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‘Surrogate decision-making’ in India for
women competent to consent and choose
during childbirth

Kaveri Mayra , Zoë Matthews and Jane Sandall

abstract
In a postcolonial, deeply patriarchal culture, decisions are often made for Indian women about every aspect of

their life – beginning with whether they will be allowed to be born. This is followed by every life decision,

including education and marriage. A ‘surrogate decision-maker’ is a guardian who decides for an adult

incapable of making their own decisions due to a mental health condition, or as a substitute based on a

patient’s stated or predicted wishes. However, the majority of Indian women are ‘controlled’ and ‘allowed’ or

otherwise regarding everything. No choice in women’s life is women’s own, including decisions about deeply

personal experiences such as giving birth.

Our article is embedded in feminist epistemology and uses voice-centred relational analysis of interviews with

four women from impoverished backgrounds in Bihar, India, to explore decision making around childbirth and

throughout their lives. The surrogate decision-makers in the birth environment are: 1) healthcare and non-

healthcare providers, and/or 2) family members (who play the dominant role in every other decision about

women’s lives). They communicate amongst themselves about a woman’s active bodily experience. Through

I-poems we present women’s varied levels of resistance and non-resistance to obstetric violence, which can

be looked at as an extension of their response to violence in their routine lives. We find similarities in

women’s conditioning to endure, and argue that women should be the key stakeholders of their decisions

about themselves and their bodies, which includes decisions about birth.

keywords
obstetric violence, surrogate decision-making, childbirth, patriarchy, voice-centred relational analysis

Introduction

A ‘surrogate decision-maker’ is a guardian

who decides for an adult incapable of

making their own decisions due to a

mental health condition. This could also be

a substitute who decides based on the

stated wishes of a patient or based on pre-

dictions (Hammami et al. 2020). In this

article we use the term ‘surrogate decision-

maker’ in relation to people who engage in

informal decision-making for women

during childbirth, which is an extension of

how decisions are made for girls and
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women throughout their lives. In deeply

patriarchal cultures women have a limited

decision-making role, especially about

their sexual, reproductive and maternal

health and needs (Jeejebhoy & Santhya

2018; Koski, Stephenson & Koenig 2011).

While the culture of violence presents one

end of patriarchy, the denial of pleasure to

women presents the other (hooks 2000).

Our study is based in Bihar, a state in the

postcolonial country of India, which reports

a total fertility rate of 3 children per woman –

the highest among all Indian states (Govern-

ment of India (GOI) 2020). Around 48% of

the 107 million population of Bihar is

women (GOI 2011) and 76.2% of the child-

births take place in healthcare institutions

(GOI 2020). There are several indicators

that reveal a lack of women’s agency in

Bihar. The National Family Health Survey

(NFHS-5) reports that only 12.6% of

women were paid in cash for their work,

only 28.8% had completed 10 years of edu-

cation, and 40.8% (now aged 20–24 years)

were married before they turned 18 (GOI

2020). This highlights that child marriage is

a persistent issue in the state.

The high rates of gender-based violence

and crimes against women show further

disempowerment and oppression of

women (Dhar et al. 2018; Jejeebhoy &

Santhya 2018). Intimate partner violence is

another key issue in the state (Dhar et al.

2018). The NFHS-5 reports that 40% of

women have experienced spousal violence

and 2.8% experienced it during pregnancy.

Among the women surveyed who were

aged 18–29 years, 8.3% reported experien-

cing sexual violence before they turned 18.

Gender-based discrimination is also

evident in other indicators, such as female

sterilisation (34.8%), which is much higher

than male sterilisation (0.1%), and the

decreasing sex ratio (908) at birth (GOI

2020). (Sex ratio is the ratio of the number

of females born per 1000 males in a popu-

lation. It is usually presented with just the

number of females as the number of males

(1000) is standard.)

