens, agricultura field and el sewherebeing
very poor. Bath men and women are accustomed to
hard work asfield labourers. Principal food items of
Santals arerice, fish and varieties of vegetables.

RESULTS AND DISCUSSION

Antenatal care (ANC) is a package of services
rendered to women during pregnancy with an aim to
improving maternal mortality and morbidity Situation.
For achieving this objective, number and timing of
ANC visitisimportant. Ideally, this care should begin
soon after the conception takes place and should
continuethroughout the pregnancy at regular internal .
As recommended generally, ANC visit be made
monthly for the first seven months, fortnightly in the
eighth month and then weekly until the birth (Mitra
et al.,’97). In Bangladesh among the Santal
community thisaccessto and utilization of such care
isvery poor. In thissection an attempt has been taken
toknow what their attitude and practices were during
pregnancy period.

Detection of pregnancy: Out of 100 respondents
only 5 per cent were pregnant first time at the time of
survey. Therests 95 per cent were mother of children
of 5yearsor below. The researcher hastried to find
out how the respondents detected their pregnancy. It
was found that 95 per cent of them detected their
pregnancy with the symptom of vomiting and among
them 88 per cent also mentioned anorexia (lack of
appetite). Though nowadays Home Pregnancy Test
kit is available in the pharmacy, the Santal women
have no idea about that.

Soecial food intake: Women during pregnancy
used to take different types of food and it vary from
family to family. Social and cultural factorsdirectly
influence on women’s practice in food intake during
pregnancy. It was found that only 22 per cent of the
respondentstook sour typesof food to avoid anorexia.
They have eaten tamarind (tatul), olive(jalpai), lotkon
(lotkai), hog- plum (borui), alma (amloci), acid fruit
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(chalta), lemon (labu) etc. They ateasit bringstaste
to food. This food intake of pregnant women is
affected more at initial than later stage of pregnancy
and this may be dueto vomiting/ vomiting tendency
of women in the early stage.

Change in amount of food: Food intake during
pregnancy is one of the important measures for the
status of both the mother and fetus. Thus an attempt
was madeto look into the knowledge of mother about
what types of food needed and what amount of food
were taken by them during their pregnancy. Almost
all of the respondents were aware about the need for
adequate quantity and quality of food during their
pregnancy. Though they wereaware of it but in actual
practice things were found to be different. Only 20
per cent respondents informed that they consumed
less quantity of food during their pregnancy, as
compared to what they used to take during normal
times. However, 55 per cent of respondents stated that
they took food during their pregnancy as before in
normal state, and only 25 per cent of therespondents
consumed morefood in terms of quantity and quality
as compared to their normal consumption. Only 10
per cent respondents consumed more nutritious foods
likefruits, egg, milk, small fish and meat. Though the
Government of Bangladesh has a number of
programmes to promote intake of nutritious foods
during pregnancy through health workers, massmedia
like TV and radio programmes etc. however, the
picturewe get for thefood intake situation among the
pregnant Santal women isvery much discouraging.

Resting in pregnancy period: It was found that
66 per cent respondentscould takean hour rest during
day time. Half an hour was taken by 19 per cent
respondents, 15 per cent of them were able to take
rest two hoursin aday. It ismentionabl e that most of
the pregnant women used to do work in the
agricultural field like normal timeand usually thetime
isnot fixed for taking rest during day time. Whenever
they feel free, they take rest at home after coming
back from thefield.

Daily activities during pregnancy: Avoiding
heavy weight lifting during pregnancy is one of the
most important factor of safe motherhood. So the
respondents’ knowledge was assessed on theissue. It
was found that 99 per cent knew that heavy weight
lifting during pregnancy should be avoided. 47 per
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cent were aware about avoiding work in the
agricultural fidd during late pregnancy stage. Only 5
per cent viewed that they shouldn’t work with paddy
husking pedal. However, because of their poverty they
have to do such work though knowing the risk
involvedinit. Pregnant women continued their normal
daily work as they did before pregnancy. They were
found involvedin doing heavy work such as pumping
tube-well, carrying heavy water pot/bucket and
husking grain with traditional husking equipment even
during their advanced pregnancy stage.

Routine medical check-up: Routine check-up is
very much important during pregnancy, soastotake
careof certaininfections, nutritional deficienciesand
other hazards of pregnancy. Pregnancy care is most
effectiveif it startsfrom early pregnancy stageand is
continued at regular intervals throughout the
pregnancy period. The WHO and the Government of
Bangladesh recommend at | east three ANC visits, with
one visit taking place in each pregnancy trimester
(Mannan, 2008). Among the respondents 64 per cent
women have not done any check-up during their
pregnancy period, 21 per cent checked once only, and
only 3 per cent of them got checked themsel vesthree
timesduring pregnancy period.

