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Summary y 

Thiss book is the result of ethnographic research that I did in an orthopaedic ward of a 
governmentt teaching hospital in Bangladesh. The research had two major goals. The first was 
too depict various social and cultural dynamics of life in a Bangladeshi hospital in order to 
demonstratee the local nature of biomedical practice. The second was to illustrate how the 
valuess and norms of Bangladeshi society become expressed in the hospital life. 

Inn Chapter One, after describing a scene in the ward that illustrates the general 
atmospheree and tempo of the ward, I review the background literature on hospitals. I discuss 
hospitalss in history, hospitals as bureaucratic organisations, the rise and fall of attention to 
hospitall  ethnographies and the recent renaissance of interest in cultural studies of biomedicine 
andd hospitals by medical anthropologists. I then present the goal of my research, in which I 
arguee that because hospital ethnographies have been done in mostly Western industrialized 
countries,, the hospital cultures of non-Western societies have been ignored. Moreover, in 
mostt of the existing ethnographies, the hospital is considered as an isolated subculture, 
ignoringg the link between hospital life and life in the society in which the hospital is situated. 
Thee goal of my study, therefore, is to present the social and cultural dynamics of life within a 
non-Westernn hospital, namely the orthopaedic ward of a Bangladeshi teaching hospital and to 
explainn that the hospital ward is not an isolated subculture, but rather a mirror that reflects the 
coree values and norms of the broader Bangladeshi society. Through this ethnography I also 
hopee to provide insight and understanding of the cultural and structural issues of a 
Bangladeshii  hospital, which could be useful for improving the quality of medical practice in 
Bangladesh. . 

Ass anthropologists are themselves the instruments for data gathering, I provide some 
informationn about my personal background in Chapter Two. I describe how after being 
trainedd as a clinician, I started my career as a public health physician in rural areas, which 
helpedd me to look at people's health beyond medicine. It was then that I learned the 
relationshipss between health, culture and society. I also elaborate the methodology of my 
researchh in this chapter, in which I set out in detail my ethnographic data collection plan and 
procedure.. I describe how my identity as a physician and the help of a proper intermediary 
enabledd me to get access to the orthopaedic ward in which my role was that of a researcher. I 
collectedd information mainly through participant observation, but also through informal 
conversation,, formal interviews, case studies and the consultation of official records and 
registers.. The respondents were the patients, their relatives and hospital staff members 
includingg doctors, nurses, ward boys, cleaners and ayas. Finally in this chapter, I describe the 
intellectuall  and emotional challenges of being 'native among the natives', i.e. doing 
ethnographyy as an insider of a culture. 

Chapterss Three and Four contextualize the hospital ethnography. Chapter Three is 
devotedd to a general description of Bangladesh. I briefly present various aspects of the 
history,, people, society, economy, politics, health and education of Bangladesh. I discuss how 
afterr centuries of British and Pakistani colonial exploitation, Bangladesh, once the richest 
provincee in undivided India, emerged as one of the poorest nations on earth, after a bloody 
warr for independence in 1971. Though the country is plagued with numerous economic, 
politicall  and social crises, the nation's survival strategies (which have been developed and 
fine-tunedfine-tuned over time immemorial) have insured a remarkable capacity for adapting to and 
survivingg under seemingly impossible circumstances. In Chapter Four I present the research 
setting,, the Chittagong Medical College Hospital, one of the major teaching hospitals in the 
country.. I describe the orthopaedic ward, the department in which I did my fieldwork in 
detail.. I describe the history, location, geography and architecture of the hospital and the 
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ward,, along with its current facilities, staff patterns and budgetary trends. It is here that I 
depictt an ordinary day in the orthopaedic ward. A recurrent theme in this chapter is how this 
10000 bed hospital is severely under-resourced and under-staffed. 

Too depict life within the orthopaedic ward, I separately describe the experiences and 
concernss of different actors in the ward. Thus, in Chapters Five through Nine, the reality of 
thee ward is presented from the perspective of certain actors. This is then followed by a 
summaryy and discussion. I begin with the patients of the ward in Chapter Five, most of whom 
aree poor, illiterate males between the age of 20 and 40 who have been victims of road traffic 
accidents,, criminal violence and occupational hazards. Once the patients have been admitted 
too the ward, they become lost in a labyrinth of uncertainties. The poor patients experience 
variouss forms of humiliations from all levels of staff; their privacy and demands for 
informationn concerning their medical condition are constantly ignored. They are economically 
ruinedd directly because of formal and informal expenditure in the hospital and indirectly 
becausee of the costs of their loss of job. However, in the context of their powerlessness it is 
alsoo observed that the patients find various overt and covert ways of maximizing their 
opportunitiess in the hospital and maintaining their dignity. 

Chapterr Six deals with the relatives of the patients, who play a crucial role in the 
organizationn of the hospital. As there is a severe shortage of staff, relatives take on virtually 
alll  of the nursing responsibilities of the patients. They also provide economic and emotional 
supportt to the patient as well as play an intermediary role between patient and the staff. 
Althoughh they are accused of being an obstacle to maintaining discipline and tidiness in the 
ward,, the staff rely on the essential support of the family members of the patients. Even the 
healthyy relatives experience all sorts of troubles with hospitalisation. Relatives are the silent 
saviourss of the patients. 

Chapterr Seven describes the reality of the ward from the perspective of lower level 
supportingg staff, including ward boys, cleaners, ayas and gatekeepers. Although they are on 
thee lowest rung of hospital hierarchy, they are indispensable to both the higher level staff and 
thee patients. They do all sorts of manual work that is necessary for the everyday functioning 
off  the ward. Despite their lower socio-economic background, the lower level staff remain 
moree powerful than the patients because of their experience and affiliation with the hospital. 
Thee patients rely on lower level staff for help with obtaining various day-to-day necessities in 
thee hospital, as they are socially closer to mem than they are to the doctors or nurses. The 
lowerr level staffs take advantage of their indispensable position for economic gain. They 
demandd money from the patients in exchange for services offered. They increase their income 
throughh other ingenious ways, like stealing property of the patient or of the hospital. They 
dismisss any action taken by the hospital authority to correct their transgressions by organizing 
strikess through their employee's association. Although they are considered inferior staff, they 
aree actually quite influential. 

Thee experiences and concerns of the nurses is the topic of discussion in Chapter Eight. 
Thiss study reveals that nurses of the ward are mostly busy with paperwork, such that they 
havee nearly abandoned what is traditionally considered nursing work. They mainly take care 
off  the records and equipment of the ward. Nurses in Bangladesh do not have a respectable 
publicc image. According to Hindu values, nurses carry out 'dirty work' and have become 
associatedd with the lower caste. For Muslims, the publicc nature of nurses' work is considered 
morallyy demeaning for women. The Bangladeshi nurses therefore do not fit with the ideal 
imagee of loving, self-sacrificing, noble 'ladies with lamps'. 

Chapterr Nine deals with the doctors, who are at the top of the hospital hierarchy. The 
spacee and resource allocation for them in the ward and their widespread practice of scolding 
thee patients are manners in which they display their superiority. Their everyday ritual of nasta 
(teaa break) functions as a means of group solidarity, while simultaneously reinforcing the 
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statuss of doctors relative to one another. The senior-most doctor, the Professor, remains at the 
topp of the hierarchy and he exerts his control over the ward personnel in a personalised way. 
Yet,, in spite of their authority, doctors are highly frustrated too. They are deeply irritated with 
theirr work environment, where they are expected to heal patients with scarce resources and 
insufficientt manpower. They are also discouraged by their low governmental salary and the 
growingg negative image of the medical profession in society. To cope with the resource 
constraintss the doctors have invented various ways to deal with orthopaedic problems, 
bypassingg the formal biomedical ideals. They have also developed informal means to deal 
withh administrative constraints. 

Chapterr Ten argues that hospital life is the mirror of the larger Bangladeshi society. In 
thiss penultimate chapter I discuss how the core values of the broader society are played out in 
thee orthopaedic ward. The social and cultural dynamics of the ward reflect various features of 
Bangladeshii  society, including the general poverty and resource scarcity of the country, the 
sociall  value of hierarchy, value of family, prevalence of violence, invisibility of women, low 
publicc morality, and inventiveness. Chapter Eleven concludes this book by revisiting the main 
pointss and closes with an epilogue. 
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Samenvatting g 

Ditt boek is het resultaat van een etnografisch onderzoek op de afdeling orthopedie van een 
academischh overheidsziekenhuis in Bangladesh. De studie kende twee hoofddoelen. Ten 
eerstee het naar voren brengen van het lokale karakter van biomedische praktijken door een 
beschrijvingg te geven van verscheidene sociale en culturele kenmerken van het leven in een 
Bengaalss ziekenhuis. Ten tweede illustreren hoe waarden en normen van de Bengaalse 
samenlevingg tot uitdrukking komen in het ziekenhuisleven. 

Ikk begin met een beschrijving van een voorval op de afdeling dat tekenend is voor de 
algemenee sfeer en het ritme van de afdeling. Vervolgens behandel ik in Hoofdstuk 1 de 
achtergrondliteratuurr die betrekking heeft op ziekenhuizen: ziekenhuizen door de 
geschiedeniss heen, ziekenhuizen als bureaucratische organisaties, de opkomst en verdwijning 
vann de belangstelling voor ziekenhuis-etnografieèn en de recentelijk hernieuwde interesse van 
medischh antropologen in culturele studies van de biogeneeskunde en van ziekenhuizen in het 
bijzonder.. Vervolgens presenteer ik het doel van mijn onderzoek en stel dat de uitgevoerde 
ziekenhuis-etnografieënn bijna uitsluitend plaats hebben gevonden in Westerse, 
geïndustrialiseerdee landen, waardoor de ziekenhuis-culturen van niet-Westerse samenlevingen 
overr het hoofd zijn gezien. Bovendien wordt in de meest bestaande etnografieën het 
ziekenhuiss beschouwd als een geïsoleerde subcultuur. Hierbij wordt het verband tussen het 
ziekenhuislevenn en het leven in de maatschappij waar het ziekenhuis gesitueerd is 
veronachtzaamd.. Bijgevolg is het doel van mijn studie om de sociale en culturele dynamieken 
vann het leven in een niet-Westers ziekenhuis, namelijk de afdeling orthopedie van een 
Bengaalss academisch ziekenhuis, bloot te leggen. Ik wil verduidelijken dat de 
ziekenhuisafdelingg geen geïsoleerde subcultuur is maar eerder een weerspiegeling is van de 
kernwaardenn en -normen van de bredere Bengaalse samenleving. Door dit onderzoek hoop ik 
ookk inzicht te bevorderen in de culturele en structurele kwesties die spelen in een Bengaals 
ziekenhuis.. Die inzichten zullen bruikbaar zijn voor het verbeteren van de kwaliteit van 
gezondheidszorgg in Bangladesh. 

Omdatt antropologen zelf het instrument van dataverzameling zijn, geef ik in 
Hoofdstukk 2 informatie over mijn persoonlijke achtergrond. De beschrijf hoe ik oorspronkelijk 
opgeleidd ben als clinicus en daarna mijn carrière vervolgd heb als arts in enkele rurale 
gebieden.. Deze overgang heeft me geleerd om in de benadering van gezondheid verder te 
kijkenn dan de geneeskunde. Ik werd me juist toen bewust van de relaties tussen gezondheid, 
cultuurr en samenleving. In hetzelfde hoofdstuk weid ik uit over de methodologische aspecten 
vann het onderzoek en preciseer het werkplan en de procedure van etnografische datacollectie. 
Ikk beschrijf hoe niet alleen mijn identiteit als geneeskundige maar ook de hulp van een 
gerespecteerdee informant me toegang verschafte tot de afdeling orthopedie. Op de afdeling 
zelff  was mijn rol die van onderzoeker. De verzamelde voornamelijk informatie door 
participerendee observatie, maar ook door het houden van formele interviews en informele 
gesprekken,, het doen van 'case' studies en het raadplegen van officiële documenten en 
registers.. De respondenten bestonden uit patiënten, hun familie en het ziekenhuispersoneel, 
waaronderr doctoren, verpleegkundigen, ward boys, schoonmakers en aya's. Ik besluit het 
hoofdstukk met een beschrijving van de intellectuele en emotionele uitdagingen die 
voortvloeidenn uit mijn positie als 'native among the natives'. Met andere woorden, wat zijn de 
gevolgenn van het doen van een etnografie wanneer de onderzoeker zelf deel uitmaakt van de 
bestudeerdee cultuur? 

Inn Hoofdstuk 3 en 4 wordt de context van de ziekenhuisetnografie besproken. 
Hoofdstukk 3 begint met een algemene beschrijving van Bangladesh met speciale aandacht 
voorr de geschiedenis, de mensen, de samenleving, de economie, de politiek, de gezondheid en 
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hett onderwijs. De bespreek hoe Bangladesh, eens de rijkste provincie van het onverdeelde 
India,, na eeuwen van Britse en Pakistaanse koloniale exploitatie en na een bloedige oorlog 
voorr de onafhankelijkheid in 1971 zich 'ontwikkelde' tot een van de armste naties van de 
wereld.. Ondanks dat het land geplaagd wordt door talrijke economische, politieke en sociale 
noodsituaties,, tonen aloude overlevingsstrategieën van de bevolking een opvallende 
bekwaamheidd in aanpassing aan en overleving van ogenschijnlijk onmogelijke 
omstandigheden. . 

Inn Hoofdstuk 4 presenteer ik de onderzoekssetting, het Chittagong Medical College 
Hospital,, een van de belangrijkste academische ziekenhuizen van het land. De beschrijf 
gedetailleerdd de afdeling orthopedie waar ik mijn veldwerk heb gedaan, de geschiedenis, 
ligging,, geografie en architectuur van het ziekenhuis en de afdeling als ook de huidige 
faciliteiten,, personeel en financiële aspecten. Ook beschrijf ik een gewone dag op de afdeling 
orthopedie.. Een herhaaldelijk terugkerend thema in dit hoofdstuk is de enorme tekorten aan 
hulpmiddelenn en personeel waar het ziekenhuis, dat duizend bedden telt, mee kampt. 

Omm een beeld te geven van het leven op de afdeling beschrijf ik in afzonderlijk 
hoofdstukkenn de ervaringen en problemen van de verschillende actoren van de afdeling. Met 
anderee woorden, in de hoofdstukken 5 tot en met 9 wordt de situatie op de afdeling vanuit het 
perspectieff  van de verschillende actoren gepresenteerd, gevolgd door een samenvatting en 
discussie.. De begin Hoofdstuk 5 met de patiënten van de afdeling. De meeste zijn arme, 
ongeletterdee mannen tussen de twintig en veertig jaar die in het ziekenhuis belanden vanwege 
verkeersongelukken,, crimineel geweld of ongelukken tijdens het werk. Wanneer de patiënten 
opgenomenn zijn op de afdeling orthopedie, raken ze verloren in een labyrint van 
onzekerheden.. Ze ondergaan allerlei vormen van vernedering van de kant van alle lagen van 
hett personeel en hun privacy en verzoeken om informatie over hun medische gesteldheid 
wordenn constant genegeerd. Ze worden niet alleen op korte termijn financieel geruïneerd door 
formelee en informele uitgaven in het ziekenhuis maar ook op de lange termijn door de 
gevolgenn van het verlies van hun baan. Ondanks hun machteloosheid blijken de patiënten 
echterr diverse openlijke en bedekte wegen te vinden om hun kansen in het ziekenhuis te 
vergrotenn en hun waardigheid te behouden. 

Hoofdstukk 6 handelt over de familie van de patiënten. Familieleden spelen een 
crucialee rol in de organisatie van het ziekenhuis. Omdat er een enorm tekort is aan personeel 
nemenn zij vrijwel alle verpleegkundige verantwoordelijkheden voor de patiënten over. Ook 
gevenn ze de patiënten financiële en emotionele steun en spelen ze een bemiddelende rol 
tussenn patiënt en ziekenhuispersoneel. Hoewel familieleden bekritiseerd worden dat ze de 
handhavingg van de discipline en de properheid op de afdeling belemmeren, vertrouwt het 
personeell  op hun onmisbare steun. Verder wordt erop gewezen dat ook gezonde familieleden 
allerleii  problemen ondervinden van de ziekenhuisopname. De familieleden zijn de 'stille 
verlossers**  van de patiënten. 

Hoofdstukk 7 beschrijft de afdeling vanuit het perspectief van het ondersteunende 
personeel,, waaronder de ward boys, de schoonmakers, de aya 's en de portier. Ofschoon zij 
onderr aan de ziekenhuishiërarchie staan, zijn zij onmisbaar voor het hoger geplaatste 
personeell  en de patiënten. Ze verrichten allerlei taken die noodzakelijk zijn voor het dagelijks 
functionerenn van de afdeling. Dankzij hun ervaring en verbondenheid met het ziekenhuis 
hebbenn zij meer macht dan de patiënten, hoewel ze een zeer lage sociale positie innemen.. 
Omdatt de patiënten zich meer op hun gemak voelen bij het lager geplaatste personeel dan bij 
dee artsen en verpleegkundigen, vertrouwen zij op dit personeel voor het verkrijgen van de 
dagelijksee benodigdheden in het ziekenhuis Het lager geplaatste personeel buit deze positie 
uitt voor eigen financieel gewin. Ze eisen geld van de patiënten in ruil voor geboden diensten. 
Bovendienn vergroten ze hun inkomen op andere ingenieuze manieren, bijvoorbeeld door het 
stelenn van eigendommen van zowel patiënten als het ziekenhuis. Als de ziekenhuisautoriteiten 
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maatregelenn nemen tegen deze praktijken, organiseren ze stakingen die gesteund worden door 
dee personeelsvereniging. Ofschoon ze gezien worden als 'inferieur', zijn ze in feite zeer 
invloedrijk. . 

Dee ervaringen en problemen van de verpleegkundigen is het onderwerp van Hoofdstuk 
8.. De verpleegkundigen van de afdeling houden zich voornamelijk bezig met papierwerk. 
Hierdoorr verzuimen zij het eigenlijke verpleegkundige werk te doen. Ze ontfermen zich 
voornamelijkk over de medische dossiers en de technische uitrusting van de afdeling. In 
Bangladeshh hebben verpleegkundigen geen hoge status. Volgens Hindoeïstische normen 
verrichtenn zij 'vuil werk' en worden ze in verband gebracht met de lagere kaste. Moslims 
beschouwenn verpleegkundig werk als moreel vernederend voor vrouwen door het publieke 
karakterr ervan. Vandaar dat Bengaalse verpleegkundigen niet beantwoorden aan het ideale 
beeldd van de liefdevolle, zelfopofferende 'lady with the lamp'. 

Hoofstukk 9 gaat over de artsen die boven aan de ziekenhuishiërarchie staan. Zij tonen 
hunn superioriteit door de manier waarop zij omgaan met de ruimte en de verdeling van 
middelenn van de afdeling en door de wijdverspreide praktijk van schelden tegen patiënten. 
Hunn dagelijks nasla-riUieel (theepauze) fungeert aan de ene kant als een middel om de 
groepssolidariteitt te vergroten en aan de andere kant accentueert het de statusverschillen van 
dee artsen ten opzichte van elkaar. De professor staat aan de top van de hiërarchie en spant zich 
inn om de afdeling persoonlijk onder controle te houden. Ondanks hun gezag voelen de artsen 
zichh echter ook gefrustreerd. Ze zijn zeer ontevreden over de omgeving waarin ze werken. 
Ondankss de schaarse middelen en het gebrek aan mankracht, wordt van hen verwacht dat ze 
patiëntenn genezen. Bovendien worden ze ontmoedigd door hun lage ambtenarensalaris en het 
groeiendee negatieve beeld van de medische professie in de samenleving. Noodgedwongen 
hebbenn de artsen verschillende ingenieuze manieren gevonden om orthopedische problemen 
tee behandelen zonder de officieel voorgeschreven apparaten. Ook hebben ze informele 
oplossingenn bedacht voor de administratieve beperkingen. 

Inn Hoofdstuk 10 betoog ik dat het ziekenhuisleven een reflectie is van de wijdere 
Bengaalsee samenleving. De laat zien dat de kernwaarden van de wijdere samenleving op de 
afdelingg orthopedie van het ziekenhuis een belangrijke rol spelen. De sociale en culturele 
processenn die op de afdeling plaatsvinden weerspiegelen diverse kenmerken van de Bengaalse 
samenleving,, zoals de algehele armoede en schaarsheid van middelen in het land, het belang 
vann hiërarchische relaties, de waarde van familie, de alledaagsheid van geweld, de 
onzichtbaarheidd van vrouwen, het lage publieke normbesef en de vindingrijkheid om te 
overleven.. In Hoofdstuk 11 bespreek ik de belangrijkste conclusies van mijn studie. In een 
kortee epiloog kijk ik tenslotte terug op mijn ervaringen in het ziekenhuis. 
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Chapterr  I 

INTRODUCTION ::  SETTING THE SCENE 

'Whatt is this?' The professor points to a bearded man about 50 years old who is lying 
stifff  on a bed in an orthopaedic ward of a teaching hospital. His left leg is fully 
plastered;; a piece of brick is dangling at the foot end of the bed. It is tied to his leg with 
aa plastic rope. 

'Sir,, this is a fractured femur,' says the Clinical Assistant (more commonly 
referredd to as the CA). 

'Wheree is the Check X-ray ?' asks the professor. 
Thee CA takes the X-ray film from the file lying on the bed and gives it to the 

professor.. The professor holds it against the light to examine it. Around him stand the 
assistantt professor, two medical officers, three young intern doctors with their 
clipboardss and pens, a nurse with the register book in her hand, the ward boy with the 
dressingg trolley and me holding a book for jotting field notes. The 'bearded fractured 
femur'' in a blue shirt anxiously looks at every one of us. None of the medical staff, 
however,, pay any attention to him. Everyone's eyes are directed towards the X-ray 
filmfilm  that the professor was holding. 

Thee professor says: 'Well, the union is good. Discharge him today.' The intern 
doctorss take down his instructions. The professor moves to the next bed. The bearded 
mann remains silent. The platoon moves on, leaving him behind. 

'Andd what is that?', asks the professor pointing to the next bed, where a man in 
hiss mid-twenties is lying with a bandage on his ankle. When the professor approaches 
hiss bed, the young man gives him a 'Salam' (the Bangladeshi way of respectfully 
greetingg a senior person) and tries to sit up. But the medical officer at the head end of 
thee bed slaps him in his back and pushes him back to the lying position and says: 
'Didn'tt anyone tell you that when the professor is on round, you should not move. Just 
liee down.' 

'Thiss is, Sir, a Tondoachilles,' says the CA. The CA is a young man with a 
thick,, long beard, wearing a long kurta (dress used by Imams) and is also a member of 
ann Islamic religious group called Tablig. 

Thee professor peers more closely at the bandage and says: 'Open it, I want to 
seee it.' 

Thee CA takes a blade from the pocket of his kurta and starts to cut the 
bandage.. The professor exclaims: 'Now what is this? What are you doing, why are you 
usingg this blade? Where are the scissors?' The CA remains silent. The professor 
becomess angry and starts shouting: 'I bought scissors last week, where have they 
gone?'' Everyone looks at each other. The professor asks the nurse. The nurse says she 
doess not know. The professor gets angrier. T told you the scissors should be in my 
pockett during the round, isn't my pocket big enough to carry the scissors?' He shows 
hiss trouser pocket to everyone. 'Now the scissors have vanished. Good.' Then he turns 
too the CA, 'You, with the divine face, you will have to replace the scissors. Bring some 
scissorss or buy a pair and then cut the gauze and report to me about the wound 
afterward.' ' 
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Thee professor moves on to the next patient. The nurse in the back whispers in 
myy ear: 'He always keeps that scissors with him, he himself must have forgotten them 
somewhere'.. The young man remains in bed with the half-cut bandage on his ankle. 

Thee professor points to the next bed, where a 40 year-old man is lying. 'Isn't 
thiss the patella, the one we operated yesterday?' 

'Yess sir', says the CA. 
'OK,, leave it', replies the professor. 
'Whatt about that?' The professor approaches the last bed in that row. 
'Sir,, this is a maltreated case, fracture shaft of the radius ulna,' says the 

Assistantt Professor. The 'fracture shaft of the radius ulna' has a plaster on his right 
hand.. The plaster is so dirty that it looks black. The professor takes a closer look at the 
patient'ss hand, and says: 'Look at this. It is almost rotten'. He gives a funny look to the 
patientt and continues. 'Now we wil l cut this hand off and wrap it in a nice paper, 
whichh you wil l present to the big doctor who treated you, OK? Who is this harvanga 
kabirajkabiraj [traditional bonesetter]? He must have taken lots of money from you?' 

Thee patient remains silent for a while and then says: 'Someone who is living in 
ourr neighbouring village. No he didn't take much money.' 

Thee professor turns to his team and says: 'See, he wil l never tell the name of 
thee bonesetter and has no complaint against him. Whereas if any of our doctors make a 
mistake,, they wil l set up a speaker at the crossroads and wil l shout his name, blaming 
himm whichever way possible. Now look at this, the hand has already developed 
ischemia.. These bonesetters, they don't know about joints, they don't know about hand 
functions.. They just wrap a piece of cloth with some leafs. Some patient told me that 
theyy got cured with these leafs. That is stupid.' 

Thee professor turns to the intern doctors. 'Do you know how they got cured?' 
Thee intern doctors remain silent. 
Thee professor continues: 'In the jungles of the hills out there, the elephants 

fightt with each other everyday; they frequently break their legs. Now how many 
orthopaedicc surgeons are there in the jungle, tell me how many? Well, who knows, 
theree may be some orthopaedic doctor elephants. But actually just natural healing cures 
them.. That is the big advantage of the orthopaedic problems. In most cases it just 
naturallyy heals and the bonesetters take the credit'. 

Thee professor is delivering the above speech in one corner of a big ward that is filled 
withh one hundred beds and more than one hundred patients. The patients for whom 
theree are not enough beds lie on the floor. A number of the patients' legs are pointing 
towardd the ceiling and many of them have their legs fixed in a device parallel to the 
floor.. If one wants to make a colour chart of the room, white dominates. Each patient 
hass a plaster or bandage on his or her arms or legs or torso. The whiteness of the 
plasterss is everywhere. And of course, there is red: blood that oozes from inside and 
reddenss the plaster. A strong smell of antiseptic solution is pervasive. The voice of the 
professor,, the groaning of some patients and the cawing of some crows who scavenge 
inn the toilet for food are the prominent sounds during the professor's round. The 
gatekeeperr has already closed the big collapsible gate, outside of which the relatives of 
thee patients are crowded, waiting until they can come back in the ward. Inside the large 
ward,, patients wait in their beds to be inspected by the professor and his subordinates. 
Thee ward looks like a prison. As Foucault once wrote: 'It is surprising that prisons 
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resemblee factories, schools, barracks, hospitals, which all resemble prisons' 
(1979:228). . 

Thee gatekeeper suddenly opens the collapsible gate and a ward boy enters 
pushingg a half-broken wooden wheelchair. A man is sitting in the wheelchair, lifting 
hiss hands up. Both his wrists are cut. Blood is oozing from them. The drops falling on 
thee floor allow the wheelchair's movements to be tracked. His shirt and trousers are 
soakedd with blood. He is shouting, lifting his two partially amputated hands high as if 
ann actor on stage: 'Look at me. Look what they havee done. See how they have cut both 
myy hands.' There is an interruption in the professor's round. He asks the medical 
officerss to attend this new patient and says: 'The national election day is approaching, 
soo we wil l receive more such cases.' The two medical officers rush to the patient. I 
decidee to leave the round of the professor and join the medical officers. 

Thee man with the amputated hands is taken to the mini-operation theatre 
adjacentt to the ward. He is asked to lie down on a very old rusty metallic table. The 
victimm is a well-built, a strong looking young man. 

Onee of the medical officers says: 'So, to which party do you belong?' 
'II  am not a partisan sir,' says the man. 
'Thenn you are a hijacker, what did you want to hijack?', asks the medical 

officer. . 
'Noo sir, I am not a criminal, it's my cousin who did this', replied the patient. 
Thee medical officer doesn't seem interested in the story; he is missing a 

particularr pair of forceps, which he instructs the attending ward boy to bring, so that he 
cann dress the wounds. The hands without the fingers and the emptiness around the 
wristt looked strange. While the first medical officer is dressing the wounds, the other 
medicall  officer, with a paper and file ready to take the man's history asks the man his 
name.. The patient says: 'Kabir'1. 

'Age?' ' 
'35.' ' 
'Address?' ' 
'Villagee Kotalipur, Post Office Berubazar'. 
Thee doctor then says: 'Okay, now tell us what happened'. 
Thee victim is frequently looking at his bleeding hands, taking long breaths, 

speakingg in a high pitched voice, says: 'Sir, they have cut off my two hands'. 
'Yes,, we all can see that'. 
'Sir,, I am a poor man, my life is ruined'. 
'Telll  us what happened', the doctor replies. 
Thee man is severely injured but to my surprise he continues talking patiently 

andd clearly and tells the following story. 'Sir, I have a small shop in the village market, 
butt I also have a piece of land, which my late father gave me. But my paternal cousin 
demandss that land and says that they have bought it from my father, for which they 
claimm to have papers. But I know those are false papers. They have been demanding 
thatt land for quite some time. Last week we had a bad quarrel over it and that cousin 
toldd me to surrender this land to him, otherwise he would not treat me properly. I 

11 To maintain the privacy of my respondents I wil l use Active names of the persons 
throughoutt the book. 
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challengedd him and told him that I will never give him this land, whichever way he 
wantss to treat me. But I didn't imagine such a consequence. Last night when I just 
finishedd sehri (the pre-dawn meal eaten during Ramadan), a few people called at my 
doorr and said that they wanted to talk to me. I didn't know those people. As I went, 
theyy took me in a taxi to a nearby rubber plantation on the hill. It was still dark outside. 
Firstt I didn't realize what was going on, and then one of them uttered my cousin's 
name.. Then I suddenly understood the matter. I thought they were going to kill me.' 

'So,, instead they have cut off your hands?' concludes the doctor. 
Thee doctor putting on the dressing says to his colleague: 'We might have to 
takee him to the main OT [operation theatre]. Take a consent from him'. 
'Howw is he going to sign it? He does not have any hands', wonders the other. 
'Takee a thumbprint', suggests the doctor who is applying the dressing. 
'Havee you gone mad? He does not have any hand, where do you get a thumb?' 
retortss the other doctor. 
'Oh,, yes.' They both laugh. Though the account of the medical history was 

consideredd complete, and the doctor who had taken it had left the mini-operation 
theatre,, I was curious to hear the story in more detail and ask the man what happened 
next. . 

Kabirr continues. 'They took me to an abandoned room in the middle of the 
rubberr plantation. Nobody was around. I could hear the call for the morning prayer. 
Theree were four of them. They tied me with rope, and forced me to lie down. Then 
theyy brought a piece of wood and put it beneath my outstretched right arm. I saw a 
sharpp axe in one of their hands. Then I realized that they were going to cut my hand 
off.. I then shouted: "Do not cut my hand, just shoot me, and kill me." The man with 
thee axe told me that he had received 20,000 taka (about 400 USD) from my cousin to 
cutt off my hand, but not to kill me. For killing they would charge more. He struck my 
rightright wrist with an axe, he couldn't separate my hand from my body with one blow. He 
struckk it again, and then my hand was separated. Then they turned the piece of wood to 
myy other arm. I cried loudly: "Please don't cut both my hands; don't make me a 
beggar,, please." But this time he cut off my left hand with one stroke. They told me 
fromfrom now on I should no longer claim the land that my cousin is asking for.' 

Att this point Kabir starts crying loudly. I tell him to not cry and that the 
doctorss here will take care of him. The doctor who was dressing his wounds says: 'You 
wil ll  be OK, we will fix your hands'. Kabir becomes enthusiastic and asks the doctor: 
'Sir,, they showed me my hands before they threw them into the jungle. If I can bring 
myy hands from from the jungle, would you be able to fix those again?' The doctor laughs 
andd says: 'By now the foxes might have eaten your hands. But any way, you can fix 
artificiall  hands with which you will be able to do many things'. The doctor then tells 
me:: 'Well, this is the beginning of your research, isn't it? Just wait, you will hear lot of 
suchh stories!' 