A culture of violence and subjugation is

a part of a patriarchal structure, where

women and girls have limited agency over

their bodies and lives. This seems to

extend to the obstetric setting as well. Lack

of consent and explanation of obstetric

interventions are key indicators in this

context, the incidence of which is often

very high (Bhattacharya et al. 2013; Patel,

Das & Das 2018), further indicating a lack

of women’s consent and choice in obstetric

birth environments. This is normalised, as is

being ‘allowed’ to do anything in women’s

routine lives. This is a result of girl’s and

women’s positioning at the intersections of

several ‘female’ disadvantages, which

increase their vulnerability (Sen & Iyer

2012; Chattopadhyay 2018; Chadwick

2018). While this is common in patriarchal

and postcolonial settings, the extent may

vary between different contexts, states and

countries, reflecting in women’s low expec-

tations even when desiring respectful care

(Espinoza-Reyes & Solis 2020; Bhattacharya

et al. 2013; Afulani et al. 2019; United

Nations 2019; Lambert et al. 2018). This is

a characteristic of the medical model of

care around childbirth, a result of the

gradual transition from home as the more

common and accepted birth setting, to dom-

ination by the obstetric birth setting over the

last decades, which continued the alienation

of women’s reproductive rights (Oakley

1984; Hill 2019).

Factors driving obstetric violence are

best understood through intersectionality

(Sen, Reddy & Iyer 2018). In Bihar, women

face discrimination based on socio-demo-

graphic factors including, but not limited

to, gender, marital status, religion, caste,

occupation, skin colour, age, number of chil-

dren, economic status, disability and per-

sonal hygiene (Patel, Das & Das 2018; Dhar

et al. 2018; Mayra, Matthews & Padmadas

2021). The resulting imbalance in power

between the woman and care providers

leads to women experiencing obstetric vio-

lence (Sen et al. 2018; Mayra, Matthews &

Padmadas 2021). This may result in

women’s voices and choices being disre-

garded, and in the act of not seeking

consent and deciding for women as surro-

gate decision-makers in an obstetric

setting (Madhiwala et al. 2018).

Objectives
The objectives of this study were to:

1) explore the extent of informal surro-

gate decision-makers’ role in decid-

ing for women about and during

childbirth; and
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2) understand women’s experience

and role in decision making about

their lives and during childbirth.

Methods
This study is embedded in feminist epistem-

ology and guided by critical feminist theory.

We analysed case studies of four women

who were interviewed in urban slums and

rural villages in Bihar, India. In-depth inter-

views were conducted in November and

December 2019 by adapting a visual arts-

based research method called body

mapping. The process of data collection

was completed through multiple inter-

actions with each participant over a week

to generate rich accounts of their experi-

ences and perceptions.

Ethical consent was received from the

Research Ethics Review Board at the Univer-

sity of Southampton, UK (reference number

49730). Participants provided formal

consent for interviews and audio recording.

The female first author facilitated all the

interactions with help from a research

assistant from Bihar. While we had formal

consent from women for this study, we

faced many problems in getting access to

these women through gatekeepers. This

has been seen in other countries with

strong patriarchal cultures (Alzyoud et al.

2018).

We applied voice-centred relational

analysis to analyse the data with the aim

to understand decision-making about and

during childbirth and its connection with

decision-making about women’s lives in

general. We shifted our attention from con-

ventional coding methods into pre-existing

categories, to emerging voices (Hutton &

Lystor 2019). We engaged with the listening

guide, which provides an interpretive

approach to enable analysis of family life,

which involved listening to women’s narra-

tives on their agency about childbirth. It is

a creative and non-linear method (Frost

2008) that helped to understand the

context that shapes and generates narra-

tives of what decision-making means for

women in general. The process of analysis

through this polyphonic method involved

multiple listening to the interview audio

recordings. This helped to understand,

compare and articulate women’s agency

about childbirth, relational to the dynamics

of their regular lives, by revisiting the narra-

tive from different analytic angles. Poetic

enquiry allows the reader to deeply

immerse themselves into the participant’s

journey and experiences through the I-

poems, which are very emotive and telling

(McKenzie 2021). This could mean looking

into their private and public experiences,

where childbirth is a private experience

made public.