SalmaMabarek & Md. Abdul Khaleque

Ignorance, lack of knowledge and understanding
about maternity and importance of maternal health
during pregnancy arethe main reasonsfor not going
through routine check-up. Financial problem was
found to be not a big barrier, because these types of
check-up services are available in the government
hospitalsand Family Welfare Centrein Bangladesh.

It wasfound that 36 per cent of pregnant women
didtheir check up during pregnancy. Among them 18
per cent did their check-up at Upazila Health
Complex, and 11 per cent in Mission Hospital, 6 per
cent got checked-up privately at village market
dispensary. Only one of them went to Rajshahi
Medical College. However, during the focus group
discussions, therespondents stated that they had easy
access to Upazila Health Complex and Mission
Hospital of the area.

Decision making process for receiving medical
service: Most of the women in Bangladesh have no
decision making power at family and community level
and control over resources. So they have lack of
control over their reproductive rights. Most of the
respondents (36%) stated that they went to Medical
Service Providers on their husband’s suggestion.
However, 3 per cent and 2 per cent of the pregnant

Frequency of Routine check-up

70
60
50
40
30

%

21
20 12
10

1 time

2 times

64

3 times Didn’t check

Figure 1: Frequency of routine check-up done during pregnancy by Santal women
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women were advised by their father-in-law and mother-
in-law respectively for medical services. The Santal
people do not stay with the parents after marriage. So
thein-lawscan not influencethem regarding theissue.
The husband takesmost of the deci sionsand sometimes
decisonsaretaken jointly by the husband and wifefor
medical servicesduring pregnancy.

Problems encountered during pregnancy: Iron
deficiency anaemiaisthe most common micronutrient
deficiency in Bangladesh, especially affecting young
children and women of reproductive age. Untreated
anaemia can lead todisabilities, an increased risk of
infection and diminished work capacity and even to
death of women during pregnancy and at childbirth
(Mannan, 2008). Sothe researcherstried tofind out
the problems faced by the respondents during
pregnancy. Most respondents stated that they
encountered multiple problems.

In the study it was found that 56.36 per cent of
the respondents were suffering from iron deficiency
anaemia, 36.36 per cent had faced problem of
vomiting, 25.45 per cent felt headache, and only 12.73
per cent respondent’s body and leg swelled during
pregnancy. High blood pressurewasreported by 9.09
per cent respondents during pregnancy.
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Knowledge about the risky symptoms and
preparation for it: Prior knowledge about the risky
symptoms can help to avoid any serious or fatal
Situation during pregnancy and delivery stage. It was
found that most of the respondents (97%) knew about
the occurrence of risky symptoms during pregnancy.
They mentioned that bleeding, abnormal pain in
abdomen, high blood pressure, swelling of body and
severe headache are the risky symptoms during
pregnancy. But the respondents have no prior
preparation to act against and neutralize the risk
involved during such situation. The community was
unfamiliar and has no preparednessto meet with such
situations. Keeping arrangement for blood is essential
to meet risky situation during pregnancy period.
Among the respondents 95 per cent had made
arrangementsfor transportation only. Only 10 per cent
respondents had arranged money for the delivery or
to meet other adverse situation, while 85 per cent
respondents did not have any preparedness to meet
any adversesituation. They believed in case of adverse
situation arisesGod will help them. A separate special
placefor deliveryisnot arrangeuntil theddlivery pain
dtarts. It indicates though they are aware that risky
Situations may arise, yet they are not prepared in

Problems Encountered during pregnancy

%

Figure 2: Problems encountered during pregnancy by Santal women
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advanceto facethesituation. It wasfound that 42 per
cent of therespondentstook advicein risky situation
during pregnancy from their husband, 30 per cent from
mother, 16 per cent from father, and 10 per cent from
mother-in-law and only 2 per cent from father-in-law.
It revelsin thiscommunity husbandsare the supreme
decision maker of thefamily. It showsthat the husband
isgreatly the decision maker of the family.

Knowledge on TT vaccination: It was found that
89 per cent respondents knew about TT vaccination.
However, their knowledge on number of doses was
very poor. Only 20 per cent of them knew that 5 doses
of TT required during the whole reproductive life of
women, and 12 per cent didn’t know about number
of doses for TT vaccination. However, 30 per cent
mentioned about 3 dosesrequired, while 25 per cent
mentioned about the requirement of one dose only.
Thusthe respondents were awar e of therequirement
of TT vaccination but were sure about the required
number of doses.