Andd those were some of the events of one day early on in my fieldwork at an 
ethnographicc study in the orthopaedic ward of a teaching hospital in Bangladesh. 

Descriptionn of the chapters 

Inn this first chapter I will first review the trends in hospital-based social science 
researchh over the past decades. I will then discuss the goals of my research, which are 
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too present the social and cultural dynamics of life within a Bangladeshi hospital ward 
andd to discuss how the hospital ward reflects the core features of the broader 
Bangladeshii  society. In Chapter Two I will provide some autobiographical information 
too put me, the ethnographer, in the context of this ethnographic research. In this chapter 
II  will detail my data collection plan and procedure, and describe the intellectual and 
emotionall  challenges of doing ethnography as an insider of a culture. 

Chapterr Three will be devoted to a general description of Bangladesh's 
politicall  history, society, people, health, education and economy. In Chapter Four I 
wil ll  present the history, location, geography, architecture and facilities of Chittagong 
Medicall  College hospital, the teaching hospital at which I did my fieldwork. I will 
showw how this 1000 bed hospital is severely under-resourced and under-staffed. 

Thee bulk of the chapters present the reality of the ward from the perspective of 
differentt actors of the ward, which will be followed by a summary and discussion. 
Chapterr Five will describe the experiences of patients, most of whom were poor, 
illiteratee males that had beenn victims of road traffic accidents, criminal violence and 
occupationall  hazards. This chapter will describe the social, psychological and 
economicc suffering of the hospitalised patients. Chapter Six will deal with the relatives 
off  the patients, who play a crucial role in the hospital organization and the well being 
off  the patients. Chapter Seven will describe the reality of the ward from the perspective 
off  lower level supporting staff, including ward boys, cleaners and gatekeepers. This 
chapterr will show how the lower level staff play an influential role in hospital 
functioning,, despite their inferior position in the hospital hierarchy. The experiences 
andd concerns of the nurses is the topic of discussion in Chapter Eight. The study 
revealedd that Bangladeshi nurses do not fit  with the ideal image of loving, self-
sacrificing,, noble 'ladies with lamps'. Instead, they are irritated women busy with 
maintainingg files and registers. Chapter Nine deals with the doctors, who are at the top 
off  hospital hierarchy. The chapter shows that in spite of their authority, doctors are 
deeplyy frustrated with various constraints of their work environment, with their low 
governmentall  salary, and with the growing negative image of the medical profession in 
thee society. 

Chapterr Ten will argue that hospital life is the mirror of the larger society and 
thatt it reflects the core features of the broader Bangladeshi society that include general 
poverty,, the social value of hierarchy, value of family, prevalence of violence, 
invisibilityy of women, low public morality and inventiveness of the people. Chapter 
Elevenn will conclude this book by revisiting the main points and finally closes with an 
epilogue. . 

Thee hospital as a subject of research 

Thee hospital is a unique institution of man. A WHO Expert Committee in 1963 
proposedd the following working definition of hospital: 

AA hospital is a residential establishment which provides short-term and long-
termm medical care consisting of observational, diagnostic, therapeutic and 
rehabilitativee services to the persons suffering or suspected to be suffering 
fromfrom a disease or injury and for parturient. It may or may not also provide 
servicess for ambulatory patients on an out-patient basis (Park 1997:41). 
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AA hospital is first and foremost a place in which members of the community can obtain 
servicess designed to restore them to good health. The modem hospital is also a place of 
learning,, a centre for the practical training of nurses- and physicians-to-be. Yet the 
modernn hospital is also a complex organization and a society unto itself, the members 
off  which have recognizable roles, rights, obligations, attitudes, values and goals. 

TheThe hospital in history 

Howw did this contemporary form of hospital emerge? Freidson (1963), Coe (1970) and 
Turnerr (1987) have shown that the origins of the European hospital lie in religious and 
culturall  needs. Diseases were viewed as religious events, so the techniques used to 
controll  and cure diseases were also religious acts. Early precursors of the hospital, 
therefore,, were institutions whose purposes were derived from faith and whose 
activitiess were religiously defined. The early Christian hospitals were primarily 
structuredd as institutions for the practice of charity rather than as places primarily 
devotedd to physical healing. As a result, these early hospitals cared not only for the 
sickk but also anyone in need of shelter. Coe, quoting Dainton, wrote about the earliest 
knownn hospital in England, built in 794 A.D.: 

Likee other early hospitals, these were not intended solely for sick people. Their 
purposee was indicated by their name, which was derived from the Latin 
adjectivee hospitalis — concerned with hospites or guests. These * guests' were 
anyy persons in need of shelter (Coe 1970:235). 

Thus,, the doors of these hospitals were open to the lame and the poor, as well as to 
ordinaryy travellers seeking shelter for a night. It has been well documented that many 
earlyy hospitals were places of rest and protection for pilgrims travelling to holy shrines. 
Inn general, pre-modern hospitals were places of last resort, where the inhabitants had a 
widee variety of illnesses that were not treated on a specialized basis. Their aim was to 
providee care for patients rather than a cure. 

Afterr the European Renaissance, the dominance of religion over the way 
peoplee lived their lives declined and interest in the study of the human body increased. 
Diseasee was less often considered a supernatural phenomenon, but more a malfunction 
off  the body. Efforts to cure rather than merely give care were pursued more vigorously. 
Gradually,, medical practice became a secular act and the hospital a secular place. 

Thiss period of hospital development was dominated by the evolution of charity 
hospitals,, beginning with the foundation of the first charity hospital in London in 1719. 
Charityy hospitals, which developed in the seventeenth century, were created for 
somewhatt different reasons and by a different class of people than the first hospitals 
were.. These charity institutions arose from middle class philanthropy rather than from 
aa religious zeal for social reform. These hospitals also were primarily concerned to 
providee shelter for the homeless, the sick, orphans and the unemployed vagrants. 
Althoughh there was a significant increase in the number of charity hospitals, by the late 
eighteenthh century it became evident that these institutions were unable to cope with 
thee needs of a society undergoing rapid urbanization and considerable population 
increase. . 
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Thee voluntary hospital system was also inadequate as a system of provision in 
thee context of large-scale mass warfare. Medical provision, trainin g and knowledge 
weree revolutionized by the Crimean War (1854-1856), the Boer  War (1899-1902) and 
thee First World War (1914-1918). The social outcome of these militar y disasters was a 
periodd of reform in nursing and medical care for  the army, a movement towards a 
nationall  scheme of insurance and the development of a more systematic form of 
nationall  health care. 

Thee development of the modern hospital as a centre for  trainin g doctors owed 
aa great deal to the transformation of the hospital system by the French Revolution. The 
revolutionaryy committee proposed the abolition of hospitals because they were the 
symbolss of a corrupt, decaying society. To replace them, the Revolution looked to the 
familyy as the 'natural '  location for  the cure of the sick. The family offered protection 
andd an emotionally supportive environment, which can complement a medical 
regimen.. However, for  various political and economic reasons, the original plan for 
hospitall  reform and abolition failed; what emerged was the modem clinic. The new 
systemm also provided for  better  education of doctors and helped to eliminate quacks by 
thee regulation of entrance to the profession. This was primaril y achieved by entrance 
examinationss that covered both practical and theoretical aspects. More importantly , the 
hospitall  transformed the sick patient into an object of medical training. The sick, who 
weree typically the poor, became useful as illustration s of disease and the fulfilment of 
thee quest for  scientific knowledge. This emergence of the hospital as a clinic was a 
topicc of an influential study by Foucault (1975). Foucault argued that under  bourgeois 
utilitarianis mm and a regime of disciplines, the sick became useful as a spectacle under 
thee clinical gaze. 

Thee reform of the hospital system throughout Europe was an important feature 
off  the late nineteenth century medicine and laid the basis for  the evolution of modem 
medicall  science. Turner  suggests that the growing importance of the hospital depended 
onn four  factors (1987:166). First, the medical profession had secured a growing status 
andd prestige within the community as a consequence of its successful 
professionalisation.. Secondly, there had been improvements in hygiene and sanitation 
withi nn hospitals, thereby reducing the high morbidit y rates that had characterized the 
pre-modernn hospital. Thirdly , the modern development of the hospital was accelerated 
byy the redistributio n of income, the emergence of a middle class clientele and the 
discoveryy of psychosomatic medicine. The middle classes were now prepared to enter 
thee hospital in search of cures. Single rooms were provided for  the rich and the middle 
classes,, which separated them from the mass of the population within the general 
hospital.. Finally, the development and introduction of antibiotics meant that infection 
inn hospital was less prevalent. Paying patients from the middle classes provided the 
basiss for  medical specialization. 

Althoughh this is the general history of the development of hospitals in most 
Westernn countries, the history of Western-style hospitals in non-Western countries is 
somewhatt  different. The hospital and biomedical practice, which originated in the 
West,, have penetrated almost every comer of the world through the process of 
colonizationn and globalisation. Initially , Western medical care was disseminated 
worldwidee by two groups: missionaries and colonists. 

Missionariess established clinics and offered medicine to the people they 
wishedd to convert (Gallagher  1993, Janzen 1978, Rubenstein &  Lane 1990). In the 
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nineteenthh century, they were candid about the value of medicine for introducing 'the 
heathen'' first to Christianity and then to trade with the West. 

Colonizerss had a different agenda. They wished to save the indigenous labour 
forcee from infectious disease, as well as to protect themselves from such disease 
(Cunninghamm & Andrews 1997, Manderson 1996, Rubenstein & Lane 1990, Vaughan 
1991),, Thus, Western medicine, in the form of 'tropical medicine', was not only 
cruciall  to facilitating white settlement and colonization of new territorial gains in the 
latee nineteenth century, but was developed specifically with that aim in mind. Baer, 
Singerr and Susser (1997) point to the role of biomedicine in capitalist imperialism: 
Withoutt healthy colonizers and indigenous populations, colonialist expansion could 
havee never succeeded. In the early 1880s, the major colonial powers embarked upon a 
projectt of political control over much of the world, a project that they were quite 
successfull  with. For example, at its peak in the 1930s, the British Empire alone 
encompassedd approximately one-fourth of the world's land area. After this expansion, 
aa tiny European colonial elite dominated the native population with a combination of 
militaryy might and administrative control. Disease, a major obstacle of European 
expansionn in Africa, Asia and the Americas, prompted the attachment of medical 
personnell  to merchant marines and the creation of rudimentary hospital facilities at 
overseass trading posts. Colonial states eventually assumed responsibility for health 
caree in the colonies. Joseph Chamberlain, the British Secretary of state for colonies, 
promotedd the establishment of the London and Liverpool schools of tropical medicine 
inn 1899, noting: 'The study of tropical disease is a means of promoting imperial 
policies'' (Baer, Singer & Susser 1997:210). In his discussion of disease and medicine 
inn nineteenth century India, Arnold (1993) also showed how British rulers and 
missionariess used biomedical medicines and hospitals as important instruments for 
facilitatingg colonial rule in India. Bela (1991) discussed the imperialistic nature of 
Britishh medicine, particularly in the context of Bengal. The following appeared in the 
IndianIndian Medical Gazette in 1887: 

Everr since the arrival of the English in India, the services of medical officers 
havee been recognised by the military and the civil authorities as extremely 
valuablee in rendering the yoke of foreign domination easier to be tolerated by 
thee people and in popularising English rule (in Arnold 1993:288). 

Inn the same year, a British general said: 

Thee peaceful and civilizing influence of the work done in the dispensaries and 
byy regimental surgeons on the frontiers of India has been in political 
importancee equivalent to the presence of some thousands of bayonets. It is 
becausee of such unexpected philanthropy that, as conquerors, we hold a 
positionn in the minds of the people which would not otherwise be possible (in 
Crawfordd 1914:134). 

Inn a similar vein, the London Missionary Society had taken up medical work in 1830s 
inn India in the belief that it could, 'open a wide and effectual door into the hearts of 
mindss of natives' (Arnold 1993: 244). 

Althoughh health provision for the Indian masses, mainly in the urban areas, 
wass used to both forestall and respond to demands for some tangible benefits of British 
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rule,, Harrison (1994) and Jeffery (1988) discussed how the main aim of British 
medicall  intervention was to provide services to European civil and military servants to 
helpp maintain their morale and their strength in a hostile environment. Periodic 
outbreakss of cholera, enteric fever, malaria, influenza and kala azar endangered the 
healthh of European officials, civilians, military and their families. Ramasubban (1988) 
mentionedd that among the more important instruments of the British presence in India 
weree those policies of the imperial and colonial governments concerning the 
investigation,, prevention and cure of epidemic disease. However, the prospect of an 
expensive,, large-scale preventive intervention was an alarming one for a colonial 
government.. The government felt the need for curative efforts to combat the prevailing 
diseasess in India. This need gradually generated the demand to have hospitals and 
medicall  colleges established. In the second half of nineteenth century, the number of 
medicall  institutions in various parts of India began to grow, the most prominent of 
whichwhich were the rural dispensaries for treating the 'native poor' (Arnold 1993:247). 
Theree was also a demand for teaching hospitals, where the cases of Indian patients 
couldd be observed and followed by medical students. The first medical college in India 
wass established in Calcutta, in 1857. A number of medical schools were opened 
thereafter,, which offered shorter courses. A number of authors who have studied the 
imperialisticc nature of biomedicine have shown how it has also faced resistance in non-
Westernn societies (Baer, Singer & Susser 1997, Cunningham & Andrews 1997, Singer 
1992). . 

Hospitalss have been regarded in positive and negative lights. Konner, a 
physiciann and anthropologist, described hospitals as: 

Ourr modern cathedrals, embodying all the awe and mystery of modern science, 
alll  its force, real and imagined, in an imposing edifice that houses transcendent 
expertisee and ineffable technology (1993:29). 

Anotherr anthropologist has described the hospital in less glowing terms, by referring to 
itt as an institution that views patients as lucrative sources of revenue as well as one that 
att various times functions as jail, school, factory, or resort hotel (Grossinger 1990:28). 
Nevertheless,, through these historical processes, the biomedical hospital has become 
thee primary focus for the practice of medicine in the contemporary world both in 
Westernn and non-Western countries. 

TheThe hospital as a bureaucratic organization 

Inn the first half of the twentieth century, hospitals in industrial countries gradually 
becamee a modern bureaucratic organization accompanied by the changes in disease 
patternn in the society, development of medical technology and increasing specialization 
off  medical activity. Turner noted that in the 1960s and early 1970s, in the majority of 
industriall  societies an extended reform in the management and structure of hospitals 
tookk place. He wrote: 

Onee obvious cause of this change of approach has been the soaring cost of 
medicinee of hospitals. One aspect of this increasing cost of medicine has been 
thee changing character of disease from acute to chronic, associated with the 
agingg population. However, there is a more fundamental aspect of this 
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situationn of rising cost, which is that health and illness are not finite 
phenomena.. Illnesses which are treated by institutionalized medicine represent 
thee peak of an iceberg which has no known base line. Therefore, medical 
expendituree appears to be highly elastic depending upon expectations of health 
andd criteria of health (Turner 1987: 167). 

Duringg that period a number of sociological papers were written concerning the 
organizationall  aspects of hospital (Friedson 1963, Jaco 1972, Skipper & Leonard 
1965).. The authors discussed hospitals as an organization and tried to point to its 
similaritiess and dissimilarities with the other large-scale organizations in society. For 
example,, Georgopoulos & Mann (1972) write that the hospital is an organization that 
mobilizess the skills and efforts of a number of widely divergent groups of professional, 
semi-professionall  and non-professional personnel to provide a highly personalized 
servicee to individual patients. The chief objective of the hospital is to provide adequate 
caree and treatment to itss patients. Its principal product is medical, surgical, and nursing 
servicee to the patient, and its concern is the life and health of the patients: 

Itt is important to note that, unlike industrial and other large-scale 
organizations,, the hospital relies very heavily on the skills, motivations and 
behaviourss of its members for the attainment and maintenance of adequate co-
ordination.. The flow of work is too variable and irregular to permit co-
ordinationn through mechanical standardization (...) Fundamentally, then, the 
hospitall  is a human rather than a machine system. And even though it may 
possesss elaborate and impressive looking equipment, or a great variety of 
physicall  and material facilities, it has no integrated mechanical-physical 
systemss for the handling and processing of its work. The patient is not a chunk 
off  raw material that passively goes through an ordered progression of 
machiness and assembly-line operators' (Georgeopoulos & Mann 1972:23). 

Maukschh compared the hospital with a garage: 

Whenn a car breaks down, the owner will take the car to the garage to have it 
repaired.. A garage is organized for that purpose. The people who repair these 
cars,, the mechanics, the order-takers, the helpers, the employees of the 
institution,, and what they do how they do it is part of the over all responsibility 
off  the garage and its administrative organization. While the car is there it will 
bee placed in a berth where it will stand and where it will be protected from 
damage.. When the car is fixed, the owner will call for it, and he will pay one 
billl  which includes the cost of the repair and any other costs incidental to the 
storagee or any other care which the car received in the garage. 
Itt may seem sacrilegious to compare the human being with a car, yet to the 
sociologistt the comparison of widely diverse, ordinary phenomenon are 
sometimess the most effective way of gaining an understanding of his object of 
study.. For this reason, attention is invited to the similarities and dissimilarities 
betweenn these two institutions of therapy, a garage and a hospital (Mauksch 
1965:245). . 

Kingg emphasized that the hospital was very different from other institutions: 
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Thee hospital is unique as a way of life, a subculture of a sort within the total 
society.. The round of life, the customs, the relationships between people, the 
particularr  problems of everyday living are sufficiently different from those of 
otherr  social organizations to warrant consideration as unique subculture 
(1962:399). . 

HospitalHospital ethnography 

Inn the early 1960's, some outstanding ethnographic research was done on daily lif e in 
hospitalss (see Caudill 1958, Coser  1962, Fox 1959, Goffinan 1961). These authors 
arguedd that unlike Weber's ideal type of bureaucracy, hospitals develop an informal 
structuree of authority and an informal culture. These observational studies 
demonstratedd the presence of a distinct social world, created by the patients, within the 
hospital.. They also documented the complex set of relationships between patients and 
staff.. The authors argued that the health outcomes of hospitalisation often depended on 
thee character  of this social world and the interactions. This approach to informal social 
structuree was developed with great success by Goffinan in his study of 'total 
institutions' .. In defining total institution he wrote: 

AA basic social arrangement in the modem society is that the individual tends to 
sleep,, play, and work in different co-participants, under  different authorities, 
andd without an overall rational plan. The central feature of total institution can 
bee described as a breakdown of the barrier s ordinaril y separating these three 
spheress of life. First, all aspects of life are conducted in the same and under  the 
samee authority. Second, each phase of the member's daily activity is carried on 
inn the immediate company of a large batch of others, all of whom are treated 
alikee and required to do the same thing together. Third , all phases of the day's 
activitiess are tightly scheduled, with one activity leading at a prearranged time 
intoo the next, the whole sequence of activities being imposed from above by a 
systemm to explicit formal rulin g and a body of officials. Finally, the various 
enforcedd activities are brought together  into a single rational plan purportedly 
designedd to fulfi l the official aim of the institution (Goffinan 1961:17). 

Byy analysing the situation of inmates of a mental hospital, Goffinan noted that patients 
withi nn total institutions typically develop an informal culture which functions as a 
survivall  strategy in an environment that is foreign and alienating. 

Caudilll  also described day-to-day personal relations of doctors, ward personnel 
andd patients in a psychiatric hospital in America. He called attention to the idea that the 
hospitall  is a small society within which the performance of technical tasks takes place. . 
Hee argues that the system of human interaction in the hospital is in large part a social 
system.. Caudill wrote: "Thi s social process must be identified and understood before it 
wil ll  be possible to utilise full y the potentialities of the hospital as a therapeutic 
community''  (Caudill 1958:3). 

Foxx did not concentrate on the issue of the effects of social organisation of 
hospitalss on health outcomes. Unlike the studies mentioned above that were done in 
chronicc psychiatric hospitals, Fox did her  research in an experimental ward for  patients 
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withh acute metabolic disease. As the title of her book suggests, Experiment Perilous: 
PhysiciansPhysicians and patients facing the unknown (1959), Fox demonstrated the adaptations 
off  the patients and staff to stress of the ward. Her study addresses the problem of 
uncertaintiess in the medical practice and of the experimenting on human subjects. 

Coser'ss (1962) work is devoted to exploring the relations that developed 
betweenn patients on a single ward of Mount Hermon hospital in America. Coser 
discoveredd a collective experience of illness and hospitalisation. She found both 
'newcomers'' and 'opinion leaders' within the ward, a system of social support based 
onn the shared conditions of temporary handicap and submission to the same authority 
andd joking relations that helped build and sustain solidarity among patients. 

Unfortunately,, such lively studies of hospitalised patients and their social 
worldss almost disappeared after the 1960s. Zussman (1993) discussed the reasons for 
theirr disappearance. He suggested that changes in the patterns of hospitalisation of 
patients,, in the relations between medical professional and changes in the social 
sciencee research agenda should probably be held responsible. He pointed out that in the 
lastt couple of decades, the length of hospital stay for patients has decreased 
considerably.. At the same time there was decline in large, open ward in the hospitals. 
Longerr stay in large open wards in the earlier hospitals provided the opportunity for 
thee patients to mix and mingle and to develop a distinctive patient culture that the 
earlierr researchers studied. He also argues that medical and nursing training in recent 
yearss has become more concentrated on technical matters and ignores the social and 
psychologicall  aspects both of disease and of the patients who suffers from the disease. 
Ass a result, medical professionals have become less receptive to concerns about the 
patients'' experience of life in the hospital. Lastly, there have been changes in the social 
sciencee research agenda as well. For example, there was a growing dominance of 
quantificationn and concomitant decline of ethnographic style research. There was a fall 
fromfrom favour of the functionalist analysis, and finally there was a decline of 
psychoanalytically-orientedd social science research. According to Zussman (1993), 
thesee factors and a few others have resulted in the decrease of such an interesting 
researchh tradition, a tradition which has an immense value for the development of a 
humanizedd medical practice. 

CulturalCultural  studies ofbiomedicine and hospital 

Sincee the early 1980s, when medical anthropology became a more important sub-
discipline,, the interest in studying biomedicine as a cultural system began to grow. 
Researcherss pointed out that medical anthropologists have devoted much of their 
energyy to exploring healing rituals and indigenous therapies in 'exotic' cultures. They 
rarelyy made biomedicine itself a subject for analysis and tended to rest assured that 
becausee biomedicine is grounded in science it is not a subject for anthropological 
inquiry. . 

Inn their influential study of the scientists in a laboratory, Latour and Woolgar 
write: : 

Sincee the turn of the century, scores of men and women have 
penetratedd deep forests, lived in hostile climates, and weathered 
hostility,, boredom and disease in order to gather the remnants of so 
calledd primitive societies. By contrast to the frequency of these 
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anthropologicall  excursions, relatively few attempts have been made to 
penetratee the intimacy of life among tribes which are much nearer at 
hand.. This is perhaps surprising in view of the reception and 
importancee attached to their products in modern civilized societies: we 
referr of course, to tribes of scientists and of their production, science. 
Wheree as we now have fairly detailed knowledge of the myths and 
circumcisionn rituals of exotic tribes, we remain relatively ignorant of 
thee details of equivalent activity among tribes of scientists, whose 
workk is commonly heralded on having startling or, at least, extremely 
significantt effects on our civilization (Latour & Woolgar 1979:17). 

Similarly,, appeals were made to study the 'tribe' of biomedical practitioners. Interest 
wass growing in examining biomedicine as a cultural system and as part of a broader 
culture.. It was argued that biomedicine is not universal but a product of particular 
social,, political and cultural conditions. There are several good example works that 
illustratee the renaissance of interest in biomedicine as a culture, including Ross et al.'s 
TheThe Anthropology of Medicine (1983), Hahn and Gaines's Physician of Western 
MedicineMedicine (1985) and Lock and Gordon's Biomedicine Examined (1988). Hahn and 
Gainess showed the ways in which medical knowledge and practice is not the product 
off  a monolithic autonomous institution but rather is made up of numerous interest 
groupss and individuals who bring of perspectives to their work. They wrote: 

Biomedicinee is a cultural artefact, a complex human product shaped from 
humann and non-human resources, constantly responding to historical 
circumstancess which are in turn human transformations of themselves and 
theirr environments (Hahn & Gaines 1985:5). 

Inn the preface of Hahn and Gaines's book, Kleinman remarked: 

'....medicine,, the whole of it, from sickness to therapy, and including medical 
setting,, roles and attributions can be (should be) rethought in the language of 
sociall  structure and cultural norms, of interpersonal transactions and different 
accesss to resources, of cultural symbols and social actions. And this process of 
makingg our medicine into a subject of social inquiry (like other ethno 
medicine)) is also significant because it creates practically useful knowledge, 
knowledgee perhaps that holds the potential of eventually being applied to 
liberatee physicians as well as patients from narrow, dehumanizing forms of 
medicall  praxis' (1985: xi). 

Thee essays in Lock and Gordon's volume demonstrate the interdependence of 
biomedicine,, society and culture. They wrote: 

Ass the practice of modem medicine becomes increasingly a technical 
enterprise,, it is more incumbent upon us that ever to recognize that the human 
bodyy is not a machine, that health and illness are not merely biological states, 
butt rather that they are conditions which are intimately related to and 
constitutedd by the social nature of human life. The study of health, illness, and 
medicinemedicine provides us with one of the most revealing mirrors for understanding 
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thethe relationship between individuals, society and culture (my emphasis. Lock 
&&  Gordon 1988:8). 

Sincee this increased awareness about the cultural analysis of biomedicine, the number 
off  studies concerning various aspects of biomedicine and modern hospital started to 
groww again. It is worth mentioning here that a forthcoming special issue of Social 
ScienceScience & Medicine wil l focus on hospital ethnography. Van der Geest will be the 
guestt editor of this special issue, I wil l be a contributor (Zaman n.d.). 

Goalss of the research 

Itt is striking to observe that almost all the literature that I have discussed so far on the 
social,, cultural and historical dimensions of biomedicine and modern hospitals has 
dealtt mostly with either America or Europe. When Friedson (1963), Coe (1970) and 
Turnerr (1987) studied the history of the hospital, they ignored non-Western hospitals. 
Whenn Zusmann (1993) discussed the reasons behind the disappearance of hospital 
ethnography,, he did not seem to be concerned about the existence of hospital 
ethnographyy in non-Western settings. The same goes for the renowned studies of Hahn 
andd Gaines (1985) and Lock and Gordon (1988). While writing about the relevance of 
thee anthropological study of biomedicine for anthropology, Hahn and Gaines stated 
that:: 'Study of biomedicine wil l contribute to the ethnography of U.S. and Western 
society'' (1985:9). 

Itt is hard to find literature on the cultural aspects of biomedical practice in 
non-Westernn settings. Finkler (2000) discussed at length how the biomedical practice 
hass not been generally the subject of anthropological inquiry outside the Western 
setting.. When biomedicine is discussed in non-Western contexts, it is generally 
discussedd in the light of medical pluralism and is juxtaposed with traditional systems 
off  healing and medical choice (Janzen 1978, Last 1990, Lee 1982, Lock 1980, 
Crandon-Malamudd 1991, Nichter & Nordstrom 1989, Sachs & Timson 1992, Weisberg 
1984).. These studies assume that biomedicine is a monolithic enterprise that follows 
thee core universal characteristics of biomedical practice, irrespective of the cultural 
setting. . 

Goodd (1995), however, rightly argued that although biomedicine or 
'cosmopolitann medicine' (the term popularised by Charles Leslie in 1976) is fostered 
throughh international medical scientists and educators, it is taught, practised, organized 
andd consumed in local contexts. She writes: 

Whenn professional prestige among medical practitioners in settings such as 
Americann teaching hospitals is measured by the competent use of the most 
advanced,, often "experimental" biotechnologies, when an esteemed Korean 
professorr of medicine proudly documents his competence in terms of the three 
hundredd patients he sees per day, when a young Peruvian physician has limited 
antibioticss and scarce resources and thus requires his two hundred patients per 
dayy to mention but one symptom, when a British trained Kenyan oncologist 
knowss how to treat and cure most children on his Nairobi hospital paediatric 
oncologyy ward (such as those with Burkitt's tumour) but does not have the 
financiall  or institutional wherewithal to access the necessary chemotherapies — 
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thee brute facts of local practice and political economies defy any reified 
analysiss of'biomedicine' (Good 1995:461). 

Theree have been some attempts to study the variation of biomedical practices. For 
example,, Helman (1978) revealed that in Great Britai n the aetiology and treatment of 
coldss and fevers follows a traditional understanding of these common illnesses, while 
Maretzki' ss (1989) work on the Kur  discloses that in Germany, unlike in America, 
thermall  baths are incorporated into biomedical treatments. Feldman (1992) observes 
thee different understandings that French and American physicians brought to AIDS, 
andd Jordan's (1993) work on comparative birthin g practices in Europe and North 
Americaa revealed biomedicine's divergent approaches to birthin g within Western 
societies.. But it is again important to notice that all these studies have been done in 
technologicallyy advanced Western countries. As a result, the cultural character  of 
biomedicall  practice in non-Western nations remained largely unexplored. Notable 
exceptionss in this regard are Kirpatric k (1979), Handerson and Cohen (1984), Finkler 
(1991),, Sciortino (1992), Stein (1995) and Van der  Geest &  Sarkodie (1999) who 
studiedd the hospital cultures of India, China, Mexico, Indonesia, Peru and Ghana 
respectively. . 

Theree have been a number  of needs-assessment and evaluation types of studies 
carriedd out through quantitative surveys in various health care settings in Bangladesh 
(Barkatt  et al. 1994, Khan 1988, Rahman et al. 1993, Rashid 1992, Razzaque 1991), but 
hospital-basedd observational studies with a qualitative approach are still rare in 
Bangladesh.. I am aware of only one, as yet unpublished, observational study in a 
districtt  hospital in Bangladesh which looks mainly the organizational and quality of 
caree aspects of the hospital (Leppard 1999). 

Thiss lack of representation of the culture of biomedical settings in non-
Westernn countries inspired me to writ e an ethnography of a Bangladeshi hospital. The 
goall  of my ethnographic study is first  and foremost to give a thick description of the 
lif ee in a ward of one of the main Bangladeshi government hospitals. I intend to present 
thee ideas and practices of all actors in a non-Western medical setting. This will enable 
mee to show how the actors involved in the setting give a local character  to the hospital, 
ann otherwise a cosmopolitan institute. 

Thee second problem with the existing hospital ethnographies is that they 
followedd the conventions of traditional anthropological research that focused only on 
thee micro-level phenomena of a small-scale society. For  example, decades back, 
Baziakk and Denton wrote: 'From an anthropologist's point of view, a hospital is an 
isolatedd subculture' (1965:272). Coser  termed the hospital as a 'tight littl e island'. 
Thesee studies ignored the link between local level events and the forces operating in 
society-at-large.. Some relatively recent hospital ethnographies done in America and 
Europee also focused mainly on the biomedical culture and medical discourse within the 
hospital,, and did not pay attention to the link between the hospital lif e and the life 
outsidee the hospital in which the hospital is also situated. (Atkinson 1995, Germain 
1979,, Rhodes 1991). 

Myy thesis is that the hospital is not an isolated subculture or  an 'island', rather 
itt  is a microcosm of the larger  society in which it is situated. A hospital ward therefore 
iss a mirro r  that reflects and reveals the core values and norms of the broader  society. 
Thus,, the second goal of my study is to discuss how various features of the broader 
Bangladeshii  society became expressed in the Bangladeshi hospital life. 
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Finally,, I hope my research wil l be able to provide insight into and 
understandingg of the cultural and structural issues and problems of a Bangladeshi 
hospital.. Both of these facets of hospital lif e need to be addressed if quality of medical 
practicee is to be improved in Bangladesh. 
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Chapterr  II 

THEE ETHNOGRAPHY 

Thee human instrument 

Shoree (1999) pointed out that it is hard to talk about the significance of ethnographic 
fieldworkfieldwork in any meaningful sense without being personal. Moreover, 'The 
ethnographerr is a human instrument... relying on its senses, thoughts, and feelings, the 
humann instrument is a most sensitive and perceptive data gathering tool', as Fetterman 
notedd (1989:41). In light of these observations, it would be useful to present some 
personall  aspects of my life related to this study before describing the fieldwork, as I 
amm the sole human instrument and the data gathering tool of this ethnography. 

