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Abstract: Institutional births in India, including the north eastern state of Assam, have increased steeply in
the last decade such that 71% of all births now occur in facilities. Most analyses of disrespect and abuse
during childbirth have largely framed the problem within a binary that juxtaposes all users of services in one
category, subordinate to institutions and institutional actors. This commentary explores whether a different
analysis is possible within a relational context where citizenship itself is graded, and not all marginal groups
experience either the same form or the same intensity of mistreatment. Employing a historical lens including
examining relations between non-elite groups, current discriminatory state policies and practices, and
deepening conflicts over scarce resources, this commentary presents a more localised and granular
understanding of how disrespect and abuse may manifest in institutional births in Assam. Experiences of
disrespect and abuse during childbirth are mediated by axes of marginalities that are dynamic and non-
isomorphic, shaped by state policies, the everyday practices of the citizens, the differential and unequal
relations between the state and multiple marginal groups of citizens, and between citizens themselves.
Reframing marginality in this way may lend itself to identifying sources of inequities that emanate from
both within and outside of health systems, allowing for more sophisticated explorations of disrespect and
abuse. This may help improve health systems to ensure that experience of childbirth is more humane, safe
and respectful, independent of women’s social identities and their locations in the larger political economy.
DOI: 10.1080/09688080.2018.1502022

Keywords: disrespect and abuse during childbirth, Assam, India, social identities, intersectionality,
discrimination

Introduction
Women’s experiences of disrespect and abuse
during institutional childbirth encompass actions
such as physical, verbal and sexual abuse, discrimi-
natory behaviour, not being offered a choice of
birthing positions or pain relief and other systemic
and interpersonal practices.1 However, the risks of
encountering disrespect and abuse during child-
birth are not shared equally by all women. Some
studies indicate that women who are marginalised
due to their ethnicity, religion, caste, race, class,
gender, and sexual orientation are disproportio-
nately affected by such mistreatment and poor
quality of care.2

In this commentary, I use the illustrative
example of Assam, a state in the northeast of
India with a heterogeneous population, a complex
colonial history and post-colonial politics, and the
highest Maternal Mortality Ratio in India. The
question I pose is whether the experience of disre-
spect, abuse and discrimination during childbirth
is the same or different across marginalised groups
such as Bengali Muslims, Adivasis (tribal commu-
nities, originally from eastern and central India),
and indigenous tribal populations. This issue is sig-
nificant since, in the last decade, there has been a
big push towards institutional births in India (and
also in Assam) to address maternal mortality.

COMMENTARY
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Institutional births have increased in the state
from 22.4% in 2005–2006 to 70.6% in 2015, of
which over 60% are in state facilities (NFHS-4).

Historically, the relationships between these
communities have been tenuous, not only due
to ethnic, linguistic, religious and cultural differ-
ences, but also due to struggles over scarce
resources, most notably arable land in a region
affected by denudation from seasonal flooding.
In recent times, these relationships have wor-
sened due to state policies that give preferential
treatment to some groups, while actively discrimi-
nating against others. For instance, the formu-
lation of the National Register of Citizens in
2018, the only one of its kind in India, tries to
establish the right to residence based on docu-
mented proof of citizenship in the state of
Assam. Thus, not all of these marginal groups
are similarly or equally disempowered in Assam.
A conceptual framework anchored in an under-
standing of graded inequalities of power that
change over time may help unpack the different
sources of inequities that influence women’s
experiences during childbirth, with implications
for the measurement, documentation and analy-
sis of disrespect and abuse. This has the potential
for improving institutional care, not just in Assam
or in India, but in other complex regions with dif-
ferentially marginalised populations.