Knowl edge about intake of calcium: Calciumis
very essential during pregnancy for mother and child.
It wasfound that 24 per cent of the respondentstook
calcium during pregnancy and majority of them (76%)
didn’t takeit. Knowledgeon starting period of calcium
intake was assessed, six and five months were
mentioned by 19 per cent and 4 per cent of the
respondents respectively. It was found that taking
cal cium was highest (37%) among the age-group 20-
24 years, and second highest (33%) among the age-
group 25-29 years. It reveals young women of the
community are more used to take calcium during
pregnancy period as compared to the elderly women.

Knowledge on doses of TT Vaccination
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Figure 3: Knowledge on doses of TT vaccination required
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Thusyounger women are more aware about the need
of calcium.

Knowledge and practice of taking iron tablets:
Anaemiaduring pregnancy duetoiron deficiency is
very common in Bangladesh. The researcherstried
to assess knowledge of respondents on starting time
for iron tablet. Most of them (36%) told that it should
gart from three month of pregnancy. On the other hand
57% of the respondents didn’t have any knowledge
on the starting timeof taking iron tablets. It wasfound
that taking iron was highest (22%) among the age-
group of 20-24 years, and second highest (19%) in
age-group of 25-29 years. Only 3 per cent respondents
of age-group 35-39 yearstook iron tablets.

Social and religious events during pregnancy:
Among the respondents 67 per cent stated that they
celebrated social events, while 45 respondents had
celebrated religious events. During focus group
discussion they told that they practice socia rituals
at the seven months of pregnhancy. Some of them wore
new saree on that occasion. Only one of them
mentioned that she put iron bangle (bala) in hands.
Some of them who converted to Christianity still do
worship deity during pregnancy with reverence for
thebetterment of the onetoarrive. Thoserespondents
who didn’t celebrate the social and religious events
stated that they did not celebrate the event because
they could not afford the expendituresfor the events.
Some of the respondents did cel ebrate the events for
thefirst two issues. That means social and religious
celebration during pregnancy iswell articulated with
the Santal community culture.

Supergtitionsand restriction during pregnancy:
Among the respondents 90 per cent believe on
pregnancy related supergtitionsand regtrictionson free
movement. They didn’t go to bamboo groves, cross
roads, walk under big bananatrees or beside ponds
and river banks especially at noon and at midnight.
They believe in those places malevolent sprites are
most active.

CONCLUSION

Most of the Santal women, who were
respondents, has the knowledge of the special food
intakeand avoiding phys cal labour during pregnancy
period. But they cannot put these in practice due to
their poverty. A significant proportion of women suffer
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from health hazardswhilethey are pregnant. They do
participate in some cultural and religious events
during the pregnancy. However, some of them could
not enjoy those events due to the poor financial
condition of the family.

Measures as well as balanced development
policies and programs should be taken up by the
Government, policy makersand service providersto
increase the awareness of the pregnant women and
their husbands on theseissuesand improvetheheslth
careservices and facilitiesfor the Santal community.
Based on the findings of the present study the
following recommendati ons have been made.

1. Heath Directorate can take necessary
programmesthrough their service providers
to make aware the women of Santal
community about the signs of complications
and dangersduring pregnancy. For ensuring
this it is an urgent necessity to encourage
individual activistsand NGOsto extend their
safe motherhood services in areas of Santal
community where the services are almost
non-existent.

2. Make health service providersmore sensitive
to Santal women’s needs and concerns
because they are not aware of some safe
motherhood issues. Health service providers
should make them aware and motivatethem
to practice the safe motherhood issues.

3. Community people should be motivated to
send the women in complicated pregnancy
caseto thenearest hospital immediately and
keep an arrangement for transport facilities
for emergency.

4. The NGOs should be encouraged to start
transport service by their local offices using
available local transportation system (van,
boat, microbus etc.) during need of
emergency transportation of pregnant
woman.

5. Routine check-up is important during
pregnancy. It isvery much important totake
care of certain infections, nutritional
deficienciesand other hazards of pregnancy.
Careis most effective if it starts from early
pregnancy and continued at regular intervals
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throughout the pregnancy period. Routine
check-up may be provided by the health
worker or the NGO workersto the women of
Santal community.

6. Itwasfoundinthestudy that thecommunity
women were knowl edgeabl e on the necessity
of calcium and iron tablets during pregnancy
and after delivery, but they didn’t know how
many tablets need to be taken daily. Their
knowledge must be enriched through training
and motivations.

7. Health care services should be brought close
to the door step of the Santal women by
arranging mobile or satelite clinics more
frequently, or ensuring home visits by the
government or NGO health workers.
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