Afterr graduating from medical college I took a less-travelled road for a 
medicall  doctor in Bangladesh. I left clinical practice and joined a rural health project of 
Bangladeshh Rural Advancement Committee, BRAC a national non-governmental 
developmentt organization as a public health physician. To my hard-core clinician 
friends,friends, a public health physician is a lesser kind of doctor. The conventionally 
successfull  doctor in Bangladesh specializes in sophisticated subjects like cardiology, 
ophthalmologyy and so on, and to work in a big city hospital that provides lucrative 
income.. Generally, to the doctors as well as to their families, a community physician 
whoo is working in the rural areas with people's sanitation, water supply and 
immunizationn does not fall within the expectations and ideas about a doctor who has 
'madee it'. Though my family was initially disappointed, I was fortunate that they did 
nott oppose my decision to go to a village to work. They were rather worried, how I, 
theirr urban-bred son, would cope with the rural life, without a comfortable house with 
properr toilets, taps and showers, and without telephones, televisions or newspaper. 

Myy life with the rural health project was indeed quite different from the life I 
wass used to. I did completely different work than I did in the hospital. I had to train 
traditionall  birth attendants and community health workers, settle disputes with the 
villagerss who were against immunizing their children as they believed injecting 
vaccinee in blood that Allah created is a sin, discuss the relevance of family planning 
withh imams and listen to herbalists who knew the names and uses of hundreds of 
medicinall  plants. These experiences were not comparable with the attempt to hear the 
murmurr of a myocardial infarction patient in the coronary heart disease ward, or to find 
thee right forceps for the surgeon while assisting him at the operation table. I was 
touchedd by the multiple facets of the rural people's simple life. I was moved by the 
levell  of poverty, helplessness and oppression. I met malnourished children, hungry and 
cryingg while their mothers searched desperately for food for the next meal; I met 
farmerss who were exhausted by the harvest work and felt cheated every time half of his 
harvestt went to the landlord. I also found out that there were lots of things in the 
villagee that could take the place of showers, telephones and televisions. The hospitality 
andd warmth of the rural people were more than a match for the creature comforts and 
impersonall  behaviour of the city dwellers. The rivers, sunsets, sunrises, local music, 
villagee festivals, cool breeze, clean fresh air, colourful butterflies, chirping birds and 
majesticc scenery offered a different pleasure and recreation. Spending a few years in 
thee village was rewarding for me both personally and professionally. At a personal 
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levell  this stay widened my view of life. Professionally, I learned to look at people's 
healthh beyond medicine.. What I learned in the village that I did not leam in the medical 
collegee was the relationship of health and disease to culture, society, politics and 
religion. . 

Afterr spending about five years in the village I went back to the city and 
earnedd a Master's degree in public health. While studying public health, I developed an 
interestt in medical anthropology, a subject that looks deeper into the cultural aspects of 
health.. I decided to further pursue my interest in medical anthropology, and leave the 
circlee of doctors to join the then 'alien' anthropologists. By this time, my physician 
friendss considered me to be a confirmed deviant. One even wondered whether I had 
becomee interested in insects, as he mistook the word 'anthropology' for 'entomology'. 

Ass there is no institute in my country that offers graduate courses in medical 
anthropology,, I looked for courses abroad. I found the Master's course in medical 
anthropologyy offered by the University of Amsterdam to be well-balanced in applied 
andd theoretical aspects and suitable for me. BRAC, the organisation that I work for in 
Bangladeshh sponsored my study at Amsterdam. I enjoyed the medical anthropology 
courses. . 

Whenn I was looking for a topic for my Master's thesis in medical 
anthropology,, I thought of going back to one of the villages in which I had previously 
livedd to conduct research into some indigenous health care practices or beliefs. This 
changedd once our professor, Sjaak van der Geest, introduced me to an article he had 
writtenn about an ethnographic research experiment in a Ghanaian hospital involving 
thee admission of his co-researcher as a pseudo-patient (Van der Geest & Sarkodie 
1999).. The authors showed that it is possible to write an ethnography of a hospital 
wardd in the same vein as anthropologists describe life in a village. The innovative 
naturee of the article fascinated me; I was attracted to the idea of conducting an 
anthropologicall  study on biomedical practices rather than on a lay people's health-
relatedd beliefs and practices. The paper also stimulated my interest in conducting a 
thesiss on topics related to biomedicine in general, and the hospital in particular, from 
whichwhich I had distanced myself for quite some years while in rural Bangladesh. I thought 
thatt after being trained in medical anthropology, I would be capable of looking at 
biomedicine,, which was once my 'home', from a different perspective. I therefore 
decidedd to conduct an ethnographic study in a medical setting in an effort to bridge 
betweenn my present academic interests with those of my past: 'biomedicine' and 
'anthropology'. . 

Itt was, however, not possible for me to conduct research in a hospital during 
myy Master's program because of limited time and other practical constraints. Instead, I 
didd an ethnographic study in a relatively smaller rural health care centre in Bangladesh 
establishedd by the organisation I worked for. This study for my master's thesis, 
publishedd as a research monograph (Zaman 2001) equipped me to handle the 
theoreticall  and practical aspects of conducting ethnographic research in a medical 
setting.. However, as the study was done in a small health centre, I was still longing to 
conductt an appropriate ethnography in a larger hospital. The chance finally came when 
myy proposal for doctoral research in a Bangladeshi Government hospital was awarded 
withh Netherlands Foundation for Advancement in Tropical Research (WOTRO) funds. 
II  could then embark on a study of the orthopaedic ward in a government teaching 
hospital. . 
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Describingg people in their  natural setting 

Afterr working for about five years as a public health physician in different rural health 
centres,, I joined the research division of the organization I work for. Most of my 
colleaguess were engaged with epidemiological research; they talked about 
questionnaires,, coding, statistical significance, P-values and so on. As I was fresh from 
thee field, my mind was full of stories, images and words. I was looking for the type of 
researchh in which people are not only studied in terms of numbers. The qualitative 
researchh papers with descriptions of people's thoughts, lives and relationships attracted 
me. . 

Whatt exactly is qualitative research? Silverman (1993:12) lists some 
characteristics: : 

1.. The use of everyday contexts rather than experimental conditions 
2.. A range of sources of data collection (mainly observation and 

informall  conversation) 
3.. A preference for unstructured data collection (no prior hypotheses, 

noo prior definitions) 
4.. A concern for 'micro' features of social life (a single setting or 

group) ) 
5.. Concern with the meaning and function of social action 
6.. The assumption that quantification plays a subordinate role 

Itt must be stressed that qualitative and quantitative researches are two ways of 
lookingg at the same reality, and each complements the other. The goal of quantitative 
researchh is to isolate and define categories as precisely as possible and determine again 
withh great precision the relationship between them. The general purpose is to discover 
howw many and what kinds of people share a certain characteristic. On the other hand, 
qualitativee research normally looks for patterns of interrelationship between many 
categories.. Its aim, as McCracken writes: 

Iss to gain access to the cultural categories and assumptions according to which 
onee culture construes the world. How many and what kind of people hold these 
categoriess and assumptions is not, in fact, the compelling issue. It is the 
categoriess and the assumptions. Not those who hold them, that matters. In 
otherr words, qualitative research does not survey the terrain, it mines 
(McCrackenn 1988:17). 

Theree are some limitations inherent in both quantitative and qualitative techniques. 
Eachh is good for studying certain kinds of problems that call for certain kinds of data. I 
hadd already done a number of qualitative studies on various health-related issues for 
thee community-based programmes of the organisation I work for using different 
qualitativee tools. I knew that the issues that I was interested in required qualitative 
researchh in order to further investigate them. The research for my Master's in medical 
anthropologyy was my first attempt to do an ethnography, one of the principal 
qualitativee research methods in the social sciences. Although ethnography is defined in 
differentt ways, the essence of ethnography is considered to be a description of the 
routine,, daily lives of a group of people, with the aim to understand the predictable 
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patternss of thought and behaviour of the group (Brewer 2000, Hamersley & Atkinson 
1983,, Stewart 1998). 

Brewerr (2000) wrote that ethnography is not one particular method of data 
collection,, but a style of research that is distinguished by its objectives and approach. 
Thee definition of ethnography according to him is as follows. 

'Ethnographyy is the study of people in naturally occurring setting or 'fields' by 
meanss of methods which capture their social meanings and ordinary activities, 
involvingg the researcher participating directly in the setting, if not also the 
activities,, in order to collect data in a systematic manner' (Brewer 2000:10). 

Twoo things are crucial for studying people in their natural setting: one is to get access 
too people's own territory, and the other is to take a role in the community. 

GainingGaining access 

Inn my case, the 'field' was a hospital. Others who have done research in hospitals 
frequentlyfrequently mentioned that gaining entree into a clinical institution can be a problem. 
Mathewss mentioned two reasons for the potential difficulties: 

Firstly,, medical practitioners are reputed to resist analysis by outsiders. This 
resistancee results partly because physicians historically have resisted any 
externall  review or regulation of their professional prerogatives (Friedson 1970) 
andd also because social science analysts often have engaged in what McKinlay 
(1977:495)) calls, "doctor bashing" or deprecating physicians. Secondly, the 
typicall  hospital is composed of several semi-autonomous administrative units 
thatt can control access to informants either formally as through a research 
revieww committee, or covertly through denial of access to particular areas, 
activitiess or potential informants (Mathews 1987:295). 

Vann der Geest (1989) discussed the cases of social science research that took place in a 
biomedicall  setting and resulted in conflict when the data were published, such as a 
bookk published in the Netherlands about a cancer hospital that was banned and 
destroyedd by court order. Similar conflict occurred with the publication of research 
resultss from a hospital in Denmark (Hensen 1991). 

Thee problems I faced to gain access to a government hospital were of a 
differentt sort. As an employee of a non-government private development organisation, 
itt was difficult to get access to a government institution due to the uneasy government-
NGOO relations that prevail in the Bangladesh. Bangladesh depends on international 
donors,, and in many occasions the international donor agencies prefer to provide funds 
too NGOs rather than government ministries because of the relative success of NGOs in 
managingg various development projects. The press also regularly criticises the 
relativelyy higher rate of failure of a multitude of government projects due to 
bureaucracyy and corruption, in comparison to the rate of failure of NGO projects. On 
thee other hand, NGOs need permission from the government to implement any foreign-
fundedd project. As a result, there is a hidden tension between the government and 
NGOss relationship (Khan 2001:218). Some of my colleagues at BRAC who wanted to 
studyy government institutions were either denied access or were given limited 
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permission.. One study on field level government health staff done by my colleague 
(Chowdhuryy 1990) raised much debate, because it showed poor  motivation and 
performancess of field level government health staff. 

However,, I knew if I could use my physician identity I would be able to 
overcomee the antagonism of the medical institute that other  social scientists or  NGO 
personnell  usually face. I therefore decided to do research in Chittagong Medical 
College,, the teaching hospital where I was trained as a physician, as I would be able to 
ignoree my affiliatio n with the NGO and utilise my identity as an ex-student of the 
institut ee to gain access. 

Ass per  the traditio n of single-sited ethnographies, I decided to do my research 
inn one particular  ward of the hospital. I knew that if I  could get permission to do the 
researchh through informal negotiation from the professor  and the head of the ward, 
thenn it would be easy to avoid the complicated administrative procedures of seeking 
permissionn from the ministry or  hospital administrator. But it was still difficul t to make 
thee initia l contact. I had left the medical college and the city immediately after  my 
graduation,, more than twelve years back. At the time I wanted to begin this research, I 
wass living in Dhaka, more than 300 kilometres away from the city where this hospital 
was.. Moreover, the professors whom I knew as a student had all been either  transferred 
too other  universities or  had retired. Nevertheless, I still had a few friends in the city 
whomm I occasionally visited. There was one senior  physician friend in particular  with 
whomm I had regular  meetings, because we shared a common interest: literature. When I 
wass a student, he lent me books of Dostoevsky, Kafka and Garcia-Marquez. I decided 
too share my research ideas with him. He was not aware of hospital ethnographies, but 
hee knew of a number  of famous literar y works based on hospital life. We talked about 
Chekov'ss Ward Number Six, Thomas Mann's Magic Mountain and Alexander 
Solzhynitsin'ss Cancer Ward. He was enthusiastic about observational research in a 
hospital.. He told me that the professor  of the orthopaedic ward was a good friend of 
his,, and that he might also be interested in the research. The professor, he said, had 
passionss other  than medicine. 

Thiss friend introduced me to the professor, who was happy to hear  that one of 
thee alumni of the medical college was pursuing a Ph.D. at a prestigious European 
university.. I gave him a general view of my research. He showed interest and said: 
'Thee social life of hospital is always an interesting thing. We are busy with technical 
things;;  someone should concentrate on these issues. You are one of us. You are 
welcomee to do your  research here. The journalists regularly writ e stupid things about 
hospitals,, they know nothing about the medical world. I hope you wil l not just writ e 
howw bad we are.' 

II  was relieved to hear  his positive response, however  I knew that there was a 
dangerr  for  the research in his belief that I was 'one of them'. He might not have 
realisedd that he himself and his colleagues would be among my subjects of 
observation.. His first  statement has already been considered as data. The professor  told 
mee that I should not worry about contacting the administrative director  of the hospital; 
hiss approval was enough for  any academic activity concerning his ward. He assured 
mee that if any problem arose, he would take care of it. 

Thuss through my identity as a physician and through a proper  intermediary I 
solvedd the problem of getting access into the ward, a major  problem researchers face 
whenn conducting observational research in a hospital. Though selecting the 
orthopaedicc ward was a coincidence, I later  realised that it was very appropriate for  my 
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research,, as this was a very eventful ward with lots of happenings and interactions 
withinn and outside the ward. 

TakingTaking a role 

Afterr gaining access to the ward, the next step was to take on a role in the ward. In 
somee cases it may be beneficial to disguise the researcher's identity to get more 
reliablee information. One of my research supervisors in the Netherlands, Sjaak van der 
Geest,, suggested that I think about becoming a fake patient in the hospital, like his co-
researcherr did in the aforementioned research experiment in a Ghanaian hospital. 
Theree are other cases of researchers becoming pseudo-patients in a hospital; the 
exampless of Caudill (1958) and Rosenhan (1973) becoming patients in a psychiatric 
hospitall  are well known. In another study a researcher of the team became a fake 
patientt in a rehabilitation hospital (French et al. 1972). There are also examples where 
thee researcher even changes their physique for the sake of the research. A researcher 
whoo studied the training of soldiers in the USA underwent minor plastic surgery and 
lostt more than 15 kilograms to look younger so that he could infiltrate the training 
(Sullivann et al. 1952). This kind of hidden participation is practiced in situations where 
participationn in the ordinary sense was not possible, because the people concerned 
wouldd not allow outsiders. Examples of this type of research include, but are not 
limitedd to, research on drug users, criminals, religious believers, political activists and 
prostitutes. . 

Althoughh initially the idea of becoming pseudo-patient seemed exiting to me 
butt finally I did not follow Van der Geest's suggestion. Acting as a patient in a 
psychiatricc hospital or even in a general ward may be easier than acting as one in an 
orthopaedicc ward, where one needs a broken leg or arm to be admitted. This does not 
meann that I learned less than I otherwise could have, for in the conclusion of their 
researchh experiment in a Ghanaian hospital, Van der Geest and Sarkodie (1999) 
discussedd how they had not learned anything by being a fake patient that they could 
nott have learned if they would have revealed their identity. They claimed that the main 
lessonn to be drawn from their experiment is that the researcher, either as a patient or as 
aa scientist, should find a way to be in the ward continuously day and night. 

Additionally,, there are ethical issues concerning concealed identity during 
research.. There is a wide range of views among social scientists regarding the ethical 
principless in conducting social research. Some outright reject any form of deceit in 
research;; some have more liberal views that the end justifies the means (Bulmer 1982). 
II  would quote Caudhill (1958) in this connection, who did research in the same 
hospitall  twice, once as a fake patient and once as a social scientist: 

Inn the first I acted as a patient, and my identity was concealed. The second and 
thee fuller study, reported on here, was begun a year and a halflater, and in it I 
presentedd myself openly as researcher anthropologist. From the published 
accountss of both studies the reader may judge which was the more successful. 
Inn the report of the first study, mention has already been made of the ethical 
problemss posed by such a study, along with the suggestion of the feasibility of 
alternativee procedures. I have no wish to rationalize my actions in this earlier 
study.. I did it, and I learned much from it. I do not recommend others doing it 
becausee I feel the price is too high. The ethical questions here are rather tricky, 
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somee of the purposes of almost any research project on human behavior are 
concealedd from the subject, client or patient, and this is too involved a topic for 
aa preface. Certainly one factor, however, is how comfortable — morally and 
emotionallyy ~ a person is about the matter of concealment. Once in the 
situation,, I felt decidedly uncomfortable (Caudhill 1958: xiv). 

Thee thought of occupying a bed in an orthopaedic ward as a fake patient made me 
morallyy and emotionally uncomfortable, especially when severely injured patients are 
deniedd admission because of a shortage of beds. I therefore didn't see any reason to 
disguisee my identity in the ward. I planned to appear in the ward as a researcher. One 
day,, the professor took me on his round and introduced me to his junior colleagues and 
otherr staff members and told them all that they should co-operate me regarding the 
researchh I was planning to do in the ward. That greatly facilitated my access to various 
spaces,, papers, records and staff of the ward. 

Dataa collection techniques 

Participantt observation, the fundamental method of ethnography was my main 
techniquee for data collection. Singha (1993:124) described four possible roles of a 
participantt observer, (1) complete participant, (2) participant as observer, (3) observer 
ass participant and (4) complete observer. It is obvious that I was neither a complete 
participantt nor a complete observer. The role of participant as observer demands that 
thee researcher be a participant in one of the social groups in the research setting, and 
appearss as such to persons outside that group. But I did not participate as a member of 
anyy group, so this role did not apply for me. According to the categories therefore my 
rolee was the only remaining one: observer as participant. 

However,, many authors even doubt the very term 'participant observation'. 
Vann der Geest and Sarkodie wrote: 

[P]articipantt observation is not an easy thing to do, or, to be more precise, it is 
impossible.. Participant observation is a dream, an ideal, and a contradictio in 
terministerminis (Van der Geest & Sarkodie 1998:1373). 

Rabinoww noted: 

[N]oo matter how far 'participation' may push the anthropologist in the 
directionn on non-otherness, the context is still ultimately dictated by 
"observation""  and externality. (Rabinow 1977: 79). 

Inn my case, I was basically an observer and my participation was participation in the 
sensee that I was present in the scene of the ward as a social being, watching, observing 
andd talking to the people of the ward. 

Collectingg data in ethnography through heavily interpersonal methods is a 
labour-intensivee process. As Hamersley and Atkinson stated: 'Observation in the social 
worldd is rarely as straightforward as reading a thermometer' (1983:17). Ethnography is 
nott as clear-cut as other hypothesis testing research is. Anything around that affects the 
researcher'ss senses has the potential to be considered as a piece of data. Unlike 
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structuredd observation or interviews, in which the researcher extracts data from the 
respondent,, the ethnographer selects data from the naturally occurring flow of life. 

Thee idea that we collect data is a bit misleading. Data are not 'out there' 
waitingg for collection, like so many rubbish bags on the pavement. For a start 
theyy have to be noticed by the researcher, and treated as data for the purpose of 
hiss or her research (Dey 1993:55). 

Forr the convenience of data collection, I divided the information into three categories: 
place,, people and events. During my first month, I gathered information about the 
backgroundd of the hospital and the ward, its routine and organisation and observed 
differentt medical procedures and social interactions in and around the hospital and the 
ward.. After the first month I began to give special attention to specific people and 
events.. I followed different staff members and observed their activities and interactions 
throughoutt the day. Then I followed activities and interactions of specific patients and 
theirr relatives. After that, I concentrated on observing various events, like the 
professor'ss rounds, patients' deaths, teaching sessions, the doctors' tea sessions, 
proceduress in the operation theatre and so on. 

II  did these observations in different phases. Each phase lasted for one to two 
weeks,, followed by a break, during which I returned to my home and work place. In 
thee initial phase I spent the greater part of the three shifts (morning, evening and night) 
inn the ward. But in the later phases, I mainly spent a particular shift in the ward by 
rotation.. The total time spent conducting fieldwork was about five months in between 
Novemberr 1999 to September 2001. During that time I also visited the Netherlands to 
attendd courses and to discuss my progress with my supervisor. 

II  used three notebooks. One was a jotting book, one a field notebook and one a 
memoo book. The jotting book was always in my hand, and I took short notes openly 
duringg my observation. Sometimes I elaborated on the observations made in my field 
notess while in the ward. Several times a day, I elaborated on the observations made 
duringg the preceding hour or two by retiring to one of the staff rooms. Sometimes I did 
thiss elaboration at night after returning home. In the memo book, I wrote my 
reflectionss on each day of observation. In that book, I kept notes about the significant 
observations,, new ideas, or missing observation and things to be done next. I always 
triedd to make sure that I finished writing the detailed observation and memo each day. 

II  gathered most of my information through informal conversations and 
discussions.. I talked with all the staff members and selected patients and their relatives. 
Theree were short term and long term patients. So, while the staff members that I 
interactedd with were fixed, the patients changed. In addition to observation and 
informall  conversations, I did case studies of fifteen particular patients and their 
relatives.. I had in-depth interviews with the following staff members: the professor, the 
assistantt professor, the clinical assistant, the casualty medical officer, two intern 
doctors,, the nursing supervisor, two junior staff nurse, two ward boys, two cleaners, 
andd two gatekeepers. I did not generally use any recording device, except during a few 
off  the in-depth interviews. A final source of information came from consulting 
differentt registers and files in the ward and in the administrative office. 

Focusingg my attention on the three kinds of topics as explained above (places, 
people,, and events) proved an efficient way to organise the complex world of my 
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researchh subject and data collection tools. The following three tables (Tables 2.1-2.3) 
summarisee my data collection plan. 

TableTable 2.1: The places 
Places s 
Hospital l 

Ward d 

Stafff  rooms 

Operation n 
theatre e 

Issues s 
Historyy of the hospital, existing facilities, staff strength, 
staffingg patterns, physical environment 

Floorr plan, existing facilities, available staff, staffing 
patterns,, architecture, physical environment 

Numberr of rooms, location, room arrangements, facilities 
insidee the room, physical condition, the activities and 
interactionss that takes place in the rooms 
Facilities,, physical condition, activities and interactions 

Dataa collection tools 
Observation, , 
secondaryy sources, 
interviews s 
Observation, , 
secondaryy sources, 
interviews s 
Observation, , 
conversation n 

Observation, , 
conversation n 

Tablee 2.2: The people 
People e Issues s Dataa collection tools 
Patients s Sociall  background; type of cases; 

dailyy activities; communication with the hospital 
staff,, other patients and relatives; dealing with the 
treatment;; communication outside the ward; views 
aboutt the ward, the staff and the treatment 

Observation, , 
conversation, , 
studies s 

case e 

Relativess of the 
patients s 

Relationshipp with the patient, activities, interactions 
withh the hospital staff 

Observation, , 
conversation, , 
studies s 

case e 

Supportingg staff 
(wardd boys, cleaners, 
ayas,, gate keepers) 

Activitiess of different supporting staff; interaction 
withh staff members, patients and relatives of patients; 
viewss about their profession, their work and the 
peoplee around 

Observation, , 
conversation, , 
in-depthh interviews 

Doctorss and nurses Activitiess of different doctors and nurses; interaction 
withh staff members, patients and relatives of the 
patients;; views about their profession, their work and 
thee people around 

Observation, , 
conversation, , 
in-depthh interviews 

Administrativee staff Theirr role and activities; views about their profession, 
thee hospital, the staff and patients 

Observation, , 
conversation, , 
secondaryy sources 

Tablee 23: The events 
Events s 
Professor'ss round 
Operation n 

Admissionn and discharge 

Issues s 
Procedure,, interactions 
Procedure,, interactions 

Procedure,, interactions 

Dataa collection tools 
Observation n 
Observation, , 
conversation n 
Observation, , 
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off  patients 
Dressing,, distribution of 
medicine,, washing, 
mealss of patients 
Patient'ss death 

Procedure,, interactions 

Reactionss and interactions 
death h 

surroundingg the 

conversation n 
Observation, , 
conversation n 

Observation, , 
conversation n 

Nativee among the natives 

AnthropologyAnthropology at home 

Itt has been a common trend in traditional anthropology for anthropologists to describe 
theirr adventures, troubles and joys of 'going native' (Diamond 1974, Evans-Pritchard 
1976,, Leonard 1990, Mead 1978, Watson 1999). When anthropologists study a culture 
otherr then their own, they write about critical experiences regarding the process 
throughh which they made themselves familiar with the previously unknown culture. 
However,, the paradigm is gradually shifting; anthropologists are becoming more and 
moree interested in studying their own culture, and conducting anthropology at home. 
Vann Dongen and Fainzang (1998) mentioned a number of reasons behind this 
'homecoming',, particularly for Western anthropologists. They argued that the primary 
reasonn is the end of the colonial era, and with it, suspicion by many African and Asian 
statess of neo-colonial intellectual imperialism. Secondly, decreased funding and 
increasedd student numbers makes it more difficult to afford study abroad. Finally, an 
enhancedd critical awareness which has exposed the biases in anthropology as a 
disciplinee which studied 'others' as 'cultural' beings, but overlooked its own cultural 
foundationss and cultural dimensions at home. As a result anthropologists are 
increasinglyy becoming 'native among the natives'. Patton (2002:84) also discussed 
aboutt the emergence of autoethnography-stadying one's own culture and oneself as 
partt of that culture. Although it is set in a non-Western context, my ethnography falls 
intoo this trend of anthropology 'at home'; my 'nativity' was two-fold. I am a 
Bangladeshii  doing my fieldwork in Bangladeshi society and I am a trained medical 
doctorr studying a hospital, the domain of doctors. 

Lett me now mention some of my experiences of doing fieldwork in such a 
two-- fold 'home'. I have already outlined some aspects of my personal background; 
heree I wil l mention how that affected my fieldwork. After all, the post-modernist and 
feministt critique of ethnography makes it more logical to depict the 'self in 
ethnographicc writings (Fonow & Cook 1991, Shore 1999). Shore noted: 

Anthropologistss are not like 'detached' scientists studying the behaviour of 
ratss from outside glass cages; we are positioned subjects within those fields 
andd should therefore be 'objects' of anthropological enquiry as well (Shore 
1999:45). . 

BeingBeing a doctor 
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Too find a researcher in a similar situation, I looked for other physician-anthropologists. 
II  found some, such as Farmer, Frankel, Hahn, Hilfiker, Konner, Lewis and Manderson. 
All ,, however, are Western physicians studying various medical aspects of either their 
ownn country or of those abroad. I was disappointed to not find any work by a non-
Westernn physician doing ethnography in a non-Western hospital. I had hoped I was not 
alonee in this endeavour. 

Physician-anthropologistss Lewis and Frankel argued that anthropologists who 
aree not medically trained fail to adequately consider the practical dimensions of 
healingg and illness. They pointed out that anthropological accounts of health and 
illnesss have been overtly concerned with belief rather than practice and too focused on 
theory,, ideas, semantic content and symbolic interpretation, rather than on action and 
behaviourr (in Bolton 1995:1656). Bolton further argued that physician-anthropologists 
aree better positioned to avoid various biases common to anthropological investigations 
off  biomedical practice. He pleaded to the anthropologically trained doctors to write 
moree about medical practice: 

Thee tiger's experience of tigritude is different from those who hunt tigers and 
writee about tigritude; the more tigers who write about being tigers the better 
wee wil l understand both tigers and tigritude (Bolton 1995:1660). 

Evenn though I am technically a 'tiger' (doctor), I cannot fully enjoy the advantages of 
beingg a 'tiger', as I had been away from real 'tigritude' for many years. As I mentioned 
earlier,, although I graduated from medical college, I did not practice clinical medicine 
inn the conventional way. The last time I had spent a considerable time in a hospital had 
beenn more then twelve years back, when I was in medical school. At that time, I had 
spentt only a couple of weeks in the orthopaedic ward while I was doing my internship. 
Afterwards,, I rarely visited hospitals, and if I did, it was only briefly to see a sick 
relativee or a friend. Fortunately or unfortunately, I have never been hospitalised 
myself. . 

Afterr finishing medical school, I became interested in public health and 
medicall  anthropology. This meant that professionally, I was either engaged in 
providingg primary health care to the villagers or conducting research and writing 
reports.. My professional interactions were mostly with health policy makers and public 
healthhealth managers rather with medical doctors engaged in clinical practice. Yet even 
then,, I was not far away from tigers; in those reports I sometimes hunted the tigers. 
Throughh all of these experiences, I had also developed a critical outlook on various 
dehumanisingg aspects of medical practice in Bangladesh. 

Ass a result, the clinical environment of hospitals had become a distant world 
forr me. Therefore, even though I am a trained physician, I do not consider myself a real 
memberr of the in-group of hospital culture; I was more a tiger that had remained away 
fromfrom the jungle for several years who has returned to observe tigritude. Although my 
schoolingg in medicine might cause me to put a greater focus on the practical aspects of 
medicall  practice, I may not be completely free from the biases common to 
anthropologicall  investigations of biomedical practice that Bolton wrote about. 

Thus,, my position was paradoxical. I was both an insider and an outsider of the 
hospitall  world. I embodied both the advantages and disadvantages of this position. 
Theree were some practical advantages, for example, as I mentioned earlier that my 
identityy as a physician and ex-student of the medical college greatly increased my 
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chancess of the difficult job of acquiring permission for the research. This also 
enhancedd my credibility as an observer of a clinical situation and helped dispel 
perceptionss that physicians and nurses have about other social scientists' or journalists' 
intentt to expose, criticise or disrupt the clinical system. Moreover, because of my 
trainingg in medicine I could easily understand the meaning of actions in a hospital. I 
amm sure that someone wholly unfamiliar with the medical world would spend months 
tryingg to understand the basic elements of a hospital setting. But again, while my 
knowledgee of medical practice greatly reduced the time requited for me to complete 
myy fieldwork, it might have clouded my eyes at points and caused me to take certain 
thingss for granted. 

Doctorss were generally confused about the nature of my research. They were 
curiouss about my endless note taking and conversations with people. One junior doctor 
askedd me: 'I was wondering — what did you talk with that patient about for more than 
ann hour?' Initially, the doctors thought that I might be interested in various remarkable 
orthopaedicc cases, and drew my attention to them whenever they encountered such 
cases.. However, they soon realised that I was not much interested in the clinical 
aspectss of the patients. I explained to them that I was trying to know how the patients 
experiencee their stay at the hospital or how the staff members feel regarding their 
work.. Some doctors had cynical reactions towards such research. One said: 'What is 
thee use of knowing such things? How it is going to help us?' Some did acknowledge 
thee value of such research, but they too wanted to know what the applied implication 
off  such research was. They were curious about the facts and figures of the hospital, 
ratherr the stories of the patients. 

Whenn writing about Clinically Applied Anthropology (CAA), Phillips (1985) 
emphasisedd that its goal was to translate the understandings of anthropology for 
clinicianss so that their service could be more humanistic, holistic and culturally 
sensitive.. He commented that clinicians are generally unreceptive to the theoretical 
constructss of the social sciences; they want to know what to do and how changes in 
theirr behaviour wil l improve outcomes for their patients. He thinks CAAs contribution 
too medical care settings has been limited by the epistemological incompatibility of 
medicall  anthropological theory with the dominant medical ideology. In another paper 
onn the similar topic Mering wrote: 

Too the clinician, the shadows of reality — e.g. X-rays -- constitute essential 
evidencee for a necessary cause of knowledge events. To the anthropologist, the 
realityy of shadows — e.g. meanings — is admissible evidence of multiple 
contingenciess in human behaviour (...) To the physician, facts must be 
demonstrated,, to the anthropologist, meaning must be interpreted (Mering 
1985:71). . 