Voice-centred relational analysis ampli-

fies ‘voices of the silenced by dominant cul-

tural frameworks’, especially in contexts

that involve experiencing stigma and

shame (Sorsoli & Tolman 2008), including

childbirth. Previous studies have used it to

understand women’s experience with

maternal health care, to explore maternal

depression and women’s decision to free-

birth, whichmakes it an appropriate analytic

choice for this study (Montgomery 2012;

Edwards & Weller 2012; Fontein-Kuipers

2018; McKenzie 2021). The listening guide

is structured to enable: 1) listening for the

plot; 2) listening for the voice of ‘I’, which

involves tracing out and arranging a partici-

pant’s reference to self in the first person

starting with ‘I’, scattered throughout the

transcript; 3) listening for contrapuntal

voices and relationships which enable the

researcher to understand the complex mul-

tiple, and often overlapping voices that

exist within the same sentence or section

of the narrative; and 4) listening for

broader social, political and cultural struc-

tures that help to thaw out the larger dis-

courses influencing the women’s

conceptions of their positionality, linking

their narratives to sociocultural factors.

The process includes the generation of

‘I-poems’ which capture their actual voices.

In our study the participants’ reference to

‘I’ was supplemented by references to ‘my’

and ‘me’ on a few occasions, to ensure

more detail and depth in the narrative and

for a richer understanding of the context.

There are other pronoun poems that

researchers have used to present a different

perspective and angle (Chadwick 2017).

There are different ways of creating and

constructing the I-poems; we focus on creat-

ing the ‘full’ poems to allow some context

into the poems and add more depth to the

narrative. Parts of the texts are bold, based

on the first author’s subjectivity, to empha-

sise certain aspects of the poem.
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The choice of methods for data collec-

tion, analysis and presentation is made

mindfully to engage with the audience

through their ears, eyes and mind. The aim

is to move them to make an impact by stir-

ring their emotions (McKenzie 2021).

Findings
We present case studies of four womenwho

shared their experiences. Their names are

pseudonyms which they selected. Ria is a

32-year-old mother of a four-year-old girl.

Ria has completed 12 years of school edu-

cation and works as a cleaner in an office

and sells cow’s milk. Urmila is a 25-year-

old mother of two girls and one boy, who

has completed 6 years of formal education.

She is a homemaker and gave birth at

ages 19, 21 and 23. Ria and Urmila were

interviewed in the urban slums of Patna,

Bihar. Amrita is a 22-year-old mother of a

son and a daughter who gave birth at ages

18 and 20. She manages a small grocery

shop and has received no formal education.

Pairo is a 29-year-old mother of a son and a

daughter. She is a government school

teacher who was pursuing her postgraduate

studies in arts at the time of data collection.

She gave birth at ages 25 and 28. Amrita and

Pairo were interviewed in rural villages in

Muzaffarpur district, Bihar.

Surrogate decision-making for

women’s births

There are three types of surrogate decision-

makers during childbirth in the obstetric

setting where participants in this study

gave birth: 1) qualified healthcare providers

in the hospital (nurse midwife, doctor); 2)

unqualified care providers and mobilisers

(cleaners, MAMTAs, dagarin/dai, ASHAs1);

and 3) women’s birth companions from

family/neighbourhood (husband, mother,

mother-in-law, etc.). There is a clear distinc-

tion between home and hospital-based

decision-makers, although category 2 of sur-

rogate decision-makers overlaps to some

degree between childbirth-related decision-

making in the home and hospital settings.