The issues raised in the commentary have been
addressed by two related areas of scholarship –
intersectionality in health and the political econ-
omy of development. The former examines the
ways in which markers of identity interact with
interlocking systems of privilege and oppression
at the macro level, affecting health outcomes.3

For example, a study examining the combined
and independent impacts of gender and class in
rural Southern India found that non-poor women
and poor men achieved similar treatment out-
comes for chronic long-term illnesses through
different processes: the former leveraged their
economic advantage to overcome their gender dis-
advantage, while the latter did the opposite.4

Within the political economy of development,
earlier scholarship had merged all marginalised
populations (e.g. peasants, working class) within
a single category of the subaltern.5 Later, scholars
concerned with disadvantages stemming not only
from class but also caste, tribe, and gender, have
argued that the category of the marginal is not
singular.6 This commentary uses the concept of
what I term “the shifting axes of marginality” to

argue that over a period of time, the positions of
erstwhile non-dominant groups may change
based on negotiations with the state and changing
relationships with other non-elite groups. For
groups that may become relatively more empow-
ered, there are likely to be positive outcomes
across domains, such as livelihood, education
and health. For groups that become relatively
more disempowered, this will be less so. These
shifting axes may have implications for how vul-
nerable and marginal groups of women experience
disrespect and abuse during institutional child-
birth. This, in turn, raises concerns about how to
understand care and abuse in nuanced ways and
develop sensitive interventions to ensure respect-
ful maternity care, independent of women’s pos-
itions in the larger political economy.

Context of disrespect and abuse
Demographic governance mediated through tech-
nology, surveillance, enumerative exercises, forced
birth control and pronatal policies of the state, are
not new phenomena.7 In the context of disrespect
and abuse during childbirth, state power continues
to be deployed through technology, institutions and
entities such as doctors, nurses, bureaucrats and
administrators, and professional midwives, who
are sometimes of a different (higher) social class
than the patients they serve. Coovadia et al find
that a history of colonisation, apartheid and a dis-
course rooted in patient inferiority have contributed
significantly to the perpetuation of disrespect and
abuse of women within health systems.8 One of
the earliest analyses of this problem in South Africa
finds that abuse of pregnant women by nurses took
two forms: as a response to an event, such as per-
ceived non-compliance, and as ritualised abuse,
especially in the absence of a competing discourse
of care.9 The authors identify a complex set of fac-
tors, including systems of accountability (or their
absence) within institutions, the deliberate creation
of social distance by nurses consolidating their
middle-class identities, and the need to assert con-
trol, which may inhere in the technocratic model
of childbirth.10

In the Indian context too, disrespect and abuse
during childbirth are not uncommon, especially in
state facilities, and have been reported by journal-
ists as well as academic scholars. Empirical work in
Assam finds several instances of abuse in state
facilities in rural Assam and argues that such vio-
lence is gendered “… and intersects with other
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axes of structural inequalities, such as caste/ethni-
city, class and region in India, producing a negative
and often violent experience of pregnancy and
childbirth in India”.11 Using a mix of clinical obser-
vations and quantitative methods, a study based in
state and private facilities in urban and rural Uttar
Pradesh, North India, reveals that while all women
experienced at least one type of mistreatment
during childbirth across facilities, women who
were either Scheduled Tribes or Scheduled Castes,
as well as multiparous women, reported greater
and more intense forms of mistreatment.12 The
latter include actions with significant possibilities
of harm, such as extreme fundal pressure, using
dirty rags to wipe the perineal area, physical
abuse, and sexually humiliating comments. Vari-
ations in mistreatment across different social
groups are also confirmed in other studies in
India.13 However, disrespect and abuse in child-
birth are likely to be underreported by margina-
lised women because of low expectations of care
in state facilities and the propensity to self-blame
for the poor treatment they receive.14,15 Thus, gen-
der along with other axes of inequities disem-
powers these women because they often possess
the least social, economic and cultural capital to
exercise agency during such medical encounters.

Hierarchies of citizenship
Although a leading global tea-producer, Assam is
among the poorer Indian states. It has a popu-
lation of 31.2 million, with great ethnic and reli-
gious diversity, comprises Assamese Hindus (the
majority), along with significantly large minority
groups of Bengali Muslims and Bengali Hindus,
indigenous tribals, Adivasi tribals and a small min-
ority of Assamese Muslims.16 Assam has a large
internally displaced population on account of
annual flooding and decades of ethnic conflict,
the latter an outcome of contemporary and colo-
nial policies of the state.