II  was not in the ward to change doctors' behaviour or views; nevertheless awareness of 
thee difference in the mindset of doctors helped me to maintain workable 
communication.. Sometimes I received information partly because the doctors 
consideredd me as 'one of them', someone with whom they did not mind sharing the 
'secretss of the house'. 

Onn the other hand, my identification with doctors also generated problems. For 
example,, the nurses and particularly the lower staff members tried to maintain some 
distancee from me. Initially, they thought I was sent by an external organisation to 
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evaluatee the ward, to see if everything went as it should. I could sense their  alertness in 
myy presence. Only the nurses became curious enough about my note taking to ask me 
aboutt  my research; the other  lower  level staff kept a distance, keeping with typical 
patternss of interpersonal interaction in Bangladeshi hierarchical society. I therefore had 
too make an extra effort to build a rapport with them. Whenever  they had a free moment 
inn their  busy day, I would converse with them. I frequently sat in the nurses * room or 
wentt  to the veranda to talk with the gatekeeper, cleaner  or  ward boy. While talking 
withh them I had to be cautious in my language and gestures, so as to not appear 
threateningg to them. I was successful to a certain extent in bridging that distance as the 
gatekeeper,, cleaner  and ward boys told me their  personal stories in the later  phases of 
myy fieldwork. They never  did consider  me as one of them, as the doctors did. As a 
resultt  I might have not received some information that is their  'secret of the house'. 

Myy identity was ambiguous to the patients. They thought I was someone from 
thee hospital but were not sure about my role. Many patients told me that they first 
thoughtt  I was a doctor, but after  they did not see me engage in any medical activity, 
theyy became confused. Because I was always taking notes and talking with them, many 
off  them thought that I was a journalist . This helped in a way, for  such a role 
encouragedd them to express all their  distress and complaints about the hospital to me. I 
foundd the patients liked to talk to me and were surprised when they met someone in the 
hospitall  who gave them so much time. A number  of patients told me that talking to me 
wass a relief of their  boredom. 

Myy physician identity also created some problems in gaining information from 
thee doctors. As the doctors considered me to be one of them, I could not ask them 
'innocentt  questions' about certain procedures or  acts. They thought I knew the answer 
andd that either  I was joking or  tryin g to be critical . Once, when I asked the register  why 
mostt  of the patients' history sheets were incomplete, he replied: 'Why ask me? You 
workedd here long before me.' I did not remember details of the procedures of the ward 
thatt  I had followed for  a couple of weeks twelve years back. However, it was not easy 
too inquir e about those. Similarly , it was not easy to ask the doctors about their  feelings 
orr  opinions about various aspects of the ward. 

II  therefore had to find other  ways to gather  information. I realised that the 
simplee act of asking questions might disturb the way things work at the ward. I decided 
too proceed without asking anything, but simply following their  spontaneous 
discussionss and gossips, their  actions and verbal and non-verbal communication. These 
providedd me with answers to lots of questions. Collecting data is like catching a 
butterfly ,, if you run after  it, it flees, but if you sit quietly, the butterfl y sits right  on 
yourr  head. I gradually learned how it is possible to gain a lot of information just by 
'hangingg out'. As Bernard wrote: 'Hanging out builds trust, and trust results in 
ordinaryy conversation and ordinary behaviour  in your  presence' (1994: 152). 

Thiss is not to say that I never  asked any questions. I had to ask questions in 
manyy occasions and had to formulate the questions in a way that did not raise any 
suspicions.. Sometimes I simply raised an issue during a gathering of doctors or  other 
stafff  members in order  to generate discussions, which I then used as my data. I also 
conductedd formal interviews. However, I must agree that I always felt a latent anxiety 
inn this process of 'craftin g relations' (Coffey 1999) and 'manufacturing distance' 
(McCrackenn 1988). 

II  came to appreciate the dynamic nature of clinical work. I realised the stress 
andd pressure on the staff members who must work with such limited resources and 
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manpower.. Sometimes, for example when I saw the broad smile of the patient who had 
justt had his half-amputated finger fixed, I realised how difficult it is for a public health 
physiciann who works in preventive health to bring such a immediate satisfaction to his 
clients,, and for a moment, I missed clinical medicine. 

Sometimess just hanging out and taking notes appeared inadequate to me in the 
midstt of lif e and death events that were taking place in the ward. In a few cases, I 
crossedd the boundary of being just an observer and drew the doctor's attention to a 
certainn unattended case, explained an X-ray to the patient who did not dare to ask the 
dutyy doctor about it, consoled the relatives outside the operation theatre and explained 
too them what was happening inside or gave some very poor patients money. I also 
presentedd a drill machine to the operation theatre, as the one trom the hospital ward 
wass out of order and it was taking weeks to complete the formalities to purchase a new 
one.. It touched me deeply when patients, their eyes filled with tears, told me how 
devastatedd they were because of the hospitalisation. I realised how much I had 
overlookedd when I was an anxious student and a busy doctor in this hospital decades 
ago.. I agree with Agar who called the ethnographer a 'professional stranger'. He wrote: 
'Ethnography,, whatever else it is, is an experientially rich social science' (1980:6). 

BeingBeing a Bangladeshi 

Vann Ginkel remarked that the problem of the anthropologist doing research at home is 
howw to get out of his culture while his colleagues working in a foreign culture struggle 
too get in (1994:12). I was again simultaneously in and out of the culture that I was 
studying.. While doing the ethnography, my familiarity with Bangladeshi culture 
definitelyy generated a 'lack of cultural shock' (Jaffe 1993). But the research field was 
alsoo not completely devoid of surprise for me. After working for more then a decade as 
aa public health physician for an NGO, busy with writing reports on sanitation, 
immunisationn and family planning, the overcrowded, chaotic, government hospital 
wardd crammed with severely injured blood-soaked emergency patients was shocking 
forr me. Because of the small-scale and target-oriented project activities, staff 
accountabilityy is strictly maintained in the NGOs. This made the poor accountability of 
thee staff members of the hospital striking for me, as was the extremely unfriendly 
behaviourr of the doctors and staff members towards the patients and their relatives. 

Whilee doing the fieldwork I actually felt myself to be 'thrice-bom' as 
describedd by Srinivas (in Nanda 1987:16). He wrote that we are first 'bom' into our 
ownn particular culture. Our second birth occurs when we move away from this familiar 
placee to a different world. Our third 'birth' happens when we return to our native place 
andd find that the familiar has become exotic. After my first birth as a clinician in a 
governmentt hospital, I moved away to the world of NGO, public health and 
anthropologyy to be born for the second time. I felt I had my third birth when I again 
turnedd towards my first home, the government hospital. 

Despitee this contrast in accountability and discipline in the work place, there 
aree deeply rooted cultural traits that are common to both an NGO and a government 
institutionn in Bangladesh, such as the hierarchy in interpersonal relations. Therefore, 
despitee some shocks in the hospital, I had the advantage of familiarity of Bangladeshi 
culturee to help me to share in and understand the reality of life in the hospital both 
fasterr and better. I knew the language and even the dialect of Chittagong, as I lived and 
studiedd in that city. When the people of the hospital told me their stories, I could 
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understandd immediately the meanings of important events, persons and places. 
Anthropologistss who study other  cultures go through a fairl y long and painful period of 
adjustmentt  during which they accumulate knowledge, competence and sensitivity. 
Beingg an insider  greatly reduced the cognitive and emotional efforts necessary to 
adjustt  to an otherwise foreign culture. 

Becausee I was native to Bangladesh, my presence in the ward did not indicate 
anythingg unusual, unlike in the case of a 'white' anthropologist in a 'coloured' 
population.. Moreover, during most of the day, the hospital ward is a public place 
wheree visitors meet their  sick relatives, except during the professor's round. During the 
professor'ss round, regular  part-tim e trainees from other  public and private hospitals 
joinn in. So, during the visiting hours I was one among the crowd of relatives, and 
duringg the round I appeared as one of the trainees. In addition, the wearing of a white 
coatt  by the doctors during duty is not strictly practised; they mostly wear  their  regular 
clothess when in the ward. Thus, I did not have to worry much about not participatin g in 
thee symbolic meaning of white coat, unlike Coser, who found that wearing a white coat 
assuredd her  entree in an American hospital (1962). I also doubt that my presence 
affectedd the behaviour  of the staff members much. It is such a busy crowded ward that 
theyy often did not have time to pay attention to what I was doing. Initiall y there was 
somee alertness and curiosity about my work, though after  a while it seemed my 
presencee was taken for  granted. Vermeulen, a Dutch nurse and sociologist, who studied 
aa Dutch neonatal ward also wrote: 'Being at home in the field makes it possible to 
observee without giving the staff members the feeling that an outsider  is looking at 
them''  (1998:7). 

Whenn doing fieldwork  in one's own culture, a researcher  runs the risk of 
developingg 'over  rapport '  with the research subjects, which might hamper  in gaining 
authenticc information. I think I was free from that risk, because unlike the 
anthropologistt  in a small-scale society who lives and works twenty four  hours a day 
withh an unchanging population, my encounter  with the hospital staff was confined to 
workingg hours and the patient population was always changing. Moreover, as Van 
Dongenn (1998) argues, being an anthropologist at home does not mean that the 
identitiess of the anthropologist and the people in the field are similar. People and 
culturess are diverse, different and divided from within . As a result, the familiar 
becomess unfamiliar  to the researcher  as a matter  of course. 

Butt  if this diversity of identity of the natives saves the native anthropologist 
fromfrom  developing over  rapport, it raises another  question. Which among this diverse 
realityy does the anthropologist actually see? I am an urban, middle class male 
Bangladeshi,, does that not affect the way I see Bangladesh as well as the hospital? Am 
II  therefore really a native among the natives? 

NaiveNaive among the natives? 

So,, maybe I was a naive among the natives. When I started writin g my dissertation I 
constantlyy asked myself, how I am going to report my observations? How am I going 
too present Bangladesh, my country, the medical profession, of which I am somewhat a 
part?? Am I going to writ e another  account that shows how bad things are in 
Bangladeshh or  am I going to defend the country and the profession? By being 
Bangladeshi,, did I take many things in the field for  granted? Did my medical trainin g 
cloudd my ears, eyes and nose to the ways of the hospital environment? If the hospital is 

31 1 



aa mirror, which Bangladesh did my 'elite' eye see in that mirror? Was I a proper 
'objective'' observer? 

Inn response to these questions, I can only say that throughout my writing I 
havee always tried to be self-critical, candid and reflexive. I sometimes felt restricted in 
thee language that I could use because I was a non-native English speaker (De Swaan 
2001),, and because of the inadequacy of post-colonial anthropological theories (Asad 
1998).. But as rightly argued by Bernard (1994:152), who is, after all, objective in this 
world?? No human being can be completely objective. We cannot rid ourselves of our 
experiences.. We can however, become aware of our experiences, our opinions and our 
values.. As a result, bias is a human condition, a danger for both insider and outsider 
researcher.. The ethnographer wil l therefore always be somewhere on 'the continuum 
off  empathy and repulsion, home and strangeness, seeing and not seeing' (Ellen 
1984:130).. As Evans-Pritchard noted: 

Inn any case one always remains oneself, inwardly a member of one's own 
societyy and a sojourner in a strange land. Perhaps it would be better to say that 
onee lives in two different worlds of thought at the same time, in categories and 
conceptss and values which often cannot easily be reconciled. One becomes, at 
leastt temporarily, a sort of double marginal man, alienated from both worlds 
(Evans-Pritchardd 1976:243). 

Finallyy I agree with Van Dongen and Fainzang when they write: lJust as distance is 
notnot a guarantee of objectivity, familiarity is not knowledge' (1998:247). 
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Chapterr  II I 

BANGLADESH::  A LAND OF HOPE AND DESPAIR 

Thee world frequently receives bad news about Bangladesh. However, a land of heroic 
accomplishmentss and rich culture hides behind the images of cyclones, floods and 
famine.. By briefly discussing the political history, society, health, education and 
economicss of Bangladesh, this chapter touches on some of Bangladesh's 
accomplishmentss as well as obstacles to achieving further undertakings2. 

Politicall  history 

EarlyEarly history 

Travellers,, conquerors, missionaries, princely rulers and peasants wrote the earliest 
accountss of Bengalis. To Ibne Batuta, a fourteenth century traveller from Africa, 
Bengall  was a 'hall full of bounties and wealthiest and cheapest land of the world'. The 
seventeenthh century French physician and traveller Bernier was so charmed by Bengal 
thatt he wrote, 'Bengal has a hundred gates open for entrance but not one for departure'. 

Bengalis'' forefathers were Aryan, Dravidian, West Asian, Tibetan and 
Burmese.. This rich ethnic background is partially the result of the geographic location 
off  Bangladesh; Bengalis live on the periphery of Indian and Chinese cultures. Their 
homee on the rich soil and well-watered plains of the Ganges and Brahmaputra enabled 
ann agrarian existence. 

Originally,, Bengalis were Buddhist and Hindu, but in the twelfth century, 
Muslimm soldiers and Sufi missionaries from West Asia converted most of them to 
Islam.. The pious Sufis found their greatest response among the Untouchables, who 
weree generally ostracised from the Hindu caste system. 

Withh the coming of Mogul Emperor Akhbar to the Delhi throne in the 
sixteenthh century, Bengal became part of the Mogul Empire until the British took over 
severall  hundred years later. Bengal, which was a peaceful and prosperous kingdom, 
contributedd to the stability of the Mogul throne. 

Thee European interest in Bengal began with the Portuguese who, during the 
lastt quarter of the fifteenth century, established trading posts and Christian missions. 
Theyy were soon displaced by the Dutch East India Company, which established indigo 
plantationss on the shore of the Bengali Ganges. Bangladesh was also known in the 
Westt for its Muslin, which was considered the finest fabric the world has ever 
produced.. At the end of seventeenth century the British secured themselves in Calcutta, 
byy that time Bengal's largest, most important city. With the nearly concomitant decline 

2Sources:: Ashraf, Chowdhury & Streefland 1982, Heitzman & Worden 1989, Streefland & 
Chowdhuryy 1990, Novak 1993, Van Schendel 1995, Alam 1995, Grieve 1995, Baxter 1997, 
Howladerr 1997, Khondker 1997, Ahmed 1997, Ahmed & Chowdhury 1999, UN Report 2000, 
Perryy 2000, MOHFW 2001, Jahan 2002, Anisuzzaman 2002, Van Schendel 2002, Abdullah 
2002,, Khan 2002, http://sanisoft.tripodxom/bdeshedu/introduction.html accessed on 12/02/03. 
Basicc information with political map of Bangladesh and Indian Subcontinent is provided in 
Annexx 1. 
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off  Mogul power, the British East India Company effectively became the ruler of 
easternn India. The British hold on Bengal was confirmed when the British defeated the 
locall  ruler in Bengal at Plassy, a few miles north of Calcutta, in 1757. From that time 
onn the British extended their rule to all of India. 

BritishBritish period 

Inn 1857, Indian soldiers of the British Indian Army, drawn mostly from Muslim units 
fromfrom Bengal, mutinied at the Meerat cantonment near Delhi, starting a yearlong 
insurrectionn against the British. The mutineers then marched to Delhi and offered their 
servicess to the Mogul emperor, whose predecessors had suffered an ignoble defeat 100 
yearss earlier at Plassy. The 1857 uprising seriously threatened British rule in India. 
Whenn mutinous units finally surrendered one year later, in 1858, the British exiled the 
Mogull  Emperor to Burma, thereby formally ending the Mogul Empire. As a direct 
consequencee of the revolt, the British also dissolved the British East India Company 
andd assumed direct rule over India. British India was thereafter headed by a governor 
general.. The transfer of the control from East India Company to the British crown 
acceleratedd the pace of development in India and greatly altered political conditions 
withinn the subcontinent. 

Inn education, commerce and government services, the Muslims of India lagged 
behindd the Hindus, who more quickly adapted themselves to rapidly changing socio-
economicc conditions. Moreover, after the mutiny, the British favoured Hindus, as the 
mutineerss were mostly Muslim soldiers. Furthermore, during British rule in India, most 
industryy was Hindu owned and operated. Access to land by the Muslim population was 
alsoo limited due to the Land Lease Act of Lord Cornwallis in 1793. Under the new 
system,, the revenue collecting rights were often auctioned to the highest bidders, 
whetherr or not they had any knowledge of rural conditions or agriculture. Thus, 
agriculturee became a matter of speculation among urban financiers, who were mostly 
Hindu.. The traditional personal link between resident Zaminders (landlords) and the 
peasantss was broken. To poor peasant Muslim tenants, the Hindu landlord, merchant 
andd moneylender, often combined in a single person, became an object of fear and 
resentment.. As a result, as the prospect of independence from British rule grew, the 
majorityy of Muslims desired a complete break from India with its Hindu majority. 

Twoo major political parties in undivided India came to represent the movement 
forr independence from British rule: the Indian National Congress and the Muslim 
League.. The Indian National Congress, formed in 1885, which was initially broadly 
basedd with many influential Muslim leaders, finally came to reflect the aspirations of 
thee Hindu majority in the country. The Muslim League, founded in 1906, was 
essentiallyy a political party to protect the interests of Indian Muslims. It was within 
thesee two parties that the alternative schemes for structuring an independent India were 
argued. . 

Ultimatelyy two independent states were created in 1947, India and Pakistan, 
endingg nearly 200 years of British colonial rule. Because Bengal's western portion is 
mostlyy Hindu, when the British left it chose to remain part of India, which is also 
predominantlyy Hindu. Today it is called West Bengal state, whose capital is Kolkata 
(Calcutta).. East Bengal, with a largely Muslim population, voted to become part of the 
newlyy formed Pakistan, whose people were mostly Muslim. Pakistan's two halves, 
Westt and East Pakistan, were divided by eleven hundred miles of India. After the 
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partition,, a large portion of the Hindu population of the then East Pakistan migrated to 
India.. In East Pakistan the Hindu population dwindled from 28% in 1941, to 18.5% in 
1961.. The India- Pakistan partition also resulted several religious communal riots. 

PakistaniPakistani period 

Beginningg in August 1947, the Bengalis in East Pakistan were ruled by West 
Pakistaniss based in Pakistan's capital, Karachi, even though Bengalis were the 
majorityy in all of Pakistan. Though the Pakistanis were Muslim, they were not of 
Bengalii  ethnic origin but were instead Punjabis, Pathans, Sindhis and Beluchis. West 
Pakistaniss dominated Bengalis in all political, economic and cultural spheres of life. 
Bengaliss were not even allowed to use their native Bangla language, but were forced to 
learnn Urdu, the language of the West Pakistani elite that had been chosen as Pakistan's 
statee language for its supposed 'Islamic' character. The Bengalis viewed this 
prohibitionn as a symbol of West Pakistan's disregard for Bengali culture and identity. 
Thoughh the Bengalis had decided for themselves to join the new nation of Pakistan, a 
countryy that they themselves had helped found when India was partitioned, they soon 
becamee disenchanted with the union. They discovered that they had thrown off one 
coloniall  ruler for another. In the ensuing years the situation became increasingly 
intolerablee for the Bengalis, as the West Pakistani elite, which has dominated Pakistani 
politicss since independence, gave itself the best jobs and most of the development 
funds. . 

BirthBirth of Bangladesh 

Whenn the Bengalis of East Pakistan began agitating for greater autonomy in the 
Pakistanii  state, and their leader, Sheikh Mujibur Rahman, won an election that would 
havee made him Pakistan's Prime Minister, the Pakistan Army, controlled by West 
Pakistanis,, rolled into action. On the night March 26, 1971, a civil war began when 
armyy tanks appeared in various parts of Dhaka city, the capital of East Pakistan, 
particularlyy around Dhaka University, and began shooting Bengali students, 
intellectuals,, civilians and politicians. All told, 3 million civilians were murdered, over 
250,0000 women were raped and over 20 million Benglis became refugees in this brutal 
civill  war. The genocide ended on December 16, 1971 when the Pakistani Army 
surrenderedd to an advancing Indian Army, which was assisted by millions of 
Bangladeshii  Freedom Fighters. What had began as an attempt by the East to gain 
greaterr autonomy ended with the birth of a new nation: Bangladesh. After centuries of 
foreignn domination and wealth depletion by outside rulers, Bangladesh emerged as one 
off  the least developed nations on earth, a sorry category for what had once been the 
richestrichest province of India. 

AfterAfter Independence 

Inn the years after independence from Pakistan, a number of regimes rose and fell in the 
coursee of violent Bangladeshi politics. Sheikh Mujib, the leader of the war of 
independence,, returned to a very different country after being released from Pakistani 
jail.. Bangladesh was scarred by its civil war; a huge number of people had been killed, 
rapedd and displaced. The task of economic rehabilitation, and specifically the 
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immediatee goal of food distribution to a hungry populace, was disrupted by crippled 
communicationn and transportation systems. Despite substantial foreign aid, mostly 
fromfrom India, the Soviet Union, the World Food Programme (WFP) and UNICEF, food 
suppliess were scarce. There was rampant corruption and black marketeering. The new 
nationn faced many other seemingly insurmountable problems that inhibited its 
reconstruction.. One of the most glaring was the establishment of law and order. 

Thee political landscape was complicated; numerous bands of guerrilla freedom 
fighters,fighters, remainders of the independence war, roamed around the countryside, fully 
armedd and outside the control of the government. Many freedom fighters joined the 
Bangladeshh army and thus legally retained their weapons, but many others ignored 
Mujib'ss plea to surrender their weapons. Some armed groups took the law into their 
ownn hands and set up territories under their own jurisdiction. Some leftist groups who 
favouredd armed struggle against Mujib's regime were also active. The countryside was 
eventuallyy pacified by counter-insurgency 'National Defence Force' (Rakhkhi Bahini) 
whichh was established from the ranks of freedom fighters. 

Thee departure of the Pakistanis after the war also left a disorganised civil 
service.. Within the army there were also opposing interests. Bengali military officers 
whoo did not escape from West Pakistan during the war and those who remained at their 
postss in East Pakistan were denied promotions and were assigned functionless jobs, to 
theirr great consternation. The formation of paramilitary National Defence Force also 
disappointedd the army as they started to share resources and power of the regular army. 
AA radical leftist organisation called the National Socialist Party (or JSD, Jatio 
ShamajtanrikShamajtanrik dal) demanded a 'People's Army'. 

Mujib'ss inability to restore law and order and limit corruption in the country 
triggeredd Bangladesh's first bloody military coup in August 1975. Mujib was 
assassinatedd and military control of politics was established. The army began to play a 
muchh more important and visible role in Bangladeshi politics. In the three decades 
sincee then, Bangladeshi rulers have assumed power in the aftermath of extraordinary 
andd often bloody events, such as civil war, a military coup or the assassination of his 
predecessor.. In the first twenty years of independence, there were four successful 
coups,, in addition to a string of uprisings by soldiers, assassination plots and abortive 
rebellions.. Sixteen of Bangladesh's 31 years of independence have passed under non-
democraticc rule. Public and political life in Bangladesh has thus largely been 
characterisedd by violent dislocation and non-democratic governance. During the 
dictatoriall  rule the economy was ruined. Productivity, efficiency and the morale of 
publicc servants deteriorated sharply. Lack of discipline and mismanagement in the 
publicc sector were widespread and there was serious misuse of public office and state 
power. . 

However,, the struggle for democracy remained alive in Bangladesh. 
Oppositionn parties, although they represented conflicting views and were as unwilling 
ass the ruling regime to share power, remained a vital force that commanded the 
loyaltiess of a large proportion of the population. Socialist and communist parties, 
centristt parties and conservative Islamic parties, each with their own visions of the path 
thatt Bangladesh should follow, became united in the late 1980s and forced the last 
militaryy ruler to resign in 1990. Democratic government has been established in 
Bangladeshh since the early 1990s. The Bangladesh constitution provides for a 
unicamerall  legislature called Jatiya Sangsad, or the national parliament. It comprises 
3300 members of whom 300 are directly elected by adult franchise, and 30 are 
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exclusivelyy female members elected by the national parliament. The parliamentary 
formm of government has the president as the head of state and the Prime Minister as the 
chieff  executive. After many years of autocratic rule, the first elected government was 
formedd by Bangladesh Nationalist Party (BNP) in 1990. This government was 
succeededd by the Awami League in 1996 election. A historical twist took place in the 
mostt recent national election in 2001, when the Bangladesh Nationalist Party formed a 
coalitionn government with Jamat-e-Islam, a fundamentalist Islamic group that opposed 
thee independence of Bangladesh. The rise of fundamentalist parties is a recent 
phenomenon;; they play a more and more important role in some parts of Bangladesh, 
mostlyy in the border areas. 

Itt is estimated that there are over 125 political parties in Bangladesh. However, 
thee majority of these parties are based solely in urban areas and have tiny 
constituencies.. The five or six major political parties maintain their respective mass 
organisationss of workers, students, farmers, women, and so forth. Of these, the student 
frontfront generally occupies the most prominent position. Although more than a decade 
hass passed under a democratically elected government, the problems of governance 
havee occupied the centre stage of national debate. The two democratically elected 
governmentss headed by two different parties have been characterised by weak 
governance.. Weak governance is indicated by poor accountability within the 
governmentt institutions, ineffective co-ordination between departments, corruption and 
poorr work ethic. There are also conflicts between national and local level politics, 
whichh result in frequent violence and political killings. In recent years, on many 
occasionss elected leaders pose challenges to the community level traditional leaders 
basedd on family lineage or religious authority. Because of the fierce nature of rivalry in 
Bangladeshii  politics, the democratic practice is also frequently hampered, as the 
oppositionn party usually rejects the election result and refuses to join the parliament 
session.. The current Bangladeshi political scene is full of frequent hartals (strikes), 
demonstrationss and political murders. 

Societyy and people 

Ethnicity,Ethnicity, language and religion 

Bangladeshh is the most densely populated country in the world. Over ninety-eight 
percentt of the people in Bangladesh are Bengalis, a branch of Indo-Aryans that 
migratedd into the eastern reaches of India after the movement of the parent group from 
Centrall  Asia during the second millennium before Christ. Bangladesh's minority tribal 
populationn comprises just over one percent of the total population. They live primarily 
inn Chittagong Hills and in some north and north-eastern part of Bangladesh. Most 
triball  people are of Sino-Tibetan descent and have distinctive Mongoloid features. 

Bangladeshh is unique among the countries of South Asia in that one language, 
Bengali,, is shared by almost all citizens. The Biharis and tribal communities value 
theirr own language, though they also speak Bengali. Bengali is the most easterly of the 
Indo-Europeann languages derived from Sanskrit. It evolved through Prakrit and, to an 
extentt resulting from the Buddhist influence, Pali. It is written in a modified Sanskrit 
script,, unlike Urdu, which uses an Arabic script. The Bengali language has a major 
literaryy tradition, which is exemplified in the work of Rabinrdranath Tagore, a Noble 
laureatee in 1913. 
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Aboutt eighty-eight percent of the population of Bangladesh is Muslim, giving 
thee country one of the largest concentrations of Muslims in the world. Most of the 
remainingg twelve percent are Hindu, the majority of them members of lower castes, 
formerlyy Untouchables, who were designated by Gandhi as Harijons (Children of the 
God).. The majority of the upper-caste Hindus fled to India in the early 1950s and 
duringg the 1971 civil war. The Muslim community in the Bengal region developed 
independentlyy of the dominant Islamic trends in India. The preservation of pre-Islamic 
culturall  elements from Buddhist and Hindu periods made the commitment to Islam 
uniquelyy Bangladeshi. Christian missions have contributed much to the educational, 
medicall  and social infrastructure of the country. The religion of the tribal groups in 
Bangladeshh is either Buddhist, Christian or traditional. 

Althoughh the independence movement of Bangladesh was inspired by a non-
communal,, Bengali identity, with the advent of the military rule in 1975, the Muslim 
identityy was re-emphasised, and the citizens were renamed 'Bangladeshi'. The secular 
nationalistt ideology that was embodied in Bangladesh's Constitution was subsequently 
replacedd by a commitment to an Islamic way of life through a series of constitutional 
amendments.. This created a new debate concerning the identity of the people. 
Questionss were asked whether people of Bangladesh should be called 'Bangali', 
'Bangladeshi',, or 'Muslim', which generated a sense of separation from the Hindus in 
thee country. These debates spurned a number of religious-based communal riots took 
placee in the 1980s and 1990s. 

Theree is another major debate concerning the identity of the non-Bengalis in 
Bangladesh,, particularly the indigenous population of Chittagong Hil l Tracks. Though 
theyy form less than two percent of the population, they are nevertheless citizens of 
Bangladesh,, who are neither Bengali nor Muslim. After the independence of 
Bangladesh,, the ruling government overlooked the rights of the indigenous people and 
suppressedd their quest for identity and autonomy. This in turn generated an armed 
resistancee by the indigenous people of Chittagong Hill Tracks, which came to an end 
inn the late 1990s after about three decades. A peace accord was signed by the 
governmentt and the representatives of the indigenous people. The implementation of 
thee accord however still remains questionable. As a whole the issue of nationalism is in 
aa deep crisis in present-day Bangladesh. 

Living Living 

Bangladeshh is predominantly agricultural. About eighty percent of the people in 
Bangladeshh live in villages and depend on agriculture for their livelihood. However, 
nearlyy half (48%) of the country's rural population is landless, owning at most 0.05 
acres;; social inequality in the rural society is determined by access to land. Because of 
theirr landlessness, a large portion of the population must work as agricultural labourers 
andd sharecroppers. 

Bangladeshii  villages, all 68,000 of them, are small and close-knit 
communities.. A typical village is home to 400 to 1000 persons comprising a group of 
homess called para. Each para has its own name. Since the late seventies, NGOs have 
generatedd new dynamics in rural life. Although a small percentage of villagers have 
alwayss been involved in non-farm related activities, through their micro-credit 
programmes,, NGOs have created new options for various non-agricultural employment 
inn villages, including poultry, transport and small trading. 
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Althoughh farming has traditionally ranked among the most desirable 
occupations,, villagers in recent years have begun to encourage their children to leave 
thee increasingly overcrowded countryside to seek more secure employment in the 
(evenn more crowded) cities. Traditional sources of prestige, such as landholding, a 
distinguishedd lineage and religious piety are beginning to be replaced by modern 
education,, higher income and steadier work as sources of prestige. However, 
Bangladeshh is still largely an agricultural society. 

Aboutt twenty percent of the population lives in urban areas. Urban centres 
greww in numbers and population during the 1980s as a result of an administrative 
decentralisationn programme that featured the creation of sub-districts. Of all the 
expandingg cities, Dhaka, the national capital and the principal seat of culture, has had 
thee biggest gain in population, growing from 3.4 million in 1981 to 9.9 million in 
2001.. A majority of other urban areas are relatively small cities that have grown 
becausee of their function as administrative centres or geographically suitable localities 
forr inland transportation and commercial facilities. These small urban areas are 
generallyy shabby in appearance. Most of the urban population congregate in 
ramshacklee structures with poor sanitation and few to no modem amenities. Urban 
areass are populated mostly by government and private functionaries, merchants and 
otherr business personnel. There are some textile, jute, sugar and chemical industries 
mostlyy built during the Pakistan period. There is also an increasing number of garment 
manufacturingg factories because of the availability of cheap labour force in the 
country.. These garment factories were built during recent decades and have generated 
neww employment opportunities, particularly for women. 

Inn Dhaka, about half of the population are poverty and disaster-related (e.g. 
flood,, cyclone) migrants from both the countryside and from urban areas. They live far 
beloww the poverty line. In the post-independence period, permanent net migration is 
highestt in Dhaka, because the importance of the capital city tremendously increased 
afterr independence. A major consequence of such migration is the rapid growth of 
slumss and squatter settlements in and around the city. 