Pairo, Amrita, Ria and Urmila received

healthcare services from doctors and

nurses at some point during their child-

birth/s in the obstetric setting. They reported

many small and large decisions made about

them which were not communicated to

them. They all shared the alienating experi-

ence of having these surrogate decision-

makers around them, often talking above

them, about them, but not to them. These

decisions could be about various aspects

of care, from augmentation, injection,

fluids, and other forms of medication to

non-consensual surgical interventions such

as vaginal examination. Urmila’s I-poem

‘The lady doctor was really nice!’ has

aspects of surrogate decision-making by

the ‘lady doctor’. It also shows her resist-

ance, through repeated denial of consent,

to vaginal examination, but the doctor

decided to carry on. The poem also shows

her strong verbal objection to the episiot-

omy repair, which appears to have been

performed without anaesthesia, but her

denial of consent was disregarded (Poem

1). The titles of the poems are given in

italics because they are selected from the

participants’ transcripts.

Poem 1: The lady doctor was really nice!

I told her not to do it, but she forced

her hand inside me.

I told her don’t put your hand in, it

was hurting, but she continued to do

so, didn’t listen to me.

I was so angry with the doctor, she

called me so many times for vaginal

check-ups, every time she told me

the passage did not open.

I didn’t like it.

I was shouting and crying due to pain

but still doctor kept on suturing.

I asked them for behoshi ki dawa

(anaesthesia), but they were not

listening to me and kept doing it.

I thought my problems were over

after giving birth, but the real

challenge was post birth.

I was screaming, the doctor and

sisters were holding me down from

all sides and kept stitching me.

I felt all of it.

I kept screaming and asking for

anaesthesia.

I felt all of it!

I didn’t have such pain in my first

delivery while stitching.

I liked the behaviour of my doctor

and one of the nurses.

I didn’t like those two frowning

sisters who shouted at me.
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It is important to note that even though

Urmila had a traumatic experience, she still

felt that the ‘lady doctor was nice’. This

reflects the low expectations women had of

care, and the contrast is reflected in the

poem’s title. Similar experiences are

noticed in Ria and Sita’s birth stories, where

they resist but there is compliance as well.

In the next poem, while Sita was listened

towhen she denied vaginal examination, for

which consent was not sought anyway, she

experienced other interventions, such as

vaginal examination while being physically

restrained from all sides. That made her

feel uncomfortable and ashamed. In this

poem the bold text shows the enforced pas-

sivity in the participant’s own birthing

experience, where the people are perform-

ing on her, an aspect which is felt and nar-

rated by all the participants in some way.

The bold text presents the theme of surro-

gate decision-making and highlights

aspects where women narrate about not

being able to decide.

Poem 2: I Felt Bad!

She (ASHA) took me to the room,

made me lie down and then called

her (nurse).

She checked me and informed.

I will give birth soon.

They just checked me once or twice

and I gave birth to my baby.

I felt bad!

Mymother told me that let her check

once.

I said, ‘no’.

I already had a lot of problem with

my baby.

I don’t want such things.

I asked mymother to tell the nurse to

give the injection so it happens

quickly.

I told this to my mother.

My mother insisted, ‘If she doesn’t

check you… how will she know

when baby will come out?’

Nurse checked me, then shifted me

to that room for birth.

But she checked me from up

[abdominal palpation], not from

below.

Then she took me inside the room

and gave me an injection.

Those people were holdingmy arms,

legs, ankles.

How I felt! (laughed)

Only after birth I was comfortable

and relaxed.

What do I say?

I went home, no one to take care of

me there.

I did not have the big operation

[tubectomy].

I usually stay unwell.

I don’t want any more children.

I was very anxious during my first

birth.

I was feeling ashamed.

I did not understand anything.

I was young.

I felt ashamed!

I will ask someone then only

someone will tell me.

I was nervous.

I listen to everyone and remove it

from my mind.

How will I be alone sister!

I will be scared.

I didn’t like anything there.

I didn’t like being touched by

anyone.
I did not want to be touched by

anyone.
I wanted to be away from everyone.
How can I say!

Amrita is seen to be undergoing a trau-

matic experience, and the second half of

her poem also shows that she coped with

this by trying to ‘remove it from my

mind’. This way of coping, by detaching

self from the body or denying the experi-

ence, can also be seen in Pairo’s poem,

‘Doll’. In contrast to Urmila and Sita’s

experience, Pairo’s poem captures compli-

ance with surrogate decision-making

about a major surgical intervention, i.e.

cesarean section, that she did not consent

to and was not informed about. She was

‘man-handled’ by many healthcare provi-

ders whom she had not met before.