British colonial policies, including the margina-
lisation of indigenous tribal populations, and the
policy of importation of Hindu Bengali middle-
class professionals and Muslim Bengali peasants
from East Bengal (present day Bangladesh), along-
side Adivasis as indentured labourers from East
and Central India, fomented both anti-outsider
and anti-Bengali feelings in the state.17

After India’s independence, other policies have
reconfigured state-citizen relationships and cre-
ated a hierarchy in citizenship that has

exacerbated difficult relations between several
marginal groups. Exclusionary rules guarantee pre-
ferential political, economic, social, and forest
rights to some groups.*,18 Marginalisation of
Bodo tribals, along with competition for increas-
ingly scarce arable land between Adivasis and Ben-
gali Muslims, led to decades of violent separatist
struggle.17 Simultaneously, the state has intro-
duced requirements that make proving citizenship
difficult: for example, through the National Regis-
ter of Citizens for Bengalis, making statelessness a
significant threat for Bengali Muslims in the region.

For historical reasons and a paucity of land in
Assam, many Bengali Muslims have settled in the
almond-shaped islands of the lower Brahmaputra
river (char region) areas which are subject to severe
annual flooding, exacerbated in recent years by
earthquakes and climate change, and with a near
absent public health infrastructure with boat
clinics offering basic health services run by non-
profit organisations. When Bengali Muslims move
to less flood-prone areas of Assam, to diversify
their livelihoods or due to homelessness from
floods, they are labelled as “illegal Bangladeshis”
or “foreigners”, and subject to multiple forms of
discrimination and violence.19 Between 1970 and
2015, and notably even after the formation of tri-
bal autonomous areas, conflicts between Bodos
and Bengali Muslims as well as between Bodos
and Adivasis led to over 4,000 deaths and nearly
a million people displaced across all three groups.
The majority of victims have been Bengali Mus-
lims, followed by Adivasis. The worst of these was
the Nellie massacre in 1983 where nearly 3,000
Bengali Muslims were hacked to death in a single
night in response to the central government grant-
ing voting rights to them in the state elections.
However, the perpetrators were never arrested.20

On the other hand, Adivasis, most of whom live
and work in the tea plantations in Assam, have
continued to agitate for “indigenous” or scheduled
tribe (ST) status in the state, which they are entitled

*These rights were granted to Karbi and Bodo tribals (con-
sidered “indigenous” by the state), who constitute 12–15%
of the state’s population, but not to Adivasi tribals, who com-
prise 25% of the state’s population, because they are con-
sidered “outsiders”. Bodo demands for autonomy originated
from legitimate experiences of their linguistic and cultural mar-
ginalisation and neglect by colonial and successive state gov-
ernments and culminated in the creation of autonomous
Bodo districts through the Assam Accord of 1985.
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to outside of Assam and which offers them more
social protections. It is worth noting that MMR
and other health indicators are worst in the Adivasi
areas and in districts where Muslims constitute the
majority of the population.21 However, insti-
tutional births have increased steeply in the state
from 22.4% in 2005-06 to 70.6% in 2015,22 which
poses two questions – what is the experience of
women who give births in facilities? How do their
identities mediate this experience?

The multiple axes of disempowerment
The precarity of being a Bengali Muslim in
Assam
The districts with majority Bengali Muslims have
some of the worst health indicators,21,22 partly
due to a systematic underinvestment in state-
funded institutions and partly due to structural
inequities experienced by the population. Unpub-
lished data from our study11 suggest that ASHAs
(Accredited Social Health Activists), encounter mul-
tiple challenges. First, they have to negotiate intra-
partum care for pregnant women in health
facilities, where they are often mistreated, possibly
because of being both poor and Muslim. Second,
ASHAs struggle to prevent early marriages that
increase the risks of obstetric complications and
maternal deaths, while simultaneously reinforcing
negative stereotypes against the community as
“backward with unfettered fertility”. Third, they
encounter more cases of non-payment of state-
mandated cash benefits to Muslim mothers com-
pared to other groups under the Janani Suraksha
Yojana (JSY), which is a pan-Indian conditional
cash transfer scheme that provides financial incen-
tives to pregnant women and health workers for
institutional births in state facilities. Finally, sev-
eral ASHAs (in these districts but also elsewhere)
are often not paid their wages for several months.
This exacerbates the existing economic precarity
that the ASHAs live with and also diminishes
their ability to negotiate (as women) with their
families their right to be employed.