Inn addition to the rural to urban migration, considerable migration has also 
beenn taking place within the rural areas of the region. People from the areas of 
relativelyy less developed agriculture and less cropping intensity migrate for one or 
moree seasons to areas where agriculture is more developed. There is also seasonal 
migration,, depending on the crops in different areas. Inter-district migration also takes 
placee because of urbanisation, population density and job prospects. Since the late 
seventies,, a large number of people have also migrated to foreign countries, mostly to 
Middlee East, in search of employment. The unprecedented efforts of oil-rich but 
manpower-poorr countries to attract workers to build infrastructure help to explain this 
emigration.. Out-migration of Hindu population is also a politico-historical reality. 
Theree is also a recent tendency of the middle and upper middle class citizens to 
emigratee to America, Canada and European countries. 

Thee influence of globalisation is manifested in the household use of satellite 
TV,, mobile telephone and rapidly growing number of cyber cafes in the major cities of 
thee country. This has created a visible change in people's lifestyles, particularly in 
mainn cities like Dhaka, Chittagong and Khulna. These changes are affecting people's 
values,, family structures and other aspects of life. 

FamilyFamily and kinship 
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Familyy and kinship are the core of social life in Bangladesh. The family in Bangladeshi 
societyy has more functions and plays a much more important role than the family in the 
Westernn world does. In both rural and urban areas of Bangladesh, a substantial portion 
off  families are extended families. Husband, wife, unmarried children, elderly parents, 
marriedd but unemployed sons, divorced or separated daughters and sisters and 
physicallyy or mentally handicapped brothers and sisters are all members of the 
extendedd family. Children learn to show unquestioned obedience to parents during 
childhoodd and later maintain their parents with all possible care and affection. The 
familyy behaves as one integrated unit in social and economic activities. 

Anyy vital decision in the life of an individual, like a decision regarding 
marriage,, education, purchasing property, career choice and choice of treatment of 
diseasee is made with the consultation and consent of other family members. For 
example,, marriage is a civil contract rather a religious sacrament in Islam, and the 
partiess involved in the contract represent the interests of families rather than the direct 
personall  interests of the perspective spouses. In Bangladesh, parents ordinarily select 
spousess for their children, although men exercise some influence over the choice of 
theirr spouses. Only in the most sophisticated elite class does a women participate in 
herr own marriage arrangements. Marriage is generally arranged between families of 
similarr social standing. Marriage functions to ensure the continuity of families rather 
thann provide companionship to individuals, and the new bride's relationship with her 
mother-in-laww is probably more important to her well-being than her frequently 
impersonall  relationship with her husband. A woman begins to gain respect and 
securityy in her husband's or father-in-law's house only after giving birth to a son. 
Motherss therefore cherish and indulge their sons, while daughters are frequently more 
strictlyy disciplined and are assigned heavy household chores from an early age. In 
manyy families the closest and most enduring emotional relationship is that between 
motherr and son. The father is a more distant figure, worthy of formal respect. 

Duee to rapid population growth, considerable development efforts of the 
governmentt and NGOs and the increased influence of modem values, enormous 
changess have taken place in the economy and the society of Bangladesh over the past 
feww decades, especially during the post-independence period. The rapid population 
growthh has caused high population density, with a concomitant rapid decline in the 
land-to-mann ratio and landlessness. There has been increased rural-urban migration, 
growthh of urban slums, unemployment and incidence of poverty. As a result of the 
developmentt efforts, adoption of modem technology in agriculture and agricultural 
productivityy has increased, literacy rate in general and female education in particular 
hass increased, the mobility and role of women in the economy and the society have 
beenn enhanced and traditional values and beliefs have been disintegrating. Alongside 
thesee changes, a huge out-migration of labour and influx of foreign aid and capital 
havee increased interaction between Bangladesh and the outside world, raising the 
exposuree of the people of Bangladesh to modern ideas and modes of living. All of 
thesee have, in turn, caused structural change in the economy and a shift in the 
traditionall  balance of social life, affecting all institutions, including that of the family. 

Thee number of extended families is rapidly declining; nuclear families are 
becomingg more common. Married youths are increasingly reluctant to maintain their 
elderlyy parents and hence, are seceding from their parents to form their own nuclear 
family.. The employment of women in the formal economic activities has significantly 
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increased.. As both husbands and wives are increasingly becoming engaged in 
economicc activities, and in many cases have to work in separate places, formal and 
informall  separations between them have become more commonplace. Divorce and 
separationn of couples is on the rise. However, as there is no other alternative support 
systemm (such as a government welfare program), the family still plays the key role in 
individual'ss lif e in case of crisis. 

StatusStatus of women 

Thee life of a woman in Bangladesh is largely shaped by the patriarchal social system. 
Availablee data on health, nutrition, education and economic performance indicate that 
thee status of women in Bangladesh is considerably inferior to that of men. Women, in 
bothh custom and practice, remain subordinate to men in almost all aspects of their 
lives;; greater autonomy is the privilege of the rich or the necessity of the very poor. 
Women'ss lives remain centred around their traditional roles of mother and housewife. 
Theyy have limited access to markets, employment, education, health care and local 
government. . 

Thee practice of purdah (the traditional seclusion of Muslim women) varies 
widelyy by social milieu, but even in relatively sophisticated urban circles the 
segregationn of sexes persists. For most rural families the importance of women's 
labourr makes full seclusion impossible, although the attempt is made. In some areas, 
forr example, women go unveiled within the core of the village but wear the veil or 
outerr garments for trips farther from the community. In all cases, contact with men 
outsidee the immediate family is avoided. Purdah is more maintained in certain regions 
off  Bangladesh like Sylhet or Noakhali, than in other areas. In general, women are less 
visiblee in public spheres of Bangladeshi life than they are in many other cultures. 

However,, over the years, through education and modernisation, changes have 
takenn place. These changes have mostly happened in middle class women's lives; their 
solee traditional role of mother and housewife has been expanded. Changes have also 
takenn place in poorer women's lives, particularly through female-centred activities of 
NGOss and through involvement of women as labourers in large-scale garment 
factories.. These changes have brought women more into the mainstream of events in 
Bangladesh,, though the position of women in general lags far behind men. The UNDP 
gender-relatedd development index (GDI) ranks Bangladesh 123rd out of 174 countries. 
Thiss poor ranking is primarily the result of the low literacy rate and the small share of 
earnedd income of women compared to that of men. 

SocialSocial hierarchy 

Muslimm Bengalis often maintain social distinctions that can be important in family 
matterss and in political and social mobility. A common differentiation made is between 
twoo hereditary groups: ashraf and atraf. The ashraf (noble) are those of high status 
whoo served in the government or the military during periods of Muslim rule by 
northernn India, and who are supposedly descendants of Arab families associated with 
thee Prophet Mohammed. The nobility includes people from syed and sheikh lineages. 
Thee atraf are the bulk of Bengali Muslims who were converted to Islam in Bengal. The 
Hinduu community has its own ways of making social distinctions in the form of status 
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differencee between different castes. In this system people are categorised according to 
endogamouss social groups of families with the same professional background. 

Thiss hierarchy according to family lineage is, however, weakening in 
Bangladesh.. Society is becoming divided into classes based on wealth and political 
influence.. The proscription against marriage between individuals of high borne and 
loww borne families, once an indicator of the social gap between the two groups, has 
mostlyy disappeared. Now most matrimonial alliances are based on wealth and power 
andd not on family distinction. Social distance based on lineage has been replaced by 
sociall  distance based on wealth and power. Bangladeshis usually use a distinct 
dichotomouss model of social stratification, corresponding to gorib (poor), chotolok 
(lesserr people), or murkhu (ignorant) on one side and dhoni (opulently rich), borolok 
(bigg shot) or bhodrolok (noble people) on the other. The first category generally 
includess those with inferior social status such as landless peasants, small traders, day 
labourerss and all kinds of manual workers. The second category implies higher status, 
andd refers to landlords, businessmen, government and private service holders, 
academicianss and political leaders. However, there are various layers and shades 
withinn these categories. A person's ranking also depends on his or her reputation and 
variouss aspects of lifestyles. 

Afterr the creation of Bangladesh, opportunities for employment, business and 
education,, which had formally been controlled by non-Bengali Pakistanis, became 
availablee to Bengali Muslims. As a result, a new elite class that upset the traditional 
classs relationship based on land ownership and lineage emerged in Bangladesh. 
However,, although the traditional pattern of hierarchy has changed, the principle of 
hierarchyy in interpersonal relations remains as morally correct and necessary. There 
remainss a clear tendency among Bangladeshis to categorise and rank people. Indication 
off  rank is displayed in both casual conversations and official inquiries in which 
personss are categorised by reference to such indices as income, academic degree, skin 
colourr and birth order within the family 

Health h 

HealthHealth services 

Thee government is the main provider of health services in the country, though the 
privatee sector plays an increasingly bigger role. Bangladesh inherited a weak 
infrastructuree from Pakistan, but within the first decade of independence it successfully 
managedd to develop an extensive, multi-tiered public health care infrastructure. 
(Organogramm of Health Ministry is included in the annex). At the top level, there are 
teachingg and specialist hospitals. Below them is a network of district hospitals. Under 
thesee are Thana (an administrative unit below the district level) Health Complexes 
(THCs)) which provide primary health care, and at the Union (administrative unit below 
Thanaa level) Health and Family Welfare Centres (UHFWCs), which provide out-
patientt services only. A referral system is meant to operate, whereby patients first 
approachh a primary care centre. If their case cannot be adequately dealt with at that 
level,, they should then be referred upwards for specialized treatment at the secondary 
orr tertiary levels. At the village level, domiciliary services provided by field workers 
fromm the Thana and union centres are intended to bring health services to the doorstep 
off  the people. 
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Fromm 1974 onwards, the Ministry of Health and Family Welfare (MOHFW) 
hass had a bifurcated organisational structure from the top down to the grassroots level, 
withh one cadre of workers in family planning activities and another cadre in health 
activities.. Developed at the insistence of the donors who wanted to aggressively pursue 
familyy planning activities, it led to the duplication of management and service delivery 
staff,, and inefficiencies and difficulties of co-ordination at all levels. Currently, 
attemptss are being made to integrate these two services and improve management for 
efficientt and cost-effective delivery of an essential package of health care services. 

Governmentt health service delivery is seriously hampered by the inadequate 
andd insufficient supply of equipment, pharmaceuticals and other medical supplies. 
Apathyy of the medical personnel who provide the services and a lack of adequate 
trainingg and experience of the medical personnel do as well. Some of the personnel 
problemss arise from the reluctance of government staff to be posted in rural areas 
wheree facilities such as schools and housing are scarce and also where the potential for 
privatee practice is limited. Almost all qualified practitioners in government services, 
especiallyy in the capital and the major cities, establish their own private practices that 
theyy attend after the office hours of their governmental job. The tendency is thus to 
frequentlyy refer patients seeking government health services to these private clinics, 
wheree they receive better attention but at a much higher cost than in government 
facilities.. Thus, as health services are costly in private clinics, they are only accessible 
too rich people. Although government services are claimed to be free (with exception of 
somee nominal charges in the case of certain facilities) there are various expenditures 
thatt patients must make, such as tips to lower level staff and the purchase of medical 
supplies.. The exact number of private hospitals and clinics is not known, but these 
clinicss are situated mainly in big cities like Dhaka and Chittagong and urban areas. 

Becausee of the inadequacy of government services in meeting all the health 
andd family planning needs of the population, hundreds of NGOs attempt to fil l the gap. 
Thee NGOs are mainly involved in the provision of primary health care in both urban 
andd rural areas. During the first decade of Bangladesh's existence, the health-related 
workk of NGOs contributed greatly to the formation of a national health care delivery 
system.. NGOs helped with rehabilitation of war affected people, training of health 
personnell  as well as the development of new options for rural health care. Presently a 
numberr of large international NGOs (e.g. CARE, Save the Children and World 
Vision),, large national NGOs (e.g. BRAC, Ganashasthya Kendro, Grameen Health 
Programme)) and hundreds of smaller local NGOs are playing a complementary and 
supplementaryy role in Bangladesh's health care delivery system. Due to their flexible, 
result-orientedd management style, NGOs are able to experiment with innovative ways 
off  dealing with the health and population problems of Bangladesh, unlike the highly 
bureaucratisedd government structures can. Other organisations providing health 
servicess include Bangladesh Red Crescent Society, the Lions Club, the Diabetic 
Foundationn and International research organisation Centre for Health and Population 
Researchh (ICDDRB). 

Apartt from this biomedical health services, there is also a vast non-biomedical 
healthh care system operating in the country that includes traditional Aurvadic Kabirajs, 
Unianii  Hakims, homeopathic practitioners, practitioners of 'folk' medicine and faith 
healers.. There is one government-run institute of indigenous medicine, where Unani 
andd Aurvadic practitioners are trained. Unani is more popular than Aurvedic treatment 
inn Bangladesh (while in India, the opposite is true), probably because of Unani's 
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affiliationn with Islam. The commercialisation of Unani has taken place in recent years 
andd packaged Unani medicines are becoming popular. Homeopathy is also a popular 
choicee of treatment by the vast majority of poorer people. There are a number of 
governmentt affiliated training institutes for homeopathic practitioners. 

Althoughh Aurvadic Kabirajes, Unani Hakims and different faith healers are 
activee in the informal health care system in rural areas, Bangladesh also has an 
extensivee array of local shops and pharmacies where biomedical drugs and other 
health-relatedd supplies are sold. By far the single largest group of rural private 
practitionerss is the 'unqualified allopathic' practitioners who are the untrained 
pharmacists,, market sellers and road-side 'quacks' with littl e or no professional 
trainingg in the use of allopathic drugs. The rural population and the urban poor are the 
mainn consumers of this informal health service. 

HealthHealth status of the people 

Althoughh the conventional demographic indicators measuring the health status of the 
Bangladeshii  population register improvement in recent decades, the disease pattern has 
remainedd unchanged. Infectious and parasitic diseases, arising from malnutrition, lack 
off  hygiene and poor living conditions continue to dominate. The most common 
afflictionss in rural areas are diarrhoeal diseases, skin diseases, intestinal worm 
infestations,, peptic ulcers, acute respiratory infection, anaemia, diseases related to 
micronutrientt deficiency and eye disease. In addition, pregnancy and childbirth-related 
illnesss continue to be major threats to women's health. Although the maternal 
mortalityy rate has nearly halved since 1990, the present rate (4.4 per 1000 live births in 
1996)) is still a matter of serious concern. The reasons for the high maternal mortality 
ratee include the low nutritional status of pregnant women, the lack of access to or 
utilisationn of health care services and domestic violence. Only twenty five percent of 
pregnantt women receive antenatal care or assistance from trained attendants at 
childbirth. . 

Non-communicablee diseases such as diabetes, cardiovascular disease, mental 
illness,, cancer and rheumatoid arthritis are reportedly increasing. Littl e is known about 
prevalencee and incidence of HIV and AIDS. In 1998, the government of Bangladesh 
sett up a surveillance system to track risky behaviour, as well as to look for HIV and 
otherr diseases. The results indicated that the prevalence of HIV was still low, but that 
riskyy behaviour was common. Villagers visit commercial sex workers in town and 
returnn home to infect their wives with various sexually transmitted diseases. It is also 
nott known to what extent working in Middle East might have contributed to rates of 
HIVV infection. Moreover, culture prohibits open discussion and health education about 
sexuallyy transmitted diseases. 

AA new threat to people's health has recently emerged: arsenic contamination in 
groundd water. It is estimated that 95% of the population relies on ground water for 
drinkingg purposes and over a quarter of Bangladesh is affected by arsenic levels above 
0.055 mg/litre, the nationally accepted standard. This means that about 30 million 
peoplee are potentially at risk of arsenic poisoning. 

Achievements Achievements 
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Inn last decades some remarkable progress has been made in the health and population 
sectorss of Bangladesh. Among these is the outstanding increase in immunization 
coveragee over a short period of time. Before the mid-1980s, disease control programs 
focusedd mainly on curative services, but in the late 1980s the emphasis shifted towards 
aa larger role for prevention. An Expanded Program of Immunization (EPI) was 
initiatedd in 1986 with the assistance of the World Health Organisation (WHO) and 
Unitedd Nations Children's Fund (UNICEF). The EPI coverage rose from 2% in 1985 
too 67% in 1997 among children 12-23 months of age,, and coverage rose from less than 
2%2% to 86% for women with children under one year who obtained at least two tetanus 
shots. . 

Thee most spectacular progress has been made in the field of family planning. 
Bangladeshh is the only country among the poorest 20 countries in the world where 
sustainedd fertility reduction has taken place over the past 15 years. Between 1972 and 
1996,, the contraceptive prevalence rate rose from 4% to 49%, bringing down the 
fertilityy rate from 6.3 to 3.3 children per woman. 

Thee landmark National Drug Policy adopted by Bangladesh in 1982 was one 
off  the first among developing countries that promoted the use of essential drugs and 
restrictedd the use of drugs with no scientifically proven efficacy. It limited the hst of 
approvedd drugs to 150 essential drugs and restricted the manufacture and sale of most 
drugss to national firms, thus prohibiting exorbitant profits. 

Despitee the achievements, at the dawn of new millennium, Bangladesh is 
confrontedd with the challenging task of providing equitable, accessible and good 
qualityy health care services to the population at large, the majority of whom live at or 
beloww the poverty line. 

Education n 

Bangladeshh has gone through various educational systems. From the time of the 
Englishh rule to the Pakistani regime and finally to the present-day Bangladeshi system, 
educationn has evolved not only in method but also in fundamental aspects like 
languagee of instruction. 

Buddhistt monasteries, Sanskrit Tolls, run by Hindu Pundits and Islamic 
MadrashasMadrashas are the examples of institutional education in the early history of Bengal. 
Att the beginning of the nineteenth century, a system of liberal, English language 
schoolss based on the British model was instituted in the region that now constitutes 
Bangladesh.. The emphasis on British education led to the growth of an elite class that 
providedd clerical and administrative support to the colonial administration but did not 
developp practical skills or technical knowledge. The new elite became alienated from 
thee masses of the people, who had no access to the new education system. For the 
generall  masses, the indigenous Sanskrit Tolls and Islamic Madrashas remained as the 
mainn institution of education. 

Duringg the Pakistani period, there was a general awareness of the need to 
restructuree the education system to meet the needs of the new nation. The reforms of 
thee educational system included an emphasis on broad-based and technical education. 
However,, the impact of such policies was not felt in the then East Pakistan, and with 
onlyy a few exceptions, a liberal elite-based education system with very little awareness 
off  life in the countryside was in place when Bangladesh became independent from 

45 5 



Pakistan.. After independence, many forms of education were permitted to co-exist. 
Evenn so, the formidable British system was, and still is, largely in use. 

Presentlyy the Bangladeshi system of education is divided into English 
Medium,, Bengali Medium and Religious branches. In English Medium schools, 
coursess are taught in English using English books. English Medium schools are mainly 
privatee and are thus accessible to the wealthy class. An alternative to the English 
Mediumm is the Bengali Medium, which is offered by the government. The tuition fee is 
niinimall  compared to that of the English Medium schools. Apart from these, 
Madrashas,Madrashas, religious institutions are still there, where poor children are generally 
sheltered,, fed and taught the ways of Islam by Imams. These children learn the script 
fromfrom the Koran and the regular prayers. Madrashas are generally linked to mosques 
andd the children usually serve the mosque. As government subsidies for these 
institutionss are very low, these establishments often rely on public donations. Islam 
generallyy plays a dominant role in the education systems of Bangladesh. In all 
branchess of education, it is required to teach Islamic studies. Nevertheless, non-
Muslimm students are excused from Islamic courses. Besides these schools, there are 
otherr disciplines such as cadet colleges and boarding schools where children are taught 
mainlyy under military regimes. 

Thee education system in Bangladesh is divided into 4 levels. 'Primary' is 
gradess 1 to 5, 'secondary' is grades 6 to 10, 'higher secondary' is grades 11 and 12, 
andd finally, there is the university level. In Bangladesh the overall literacy rate is about 
444 percent (1995); female literacy rate is 28 percent and the male literacy rate is 50 
percentt The gap between the literacy rates in urban and rural areas is very wide: 36 % 
aree literate in rural areas while 63% are in urban areas. However, with the inception of 
Universall  Primary Education program, the literacy rates have been increasing. The 
Non-Formall  Primary Education (NFPE) of the development organisation BRAC has 
contributedd to improving female education. Their efforts have helped to reduce the 
largee gender gap in education. In 1998 there were about 52,000 primary schools that 
enrolledd over 50 million students. Additionally, there are about 11,000 secondary 
institutions.. There are 11 government universities and approximately 20 private 
universities.. There are thirteen government and four non-government medical colleges. 
Theree are four Government Engineering colleges, one leather technology institute and 
onee textile technology institute. Specialised universities are the Bangladesh University 
off  Engineering and Technology (BUET), Bangladesh Agricultural University and Post 
Graduatee (PG) Medical University. 

Itt is extremely difficult to educate a population as large as that of Bangladesh. 
Thee task of educating is even harder when the people of the country are hungry and 
sufferr from poor health. As education is a key to a successful nation, the government 
andd NGOs in Bangladesh are trying hard to improve the state of education in the 
country,, despite the many obstacles. 

Economy y 

Eastt Bengal, the region that became East Pakistan and later Bangladesh, was a 
prosperouss region of South Asia until fairly recently. It had the advantage of a mild, 
almostt tropical climate, fertile soil, ample water and an abundance of fish, wildlif e and 
fruit.fruit. The standard of living compared favourably with other parts of South Asia. As 
earlyy as the thirteenth century, the region was developing as an agrarian economy, but 
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itt  was not entirely without commercial centres. Dhaka in particular  grew into an 
importantt  commercial centre during the Mogul Empire. Upon their  arrival in the early 
seventeenthh century, however, the British chose to develop Calcutta and not Dhaka as 
theirr  commercial and adrninistrativ e centre in South Asia. The development of east 
Bengall  by the British was thereafter  limited to agriculture. The colonial infrastructur e 
off  the eighteenth and nineteenth centuries reinforced East Bengal's function as the 
primar yy producer  of chiefly of rice and jute for  processors and traders in Calcutta and 
beyond. . 

Theree were deleterious effects of British rule on the economy of Bengal. As 
mentionedd before, the Land Lease Act of Lord Cornwallis generated far-reaching 
negativee effects on the economy of this region. The act broke the traditional feudal 
relationn between the farmer  and the land owner, and generated opposing interests 
betweenn those owning and those working the land. This hampered agricultural 
developmentt  Prior  to the arrival of the British, textile industries prospered 
considerablyy in the eastern part of Bengal, especially in the areas surrounding Dhaka 
city.. In fact, a major  motive of the British ships for  anchoring in India was to export 
thee fine Dhaka muslin and other  products of silky cotton from Bengal to Europe. But 
withh the industrial revolution in Britai n in the late eighteenth century, a mechanised 
textilee industry developed there and the British rulers sought to eliminate Bengali 
competitionn by means of trade restrictions and the imposition of prohibitiv e duties. Not 
onlyy were Bengali textiles shut out of the British market, they were also shut out of the 
Indiann market because taxes discriminated against local cloth. As a result, while 
industryy developed in Britain , it withered in Bengal. 

Thee partitio n of British India and emergence of India and Pakistan in 1947 
disruptedd the former  colonial economic systems that had preserved East Bengal (now 
Eastt  Pakistan) as a producer  of jute and rice for  the urban industrial economy around 
Calcutta.. East Pakistan had to build a new industrial base and modernise agricultur e in 
thee midst of a population explosion. Pakistan's five-year plans opted for  development 
strategyy based on industrialisation, but the major  share of the development budget went 
too West Pakistan, which is now Pakistan. The lack of natural resources meant that East 
Pakistann was heavily dependent on imports; this created a balance of payment problem. 
Withoutt  a substantial industrialisation program or  adequate agrarian expansion, the 
economyy of East Pakistan steadily declined. 

Decadess of skewed development under  British rule, followed by neglect under 
Pakistann and destruction caused by the 1971 war, left the country prostrate during the 
earlyy 1970s. After  independence in 1971, the new government under  the leadership of 
Sheikhh Muji b attempted to carry out a more comprehensive land reform programme 
butt  failed miserably due to opposition of the landed class from within the rulin g party. 
Itt  pursued a wholesale nationalisation programme, bringing all industrial concerns of 
anyy importance in the public sector. But the nationalised sector  showed alarmingly 
poorr  performance mainly due to the inefficiency and corruption of management and 
labourr  leaders, trade unionism by labourers and the sabotage of mill s and factories by 
previouss owners. 

Nonetheless,, the new government witnessed major  accomplishments in 
repairingg damage and setting up the basic administrative machinery needed to run the 
country.. With few mineral resources, almost no industrial infrastructur e and a mostly 
unskilledd labour  force, Bangladesh depended on imports for  most of the basic 
requirementss of the nation. Its exports, on the other  hand, were agricultural 
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commodities,, especially jute, that declined in real value and were subject to 
uncontrolledd fluctuations in world demand. Under these circumstances, the economy 
dependedd on large annual inputs of foreign aid. In fact, since independence more than 
eighty-fivee percent of the annual development budget of Bangladesh relied on receipt 
off  foreign aid. 

Afterr the assassination of Sheikh Mujib, the new military government 
abandonedd the nationalisation project and took a clearly capitalist path. Economic 
privatisationn and liberalisation were encouraged. A process of withdrawal from the 
publicc sector started; the regime also actively sought increase in foreign aid. The 
successivee governments gave an increasingly greater role to the private sector. The 
privatee sector did grow in Bangladesh, but it was arbitrary state patronage that usually 
fuelledd the growth of selected individuals. 

Inn rural areas, adoption of modem technology in agriculture has considerably 
increased,, which has led to a significant rise in per acre productivity. A large variety of 
non-agriculturall  income opportunities have emerged in the rural areas, reducing 
dependencee of households on agriculture. Export of manpower has significantly 
increased,, enabling a sizeable section of rural households to earn remittance income 
fromfrom abroad. At the same time, inequity in the distribution of income and assets has 
escalated,, and a powerful elite and a large middle class have emerged. A wave of 
consumerismm has flooded the economy; the people of even the remotest corner of the 
countryy are increasingly consuming various non-traditional items. 

Althoughh there has been a reasonable growth of GDP, reduction of absolute 
povertyy to a significantly lower level and a decline in the rate of fertility over the last 
threee decades, the crucial indicators of development such as savings, investment, 
growthh of the industrial sector and the rate of economic growth continued to remain at 
extremelyy low levels. The incidence of poverty remains very high. 

Nevertheless,, in recent years, large labour exports to Gulf nations (1.85 million 
duringg the period between 1976-1996), development of the readymade garment 
manufacturingg industry (only 134 factories in 1984 and 3,618 in 2002) as well as the 
micro-financee services under government- and NGO-supported programmes (currently 
10.22 million people have access to micro-finance programs) have started to create a 
positivee impact on Bangladesh's economy. Still, economic development is a precarious 
processs because of unstable political conditions. 

Thee hospital that I wil l describe is shaped by as well as manifests these social, cultural, 
politicall  and historical features of Bangladesh. 
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Chapterr  IV 

RESEARCHH SETTING: THE HOSPITAL 

Chittagongg Medical College Hospital, the hospital at which I did my fieldwork, is the 
secondd oldest among the thirteen government teaching hospitals in Bangladesh. It 
startedd as a 'Medical School' in 1927, during the British colonial era. Though there 
wass a general hospital established in 1901 and a missionary hospital established in 
1904,, this was the first training institute for Western medicine in that region. In 1957, 
thee then-Pakistani government upgraded the medical school to a medical college. 
Initially ,, the existing general hospital continued to provide the infrastructure for the 
clinicall  teaching of the medical college. In 1960, a separate hospital was established 
withh 120 beds and outpatient services. However, construction of the present purpose-
builtt six-storied Medical College Hospital was only completed in 1969, two years 
beforee Bangladesh emerged as an independent state. The new hospital, which 
originallyy had a capacity of 500 beds, gradually increased its size to 750 beds and 
finallyfinally  to its present capacity, nearly 1000 beds, in 1984. 

Location n 

Thee hospital is located in the port city of Chittagong, about 250 kilometres southeast of 
Dhaka,, the capital of Bangladesh. The hospital itself is right on the bank of the river 
Karnafulii  and overlooks the Bay of Bengal. The hospital campus is nestled in a 
picturesquee hilly setting (Photograph is included in the annex). It is the only tertiary 
levell  hospital in and around the Chittagong district. As a result, it caters to the medical 
needss of over three million people living in an area of about 50,000 square kilometres. 
Inn addition to Bengalis its clients also include the tribal population from Chittagong 
Hil ll  Tracts. Inhabitants of the region of Chittagong speak a unique dialect of the 
Bengalii  language. 

Presentt  facilities 

Thee hospital has nearly all the major departments of the medical practice, including: 
Internall  Medicine, General Surgery, Orthopaedic Surgery, Obstetrics, Gynaecology, 
Paediatrics,, Psychiatry, Skin and Venereal Disease, Clinical Pathology, 
Otorhinolaryngology,, Ophthalmology, Radiotherapy, Radiology and Dentistry. In 
recentt years, a Nuclear Medicine Centre, Coronary Care Unit, Endoscopy Unit and 
Kidneyy Dialysis Unit were also added. On average, there is a daily turnover of 1846 
patientss in the outpatient service. In-patient services have an average daily turnover of 
13399 patients. 

However,, there are serious constraints in medical and surgical resources, equipment, 
instrumentss and manpower. There is always a shortage of medical and surgical 
resources,, including insufficient amounts of medicine, instruments, linen, gauze, 
bandages,, laboratory chemicals, furniture and oxygen. The administrative office stated 
thatt the hospital can supply only about 20% of the medicines required every day in the 
hospital.. The number of instruments and equipment of hospital is also far from what is 
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necessary.. For example, in the orthopaedic ward where I did my fieldwork, for an 
averagee of 110 patients, there are only 2 saline stands, 6 trolleys, 1 bedpan, 2 oxygen 
cylinders,, 1 stethoscope and 1 electric vacuum machine. To make matters worse, some 
off  the instruments which are there are often out of order. 

Thoughh there are some high-tech, modern machines in the hospital, a lack of 
trainedd staff and bureaucratic reasons keep some of these machines from being used. 
Forr example, a Cobalt-60 machine was bought in 1998 to provide radiotherapy for 
cancerr patients, but the machine has not been used for even one patient because of 
delayss in various administrative procedures. The chronic scarcity of resources is 
clearlyy related to the budget constraints: Each year the hospital receives only about half 
off  the proposed budget from the government. Table 3.1 summarizes the trends in 
budgett allocation. 

TableTable 3.1: Budget trends (in Crore)* 

Year r 

1995-96 6 
1996-97 7 
1997-98 8 
1998-99 9 

1999-2000 0 
2000-01 1 

Proposedd amount 
Takaa (in Crore) 

5.0 0 
4.67 7 
4.27 7 
5.25 5 
6.31 1 
7.29 9 

Allottedd amount 
Takaa (in Crore) 

2.40 0 
2,79 9 
2.56 6 
2.60 0 
3.15 5 
3.30 0 

(Source:: Annual Bangladesh Government Audit Report: 2001) 

Inn addition to government funding, the hospital also generates some money from cabin 
rentt (the rental of private rooms for patients), patient registration fees, admission fees, 
ultrasounds,, radiotherapy, physiotherapy, ECG fee, ambulance rent and rent from some 
off  the shops and offices on the premises of the hospital. The hospital pays its telephone 
andd electric bills to the respective government departments from its own income. But 
mostt of the time, the hospital does not earn enough to pay the full amount due. As the 
hospitall  failed to pay its telephone bills for more then a year, the telephone and 
telegraphh office of the government disconnected the telephone line of the hospital two 
monthss before I started my fieldwork. Consequently, no one was able to make any 
phonee call from outside or inside the hospital during the duration of my fieldwork. 