During her surgery, her clothes were

moved up, she was exposed, her body

was moved, she was given spinal anaes-

thesia, was blindfolded and operated on,

all without consent and information. She

was aware of the surroundings the entire

time but could not physically take any
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action from being anaesthetised. Her poem

shows instances where approximately ten

people, mostly men, were in the operation

theatre, who performed procedures on her

in invasive ways without consent, quite lit-

erally and figuratively, while she was con-

scious and not in pain, which made her

feel helpless like an inhuman object, a

doll (Poem 3).

Poem 3: Doll

I had no guardians accompanying

me.

I was screaming, Mummy! Mummy!

I was taken inside.

I felt like they gave me an injection.

I felt my legs were getting cold and

numb.

I could not see who gave it to me.

I think a specialist had come for that.

I guess he was an anaesthesia

doctor.

I guess he has only given me that

injection.

I trust them at least that much, that

any random person won’t stick

injections in me.

I was wearing the same nightie.

I had not changed, it was dirty.

I would have felt fresh if they had

allowed me to take a bath.

They made me lie down on OT table.

I was sitting.

I was put to sleep.

I was blindfoldedwith cotton balls on

my eye and then there was a cloth

they tied on top of that. So I

wouldn’t see anything.

I felt, there were so many men.

I would have felt uncomfortable

because there were men.

I asked him ‘where is madam [lady

doctor]?’

I was blindfolded.
I heard a voice that madam had

arrived.

I felt they removed my clothes, my

legs had no sensation.

They did not consider me as a

human.
They were treating me like a doll!

Doing whatever they want to do

with me.
They were not asking for my

permission.
I felt someone raised my nightie.

I felt this because of the loss of

sensation below my waist.

I felt like this.

I was lying down.

I was lying on this adjustable thing,

they could turn it around as they

wanted, to their convenience.

They could just operate me like that.

I remember, clothes were removed.
I felt so!

I felt my legs getting cold so I thought

my petticoat was removed by

someone.

They did not have anything to do

with me.
A lot of machines and wires were

connected to me, one to my heart

and one on my finger.

My eyes were kept shut.
I don’t know.

I could not tell what was happening

around me, or what was going to

happen next.

I was conscious but nobody was

talking to me.
I just lay there.
I was not sleeping.
I kept my eyes closed.

I was hearing everyone’s voices.

I could feel that someone is cutting

my belly.

I was hearing the sound of machines

and instruments.
I did.

I heard my belly being cut.

I could hear somebody cutting me,

like cutting a jute rag.

They cut me, took my daughter out,

stitched me and sent me back to my

room immediately.

I remember praying to God, so that

everything goes well.

I don’t know who stitched me or cut

me.

I did not know anything, nor did I feel

anything.

My eyes were closed.

I have a daughter.

I started imagining.

I will make two ponytails and take her

to school with me.

I was happy.

I have a girl.

I was feeling like I am a doll.

I didn’t know what will be done to

me next.
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My mother said, ‘They were treating

you like an animal’.

I do feel one thing, the bad

experiences were with my body.
I love my daughter a lot more than

my son.

Those things don’t matter to me

anymore.

What happened, happened to my

body, my spirit is untouched.

My baby came into this world

through that experience.

I am happy about that.

I feel that the bad experiences were

with my body.

I feel they thought of me like I am a

cow or a buffalo or a doll.

Pairo, Amrita and Urmila share their experi-

ence of being treated like an object. Their

poems have been highlighted in some parts

to show this enforced passivity in what is

solely their experience. The extensive use of

phrases such as ‘made me’, ‘allowed me’,

‘checked me’ and also ones where they are

uninformed and trying to ‘imagine’,

‘hearing’ to figure out what was being done

to them, shows this subjected alienation of

women. Even in Urmila’s poem, her active

and strong resistance to the traumatic experi-

ence can be noticed in the highlighted por-

tions where she mentions about ‘screaming

and crying’ and explicitly and repeatedly

pleading ‘don’t do it’ but her requests are

seen to be ignoredwhen she says ‘kept sutur-

ing me’, ‘didn’t listen to me’, ‘forced hand

inside me’ and ‘held me down’.