Discrimination against Muslim women in public
healthcare settings has also been reported in other
parts of India. A study in Mumbai found that cultu-
rally derogatory terms were used against Muslim
women. They were perceived as being trouble-
makers, staff refused to learn their names, and
substituted Hindu names, and many women
reported being humiliated for having more than
two children and felt they were spoken to

differently from non-Muslim patients.23 However,
given the colonial history and contemporary poli-
tics, Bengali Muslims in Assam are especially vul-
nerable. Some Bengali Muslims used the word
“sub-human” to describe their experience of child-
birth and accessing health care.11 This perception
is reinforced, when we examine “native Assamese”
and mainstream discourses that often label Ben-
gali Muslims as “illegal immigrants”. Bengali Mus-
lims are blamed for “large” populations,
unregulated fertility, and for poor health statistics
in the areas where they live, and are perceived as
being cunning and more adept at accessing state
entitlements than the “native” population. This
view is unfortunately also held by some health pro-
viders, many of whom belong to the dominant or
elite groups in Assam. The use of the word “immi-
grant” and concerns with “excess” Muslim fertility
are instructive, though the latter is not new; the
politicisation of fertility to achieve non-demo-
graphic agendas has been debated in India for dec-
ades. These issues raise several questions when
researchers find more incidents of mistreatment
of such groups. If many Bengali Muslims are poorly
treated in state facilities, owing to prejudices held
against them, how likely are they to use state facili-
ties? Even if they were to do so, what would be the
quality of the care they receive?

Othering Adivasis through home births
When Adivasi women have home births, this is seen
as a repudiation of state-sponsored development
agendas, such as promoting hospital births, and
reinforces negative stereotypes of Adivasis as
“backward” and resistant to development initiat-
ives. However, there are multiple legitimate
reasons for this choice.† For historical reasons,
including lack of educational opportunities in the
tea garden areas, the majority of Adivasi men
and women have continued with colonial occu-
pations such as work in tea plantations. They
have few social protections and are routinely
exploited by tea garden owners, and receive only
half the state-mandated minimum wage because
of archaic colonial rules that still govern labour
laws in the tea plantations of Assam.24 A visit to a

†More than 50% of Adivasis employed in tea plantations are
contractual employees with few labour rights and are
addressed by a derogatory term, Faltu meaning useless in Assa-
mese, Bengali and Sadri, the language spoken by Adivasis in
Assam.
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government health facility, often several kilo-
metres away, entails a loss of wages. On arrival at
the facility, significant out of pocket expenses are
incurred: cost of tests (50-70 Rupees), bribes of hos-
pital staff (20-30 Rupees), tea and transportation
for the ASHA and for themselves, adding up to
150 Rupees (2.5 USD), unaffordable for a family
with average daily earnings of 121 Rupees (1.9
USD).‡,25 Many pregnant women do heavy labour
right until they deliver and return to work within
a few weeks of giving birth. Malnutrition and anae-
mia are extremely high, linked to high levels of
poverty, and the colonial practice of using substan-
tial quantities of salt to make the poorest quality of
tea palatable often increases the risks of hyperten-
sion and preeclampsia for Adivasi women.§

Further, in many Adivasi communities, child-
birth is often viewed as a cultural rite of passage
where the presence of families is preferred over
health workers, who tend to be non-Adivasis. At
the tea estate hospital, the conditions can be
worse than delivering at home. Kalita’s study set
in a large tea estate of Sonitpur District reported
a lack of basic equipment and/or staff, with no
supply of even the surgical thread required for
suturing tears during childbirth. Even when Adivasi
women give birth at the hospital, they are severely
reprimanded by staff for not bringing clean or new
clothes for the baby, often made impossible due to
their extreme poverty and long working hours. The
combination of structural factors, poor experiences
at the hospital, including being humiliated, and
the absence of amenities discourage institutional
births in these areas. These experiences of Adivasi
women, however, may not be unique to India. It
may parallel the treatment of other indigenous
groups in the Americas and in Australia.