Theree is also a shortage of manpower in the hospital. Though the hospital has 
beenn upgraded from a 500 bed to a 925 bed hospital, the staffing has not been 
increasedd commensurately. The total number of employees in the hospital is 1116. 
Amongg them, there are 337 supporting staff (nurses, ward boys and cleaners) and 212 
medicall  staff (professors, assistant professors, registers, assistant registers, medical 
officerss and intern doctors). The remaining 467 employees are non-medical staff who 
workk in various administrative sections. The hospital personnel always differentiate 
betweenn officers and employees {officer ebong kormochari). To them, there is a clear 
distinctionn between officers, i.e. doctors, nursing supervisors and certain of the office 
personnel,, and employees {kormochari), who comprise all other members of personnel. 

**  1 US$=56 Taka and 1 Crore= 10 Millio n Taka 
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Thiss distinction reflects the class distribution within the civil service in Bangladesh 
wheree Class I and Class II personnel are designated officers and Class HI and Class IV 
aree employees. 

However,, in this hospital there are 111 posts still vacant, either because of 
unavailabilityy of qualified persons, unwillingness of the hired persons to join the post, 
orr because of administrative delays in employing qualified persons. Moreover, there 
aree regular full-time and part-time absences among the appointed staffs. The proper 
officee hours are hardly maintained, and most of the doctors leave the hospital earlier to 
joinn their private practices. 

AA tour  of the hospital 

AA high wall surrounds the hospital compound As such, entrance is only permitted 
throughh two big main gates at the entrance, one of which is always closed. Across the 
roadd that runs in front of the hospital, there is a row of shops that include pharmacies, 
generall  stores, restaurants, fruit shops and stores for articles that are useful for hospital 
patientss (e.g. pillows, bedpans, glasses, plates). 

Inn the mornings, as I entered the main gate of the hospital compound that was 
open,, I would see beggars and street prostitutes, still asleep behind the closed part of 
thee main gate. Street dogs were their temporary bedfellows. The gatekeeper would 
soonn drive them all out. There is a road, a few hundred metres long, which leads from 
thee main gate up to the hospital. A uniformed gatekeeper with a stick stands in the 
mainn gate and controls the flow of the cars, rickshaws and humans who attempt to 
enterr hospital grounds. Visitors other than doctors, medical students, nurses and the 
patientss are not allowed to enter the hospital campus. The gatekeeper has a special eye 
forr distinguishing the hospital staff, patients from the other visitors, based on dress, 
mannerismss and carriage. Though I was not a hospital staff member or a patient, I was 
rarelyy prevented from entering hospital grounds in my rickshaw. The gatekeeper 
alwayss looked exhausted as he beat random rickshaws (who were clamouring to get 
intoo the hospital) on their hoods, telling them to clear the entrance. 

Theree are two two-storied academic buildings for the medical college, one on 
eitherr side of the road that leads from the main gate up to the hospital. When the road 
reachess the large six-storied hospital building, it bifurcates. On the left, it leads to the 
emergencyy department and the right, to the outpatient department. At the front of the 
hospital,, on the ground floor, there is the big lobby in which there is a bank, a post 
office,, the doctor's canteen, a newspaper stall, the lifts and the staircases. There are 
twoo lifts in the lobby but only one usually functions. The calling switch or the indicator 
lightss of the lif t are usually the problem, so it is difficult to know the position of the 
lift .. People usually bang on the metallic door to draw attention of the liftman. Entry 
intoo the lif t is also restricted and has the same criteria as the main gate, i.e. only staff or 
patientss can use it. I preferred the staircase, which is wide and easy to climb. At the 
foott of the staircase, there is also another gatekeeper who filters the flow of traffic 
throughh it. I often used the stairs, as I had to go to fourth floor of the building to get to 
thee orthopaedic ward, and the third floor to visit the Operation Theatre (OT). The walls 
off  the lobby and the staircase were covered with various colourful posters with the 
picturee of students, doctors or Class IV employees running for office during that year's 
elections.. Although the surroundings of the hospital are quite dirty, even littered with 
openlyy disposed medical waste, the staircase and the lobby are relatively clean. 
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Whenn I reached the orthopaedic ward on the fourth floor, either by lif t or by 
staircase,, I faced another collapsible gate at the entrance of the orthopaedic ward. This 
gatee is usually open except around the time of the professor's round and at night. There 
iss another gatekeeper posted there who regulates the movement of the visitors. In the 
morningss when I was running a little late, I would find the gate closed while the ward 
wass preparing for the professor's round. The relatives of the patients would be 
gatheredd around the gate, requesting the gatekeeper to let them in. The gatekeeper 
wouldd shout back at them in a very authoritarian voice. However, when I approached 
thee gate he would immediately clear the area and let me in, because he had come to 
knoww that I was doing something important in the ward. 

Thee gate leads to a small lobby. To the right there is a classroom for medical 
students,, and on the left there are break rooms for the professors and the senior doctors 
andd a mini-operation theatre. Directly in front is the wide door of the ward. Upon 
enteringg the ward, one faces a large hallway with about hundred beds placed in rows, 
andd even more patients then the beds can hold. There are rooms of different sizes and 
forr different purposes in different corners of the ward, but the huge open room filled 
withh groaning and disabled patients is what first captures the attention of the visitor. 
Theree is a veranda that runs parallel to the ward on both sides. At the far end of the 
veranda,, there is another smaller entrance to the ward, also with a collapsible gate. (See 
Annexx One for a diagram of the grounds.). 

Wardd geography 

Bigg halls for patients are an important, characteristic element of the architecture of the 
Chittagongg Medical College hospital. A big hallway for the gathering of sick people is 
foundd to be an essential element in the history of hospital architecture. Thompson and 
Goldingg (1975) discussed the design of the large open halls of ancient Greco-Roman 
Asklepieass in which patients gathered to dream healing dreams, and where attendant 
priestss converted patients dreams into a therapeutic regimen. The institutions for sick 
peoplee in the early Christian era also had big halls, however, as mentioned during the 
discussionn of the history of hospitals, those rooms contained not only hospital patients 
butt also people who were aged, infirm, blind, crippled, insane, orphans, paupers, 
wandererss and pilgrims. Those institutions were designed for performing acts of 
mercy.. Interestingly enough, in the orthopaedic ward we also met people who were 
aged,, insane, orphans, paupers, wanderers or pilgrims. Although hospital with big halls 
declinedd in industrialized countries as mentioned by Zussman (1993), the architecture 
off  Chittagong Medical College still followed the earlier traditions of hospital 
architecture.. (Drawing of the floor plan is included in the annex) 

Bigg halls are also an architectural element of bureaucratic institutions in which 
spacess are allotted and demarcated according to the hierarchy of its inhabitants, as 
discussedd by Rosengren and Devault (1963). There are overlapping spaces that 
patients,, visitors and staff members use; there are spaces which only staff members can 
use;; and there are private spaces that only certain staff of high status can use. Access to 
differentt boundaries of the ward for the patients and visitors also varies by the time of 
day.. The behaviour of the staff also changes according to the space. Gofrman (1959) 
discussedd how social interactions differ according to space. 
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Thee professor's rooms that are just to the right  after  entering the lobby are 
spacious,, furnished, carpeted and have an attached toilet, while the assistant professor 
hass a single room, without carpet and without an attached toilet. There is a common 
toilett  for  the other  doctors, which only the doctors can open with a personal key. As 
onee proceeds further  through the lobby towards the ward, in the front  part there are two 
smallerr  rooms on both sides for  the registers, then the open ward begins. There are 
rowss of beds lining both sides of the rooms, with a wide passage in between. More 
thann halfway down the open ward, there are again two rooms on both sides. On the left 
iss the room for  the intern doctors, containing a large table and few chairs. On the right 
iss a room for  the duty nurses. In this room, the records of the patients, trolleys and 
otherr  equipment are also kept. One interesting feature of this room is that it is the only 
roomm that is glassed in with transparent glass. Sitting in this room it is possible to 
watchh the whole ward. Nurses can keep an eye to the ward while sitting there; it is also 
possiblee for  the supervisors to watch the nurses inside the room. This room was useful 
forr  an observer  like me, for  it gave me the opportunity to withdraw for  a while after 
certainn observations and to elaborate my jottings in my field notebook, and at the same 
timee keep an eye on the ward, should something interesting happen. 

Crossingg this nurses' room, one would see the female section of the ward, 
whichh is smaller  than the male section. There are fewer  patients in this part and many 
aree children and infants. In fact, all patients under  12 years old are placed in the 
women'ss section. 

Att  the far  end of the open ward there are again a few small rooms. On the left 
sidee there is a room for  the medical officers and clinical assistant and a storeroom, and 
onn the right side, there is a room for  the nursing supervisor. There are no specific 
roomss for  the ward boys or  cleaners. The space allocation is clearly related to the status 
off  the group. As Rosengren and Devault wrote: 

Eachh functionary in the establishment has, to a greater  or  lesser  degree, an area 
off  'fron t staging' and 'back staging'. The extent of available backstage area 
appearss to be related to status. The higher  the status of the personnel, the 
greaterr  is the availability of a 'pure' backstage area; the lower  the status the 
leastt  available is the backstage region (Rosengren &  Devault 1963:279). 

Outsidee the hallway of the ward, on the right, there is a veranda parallel to the ward, at 
thee end of which is the other  entrance to the ward. On the left, parallel to the ward, 
theree is a rest room for  the duty doctors, a space for  prayer  and the toilets. There are 
twoo toilets and two bathing rooms for  men and the same number  of toilets and baths 
forr  women, in two different enclosures. 

Mostt  of the patients told me that during their  stay at hospital, their  most 
horribl ee experience was going to the toilets. Each day, more than one hundred patients 
andd all of their  relatives use these four  toilets. During the large part of the day there is 
noo running water  in the toilet. Many are unfamiliar  with how a commode should be 
used.. Moreover, there is a big bin inside the toilet enclosure where the patients leave 
theirr  leftover  food and other  rubbish. This attracts the crows, and as mentioned in 
Chapterr  One, it is possible to hear  the cawing of the crows in between the professor's 
lecturee during the round. It is easy to imagine the foul condition of the toilets by the 
endd of the day. 
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Officially,, this is a one hundred beds ward In reality, there are only 92 beds 
butt there are, on average, 110 admitted patients in the ward. The extra patients are 
placedd on the floor with a mattress or just a sheet to lie on. These are indicated in 
recordss as 'X' beds. The ward is divided into two units of approximately equal size. 
Bedss on the left side of the ward belong to Unit One, and beds on right side belong to 
Unitt Two. There are two different teams of doctors for the two units; however, the 
nurses,, ward boys and cleaners work for the entire ward, irrespective of the units. My 
fieldfield observation was mainly focused towards the activities and the people in Unit 
Two.. Though I concentrated on the patients and doctors in Unit Two, it was not always 
possiblee to isolate my observations to only one side of the ward. 

AA  day in the ward 

AA day in the hospital is divided into three shifts: morning, evening and night. The 
morningg shift lasts from 8:00 AM to 2:00 PM; at 2:00 PM the evening shift starts 
whichh ends at 10:00 PM. This is then followed by the night shift, which continues until 
thee morning shift the next day. The timing of the shifts is not precise, but the presence 
off  people, activities and the scenario of the ward gradually change throughout the day, 
reflectingg these different shifts. The following is the description of the happenings in 
thee ward in a typical day. 

TheThe morning shift 

Aroundd 6:30 AM, the ward boys and the gatekeeper of the night shift start waking up 
thee relatives of the patients. Most of the patients have at least one relative who stays 
withh him or her at night; as a result there are about 100 relatives, both male and female, 
whoo sleep in the ward in addition to the 100 or so patients. They sleep either under the 
bedd of the patient or share the bed with the patient. Some of the relatives have already 
awokenn by then, but the ward boys and the gate keeper busy themselves with waking 
thee rest who are still asleep, by pushing or nudging them, or sometimes tapping them 
onn their hip with the stick trie gate keeper usually carries. After waking up, the relatives 
rushh for the toilets. Because there are only two toilets for men and two for women, 
theree is always a big queue in front of the toilet. Many men use the toilet of the nearby 
mosquee for washing. Some of them leave the hospital for home, to come back at a later 
time. . 

Att around 7:30 AM, the ward boys and gatekeeper shout to the relatives to 
clearr the ward. The cleaner starts to sweep and mop the floor of the ward at this time. 
Thee duty nurses for the morning shift come into the ward wearing their white uniform. 
Thee ward boy of the night shift looks at the wall clock in the nursing room and 
despairss that the morning shift ward boys still have not shown up. He is grateful when 
thee ward boys and the gatekeeper for the morning shift arrive a few minutes later. The 
neww staff members are angry with those relatives who are still hanging around the 
ward,, and admonish them to leave at once. By 8:00 AM, the ward is more or less 
'relativee free'; only a handful still remains. The nursing supervisor takes the handover 
registerr from the night duty nurse and checks the equipment and medicines. She also 
takess the complaint register from the night duty nurse, in which the names of the 
patientss who require special attention are registered. She distributes the duties to 
differentt nurses by writing them in the duty register. The morning shift intern doctors 
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alsoo have arrived and chat with the night duty intern doctors. They then go to check 
somee of the dressings they had done the day before. By 8:30, most of the junior  level 
stafff  for  the morning shift arrives in the ward, and the night duty staff leave. 

Aroundd 9:00 the two collapsible gates for  the entrance of the ward are closed, 
andd remain so until after  the professor's round. Two gatekeepers stand beside the 
closedd gates and wil l only open them when the doctors arrive. Relatives of the patients 
gatherr  outside the gate. The nursing supervisor  fills up the morning statement sheet, in 
whichh she writes the particular  details of admission, discharge and operation of the 
wardd for  that particular  date. Other  nurses have taken the files of the patients from the 
recordd room and are distributin g them to the beds of the respective patients. They also 
aree straightening the sheets on the patients' beds. The ward boys make sure that all the 
patientss are in their  respective beds and that the ward is as clean and tidy as possible. 

Byy about 9:30 the senior  medical officers, the clinical assistant, the register  and 
thee assistant professor  arrive in the ward. They inquir e about certain patients and 
anythingg new that happened during the night. The professor  arrives around 10:00; he 
sitss in his room for  a while before starting the round, which starts around 10:30. All the 
doctorss follow him; usually one nurse and a ward boy follow the group with a trolley. 
Thee rest of the nurses are busy filling  out different registers. The group moves from 
onee bed to another, discussing each case. The professor  gives advice about the 
treatmentt  of some patients and asks for  certain patients to be discharged. The clinical 
assistantt  and intern doctors take notes. On operation days, which are once a week, 
theree are no regular  rounds. The professor  and other  doctors usually go straight to the 
operationn theatre in the morning. 

Thee round is over  by 12:00. The professor  goes back to his room. The assistant 
professor,, register  and senior  medical officers usually follow him there. The clinical 
assistantt  goes to his room, and the intern doctors follow him. The nurse returns to her 
room.. The nurses then start collecting the files of the patients from their  beds and bring 
themm back to the nurses' room. The intern doctors and clinical assistant are busy 
writin gg discharge orders and operation orders that have been decided during the round. 
Afterr  a while, one of the ward boys serves tea and nasta (snacks) in the clinical 
assistant'ss room, where the intern doctors also are. They eat and gossip about all sorts 
off  personal, political and educational matters. The representatives from the 
pharmaceuticall  companies also visit the doctors at this hour, to tell them about their 
product.. By this time, tea and nasta have also been served in the professor's room. The 
professorr  and other  senior  staff discuss different administrative issues about the ward 
andd hospital, as well as local and national political issues over  tea. 

Thee professor  leaves the ward around 1:00 PM if it is not an OT (Operation 
Theatre)) day. On these days, he usually stays as long as the operation continues. The 
assistantt  professor  and senior  medical officers leave by about 1:30 PM, unless it is an 
admissionn day or  an OT day. If it is an admission day (which occurs twice a week), 
thenn they go to the outpatient department to evaluate new patients. Only the intern and 
thee clinical assistant remain til l the morning shift ends. 

Thee nurses and ward boys take the new orders from the doctors and prepare the 
patientss accordingly. Some are given discharge certificates, some are given new 
medicationn and others are given new dressings. The evening shift staff members start 
too arrive during this time, and by 2:30 PM, the morning shift intern doctors, nurses and 
wardd boys leave. The clinical assistant goes for  lunch. The two collapsible gates are 
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openedd The relatives and visitors of the patients start entering the ward. The hospital 
kitchenn staff serve lunch. 

TheThe evening shift 

Duringg the evening, the atmosphere of the ward is quite different from what it is in the 
morning.. The number of staff members is halved during the evening shift. In the 
morning,, there were about eight nurses; now there are only four. There are only two 
wardd boys, which is also half the number of the morning shift. No senior doctors are 
present;; the duty intern doctors and the clinical assistant are the only doctors who are 
inn the ward during this shift. 

Newlyy admitted patients usually arrive at the ward during the evening shift, 
afterr completing all the formalities. The nurse makes a file for the new patients and the 
internn doctor takes the history and makes a preliminary diagnosis. Though the 
reducedd staff and new patients change the look of the ward, the most visible change 
duringg this shift is the gathering of the patients' relatives. Officially, visitors are only 
allowedd in the ward from 4:00 to 6:00 PM; in reality, they start to enter in the ward as 
soonn as the professor and the senior doctors leave the ward, around 1:30 PM. The 
gatekeeperr remains at the gate until about 3:00 PM and gives selective permission for 
thee relatives to enter in exchange for baksees (tip). After 3:00 PM, he opens the gate to 
everyone,, and a flood of visitors enters the ward. By 5:00 PM, the ward is heavily 
crowdedd with visitors. Each patient has four or five visitors on average during this 
time.. In addition to the relatives, different traders also enter into the ward at this time. 
Thee newspaperman sells newspapers to the patients and the barber comes to shave the 
patients.. The ward is transformed into what one of the cleaners described as a crowded, 
noisyy bazaar. 

Att this point, the ward is basically occupied by the relatives of the patients. 
Theyy gossip, eat together and share their stories. The intern doctors struggle to find 
wayss to reach the patients who need emergency dressings. The nurses usually remain 
inn their duty room to complete paperwork and chat. Around 7:00 PM the gatekeepers, 
cleanerss and ward boys again become active. They go to different corners of the ward 
andd start shouting at the relatives in high-pitched voices to clear the ward. The relatives 
doo not immediately start to move; most of them are reluctant to leave. Initially the staff 
memberss simply ask them to get out of the ward. After some time, they physically take 
themm by the hand to escort them out. After an even longer period of time, the staff 
memberss become arrogant, and begin to push, slap and sometimes even beat the 
relativess with a stick to make them leave. 

Byy 8:00 PM they manage to have rid the ward of most of the visitors. 
However,, one relative is allowed to stay with the patient during the night. This relative 
iss issued a visitor's slip, which permits him or her to stay with the patients during the 
night.. The cleaners sweep and mop the floor of the ward for the second time that day. 
Aroundd 8:30 PM, the collapsible gate is again closed. The CA makes a quick round in 
thee ward along with the duty internee doctors to appraise the condition of the newly 
admittedd patients. If there are critical cases, he normally talks with one of the senior 
doctorss over the telephone to determine if the condition required an operation. As the 
telephonee line of the hospital was cut because of overdue of the telephone bill, in these 
casess he usually uses mobile phone. In some exceptional cases, the professor is 
requestedd to come to the ward. But generally, the CA himself manages the ward and 
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givess the necessary instructions to the junior doctors and nurses. He then retires to his 
roomm and reads a medical book. The intern doctors either retire to their rooms, chat for 
aa while or go to the mini-OT adjacent to the ward to dress the wounds of newly 
admittedd patients. The kitchen staff serves dinner to the patients. The nurses and duty 
doctorss for the night shift appear in the ward. The nigjit nurse takes the handover 
registerss and checks to make sure all equipment and supplies are present. The CA gives 
instructionss to the newly arrived internee doctors. The CA and evening shift internee 
doctorss and nurses leave around 10:00 PM. During admission days, and when there are 
emergencyy operation cases, the CA leaves the ward as late as 1:00 AM. 

TheThe night shift 

Thee ward again looks quite different. Most of the staff members are gone. Only one or 
twoo intern doctors and one or two nurses remain. One ward boy and an aya are present; 
theyy roam the ward, talking to the patients and their relatives. The internee doctors 
comee to the nurses' room. They chat with them for a while. If there are no emergency 
cases,, the intern doctors leave the ward for a while to have dinner at a nearby 
restaurant. . 

Aroundd 11:00 PM, most of the patients and relatives are preparing for sleep. 
Mostt of the relatives make a separate bed under the bed of the patient, though some 
sharee the patient's bed with the patient. By 12:00 PM, most of the patients are asleep, 
thoughh some are awake and sit leaning against their relatives. One father has taken the 
headd of his sick son on his lap; he is awake while the son sleeps. The ward is much 
darker;; single bulbs in two corners of the ward are all that remain lit. The noise of the 
wardd is also lessened, though some patients groan or cough and some relatives snore. 
AA dog barks outside; a cat crosses the floor of the ward. A male nurse and a female 
nursee chat in their duty room. The two intern doctors who returned from dinner around 
1:000 AM go to the resting room for the doctors. One goes to sleep and the other reads a 
book.. The nurses also go back to their resting room. 

Att 3:00 AM, a road traffic accident patient suddenly arrives. A ward boy goes 
too the doctors' resting room and calls for one of the doctors. An internee doctor comes 
andd looks at the patient who has severely injured his leg. He asks the ward boy to take 
thee patient to the mini-OT. Because of the noise of the arrival of the new patient, some 
patientss rise up from their sleep and try to follow what is happening. One of the 
interneee doctors goes to the mini-OT and dresses the new patient's wounds, assisted by 
aa nurse. After a while, the other intern doctor also joins the procedure. After the 
applicationn of the dressing, the ward boy helps the patient to be placed on the floor, as 
theree are no empty beds left. Other nurses check the saline drips of some of the 
patients.. Around 5:30 AM, the mosque sounds the azan, the call to prayer. It is still 
darkk outside. Some patients and relatives wake up and prepare to say their prayers. By 
6:300 AM, most of the patients and relatives have awoken, and are readying themselves 
too face another day. 
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Chapterr  V 

PATIENTS::  LOST IN THE LABYRINT H 

Lett me return to Kabir, whom I introduced in the firstt chapter. His two hands had been 
cutt off by people hired by his cousin with whom he was having a dispute over a piece 
off  cultivable land. When I entered the ward the day after his admission, Kabir greeted 
me.. He was relatively calmer than the day before, when I had first met him. He drew 
myy attention to the local newspaper and told me: 'Sir, see here is my story in the 
newspaper.. The journalists came yesterday night. See, I am neither a criminal nor a 
politicall  party activist' I had already seen a report on him in the local newspaper with 
aa picture of him with his amputated hands. He proceeded to tell me that there were two 
moree patients with amputated hands, who had been admitted the night before. He 
enthusiasticallyy showed me the beds of his fellow handless patients, as if they belonged 
too a same team. He did distinguish himself from them, however, by telling me that 
thesee two men were political activists and that a rival political group had done this to 
them. . 

II  asked Kabir: 'How are you today?' 
Withh a deep sigh he replied: 'How can I be sir? My life is ruined.' 
Hee asked his wife who was standing beside the bed to give him a glass of 
water.. She poured water in the glass from a jug and helped him to drink. Kabir 
continued:: 'You see, overnight I have become such an invalid man that I 
cannott take a glass of water by myself. Yesterday night while I was trying to 
sleep,, an ant entered into my ear. I couldn't do anything. My wife was 
sleeping;; I had to call her to take the ant out of my ear. You see, now I cannot 
fightfight with an ant, daktarshaheb (doctor, sir).' 

Duringg his stay in the ward I had several encounters with Kabir, and I saw how this 
bold,, audacious man gradually became a timid, distressed person. He continuously 
wantedd to know whether he would be able to go back to his normal life through the use 
off  artificial hands. He was anxious to know about the cost of them and made plans to 
arrangee the money. In the meantime, Kabir's family brought a case to court against his 
cousin.. The police could not catch his cousin; he had absconded. Kabir told me that 
somee people came to the ward to talk to him on behalf of his cousin who had fled. 
Theyy offered him money in exchange for the withdrawal of the court case. Kabir did 
nott agree to this, but he was also not sure whether his cousin would ever be arrested. 
Hee thought his cousin might give the police a big bribe to keep them away from him. 
Hee was also anxious about how to deal with the case when he is finally discharged 
fromfrom the hospital. 

II  met the other two men who also had their hands cut off and were admitted to 
thee hospital the day after Kabir was. They were the local leaders of a political party. 
Thee situation in their region was tense because of an upcoming local council election. 
AA few days before the incident some members of their party attacked the election 
processionn of their opponent group and wounded them. The group vowed to take 
revenge.. One night when these two leading figures of the party were returning home 
fromfrom a meeting, the rival party members got hold of them and took their promised 
revenge.. About eight or ten people took them to an isolated place near a river and 

58 8 



choppedd off their right hands with an axe. They threw the hands in the river and left the 
twoo men bleeding on the bank of the river. The men managed to stand up and walk a 
kilometree through a rice field, despite their bleeding amputations, until they reached a 
highway,, where they waited for someone to rescue them. As it was past midnight, the 
roadd was deserted. After a while, they saw a man on a motorbike approaching. They 
managedd to stop him, but as the motorcyclist saw the two blood-soaked, handless men, 
hee became scared, screamed and immediately drove off. They again had to wait for 
someonee to rescue them. Because of their continuous blood loss, they did not have the 
energyy to stand up any longer and lay down beside the road. After a while, a passing 
policee patrol car found them and took them to the hospital. 

Thesee two brutal cases that I encountered in the very beginning of my 
fieldworkk prepared me for the shocking incidents that I witnessed throughout the rest 
off  my research. The majority of the patients in the ward, however, are not victims of 
suchh violence, but of other kind of casualties. I will provide the case patterns and the 
patients'' profiles in the subsequent section. From there, I wil l examine the experiences 
off  the patients: the various kinds of uncertainties, their loss of privacy and dignity, how 
theyy cope with uncertainties and monotony as well as some of their happy experiences. 
(Somee photographs showing different aspects of patient's life in the ward are included 
inn the annex) 

Casualties Casualties 

TypesTypes of casualties 

AA departmental newsletter, Clinical Orthopaedic & Related Research (Chawdhury 
2001)) gives the following list of cases admitted in this ward over a period of six 
months,, from January 1 to July 30,2001. 

TableTable 5.1: Fractures cases 
PlacePlace fractured 

Radiuss Ulna 
Femur r 

Tibiaa fibula 
Humerus s 

Handd bones 
Foott bones 

Clavicle e 
Pelvis s 
Patella a 
Colles s 

Mandible e 
Miscellaneous:: Rib, 

Spine,, Scapula 

NumberNumber of patients 
384 4 
284 4 
190 0 
180 0 
91 1 
89 9 
50 0 
40 0 
37 7 
34 4 
12 2 
11 1 
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Tablee 5.2: Dislocation cases 
DislocationDislocation sites 

Shoulder r 
Hip p 
Elbow w 
Knee e 
Ankle e 
Miscellaneous s 

NumberNumber of patients 

34 4 
30 0 
28 8 
2 2 
2 2 
3 3 

Tablee 53: Orthopaedic problems 
TypeType of problems 

Bonee tumour 
Infection n 
Clubb foot 
Deformity y 
Neglect t 

(Maltreated) ) 

NumberNumber of patients 
29 9 
18 8 
13 3 
7 7 
38 8 

Tablee 5.4: Other  prol 
TypeType of problems 

Crushh Injury 
Tendonn injury 
Amputation n 
Bullett injury 

blems s 
NumberNumber of patients 

265 5 
108 8 
41 1 
24 4 

CausesCauses of the casualties 

Thesee tables do not indicate the causes of the accidents that brought the patients to the hospital. 
Thee doctors are generally interested in the clinical nature of the ftacture or injury, and not in the 
circumstancess surrounding the injury. Because I am interested in these, I prepared a list myself, 
whichh indicates the causes of the causalities, based on the history as told by the patient. Below is 
aa table that lists the causes of the causalities experienced by the patients admitted in Unit Two at 
onee point of time during my fieldwork. 

Tablee 5.5: The causes 
TypeType of cases 

Road/Train/Water/ / 
Trafficc accident 
Accidentt at work 

Physicall  assault/Violence 
Felll  from height/ 
Slippedd on ground 

Congenitall  deformity 
Bonee tumour 

Total l 

NumberNumber of patients 
22 2 

10 0 
9 9 
8 8 

2 2 
1 1 

52 2 

Thee table shows that traffic accidents are the most frequent cause of admission, followed by 
occupation-relatedd accidents. A Bangladeshi national daily newspaper {Daily Janakantha, 8 
January,, 2002) reported recently that countrywide, there are an average of seventy deaths 
everydayy due to road traffic accidents. Table 5.5 also shows that criminal violence-related cases 
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aree third in number, followed by accidents due to a fall. There are few cases of congenital 
deformitiess or bone tumours. This table gives a relatively more detailed picture of the casualties 
facedd by the patients; but even this list does not tell the whole story, for it is not known how the 
casualtyy actually occurred. The following are a few brief accounts the patients related about their 
casualties. . 

Thee stories behind the casualties 

Thee examples below help to give an idea of what kind of injuries the patients in the orthopaedic 
wardd have sustained. There are similar stories behind all of the broken bones of the ward. The 
patternn of cases is more or less the same throughout the year, though there are some seasonal 
variations.. In the winter and during the rainy seasons, there are more road traffic accidents, 
probablyy because of foggy weather and slippery roads. In the summer, particularly in the month 
off  June, a number of young children who have fallen from trees are admitted in the ward. I later 
realisedd that June was the mango season, and that children frequently fell from trees while in 
pursuitt of mangos. 

Thee assistant professor told me that there has been a remarkable increase in the number of 
crime-relatedd cases in recent years. He said: 'When we were young and in training in the 
orthopaedicc ward, we hardly saw gun shot cases or amputation of limbs by assault. There were 
occasionall  cases, once in a while. But now almost every week such cases are admitted. In last five 
too ten years, crime in the society increased extremely.' 

TrafficTraffic accidents 

Gafurr is a day labourer. Every day he travels from his village to the city to find work. He takes 
thee commuter train to the city. Because he does not have enough money, he usually does not buy 
aa ticket for the train. To avoid the ticket checker he climbs up to the roof of the train while it is 
moving,, where other ticketless passengers ride. He has done this for years. On the day of his 
accident,, he tried to jump from the roof of one compartment to another while the train was 
moving,, which he had also done before. But on that day he fell in the gap between the two 
compartments,, and his legs were crushed. 

Jasimuddinn drives a lorry, although he does not have an official driving licence. He 
travelss all over the country transporting goods. On his last fatal trip, he was carrying a heavy 
machinee in the truck, which he was supposed to deliver to another corner of the country. The trip 
hadd already taken three days; he was supposed to have reached his destination by the second day, 
butt his journey was delayed because of several traffic jams. Though he had not slept during his 
secondd night on the road, he did not take a break to nap because he was already late. Though he 
feltt sleepy, he continued driving. Past midnight, on the third day of his trip, he smashed into a 
roadsidee tree. He was trapped in the truck; his hands and legs were broken. People from the 
nearestt village came to rescue him and brought him to the hospital. 

Rahamatt is a folksinger. On his way back from a music show, he crossed a highway at a 
pointt not designated for road crossing. A bus hit him and fractured his legs. 

AccidentsAccidents at work 

Riajuddinn is a mason. He was working on the construction of a high-rise building. He used no 
supportss or braces while he was working on the roof nine storeys above the ground. He fell and 
fracturedfractured both of his legs. 
Sobhann works in a ship demolishing industry. This is an industry where old, out-of-order ships 
aree broken down into pieces and then are sold as raw material. While Sobhan was cutting off a 
partt of the ship with an electric saw, a big piece of iron fell on his leg. His leg was broken. 
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Babull  is a worker in a noodle factory. His hand slipped into the machine and his fingers 
weree cut off. 

PhysicalPhysical assault and violence 
Abdurr Rob is a schoolteacher. A young boy from a neighbouring locality wanted to marry his 
daughterr who attended college. But Abdur Rob rejected his proposal as the boy was disreputable 
andd not well educated. The boy persisted proposing to the girl. Adbur Rab threatened to inform 
thee police. One day when Abdur Rab was walking on a deserted road, the boy approached and 
beatt him with a stick. His right hand was broken. 