A surrogate decision-maker from the

woman’s family, referred to as ‘guardian’,

but often not chosen by the woman as a

birth companion, takes on the authoritative

role of communicating on her behalf. All

the participants were above the age of 18

at the time of giving birth. The role of surro-

gate decision- makers from home can be

seen in Poem 2, where Amrita retained

agency when she refused to have a home

birth assisted by her mother-in-law, a

dagarin and stated her choice to give birth

in a hospital. Her mother-in-law still played

the role of a surrogate decision-maker in

many other instances in the obstetric

environment, which included insisting

Amrita get vaginal examinations. This is a

common observation where the birth

companion sides with the hospital-based

surrogate decision-makers instead of advo-

cating for the woman giving birth and her

choice.

Surrogate decision-making for

women’s lives

The conversations with women indicated

that major decisions about their lives were

made by surrogate decision-makers at

home, by their family. This was obvious in

the narratives of all participants, who had a

limited decision-making role regarding

decisions about their lives and their

bodies. This powerlessness in the obstetric

environment was also learned from

women’s narratives about their lives,

where connections to the impact of a patri-

archal culture, where women exceedingly

lack a voice, could be noticed in the obstetric

birth environment, which is a part of the

social environment. This can be seen in the

next two poems by Ria and Urmila. In

poem 4, Ria describes her resentment at

having birthed a girl - she wished to have

had a son—which would be better in a patri-

archal culture for the privileges of the ‘male

advantage’.

Poem 4: Had I been fairer and had birthed

a boy…

I would have been happier if I had a

son.

I have no sons or brother at my

home.
I had one sister, she passed away at

an early age.

I have never seen my father.

I was one and half years old, when

my father passed away, he was

murdered!

I was all alone at my home.

Mymother took care of me as I grew

up.

I thought if I had a son, then he would

carry my family’s name for another

generation.

I was expecting a son, but I had a

daughter.

I was sad.

I swear, I was sad!

I wonder why I did not have a son,

why I have a daughter.
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I live in this house and no one asks

me where I work.

I go to work, but people say I am

going to do wrong things.
I feel like crying.

I think, if I had a son, he could

support me.

I should have had a son!

I was married with great difficulty.

I used to tell mother, ‘I don’t want to

marry him.’

My family ruined my marriage.

My uncle said I work in a boutique, in

a parlour.

I used to work very late, 11 am to 8 or

9 pm.

I don’t work there anymore.

My husband started doubting me.
I said I will not stay with him.

If I had been fair, I would be beautiful,

my mother would have married me

off to someone nice.

I would have been educated, I would

have been better off.

My luck was bad!

Ria describes the female disadvantage well,

in aworld where decisions aremade bymen

and even relatives in an extended family can

cause major disruptions in women’s lives

just by spreading rumours. It is due to this

experience of gender-based discrimination

that she justifies that her family would

have been better looked after if there were

men in the family. The absence of men

across three generations is the biggest chal-

lenge her family faces, in her opinion, as it

exposes them to criticism and societal ridi-

cule. This is noticed in all the participants’

stories, as presented in poem 5. Urmila

describes this normalised lack of agency

that she has experienced all her life.

Poem 5: I never made a decision for

myself

I left my education when I was

thirteen.

I got married very young.
I have no idea about money, my

husband takes care of money.

I don’t know what he earns.
What do I have to do asking about

money anyway!

I put my husband in jail because of

his addiction.

I should not have done that.
I don’t know when my husband will

be released.

I was better off alone.
I would have done something,

earned some money.

I just don’t like when he comes home

drunk.