The popular perception of Adivasi women,
including the view held by Bodo or Karbi tribal
women, constructs them as backward, with weak
bodies, drinking alcohol even when pregnant and

with high maternal death rates. These perceptions
follow Adivasis even if they live outside of tea gar-
dens. Home birth is viewed as strictly Adivasi prac-
tice by these other tribal groups in that they feel
that they have become “one of them” if birth hap-
pens at home.11 Thus, Adivasis like Muslims face a
dual burden of marginalisation; marginalisation
by the state which denies them their rights in
Assam, and by other citizens, including other tribal
groups, who may be non-dominant, but are not
equally marginal and are differently discriminated
from them.

Tribals as ignorant
Indigenous tribes in Assam and elsewhere in the
northeast are often imagined as recalcitrant, dis-
obedient and savage-like.17 Their experiences
with institutions sometimes reflect these percep-
tions, which together with their often low socio-
economic status, subjects them to disrespect.
While many of these women actively use state
facilities and private care if they can afford it, indi-
genous women and their families are often scolded
by doctors and nurses for screaming too loudly
during labour or asking too many questions
about the care they receive, a common form of
abuse during childbirth that is reflected in the
experiences of women with low levels of education
or in poverty.11–15 It is possible that the discrimi-
nation that indigenous tribal women encounter,
emanates more from the state, than from their fel-
low citizens, unlike their Adivasi or Bengali Muslim
counterparts, who bear the burden of not only
state-sponsored mistreatment, but also prejudices
held by their fellow citizens.

Conclusion
Most analyses of disrespect and abuse during child-
birth, particularly in state facilities, have largely
framed the problem within a binary that juxtaposes
all users of services in one category, who are subor-
dinate to institutions and institutional actors. This
commentary explores whether a different analysis
is possible within a relational context where citizen-
ship itself is graded, and not all marginal groups
experience either the same form or the same inten-
sity of mistreatment. Here, a deeper examination of
historical relations between non-elite groups, cur-
rent discriminatory state policies and practices,
and deepening conflicts over scarce resources
allowed for a more localised and granular under-
standing of how disrespect and abuse may manifest

‡Deep J. Kalita, a postgraduate student in Public Health at the
Azim Premji University, conducted an eight-week ethnographic
study, under the supervision of the author, supplemented by
surveys with 60 women among Adivasis who had given birth
in the last two years in a large tea estate in Sonitpur District
with a population of 6700 Adivasis. It is worth noting that a
few years earlier this was one of the areas affected by Bodo-
Adivasi conflict and subsequently many Adivasis were
displaced.
§Reported to Kalita by the doctors serving this population.
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in the context of childbirth in Assam. We observe
that experiences of disrespect and abuse are
shaped not only by state or institutional actions,
but also the perceptions of marginal groups includ-
ing prejudices that certain non-dominant groups
hold of other non-dominant groups.

This approach opens up several avenues for
future research in the area of disrespect and
abuse. First, can quantitative instruments be
made more responsive to this reality, by capturing
the multifaceted and dynamic nature of discrimi-
nation, instead of homogenising all marginalised
groups into a single category? Second, sub-stan-
dard and disrespectful care may be considered
adequate because users feel they do not deserve
better treatment due to their social position, a sen-
timent that is reinforced through popular and
dominant discourses and views of other marginal
groups. Thus, enumerating disrespect and abuse
in childbirth through self-reported measures
alone complicates the picture, since marginal
women are more likely to experience disrespect
and abuse and yet they may be less likely to report
it. Third, past historical injustices may lead to
ascription of intentionality to experiences of disre-
spect and abuse, even if the harm was not deliber-
ate. This, of course, does not undermine the harm
done to women when they are extremely vulner-
able, but does raise the question of whether future
instruments and narratives of poor care during
childbirth can untangle these complex, but analyti-
cally and practically important differences. Per-
haps we could consider the axes around which