AA young boy, Farid, took the wrong train when he wanted to return home after a day of 
sellingg peanuts in the street. He had a quarrel in the train with a group of boys his age who were 
regularr passengers on that train. At a certain point one of the boys pushed him from behind. He 
felll  off the moving train and cut his leg. 

Rashidaa Khatun's family had been disputing with a neighbouring family about various 
issues.. One morning, while she was feeding her cow, the neighbour came to her house. He 
complainedd that the vines of her bean tree had climbed the branches of his mango tree. He then 
kickedd her in her hip. Rashida's hipbone was broken. 

Ranjitt Chakrna, a tribal peasant was gathering wood in the hills when he got trapped in 
thee crossfire between the soldiers of Bangladesh army and the tribal armed rebels. A bullet 
injuredd his right leg. 

SlipSlip from ground or fall from height 

Enamull  Haque is an elderly man, who slipped on the floor of the toilet and broke his hipbone. 
Roksanaa climbed a mango tree along with her other friends. The tree was wet and slippery. She 
felll  and fractured her hand. 

Thee patients' profiles 

Inn this section, I will present some background information of the admitted patients. 

GenderGender of the patients 

Tablee 5.6 below gives the gender of the patients. 

Tablee 5.6: Pat 
Gender Gender 
Male e 
Female e 
Total l 

tents''  gender 
Number Number 

45 5 
7 7 
52 2 

Off  the 52 patients, 41 were adult males, 5 were adult females and 6 were children below 12 years, 
off  which only 2 were girls. Usually young children below 12 years of age occupy most of the 
bedss in the female part of the ward. The small number of female patients in the ward is 
remarkable.. The restricted mobility of Bangladeshi women in the outside world probably explains 
thiss disparity. Bangladesh is a predominantly Muslim country where the concept of purdah 
(seclusion)) for women prevails. Though Islamic rules are not strictly followed in everyday life, it 
iss generally discouraged for women to work outside the home, and there are few employment 
opportunitiess for women outside of their own domestic sphere. As the mobility of women outside 
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thee home is limited, they are not much exposed to the dangers that can cause orthopaedic 
causalities. . 

AgeAge of patients 

Thee age of patients ranged from 2 to 75 years old. Table 5.7 below gives the age profile of the 
admittedd patients. 

TableTable 5.7: Patients' ages 
AgeAge range 
2-122 Years 
13-200 Years 
21-300 Years 
31-400 Years 
41-500 Years 
51-600 Years 

61+ + 
Total l 

Number Number 
7 7 
11 1 
18 8 
4 4 
3 3 
4 4 
5 5 

52 2 

Thee table shows that majority of the patients are within the age of 13 to 30 years of age, and the 
largestt category is from the age group of 21 to 30 years. This can be explained by the fact that 
thiss is the most mobile and active age group, who are therefore most often exposed to road traffic 
accidentss and work related causalities, which can cause orthopaedic problems. 

OccupationalOccupational background 

Tablee 5.8 below gives the occupational background of the patients. 

TableTable 5.8 Occupational background of 
patients s 

Occupation Occupation 
Driverr (truck, bus, baby taxi [a 

motorizedd rickshaw]) 
Factoryy worker 

Helperr (truck, bus) 
Smalll  business 
Dayy labourer 

Student t 
Housewife e 

Farmer r 
Schooll  teacher 

NGOO health worker 
Folksinger r 

Mason n 
Telephonee operator 
Religiouss preacher 

Beggar r 
Childrenn below 12 years 

Total l 

Number Number 
9 9 

1 1 
5 5 
5 5 
4 4 
4 4 
4 4 
3 3 

6 6 
52 2 

Tablee 5.9 Educational level of patients 
EducationalEducational level 

Noo education 
I-VV level 

VI-XX level 

xn n 
Graduatee (2 years 
studyy after Higher 

Secondary) ) 
Master'ss (4 years 
studyy after Higher 

Secondary) ) 
Total l 

Number Number 
8 8 
14 4 
12 2 
6 6 
3 3 

2 2 

46 6 
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EducationalEducational background 

Thee educational background of the aforementioned patients can be seen in table 5.9. 

Fromm the preceding tables, it becomes apparent that the patients are mostly from the lower 
incomee groups and mostly have lower levels of education. This is to be expected, as government 
hospitalss are generally the cheapest option for Bangladeshi people. Chittagong Medical College 
hospitall  is the only tertiary level hospital for thousands of poor people in a vast geographical area. 

Thee uncertainties of the patients 

Inn this section, I wil l describe in detail the experiences of the patients once they arrive at the 
hospital.. It seems that the patients face number of uncertainties as they enter into the hospital 
campus. . 

WhichWhich way to go, whom to ask? 

Razzak,, a 10 year-old boy, had fallen from a mango tree and broken his left ankle. He consulted a 
locall  general practitioner before coming to the hospital. As the condition of his leg worsened, the 
doctorr advised him to go to the hospital, which was about 30 kilometres from their city. 
Accompaniedd by his father and elder brother, he took a bus to the city. After reaching the city, 
theyy took a baby taxi to the Chittagong Medical College Hospital; it was their first time there. 

Uponn getting off the baby taxi, they found themselves in a huge lobby with hundreds of 
people.. They had no idea which way to go to see the doctor. As Razzak could not walk, his elder 
brotherr carried him in his arms and his father looked for the way to the doctor. Someone finally 
showedd them the way to the 'outdoor' (outpatient) department. It was 9:00 AM, and there were 
alreadyy a number of people waiting outside the corridor of the outdoor patient's consultation 
room.. Razzak's brother laid Razzak down on the floor, while Razzak's father and brother 
remainedd standing, unsure of what to do. They learned that the outdoor doctor was not yet in. 
Afterr some time, Rahamat Ali , a ward boy whom they never met before, came to them and asked 
whetherr they had taken a ticket. They replied that they did not know what a ticket was, so Rahmat 
Al ii  asked Razzak's brother to follow him. Razzak's brother learned that the ticket is a piece of 
paperr on which the patient's name, age, sex and address are written, and is sold from a counter in 
thee corridor for 5 taka. Rahmat Ali , the ward boy who showed him the way, told him to give the 
tickett to the guard in the 'outdoor doctors room'. He thanked Rahmat Ali for showing him the 
way,, and he replied that he would meet them again after the doctor's consultation. 

Whenn Razzak's brother returned to his family at half past ten, he saw that by that time 
manyy more patients had gathered in the corridor. He gave the ticket to the man who guards the 
doctor'ss chamber. The doctor had still not come. More patients were coming, one after another, 
furtherr crowding the place. From time to time, the gatekeeper appeared and shouted to the crowd 
too not gather too close to the door. He also said that he would call the names according to the 
orderr of the serial numbers on the ticket when the doctor arrived. Razzak was groaning on the 
floor.. His father and brother were sitting beside him, staring off into space. Some patients sat 
leaningg against the wall, some were lying on the ground, like Razzak. Patients' relatives were 
standingg or sitting on the bench placed in the corridor. There was an air of impatience. The doctor 
arrivedd around 12:00 PM; the crowd rushed to the door as soon as they saw him. The gatekeeper 
closedd the door behind the doctor. After some time, the gatekeeper started to call the names of the 
patientss from the tickets that had been supplied to him. Razzak's rum came about an hour after 
thee doctor began seeing patients. His brother carried him to the chamber. When they entered the 
chamber,, the gatekeeper closed the door, thereby reducing the noise of the crowd outside. They 
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saww the doctor on the other side the doctor's desk. The father and his sons stood nervous and 
silent. . 

Thee doctor took the ticket and said: 'So, this is Razzak, the film star. [Razzak is also the 
namee of a popular Bangladeshi film actor.] What happened?' 
Razzak'ss brother said: 'Fell from the mango tree.' 
Doctor:: 'How many mangos did you take Mr. Razzak?' 
Theyy remained silent. The doctor examined the leg. 
Razzak'ss father said: 'Sir, pus is coming out from the wound.' 
Thee doctor got angry. 'What do you expect to come out, some orange juice? When did it 
happen?' ' 
'Onee week back', said Razzak's brother. 
'Whatt did you do in all these days? Must have gone to a harvanga (bonesetter)?' said the 
doctor. . 
'No,, sir, we went to a MBBS doctor', said Razzak's brother. 
'Don'tt tell a lie. Anyway. He needs to be admitted. Take this ticket and go to the next 
room.' ' 

Thee conversation with the doctor did not make them feel at ease; instead they became more 
nervous.. Razzak's brother carried him to the next room; his father followed. Razzak had 
nott said anything; so far, he had only groaned. In the crowd of people in the next room they again 
saww Rahamat Ali , who had shown them the ticket room. He came with a trolley (gurney) and 
askedd them to put Razzak on it, then told Razzak's brother to take a registration number from the 
Residentt Surgeon (RS). He showed him the RS's room. They pushed the trolley towards the room 
andd stood in a queue to get the registration number. Rahamat Ali left, telling them in a very 
authoritative,, unfriendly manner not to move until he returned. Razzak's family could only 
wonderr what the next procedure would be. They were very happy to get the trolley. After a time, 
theyy received a number from the RS and waited for Rahamat Ali to return. 

Rahmatt Ali returned and pushed the trolley towards the lift . His brother and father 
silentlyy followed the man, until they reached the doors of the lift . Neither his brother nor his 
fatherr had used a lif t before, and it gave them cause for hesitation. The lif t operator called by 
otherss as the 'liftman' and Rahamat Ali scolded them for their sluggishness and asked them to 
hurry.. They entered the lift , eyes full of anxiety. They got off at fifth floor and entered the 
orthopaedicc ward. The man gave the ticket to the nurse, and then put Razzak on a mattress on the 
floorr of one corner of the ward. By this time it was about 2:00 PM. 

Razzakk laid on his back on the mattress on the floor. His father and brother stood beside 
him,, looking around with bewilderment at the series of beds filled with patients with broken 
limbs.. Rahmat Ali was in a hurry, and asked Razzak's brother to follow him to the corridor. 
WTiilee they were in the corridor, Rahamat Ali told Razzak's brother, 'Well, the nurse wil l tell you 
whatt to do, now give me 50 taka quickly, I will have to go to downstairs again.' Razzak's brother 
wass not surprised by the demands of this man, whom he would later learn was a ward boy. He 
thoughtt the service the man had provided to them was worth payment. Moreover, he knew that a 
stayy in the hospital entailed various kinds of expenditures. However, he told the ward boy that he 
didd not have that amount of money and offered him 20 taka instead. The ward boy demanded 30 
taka,, and finally they settled on 25. The ward boy did not want to waste time haggling with 
Razzak'ss father because he had other clients waiting to be carried on the trolley. After he was 
paid,, he left and Razzak's brother returned to the ward. The three of them, one lying, two 
standing,, remained silent in an unfamiliar setting, waiting for the next thing to happen. 

Theree is a second way to enter the ward, and that is through the emergency department, 
referredd to simply as 'emergency'. As most of the patients in the orthopaedic ward are accident 
cases,, they come straight to the emergency department from the accident site. The admission 
proceduree is relatively quicker there. The truck driver Jasimuddin, who had an accident at 
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midnightt and was taken to the hospital straight from the highway, entered the ward in this way. 
Hee had no family members with him, but he did have his helper (the assistant to the truck driver 
iss usually called a 'helper') and a few people from the village nearest to where he crashed as 
companyy in the emergency room. It was a tense and terrifying situation. Jasimuddin was soaked 
withh blood, his legs were crushed and he was only semi-conscious. His companions need to get 
ann admission ticket so that the emergency doctor could examine him. Once the doctor wrote an 
admissionn note for him, he was admitted. Once admitted, he then needed a registration number. It 
didd not take long, however, as it was past midnight and there were not many patients. A ward 
boyy came with a trolley and took them to the orthopaedic ward via the lif t Jasimuddin was 
fortunatee enough to be given a bed. After delivering Jasimuddin to the ward, the ward boy 
demandedd 50 taka from the people accompanying Jasimuddin. As most of the people took him to 
thee hospital were strangers, Jasimuddin's truck helper therefore dealt with the matter. He was not 
inn the mood to bargain with the ward boy, and found 50 taka in his moneybag and gave it to him. 
Thee people from the road who helped to carry Jasimuddin to the hospital left after he was placed 
onn a bed. The helper was the only one who remained. He stood beside the bed, while Jasimuddin 
layy on the bed half conscious, blood all around him. 

AA strange unfamiliar world 

Afterr the patient is given a bed (or a spot on the floor) in the ward, the duty nurse writes his or her 
personall  details in a file that is kept on top of the patient's bed. The patient then waits for the duty 
doctorr to give a diagnosis and determine the course of treatment. It is always unclear how long it 
wil ll  take for the doctor to make a first visit to the patient. It did not take long for Jasmuddin to 
receivee his first visit. There was only one intern doctor on night duty that night; he was taking a 
restt in the doctor's resting room and came as soon as the nurse called him. It took much longer 
forr Razzak to be diagnosed, even though when he arrived, there were three intern doctors and a 
CAA on the afternoon shift. The CA was on his lunch and prayer break- One of the intern doctors 
wass dressing a patient and the other two were writing operation notes and gossiping in the 
doctor'ss room. New patients who had recently arrived, such as Razzak, waited for more than an 
hourr for the doctor's first visit. 

Whenn the doctor first meets the patient, he is supposed to take a brief history of the 
patient,, examine him, makes a provisional diagnosis and write a treatment plan and diet in the 
file.file. However, in most cases, I found that the history and symptoms are not written in the file, 
onlyy the diagnosis is. It is written in one line, for example, # (which means fracture) of rt. (right) 
tibiaa and the treatment and diet. A study done on the medical record keeping in two tertiary level 
hospitalss in Bangladesh also found that in more than 50% of cases, the record sheets maintained 
inn the hospitals were incomplete (Biswas 1999). 

Aiterr the doctor writes the treatment plan, a nurse takes the file back to the duty room, 
andd makes a list of medicines and other items necessary for the treatment of the patient which 
shouldd be brought from outside. A very limited numbers of drugs are available in the hospital. As 
aa result, all the major drugs required for the treatment are bought by the patient or patient's family 
fromfrom stores outside the hospital. In addition to medicines, patients must often buy the cotton, 
gauze,, saline, needles and other necessary items for the treatment. Patients also need to buy day-
to-dayy necessities like a glass, a jug, a bedpan and even the pillow for the bed. As Razzak's 
brotherr told me later: 'We thought as this is a sorkari (government) hospital, sorkar is going to 
givee us everything that is needed. But as I can see the hospital has given us just the floor and the 
rooff  above, nothing else.' 

Thee relatives buy all the required things from the stores just outside of the hospital gate. 
Jasimuddin'ss family, who arrived about an hour after he was admitted, had to buy all the 
medicines,, injections, saline sets, cotton, gauze and even the blood that was transfused to him. 
Patientss can get free blood from a voluntary blood-donating organisation if s/he is lucky enough 
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too have the right match and can apply for it well in advance. Jasumiddin had none such luck. He 
hadd to buy the blood from a local blood bank. 

Razzak'ss family had to buy an X-ray plate and bricks in addition to the medicines. Bricks 
aree a curious integral part of the orthopaedic ward. All around the ward, red bricks are hanging by 
plasticc ropes from the arms and legs of the patients. These bricks are used to give traction to the 
fracturedfractured lower limbs. Ideally, metallic weights with specific measurements are used for this 
purpose,, but they are expensive and beyond the means of poor patients. Traction is one of the 
mostt important practices in an orthopaedic ward and must be done; using local material as 
weightss enables traction to still be done. A variety of weights can be achieved by using different 
sizess of bricks. Though it is not precise, the general purpose is served. Ward boys sell these bricks 
too the patients. They keep a pile of building bricks in one comer of the storeroom for this purpose. 
Razzakk bought two such bricks for a total of 20 taka. 

Afterr the initial matters are more or less settled, i.e. the file is made, the history is taken 
(althoughh in an incomplete way), appropriate treatment is decided on and medicines bought, 
patientss enter into a lengthy, monotonous treatment process in which most patients must remain 
immobilee and confined to bed. The patients with fractured hand are ambulatory but their plastered 
handss limit their activities. The patients with broken legs lie down at all times with plaster or 
tractionn on their legs. Some try to move with crutches. However, all the patients must adjust 
themselvess to a strange new environment and face various unanticipated situations in this 
unfamiliarr context. During this stage, patients pass through various kinds of uncertainties, 
anxietiess and feeling of loss. 

WhoWho is what? 

Thee first uncertainty arises from confusion about how the ward functions. It takes quite some time 
forr the patients to understand how the ward operates and to differentiate between the roles and 
attitudess of the many new people s/he suddenly faces. In the initial days, s/he encounters 
difficultyy in differentiating between the many staff members. Patients struggle to learn the 
differencee between the ward boy and the cleaner, the male nurse and ward boy and between the 
differentt kinds of doctors. Patients eventually find their own way of identifying them in the 
coursee of time. One patient told me about his strategy: 

Youu can see who is cleaning the floor, who is carrying the trolley. Though the person 
cleaningg the floor sometimes carries the trolley, the trolley man never cleans the floor. 
Youu know the nurses, both male and female, because they dress in white. I had some 
problemss recognising the doctors, because they don't wear white coats. But you can say 
whoo is a doctor from their manner of behaviour. They are the bosses of the ward. I know 
thee big doctor is the one who comes in the morning; everyone is scared and walks behind 
himm when he examines the patients. There is a bearded doctor, hujur (refers to a religious 
person)) who is an assistant to him and is in charge of the ward. There are also small 
doctors,, who are learning, because the big doctor always asks them questions and scolds 
themm when they fail to answer. There are medical students, who come in masses and 
examinee us. But I still find it difficult to distinguish between the doctors of Unit One and 
Unitt Two and am confused about which unit I belong to. That day I asked one doctor 
aboutt my X-ray, he replied: 'You are Unit One's patient, I don't know anything about 
you,, you have to ask Unit One's duty doctor.' 

Itt also takes some time for patients to understand the ward routine. Patients are expected to 
behavee differently during different shifts. For example, in the morning shift patients are more 
alertt in their movements and activities because this is the time for the professor's round and all 
sortss of doctors and students are present during this time. Patients are under scrutiny of many 
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eyes.. In the evening they are relatively relaxed; that is when they are surrounded by many 
visitors.. In the night they again come under  the close supervision of the staff members. However, 
patientss find it difficul t to shift their  mood according to the change of the ward shift. This causes 
continuouss frictio n between the staff members and the patients. 

WhatWhat is happening with my leg? 

Mostt  of the patients are uncertain about their  condition. The diagnosis is not of much concern for 
thee orthopaedic patients, because they all come to the hospital with a very obvious injury . Instead, 
patientss are mostly concerned about the treatment plan the doctors have assigned to them, and 
theirr  prognosis. The staff of the ward hardly explain either  of these to the patients. Patients are 
nott  sure what the doctors and staff members of the ward are doing with their  broken hands or 
legs,, for  nothing is clearly communicated with them regarding their  condition. How long they 
wil ll  have to remain in traction? Has a decision been made about their  operation? When will they 
goo for  their  operation? How are they improving? When they wil l be allowed to leave? The 
patientss live with constant questions. During the professor's round the patients remain a passive 
audience.. Medical discussion goes on over  the patient's bed, s/he is not allowed to speak but only 
too answer  the questions directed at him or  her. Patients are not supposed to ask anything to the 
doctorss during the round. If someone dares to ask a question, he or  she is immediately scolded by 
thee doctor  for  hampering the round, and asked to keep his/her  mouth shut. Sometimes the 
patientss direct their  questions to the nurse after  the round, who usually ignores their  questions or 
tellss them to ask the doctor. Usually, one of the intern doctors or  the CA later  tells them about 
theirr  condition, though in a vague manner. Doctors say, 'You are improving' , 'I t will take time' 
orr  'Don't bother  much; we are doing what is good for  you'. It is generally very difficul t for 
patientss to resolve any confusion they may have regarding their  condition. 

Ramjann Ali is a bus helper  (an assistant to a bus driver) who hurt his legs in an accident 
Sincee his admission he has been sceptical about the treatment procedure in the ward. Doctors told 
himm that both his legs are broken and that he will need an operation in one of the legs. But 
Ramjann thinks that doctors have diagnosed him incorrectly, and that he did not break two of his 
legss but only one. He is anxious that the doctors wil l also operate on his right leg, the one he 
thinkss is healthy, because he was having traction in his left leg. The hospital made X-rays of both 
off  his legs, which show the fractured sites. However, Ramjan thinks that one of the X-rays is not 
off  his legs but put into his fil e by mistake. He tried in vain to convey his suspicion to the staff 
members.. First he told them to a ward boy who chided him for  such thoughts: 'Don't you dare 
sayy it to the doctor; he wil l just beat you up'. Ramjan still tried to persuade the nurse. The nurse 
alsoo became very angry and said: 'Don't try to be too smart. Doctor  wil l see whether  the X-rays 
aree correct or  not. If you don't like the treatment here, just leave.'  One day when he was trying to 
seee the X-ray plate against the light, a duty doctor  was passing by and told him: 'You! What are 
youu doing with the X-ray? Want to be a doctor? Keep those in the file and don't mix up with 
otherr  papers.'  Ramjan did not dare to tell him about his suspicion. 

Ass I was asking him many questions, he finally  got the opportunity to tell me about his 
discovery.. He said: 

Sir,, for  a week I am tryin g to tell every one that there is something wrong with my 
diagnosis,, but nobody listens to me. I am sure I don't have a problem in my right  leg. I 
stilll  remember when the other  bus hit our  bus from the left side, it hit my left leg, and I 
felll  down. Then I managed to stand for  a while with my right leg. If my right  leg would 
havee been broken I could not have stood. I also don't have pain in my right  leg. I think 
thiss X-ray belongs to someone else; they have given it in my bed by mistake. Now they 
mightt  operate my right  leg by mistake. 
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Thenn he showed me the X-rays and as if telling a secret, whispered: 'Look sir, in this X-ray there 
iss a date but in the other one there is no date. This must be a mistake, I have seen all the X-rays 
havee a date.' 

II  checked his case with the doctor and found that the X-ray was correct, and there was a 
date,, which Ramjan had not seen. I later explained this to him. Most patients do not examine their 
medicall  records as enthusiastically as Ramjan Ali . Many of them are even illiterate. However, 
'Couldd you tell me how long I wil l have to hang these bricks in my leg?' and 'Could you please 
askk the doctor when they wil l discharge me?' were questions frequently asked of me by patients 
duringg my fieldwork. Whenever possible, I tried to provide them with an answer. 

II  am ruined, how am I going to cope? 

Thee financial loss due to hospitalisation worries patients the most, for their economic loss is 
manifold.. First, there are the expenditures involved in being the hospital. As mentioned before, 
thoughh the government hospital is virtually free of charge (officially, the admission fee is 5 taka), 
theree are many costs involved in the hospitalisation process. As previously mentioned, the patient 
mustt buy almost all off  the medicines and other materials for daily use in the hospital. The hospital 
generallyy has a regular supply of some analgesic and antimicrobial drugs, and, irregularly, 
antibiotics.. As mentioned, none of the drugs are sufficient enough, either in quantity or in 
strength,, to cover the treatment course of the patients. A small portion of the required drugs are 
givenn by the hospital and the rest must be bought from the shops. Cotton, gauze and X-ray films 
aree irregularly available and most of the time bought by the patients. Injectable drugs and 
mediciness required for operation are almost never available in the ward. Pre- and post-operative 
drugss are generally very expensive; patients who undergo an operation generally have to spend 
aboutt 10,000 taka, which is a lot of money for a person at a low economic level. Sometimes, 
patientss even have to buy the same drugs twice, because they go 'missing' in the course of the 
procedure,, as they did during Ah Ahmad's surgery (see also Chapter VI for discussion of dubious 
dealingg of lower-level staff with medicine shops). 

Al ii  Ahmad had an internal fixation (fixing the bone by putting a metallic device inside of 
it)) operation on his femur. The duty doctor gave his relatives a medicine list that contained all the 
necessities:: anaesthetic and antibiotic injections, intramuscular infusion set, roll bandage, gauze 
cortexx and leucoplast (adhesive bandage). After buying the supplies from the shop, they handed 
themm over to the ward boy, who took them to the operation theatre. Ali Ahmed was waiting in the 
pre-operativee room for his turn. Ali Ahmed's brother and wife were waiting in the corridor 
outsidee the OT. One of the doctors then came out of the OT and began to scold his relatives: 
'Twoo injections are missing. Didn't you check the medicines while buying them from the shop?' 
Thee son of Al i Ahmed remained speechless for a while, and then finally said: 'We carefully 
checkedd the medicines sir, and they were okay when we gave it to the ward boy.' The doctor said: 
'II  don't know what you have given to the ward boy. These two injections are missing, you have 
too give them to us quickly, otherwise we cannot take him to the OT table.' The doctor left giving 
themm a list with the names of the injections. The brother later told me that he counted all the 
mediciness on the list, one by one, after buying them from the shop. He thinks it was more than 
likelyy that the ward boy took those medicines, but he has no proof. He again went to the shop and 
boughtt the injections. The first time he spent about 2000 taka, and then he had to spend an 
additionall  150 taka. The doctor told me later: 

Thoughh patients make mistakes, I know it is very likely that the ward boy has taken those 
drugs.. But I don't have time to investigate that. The stealing of drugs by the ward boys, 
andd then reselling them to the shop is an open secret. Administration should look into 
thesee matters. Why should I waste my time on it? 
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Theree are other  sorts of informal payments in the ward, some of which have been previously 
mentioned.. Informal payment begins upon entry to the hospital. The liftman demands money for 
takingg the patients to their  respective wards, the ward boy demands money for  bringing the 
patientss from the outdoor  patient's consultation room to the ward, the gate keeper  asks for  money 
forr  allowing the relatives to enter  the ward a littl e earlier  then the official visiting time or  to stay 
pastt  the official visiting time, the X-ray technician wants money for  taking the X-ray to the 
patientt  and cleaners demand money in exchange for  helping the patient to go to the toilet in the 
absencee of his or  her  relatives. All these informal payments are known as bakshees (tips), which I 
wil ll  discuss more in the chapters on lower  level staff. 

Thee hospital supplies food for  only the patient, so the patients also need to spend money 
too buy food for  their  relatives who attend them. Additionally , many patients do not like the food 
suppliedd by the hospital; they find the hospital food tasteless and smelly. A number  of patients 
thereforee take only the rice supplied by the hospital and buy sauce for  it, such as curry, from a 
restaurant. . 

Thee second level of economic loss is the loss of personal income. The patients' profiles 
indicatee that most of them are day labourers, low salaried employees or  small businessman. In 
mostt  cases their  inactivity means a complete loss of income, which is a huge economic burden for 
mostt  of the patients. In most cases, it completely devastates the economic well-being of the 
patients.. They try to find various ways to cope with the economic loss. The injured drivers or 
helperss on busses, trucks and baby taxis sometimes get financial help from the owner  of the 
vehiclee that they drive. Those who are regular  factory or  office workers can also claim a part of 
theirr  hospital costs from their  employer. Despite these sources of financial help, these patients 
stilll  bear  the majorit y of the costs themselves. However, the most financially devastated patients 
aree the day labourers and the small business holders. They do not have any employer  to turn to 
forr  help. In most cases they do not have any savings, so they take loans from relatives or 
sometimess from the people for  whom once they worked. When such loans are not possible, they 
selll  their  property. 

Suratt  Ali is a rickshaw puller. He was severely injured when his rickshaw was run over 
byy a public bus. He had an operation on his leg and was in the hospital for  about six weeks. He 
hadd no savings and has earned nothing since he was admitted to the hospital. His wife works as a 
maidd in order  to feed their  two children. He already had to spend 8000 taka for  his operation. He 
tookk 10,000 taka as a loan from the owner  of the rickshaw that he used to pull. He said: 'M y 
malikmalik (owner  of the rickshaw) was kind enough to lend me the money, but I don't know how I am 
goingg to repay him. If I am able to paddle the rickshaw again, maybe I wil l be able to pay him 
backk after  several months of working, but if I  cannot recover, Allah knows how I am going to get 
thee money!' 

Izzatt  Mia is a baby taxi driver  who, like Surat Ali , also broke his leg in an accident. He 
said: : 

Myy malik didn't give me money. I looked for  loan. But who wants to give a loan to a 
poorr  man? Then I told my wife to sell the cow that she was raising. I am managing to buy 
thee medicines and take care of other  expenditures in the hospital with that money. But 
noww doctors are saying that I need an operation. That wil l require 7000 or  8000 more 
taka;;  I don't know how I wil l arrange that money. Maybe I will have to sell my piece of 
cultivablee land in the village. 

Manyy patients told me that they are economically ruined by the accident and their  subsequent 
hospitalisation.. They have lost their  jobs, businesses and property, and do not know how they will 
recoverr  from the loss. There are, however, some arrangements that the hospital can make to 
supportt  the very poor  patients, although the scope is very limited. There is a social welfare 
departmentt  in the hospital, which supports patients who are unable to pay for  anything. The 
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departmentt is run by donations, so the availability of funds depends on the ability of the 
departmentt to collect donations from different sources. The department is barely able to fund one 
orr two patients from each ward each month. Moreover, the procedure for qualifying for the 
fundingg is complicated. The patient has to apply to the department with a form especially for that 
purpose,, which has to be signed by the CA and the professor of the ward. The CA usually selects 
thee patient for the fund according to his subjective assessment. The patients find it difficult to 
followw the procedures. 

Sohorabb Ah, a day labourer, was accompanied to the hospital by his brother, who was 
alsoo a day labourer. Sohorab Ali' s brother brought the appropriate form from the social welfare 
department.. But he could not fill  it out because he could not read or write. He was looking for a 
personn who could help them, but everyone was busy. Finally he found two nurses who were 
gossipingg in their room. He approached them and requested them to fill  in the form for them. One 
off  the nurses became very angry and started scolding him, 'Why disturb us? Why should I do it 
forr you? We are not here to fill  out forms for you. Get out of here'. But Sohorab Ali' s brother 
remainedd standing by their door, requesting their help. 'What trouble these relatives are', said the 
otherr nurse. However, she finally agreed to fil l out the form, albeit with great displeasure. He then 
hadd to find who the CA was. The CA was busy following up patients. Sohorab's brother followed 
himm for an hour and finally managed to get his signature. But after that, he learned that the 
professorr had already left the hospital, so he had to wait for the next day for his signature. He 
managedd to submit the form to the department with the professor's signature the next day. It was 
approved,, but then he again had to wait for couple of days to receive the money, which was not 
enoughh to cover all of the costs. 

Theree are other means by which poor patients sometimes manage to get the necessary 
medicines.. Sometimes relatively wealthier patients buy medicines for them. Sometimes the 
doctorss use the sample promotional drugs given to them by the pharmaceutical companies on 
them.. On one occasion, the CA himself bought all the necessary medicines for a street boy who 
hadd cut his leg in a train accident. 

LongestLongest days 

Thee average stay of the patient in the orthopaedic ward is two to four weeks. Some however, are 
dischargedd within a few days; there are also patients who have to stay for months. Most of them 
aree unable to walk and are confined to their beds. It is a great struggle for them to fight off the 
monotonyy of this confinement. As one patient said, 'Sometimes I feel the clock has stopped. A 
dayy seems like a year'. Patients with hand injuries have relatively greater mobility, but that is also 
limitedd within the ward. Though admitted patients are not allowed to leave the ward without prior 
permission,, there are patients who violate the rules. 

Thee CA told me of two interesting cases. A beggar was admitted after a traffic accident 
andd was given hip spika, a device that fits around his hip to immobilise it. When he was littl e 
better,, he would take off the hip spika during the visiting hours and go out onto the street to beg. 
Afterr making some money, he would return during the visiting hour so that he could blend in with 
thee crowd. He was, however, noticed by a nurse one day and was prevented from making any 
furtherr excursions. On another occasion, a patient with fractured upper limb was found going out 
regularlyy with his plastered hand to watch movies. 