I feel like locking myself in another

room.
I did not like the smell.

My husband had money to drink

alcohol but no money for my

children’s education.

I feel, I should just take care of my

children.

I will find the money to feed them,

even if I divorced him.

He drinks and hits me.

I put him in jail.

In both Ria and Urmila’s poems they narrate

surrogate decision-making as the usual way

of life, which can also be observed in their

expectations, where they hold the surrogate

decision-maker accountable for not decid-

ing well for them. They display resentment,

though not explicitly towards the people

‘responsible’, for the troubles in their life

that their decisions led to.

Surrogate decision-making suffuses

every aspect of women’s lives, as seen in

poem 1 and poem 5 about Urmila. There is

compliance with patriarchal societal norms

and rules in the obstetric birth environment

and the social environment. Being born and

conditioned into patriarchy often leaves

little to no scope for women to make any

decisions about themselves, although

there is a narrative of resistance embedded

in both of Urmila’s poems. This resistance

in the obstetric birth environment is seen

in her repeated attempts to stop the doctor

and nurses from performing the una-

naesthetised episiotomy repair (poem 1).

Her success in putting her husband in jail

for abuse of alcohol, followed by intimate

partner violence and also financial neglect,

shows her resistance in the social environ-

ment. However, this narrative of such

strong resistance is rare in other partici-

pants’ stories.
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Discussion
Women were uninformed and left to guess

what is being done to them in obstetric set-

tings during invasive interventions such as

vaginal examination, uterine exploration

and caesarean birth. Women were not con-

sidered a stakeholder in their own birth

experience, let alone as decision-makers.

Pairo’s parents were informed by her

doctor that she is going to be operated on,

but they did not share that information

with Pairo, who only realised it after being

dragged to the operation theatre, blind-

folded and given spinal anaesthesia.

Pairo’s passive voice of interventions being

done to her are highlighted in her poem

‘Doll’. This is another example of home-

and hospital-based surrogate decision-

makers joining forces in decision-making,

while the birther remains unconsented and

uninformed. Pairo was not communicated

with at all in the operation theatre, not

even to tell her that she gave birth to a girl.

There is a sense of detachment which can

be noticed when she describes herself as

being treated as a doll and an animal,

clearly stating that she had no choice in

the experience. The care provider’s role in

making her feel invisible in her own birthing

experience can also be seen in her narrative.

This is in line with the women’s role in their

routine lives, where a male member of the

family (such as father, brother, husband

and son) takes over the decision-making

for women’s lives, making them feel invis-

ible throughout their lives in the context in

which this study is conducted. This is the

dominant discourse in many contexts and

cultures in different states in India, including

Bihar (Dhar et al. 2018; Sen, Reddy & Iyer

2018; Menon 2012).

Villarmea (2020) explains that the reason

behind disrespecting women’s autonomy

and the frequent disregard of their refusal

of interventions is because of the ‘uterine

influence’. Women are considered incap-

able of making rational decisions due to

pain, and women’s choice and consent is

often superseded because they are merely

the ‘container’ for the ‘foetus’, who is con-

sidered the key stakeholder in childbirth.

This is a clear characteristic of a patriarchal

medical model of care (Oakley 1984; Hill

2019) – evident also in the failure of the

doctor to stop upon Urmila’s strong resist-

ance (poem 1). Urmila’s anxiety at her

decision to put her husband in prison

(poem 5) is a sign of deep-rooted patriarchal

conditioning. Her anxiety is about breaking

the norms and the realisation of the reper-

cussions of this act of resistance upon her

and her children, from her husband’s

family and society, and from her husband

when he is released from prison.

The women’s narratives display a patri-

archal culture where their voices and

choices have limited scope. When patriar-

chy permeates the birthing environment,

medical interventions are prioritised over

women’s comfort, dignity and choice (Villar-

mea 2020; Mayra, Matthews & Padmadas

2021). Urmila shared praise about her

doctor during the interview, regardless of

the traumatic experience she narrated

(poem 1). This is indicative of a structural

issue and part of the cultural conditioning

of women. We notice this in women’s

expectations, acceptance, and endurance

and their reaction to the violence and lack

of a decision-making role during childbirth

in an obstetric environment, and in their

routine life in their social environment.