marginalities pivot as dynamic and non-iso-
morphic, shaped by state policies, the everyday
practices of the citizens, the differential and
unequal relations between the state and multiple
marginal groups, and between citizens themselves.
This conception of marginalities may lend itself to
identifying sources of inequities that emanate
from both within and outside of health systems,
allowing for more sophisticated explorations of dis-
respect and abuse. This is necessary to improve
health systems so that the experience of childbirth
for women is more humane, safe and respectful,
independent of their social identities and
locations.
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Résumé
Les naissances dans des centres de santé en Inde,
notamment dans l’État d’Assam, au nord-est du
pays, ont augmenté sensiblement ces dix dernières
années et 71% de tous les accouchements ont dés-
ormais lieu dans des structures médicalisées. La
plupart des analyses du manque de respect et de
maltraitance pendant l’accouchement ont en gén-
éral abordé le problème dans le cadre d’une per-
spective binaire qui juxtapose toutes les
utilisatrices des services dans une catégorie, subor-
données aux institutions et aux acteurs institution-
nels. Ce commentaire se demande si une analyse
différente est possible dans un contexte relationnel
où la citoyenneté elle-même est graduée et où tous
les groupes marginaux ne connaissent pas la

Resumen
Los partos institucionales en India, incluido el
estado de Assam en el noreste, han aumentado
marcadamente en la última década, de tal manera
que el 71% de todos los partos ahora ocurren en
establecimientos de salud. La mayoría de los aná-
lisis de falta de respeto y maltrato durante el
parto principalmente han definido el problema
en un binario que yuxtapone a todas las usuarias
de los servicios en una categoría, subordinadas a
las instituciones y actores institucionales. Este
comentario examina si un análisis diferente es
posible en un contexto relacional donde se califica
a la ciudadanía en sí y no todos los grupos margin-
ados sufren el mismo tipo o la misma intensidad
de maltrato. Empleando una perspectiva histórica
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même forme ou la même intensité de maltrai-
tance. Employant une perspective historique com-
portant l’étude des relations entre groupes
n’appartenant pas aux élites, les politiques et pra-
tiques étatiques discriminatoires actuelles et l’ag-
gravation des conflits autour de ressources rares,
ce commentaire présente une conception plus
localisée et détaillée de la manière dont le manque
de respect et la maltraitance peuvent se manifester
lors d’accouchements dans des centres de santé à
Assam. L’expérience de l’irrespect et de la maltrai-
tance pendant l’accouchement est véhiculée par
des axes de marginalités qui sont dynamiques et
non isomorphes, façonnées par les politiques de
l’État, les pratiques quotidiennes des citoyens, les
rapports inégaux et différentiels entre l’État et de
multiples groupes marginaux de citoyens, et
entre les citoyens eux-mêmes. Recadrer ainsi la
marginalité peut permettre d’identifier les sources
d’inégalités qui émanent de l’intérieur et de l’extér-
ieur des systèmes de santé, permettant d’étudier
plus précisément le manque de respect et la mal-
traitance. Cette méthode peut aider les systèmes
de santé à garantir une expérience de la naissance
plus humaine, sûre et respectueuse, indépendam-
ment de l’identité sociale des femmes et de leur
situation dans l’économie politique plus large.

que consiste en examinar relaciones entre grupos
no elitistas, políticas y prácticas estatales vigentes
discriminatorias y crecientes conflictos por la esca-
sez de recursos, este comentario presenta una
comprensión más localizada y detallada de cómo
la falta de respeto y el maltrato podrían manifes-
tarse durante los partos institucionales en Assam.
Las experiencias de falta de respeto y maltrato dur-
ante el parto son mediadas por ejes de marginali-
dades que son dinámicos y no isomorfos, definidos
por políticas estatales, prácticas cotidianas de la
ciudadanía, relaciones diferenciales y desiguales
entre el estado y múltiples grupos marginales de
ciudadanos, y entre ciudadanos en sí. Replantear
la marginalidad de esta manera podría prestarse
a identificar fuentes de inequidades que emanan
tanto del interior como del exterior de los sistemas
de salud, lo cual permite examinar de manera más
sofisticada la falta de respeto y el maltrato. Esto
podría ayudar a mejorar los sistemas de salud
con el fin de asegurar que la experiencia del
parto sea más humana, segura y respetuosa, inde-
pendientemente de las identidades sociales de las
mujeres y su ubicación en la economía política
general.
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