Several studies report various aspects of

women’s lives, mostly violent; however, the

description of this as obstetric violence or

disrespect and abuse during childbirth is

new and rising in Bihar, other parts of

India and globally (Sen, Reddy & Iyer 2018;

Mayra & Hazard 2020; Mayra, Matthews &

Padmadas 2021; Chattopadhyay 2018, Dhar

et al. 2018; Chadwick 2018). Women’s right

to give consent and to choose is essential

for a positive birthing experience, especially

in an obstetric setting. Surrogate decision-

making is a violation of women’s reproduc-

tive rights and a driver of obstetric violence.

It is difficult to raise these issues in patriar-

chal contexts for women who experience

different levels and layers of oppression.

Feminist methods reduce the power-

based imbalance between the researcher

and participant and voice-centred relational

analysis is a unique and novel method

which ensures that women’s voices are

prioritised and at the centre. This multi-

layered analysis is a key strength of this

study, which guided listening to the contra-

puntal voices in the poems. Figure 1 pre-

sents a range of contrapuntal voices heard

in the women’s poems in this study,

through the language of music.
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The range shows ‘discord’ at its negative

end, where women experience extreme

forms of obstetric violence and its conse-

quences. It transitions through the ‘harmo-

nic progressions’, which express women’s

struggle and resistance, extending to the

extreme positive end of ‘concord’ for a satis-

fying and positive birthing experience.

Women’s experiences are not linear or

one-directional.

In all the five poems, the dominant dis-

course is of the contrapuntal voices of

discord and suspension, rather than of

concord. Even within the poems, the

voices depicting concord were limited,

whereas the duration of the voices of

discord was longer for all four women’s

experiences. Pairo’s poem ‘Doll’ had the

voice of determination and happiness only

at one instance each, when she is happy

that she has given birth to a girl and is deter-

mined to take her to school with her. The

other voices were those of shame, power-

lessness, trauma, fear, silence, isolation,

sadness, detachment and struggle. The

two poems from Urmila’s experience have

an aligned narrative about decision-making

in the birthing environment (poem 1) and

in her life (poem 5). These voices can be

noticed not just in the birth-related poems

but in their routine life-related poems as

well, and it helps to draw the connections

between the two for each participant. The

voices of silence, powerlessness, isolation,

pain, fear, anger, resistance and struggle

can be noticed in both domains; similarly,

on the positive side, the less frequent voice

of triumph can be heard, with Urmila

sending her husband to jail.

Some of the voices prevail more than

others, and one of these figures can be

created for each participant, focusing on

just her contrapuntal voices. This study

makes the important contribution of creat-

ing new methods of listening to and learn-

ing from women’s voices about their

experiences of violence in their routine

lives and during childbirth. This approach

can help care providers to understand

what women want and to tailor-make care

for women that is informed by their

choices and is context and culture appropri-

ate and compassionate.

Conclusion
As women’s agency in decision-making

increases, the territory of surrogate

decision-making will decrease. Surrogate

decision-making is the dominant discourse

in the obstetric birth setting in India, as can

be seen in this study, where women were

not consulted with, their choices were not

considered and their consent was not

sought. That needs to change, to ensure

Figure 1. Range of women’s contrapuntal voices about self decision-making and surrogate decision-making

during childbirth and in life.
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that women are the key stakeholder, making

decisions about their own birth experience

for respectful maternity care in every

aspect of childbirth and a positive birthing

experience.

Note
1. MAMTAs are a cadre of unqualified care provi-

ders in Bihar who are trained to provide some

counseling on breastfeeding and maintaining

personal hygiene. ASHAs are Accredited Social

Health Activists who mobilise women for insti-

tutional birth. Dai and Dagarin are traditional

midwives who have been assisting at births in

the communities through generations.
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