Mostt patients are not as enterprising as these two, nor do they have the ability to move so 
freely.freely. They have to spend their hours either laying or sitting on a 7 by 5 foot bed. After their 
initiall  days of bewilderment, they develop a routine. In the morning they wash and eat their 
breakfast.. Then the round of the doctors begins. During that period they do not have much to do 
exceptt wait for their turn to be examined. After the professor's round and before the visiting hour, 
theyy have an hour or two when they are left alone and are relatively relaxed. Then, in the 
afternoon,, the visiting hour starts and several visitors come. This is a pleasant break for the 
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patients.. However, again in the evening, after  the visiting time is over, the patients return to their 
ownn lonely world. 

Duringg the times when there are no visitors and no doctors, the patients interact with each 
other.. Humour  and run play an important role at that time. Patients make jokes among 
themselves.. Sometimes one or  two patients become the object of the jokes of the other  patients. 
Forr  example, there was an elderly man who was unwillin g to stay in the hospital. Every morning 
hee would tell his neighbouring patients that that day was the day he was going to leave the 
hospital.. But in the evening his relatives would come and convince him to stay. The patients 
aroundd him would make jokes about this. During the round the CA asked him to buy a catheter. 
Butt  as soon as the doctors left, the patients around him started telling him: 'Uncle, you are surely 
nott  going to buy this catheter, right,  because you are leaving today?' The elderly man would say, 
'Youu are correct, why should I buy it, because I am leaving today'. However, in the evening his 
sonn would come with a catheter  and say: 'Don't say a word dad, you have to stay few more days.' 

Patientss make jokes about the doctors. One patient, who was admitted for  more then one 
month,, used to copy how the professor  talk and behaves. Once I saw him imitatin g the professor's 
round,, pretending to scold the junior  doctors. It was good source of laughter  for  the others. 
Anotherr  day, when the doctors were leaving the ward, with the professor  in front  and the doctors 
followingg him, a few patients from the far  end of the ward started saying in chorus in a low voice: 
'Left...right...left.. .. left... right...left.'  They were mocking doctors' army parade-like 
movements. . 

Oncee when I entered the ward during the doctor's strike, I caught a whiff of sweet-
smellingg perfume coming from one corner  of the ward. I went closer  to the corner  and asked 
wheree the beautiful smell was coming from. The patients initiall y did not say anything and started 
laughingg to each other. Then one of them unveiled the mystery for  me. He told me that because 
thee doctors were on strike, they have not had their  dressings changed for  the last four  days. Some 
off  their  wounds started to generate such a bad odour  that it was impossible to stand. One of the 
patientss asked his relative to bring a bottle of ator (a perfume used during religious festivals). 
Whenn the bottle was brought, he poured a drop of ator on all the bandages in that comer. Thus 
theyy neutralised the unbearably bad odour  coming from their  wounds. Hie incident was a great 
sourcee of laughter  among them. 

Somee nights I saw patients singing to break their  monotony. A love song beside a blood-
soakedd leg is a strange juxtaposition indeed. However, soon they had to stop singing, because of 
thee objections of the duty nurse. The patient, who is a folk singer, once told me some of the 
versess that he wrote while on the hospital ward. Part of one song says: 'Whether  you are a poet or 
aa beggar, nobody cares/You are a poor, powerless, patient here.' 

Onee of the things patients share with each other  is the story behind their  accidents; each 
patientt  has a story that brought him or  her  to the hospital. Each patient can offer  a vivid 
descriptionn of his or  her  accident. I found that when they described their  stories to me, they would 
givee every detail. If it was a bus accident, then the patient would tell me what time the bus left the 
station,, who was with him, how the weather  was, how crowded the bus was, exactly how it 
collidedd with the other  bus, how he was trapped inside the bus, and so on. It seems that 
everyone'ss memory paused at the point of the accident. Because this accident has changed their 
lif ee so dramatically, it is a memorable event. However, it is also worth mentioning that 
Bangladeshh has a very rich oral culture of storytelling. 

Thee question that most occupies patients is 'Why has this happened to me?' A number  of 
patientss told me that all day long while lying in bed they try to review their  whole life. Some of 
themm think that this is a result of some sin or  misdeed. Some cannot figure out any transgression, , 
andd wonder  why God has given him this punishment. A truck driver  told me: 

II  have been drivin g trucks for  the last twenty years. I was always loyal to my master, 
neverr  cheated with money. Many truck drivers spend their  money on drugs, in brothels. I 
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neverr touched those things. I don't know what my fault was. Why should my life be 
ruinedd like this? 

Patientss pass the time with a variety of other activities. Many regularly pray while lying on their 
beds.. In the female ward, women spend a long time combing each other's hair and gossiping. 
Childrenn whose hands are free try to play with whatever is available; some draw pictures. 

LossLoss of privacy and dignity 

Thomsonn and Golding discuss how the issue of privacy in hospitals has been the centre of many 
debatess in America and how it has influenced hospital architectural design. One advocate of 
hospitall  privacy in America says: 

'Whyy should patients today have to lose themselves in a hospital dormitory when we 
don'tt do this or want to in any other aspects of our public lives? When we go to hotel we 
don'tt expect to have to sleep in a room with several other people'. 
(Thomsonn and Golding 1975:225) 

Thee demand for privacy in Bangladesh is definitely not as strong as in the West. Bangladeshi 
peoplee do not have problems sleeping in the same room with other people. It is almost impossible 
forr a poor Bangladeshi to afford that level of privacy in his or her own personal life. Even so, 
afterr being admitted to the ward, they face unanticipated situations that threaten even their 
broaderr sense of privacy. As I mentioned before, the ward is an open hall with more then 100 
bedss placed in rows. The gaps between the beds are generally four or five feet at the very most. 
Sometimess a mattress is placed in this gap for extra patients when the beds are full. Few patients 
aree fortunate enough to get a small locker beside their bed. There are only 17 bedside lockers; the 
restt are broken or missing. The patients who get the corner-most bed, with a wall on one side and 
aa bedside locker consider themselves the most fortunate ones because they can have a kind of 
enclosed,, mini-world of their own in this vast open room. No matter the position of one's bed, 
everyone'ss privacy is still threatened in some way or other. 

Usingg the toilets is one such example of loss of privacy. Most ambulatory patients told 
mee that the one thing they were most disturbed by in the ward was the issue of using the toilets. 
Almostt all patients struggled to avoid using them. As mentioned before, there are four toilets (two 
forr male, two for female) for more than one hundred patients and all of their relatives, many of 
whomm have never used a commode. Running water is not always available. A big bucket in the 
toilett contains leftover food and other waste; crows are often seen inside the toilet picking 
throughh the garbage in the bucket. Though the toilet is cleaned daily, there are periods in the day 
whenn the toilet is so filthy that even entering into it is a horrible experience. One patient told me 
thatt when he finally entered the toilet that day after waiting in the long morning queue, he could 
nott last there long, began vomiting and returned to his bed without having used the toilet. 

Mostt of the patients in the orthopaedic ward are non-ambulatory; their traction or plasters 
confinee them to bed. These patients have to use bedpans for their toilet needs. I observed that 
whenn patients defecate into a bedpan, with the assistance of their relatives, the patients usually 
keepp their eyes closed, probably to avoid embarrassment. Bed curtains are not provided. One 
patientt told me: 'See, what punishment Allah has given me, now I have to defecate in front of so 
manyy people.' 

Too avoid such a state, most patients try to delay defecation as long as possible. A number 
off  patients defecate only once in two or three days. One patient did not go to the toilet until five 
dayss after admission. I found that a trategy patients use to avoid needing the toilet is to avoid food 
completely,, or to just eat very little. A schoolteacher whose hand was broken during an assault 
said:: 'I was afraid to eat, because then I would have to go to the toilet. 
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Publicc defecation and urination are not uncommon in Bangladesh. It is not unusual to see 
peoplee in rural areas defecating on the bank of the river, in the city slum areas or  along the side of 
thee railway lines. However, defecating inside a hospital ward, surrounded so closely by other 
people,, is experienced as excruciatingly embarrassing by patients. The experiences of Sue 
Chowdhuryy (2001), who writes about her  embarrassing experiences with using a bedpan in the 
presencee of others in a British hospital, probably hold true for  Bangladeshi patients. In stating that 
seekingg privacy for  the performance of our  bodily function is a universal human trait , she writes: 

II  was recently admitted to a trauma ward in a major  teaching hospital with mixed sex, 
andd four  bedded bays. The nature of my injur y meant that, for  several days, I could not 
movee or  be wheeled to the lavatory, so bedpans were the only options. I blessed my 
constipation,, refused the daily offers of Fybogel or  Senna, and lied to the nurse about my 
bowels...Off  course, there were bed curtains, which the nursing staff seemed to draw with 
aa particularl y energetic flourish whenever  they bustled in with a bedpan. But in the 
solemnn hush that then descended on the room, curtains were quite inadequate, however 
artfull yy a cringing patient might contract his or  her  sphincters to produce the matter 
withoutt  the attendant noise and smells. 

Inn addition, the patients are under  the scrutiny of a number  of doctors, medical students and staff 
memberss during the clinical rounds and teaching rounds. When the professor  talks about a certain 
case,, 10 to 15 people gather  around the patient's bed. They expose the injured part of the patient 
ass the professor  demonstrates and examines the damage and talks about its clinical features and 
treatmentt  plan. The other  doctors and students also examine the patient. They generally do not 
lookk at the patients face, but rather  concentratee on the injur y site. Though the doctors sometimes 
turnn to the patient when they need to ask some questions about his/her  complaint, the doctors 
usuallyy refer  to the patient as 'it' , 'that' , 'this' , and discuss him or  her  in terms of to his or  her 
complaint.. For  example, doctors say: 'I t is a Collies fracture' (a acture of the wrist), or  'That is a 
fractur ee of the shaft of the tibia' . We might recall similar  expressions in the beginning part of 
Chapterr  One. 

Lett  us return to the scene in which the professor  makes his round in the beginning of the 
day.. For  the duration of their  examination, patients remained passive and indifferent. It seems 
theyy do not know what to do. Some just keep their  eyes closed while some stare at the roof. The 
womenn feel most embarrassed when a number  of male doctors and students gather  around her 
exposedd leg for  examination. Sometimes they just cover  their  face with their  shari (a woman's 
robe)) during the examinatioa If someone hesitates to co-operate with the doctor  during the 
examination,, s/he receives a vigorous scolding. As a result, most of the patients remain silent and 
passivee during these rounds and allow others to examine his/her  body. 

Tajull  Isam, a 35-year-old man was lying on his bed while eight fourth-year  medical 
studentss surrounded him. The assistant professor  was giving a clinical lecture. He pointed to Tajul 
Islam. . 

'Soo this is a fractured patella [the bone cup in front of the knee]. The patella coordinates 
thee activity of the quadricep muscles.' 
Hee asked a student: 'What is the term for  profuse subcutaneous bleeding?' 
Thee student replied: 'Accymosis.' 
Thee assistant professor  said: 'Good. Feel whether  there is local rise of temperature, see 
whetherr  there is inflammation.' 

Thee students then examined Tajul Islam, one by one. Tajul remained silent and kept a vacant look 
throughoutt  the duration of the examination. None of the student talked with him as they examined 
him;;  they only discussed his X-ray. 
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Thesee were not the only people to examine Tajul. He was a medically interesting case, 
andd needed an operation. The whole day prior to his operation, different doctors and students 
camee to examine hinx He kept his leg exposed to the thigh for the most part of the day, so that he 
wouldd not need to continuously expose it and then recover it each time a doctor visited him. He 
toldd me later: 

That'ss my fate. What to do? Now I am trapped and people are pulling and pushing my 
bodyy from all sides. I am particularly scared about the big doctor. When he examines me, 
hee catches the very point where I have the most pain and presses it. I feel that my heart 
wil ll  stop, and want to scream aloud. But I cannot because I know he will be very angry 
andd scold (boka) me. I keep my eyes closed and bear it. 

BokaBoka (scolding) is one of things that patients receive from all the staff members, from cleaners to 
professor,, regardless of their rank. Scolding the patients and their relatives is an integral part of 
thee ward scene; they are scolded for a multitude of reasons, especially when they do not act 
accordingg to the expectations of the staff. The scolding starts right from their admission, when 
patientss are scolded for delaying their visit to the hospital and for visiting local bonesetters 
instead.. Doctors scold the accident patients for their carelessness and ignorance that caused the 
accident.. I remember the duty doctor scolded a semi-conscious man who had fallen from the roof 
off  a train and crushed his leg, while applying dressings to him. 

Youu fools deserve this kind of accident. You got up to the roof of the train all right. Then 
whoo told you to behave like a monkey? Why did you start jumping from roof to roof?' 

Thee man was hardly conscious enough to answer him. Doctors scold patients when they find that 
thee patients did not take the medicine properly or did not do exercise as was indicated, which 
happenss often. Doctors also scold patients if they cry or make sounds during their examination. 
Patientss are also scolded if they show interest in their medical records or ask questions, because 
thee doctors think it is unnecessary. 

Thee nurses also scold them for not following the medication and other instructions 
properlyy or for attempting to elicit any information regarding the treatment. Scolding by the ward 
boyss is directed mostly to the relatives of the patients, as the ward boys are responsible for 
clearingg the relatives from the ward, but the patients are also scolded by ward boys for the 
misdeedss of their relatives and for not cooperating properly with the ward boys' jobs, such as 
changingg the patients' beds, taking the patient to the X-ray department or changing a dressing. 
Cleanerss also continually scold the patients and their relatives for making the ward dirty. When I 
approachedd a patient whom the cleaner had scolded loudly moments before, he told me: 

See,, how these people behave. He is just a cleaner, and what nasty language he was using 
too me. He found a banana peel under my bed. But I know that is not the problem. I 
refusedd to give him money. If I would give him 10 taka and shit on the floor, I know he 
wouldd not say a word to me. 

Onn a few occasions I saw doctors slap the patients. One time, the CA was giving a U-Cast (a 
particularr kind of plaster, given for an upper-arm fracture) to a patient. To properly plaster the 
arm,, the patient needs to be seated in a certain position. But this particular patient was unable to 
maintainn the position for long and was moving too much for the doctor's taste. The CA told the 
patientt to sit still several times. When the patient again moved, the CA slapped him on his back. 
Thee patient then remained silent and tried to cooperate. On another occasion an adolescent girl 
refusedd to enter the operation theatre. She was scared and crying. The family members tried to 
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convincee her but failed. Then the duty doctor came and slapped her in the face. The girl stopped 
cryingg and went into the theatre. 

Somee patients however, actively showed concern about their dignity. Mamtazuddin is a 
schoolteacherr who broke his leg in a traffic accident. Upon admission he was given just a bed 
sheett on which to lie on the floor, as all the beds were occupied and there were no mattresses left. 
Hee felt embarrassed to lie on the floor and requested the doctors and nurses to move him to a bed 
Thee staff told him clearly that he would have to wait for a day or two. Mamtazuddin approached 
mee and whispered in my ear in English, (probably to prove his education and to distinguish him 
fromfrom other patients): 

II  am a mathematics teacher in Razbari School. My students came to visit me and it was 
veryy shameful for me when they saw me in the dirty floor along with all these labourers. I 
amm not rich enough to afford a private clinic, but I deserve some honour. 

TheThe horror of the operation theatre 

Oncee a week Unit Two has an operating theatre (OT) day; only emergency operations are 
performedd on the same day the patient is admitted. On that day, the professor makes no rounds; 
mostt of the doctors go straight to the operation theatre. The patients are prepared for the operation 
thee day before. Operations run from the morning until the afternoon. Although the patients 
believee that the operation wil l hasten their recovery and rescue them from their terrible pain, the 
operationn is also a dreadful event for them. 

Mohammadd Ah, who runs a small grocery shop, broke his left leg in a bus accident. 
Twelvee days after admission, he wil l have his operation. The day before his operation I talked 
withh him. 

Me:: How are you today? 
Ali :: I still have pain. But finally they have decided to operate me. May Allah cure me. 
Butt I am also very scared about the operation. 
Me:: Why? 
Ali' ss wife: From the day his operation date has been declared, he cannot sleep any more. 
Hee gets up in the middle of his sleep. 
Me:: Why are you scared? 
Ali :: Whenever I close my eyes, I see myself in the operation room. I see the doctors are 
makingg me unconscious, cutting my leg. And when the operation is over, I am unable to 
recoverr from the unconsciousness. This thought panics me. 
Patientt in the bed next to his: Don't worry, this is nothing. I just had my hernia operated. 
Youu wil l not feel anything. You wil l just sleep and they wil l do their job. 

Al ii  received many visitors before the day of his operation. Relatives from distant places came to 
payy a visit to him. His operation is a special event for them. Everyone consoled him. 'Don't 
worry;; all wil l be fine. We are all praying to Allah'. I spoke with his visiting relatives. They all 
seemedd anxious about the operation, although they were not showing their worry to Ali , and were 
tryingg to give him courage instead. One of Ali' s elderly relatives recited Koranic verses and blew 
thee holy air from her mouth all over Ali' s body, particularly on his left leg, which was the one to 
undergoo surgery the next day. 

Ali' ss brother had brought all the medicines necessary for the operation. The staff had to 
doo a number of preoperative pathological tests, which were all done at laboratories outside the 
hospital,, with the exception of the blood tests, which were done on the hospital premises. They 
alsoo had to buy blood for him. All of this cost a lot of money. Ali is paying for it with the littl e 
savingss he had. 
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Onn the day of the operation, the nurse arrived in the morning, organised all of the papers 
relatedd to the operation, took the consent form to be signed and told Ali and his family to be 
prepared.. Ali was not allowed to eat anything. The ward boy came with a trolley and took Ali to 
thee fourth floor, where the operation theatre is situated. Ali' s wife, brother, elderly father and 
adolescentt son accompanied him to the fourth floor. The ward boy told them to call Allah. He 
tookk Ali inside the collapsible gate of the OT while the family members remained outside the 
collapsiblee gate in the lobby. There were tears on Ali' s wife's face. They didn't exchange any 
words.. Ali' s trolley, with Ah still on it, was kept in the preoperative room along with the four 
otherr patients waiting for operation. Al i was third in line; there were two minor operations before 
him.. There was dead silence in the room. Nobody talked to each other. I broke the silence by 
askingg Ah if he was scared. He did not answer, but only gave me a blank look. I tried to console 
him,, and told him to not be scared. 

Att that point, another ward boy came with a trolley in which an elderly lady was lying 
withh her right leg broken. Her sari soaked with blood. She was screaming. She had had an 
accidentt a few hours before, and came to the OT from the emergency department. She was 
shouting:: 'Please don't do an operation on me. I will die if you take me to the operation table. I 
wil ll  be okay without an operation, I am sure.' The ward boy scolded her: 'Don't shout, otherwise 
thee doctors wil l cut both your legs.' The ward boy left her in the preoperative room. The lady saw 
mee and said: 

Myy dear, you are like my son, are you a doctor here? Please don't take me to the 
operationn room. Please request the doctors to not to do an operation on me. Please keep 
myy word, Allah wil l bless you'. 

II  told her that the doctors would see what is best for her. 
Afterr an hour, the ward boy took Ali inside the OT. Ali was laid down on the operation 

tablee with his arms extended on arm boards. The nurse was busy preparing the linen, cotton wool 
andd dressings that had been autoclaved in separate drums and picked out by lifters. The doctors 
weree busy changing gloves and putting on OT gowns, which are usually white or sometimes ash 
coloured.. All of the staff inside the OT wear white masks. The appearance and the atmosphere 
insidee the OT is quite dramatic. 

II  asked AJi again if he was okay. Again, Ali said nothing. He was cold with fear. The CA 
wass in charge of the operation, and was assisted by the medical officer and an intern. This 
proceduree was called 'Open reduction and internal fixation of femur with plate and screw'. The 
medicall  officer covered all of the parts of Ali' s body except for the operation site. The 
anaesthesiologistt was busy with the anaesthesia machine. The CA tried to find a vein in Ali' s arm 
forr pre-operative medication. While preparing for the operation the doctors discussed their strike 
thatt would take place the next day. After a while Ali was well anaesthetised. The doctors opened 
thee muscle of his leg and started to fix the broken bone with a plate and screw. 

Whilee they were doing the operation I left the OT and went to the lobby where his family 
memberss were waiting. I saw Ali' s wife in munajat (a praying posture) with tears in her eyes, his 
fatherr was counting a tasbi (a string of beads for counting the numbers times he called Allah) and 
hiss brother and son sitting silently against the wall. They all stood up and approached me with 
anxiouss eyes, but they did not ask me anything. I assured them everything was going well, and 
thatt Ali' s operation was indeed successful. He recovered promptly from the anaesthesia. When I 
saww him the next day, he gave me a broad smile and said, 'By the grace of Allah and doctors 
help,, I might be able to walk again.' 

Manyy patients are not fortunate enough to have such a post-operative smile. Abu Bakar, a 
25-year-oldd man, was the helper of a lorry driver. He wanted to learn to be a driver. His boss, the 
driver,, agreed to give him driving lessons. After six months of lessons he was confident enough 
too drive the lorry by himself. Abu Bakar then began preparing to apply for an official driving 
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license.. Even though he did not have one, sometimes the driver allowed Abu to drive the lorry so 
thatt he could take a rest. Abu Bakar was on one such trip when he had an accident with another 
lorry,, his right leg was completely fractured. 

Whenn he was admitted, the doctors asked his family to buy an external fixator (a device 
too fix the fractured bones externally). It was an expensive device; moreover, they found that it 
wass not available in the city. They needed to buy it in the capital city, Dhaka. It took time to 
arrangee the money and then send a relative to the distant city to buy the device. In the meantime, 
thee doctors kept it bandaged and maintained the dressings. However, after a couple of days the 
doctorss thought it was not possible to wait anymore and decided to operate. When they opened 
thee wound, they found it to be extremely infected. During the operation, the doctors decided that 
itt was no longer possible to keep the leg and that they would have to amputate it. They talked 
withh Bakar's uncle who was waiting outside of the OT about his condition while Bakar was still 
underr anaesthesia. They asked him to sign a consent form regarding the amputation. Bakar's 
unclee had no option but to sign it. Bakar's foot was amputated from the ankle down. Bakar told 
mee later: 

Whenn I gained consciousness after the operation, I found myself again in my bed. I was 
feelingg happy inside. Now I am going to be okay again. Now my dream wil l come true. I 
wil ll  soon appear the driving license test and have a license. I wil l no more be a helper but 
aa proper lorry driver'. While I was lying on the bed, my body was covered with a sheet. I 
hadd a desire to see my foot. I removed the sheet from my leg, and found nothing was 
there.. I screamed 'Where is my leg?' I was shouting to my uncle 'Where is my leg?' He 
didn'tt tell me that they had cut my leg. I felt helpless. I cried for the whole evening. All 
myy dreams are gone. My life is ruined. 

ButBut lam happy 

Inn the midst of all the dissatisfied voices, there were a few patients who did not complain much 
aboutt the ward, but were rather happy to be there. Below are the voices of several contented 
patientss in the ward. 

Ashraff  Ali is a religious man, a Sufi, and works in a shrine. He said: 

II  have no complaint about the hospital. Why should I complain? We should never 
complainn about life. I am here because Allah wanted me to be here. It is all Allah's will . 
Allahh sometimes wants us to pass through such difficult times. He tests us, examines our 
patiencee and faith. This is an opportunity for me to show Allah my spiritual strength. 

Shoebb Ahmed is a schoolteacher. He said: 

Iff  I would try I could enter a private clinic, I could have, though with difficulty. I 
preferredd the government hospital. Once my son was admitted to a private clinic for an 
appendicitiss operation. All they want there is money. It is just business. They made all 
sortss of irrelevant bills. None of these private clinics are proper hospitals. It [the hospital 
hee entered] is just a rented house and they made the dining room of the house into an 
operationn theatre. Moreover, there are just one or two doctors; they decide everything. If 
youu want to call a professor, you will have to wait until it is convenient for him to come, 
andd wil l have to pay a lot extra. Here at least there are number of doctors, who can 
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interactt with each other and decide about a case. The professor is also available almost 
everyday.. Yes, the resources are very limited and the behaviour of the staff is very bad. 
Butt what can you expect from a hospital of such a poor country? 

Bodorr Mian is a beggar. He said: 

II  have no money. I have no one to help me. They have admitted me, and have given me a 
bed.. The doctors have arranged medicine for me. Who helps a beggar? I am happy. 

Rowashann Ara is female college student. She broke her hand when she slipped on the ground. Her 
parentss had kept her confined to the house for several weeks to prevent her meeting with her 
boyfriend,, whom her family does not like. She told me: 

Myy parents didn't want me to get involved with any boy before my marriage. But in spite 
off  their objection I continued to meet with him. Then they confined me to the house and 
stoppedd me from going to college. I was not allowed to go out of the house or meet with 
anyonee for the last month. This accident brought me out of the confinement. Here in the 
wardd I can meet so many people. It is as if the hospital has brought me freedom from a 
jail .. I am feeling free. 

Discharge Discharge 

Itt takes a long time for an orthopaedic patient to be completely cured. As most of the patients are 
traumaa cases, after they recover from the initial crisis, there is still a long phase during which they 
aree immobilized and must rest. The hospital usually discharges the patients after the initial 
complaintss subside. The patients are then advised to rest and to follow the doctor's instructions at 
home.. Discharge of the patients is decided during the daily round of the professor. As mentioned 
earlier,, doctors write the discharge certificate or treatment advice after the round is over, and the 
nursess supply the discharge certificates to the patients and explain the instructions to them. 
However,, because of the extremely high number of waiting patients, many doctors discharge 
patientss even before they have satisfactorily recovered from the initial trauma. Oftentimes, the 
dischargee is not properly negotiated with the patients, and as a result there are sometimes disputes 
betweenn the staff and the patient. 

AA nurse handed the discharge certificate to a patient. It seemed that the patient did not 
knoww that he had been discharged. 

Hee said: 'Why are you discharging me? I am not yet cured.' 
Thee nurse replied: 'It will take months for you to get cured. We cannot keep you that long 
inn the ward. Hundred of patients are waiting outside. We have given you the main 
treatment.. Now you need to rest and do some exercise. Go home and lay down in your 
ownn bed.' 
Thee patient responded: 'I came to the hospital lying on the trolley, I want to leave the 
hospitall  on foot. You cannot discharge me like this.' 

Thee nurse complained about him to the duty doctor. The duty doctor came and scolded the patient 
andd asked him to leave the hospital immediately. 

Sometimee patients are also forced to leave the bed that they presently occupy. An old 
mann with a fractured hand was discharged in the morning. As the condition of his hand was 
reasonablyy good, he did not object to leaving the hospital, but he told the nurse that he was new to 
thee city and wanted to wait for his son, who would come to fetch him in the evening. But nobody 
paidd any attention to his request. A newly admitted patient was placed in his bed and the ward 
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boyy took all the old man's belongings and put them on the veranda and asked the old man to wait 
there.. The old man remained seated on the veranda with his plastered hand until his son came in 
thee evening. 

Somee patients, however, leave the hospital with a happy smile. Doctors have saved many 
severelyy injured, unconscious victims, such as those who have been involved in a traffi c accident. 
Thesee patients and their  relatives are very happy when they are discharged. Another  example is 
thee case of a factory worker  was admitted to the ward when a machine cut his index finger. His 
partiall yy detached finger was hanging from his hand and he was screaming when he first came to 
thee ward. The doctors performed an operation that enabled him to retain his finger in the original 
position.. When he was discharged after  two days, he left the ward with a wide smile. 

Somee patients leave the ward before the doctors have discharged them, after  either  being 
frustratedd by the treatment procedure or  sometimes as a symbolic protest against the humiliation 
andd disregard they are shown. Generally patients can leave of their  own accord by giving written 
consent.. But in the case of traffi c accidents and other  crime-related cases, the patients cannot 
leavee of their  own will . These police cases need a proper  discharge certificate with treatment 
indications.. If the patient still wants to leave, the staff usually allow him to and records him as an 
abscondingg patient In a few cases, the patient may abscond without informin g the staff. Below 
aree two cases where the patients left the hospital as a sign of protest. 

Abuu Bokor  had a fractured femur. The doctors told him that they would do an operation 
onn his leg, but did not confirm when they would do it. After  waiting for  ten days, he decided to 
leavee the hospital. He told me: 

Thee hospital people keep telling me that soon they wil l do the operation, but I don't know 
when.. They do not answer  me if I ask anything. I am wasting my time lying here day 
afterr  day. It is better  to he at home. Finally yesterday they told me to havee an X-ray. They 
saidd that the X-ray machine of the hospital was not working, so I had to contact a private 
X-rayy laboratory and pay to have it done. So I made an X-ray from a private laboratory 
yesterdayy which cost lots of money. But today the doctor  said that the X-ray is not 
correct,, that I wil l have to do it again. Now I am fed up. I don't want to continue here. 
Myy relatives have negotiated with a harvanga kobiraj (bone setter) and I wil l use his 
treatment.. Please don't say this to the doctors. They will be very angry. But this kobiraj is 
veryy famous, many patients come to him from all over  the country. He cured many 
patientss that the hospital failed to cure. I am sure he wil l be able to cure me. 

Abuu Bakar  therefore left the hospital as an absconding patient. 
Jillu rr  Rahman left the hospital the very day he was admitted. The gatekeeper  asked his 

brother,, who accompanied him to the hospital, to leave the ward during the doctors' round. His 
brotherr  took his time leaving, so the gatekeeper  beat him with the stick that he always carries. 
Jillu rr  Rahamna's brother  left during the round, but as soon as the round was over  they told the 
stafff  that they wanted to leave the hospital. Jillur  told me this on his way out of the hospital: 

Wee may be poor, but that does not mean that we will be beaten by a gatekeeper. I cannot 
stomachh this insult If needed, I will sell my property and I wil l get treatment from the 
privatee clinic. If I can pay, nobody will dare to humiliate us. 

Ann uneaten hilsha fish 

Forr  some patients, all attempts to cure them failed and the patient dies. The relatives who brought 
aa living patient to the hospital leave with a dead body. 

Liakat ,, a twelve-year-old boy who was run over  by a lorr y while on the way to his 
school,, was brought by his mother  and a neighbour  to the hospital. He had just said good-bye to 
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hiss mother and stepped into a rickshaw in front of their house when suddenly a lorry hit the 
rickshaww from behind. Liakat fell from the rickshaw and the lorry drove over his abdomen. The 
accidentt happened right in front of his mother. His body was crushed from the chest down; he 
wass in shock, though his pulse indicated that he was still alive. Liakat needed oxygen, life saving 
drugss and saline. The only oxygen cylinder in the ward was being used by another patient in Unit 
One.. The doctor ordered the ward boy to bring the oxygen from the neighbouring ward, and he 
rushedd to fetch the cylinder. The nurse quickly brought the one ampoule of a life saving drug they 
hadd in stock and the doctor administered it. But Liakat needed more. In the meantime, Liakat's 
fatherr rushed to the hospital from his work place. When he arrived, a doctor gave him the list of 
drugss and saline to buy as quickly as possible. Liakat's father ran towards the drug shop, Liakat's 
mother,, who was waiting in the corridor, cried out loudly to Allah. Liakat began to collapse. The 
doctorr pumped Liakat's heart; every minute was precious for Liakat's life. The ward boy came 
withh the oxygen cylinder, and after a while, Liakat's father arrived with the drugs. But it was too 
late.. Liakat died. The doctor checked his pupils, and declared that he was dead. 

Liakat'ss father remained standing beside the bed bewildered; the pack of saline and 
mediciness were still in his hand. Liakat's mother fainted; the neighbour who accompanied her 
tookk her into the corridor. The doctor left. The ward boy put the dead body on a trolley and 
coveredd it with a white sheet. He kept the trolley in the corridor and told Liakat's father to wait 
untill  the death certificate was issued. The father stood mutely beside the trolley, water falls from 
hiss eyes. It took a long time to issue the death certificate. The doctor was busy discussing an 
operationn case with the professor; he only filled out the death certificate form after he finished his 
discussion.. Even then, the certificate remained on the table because it has to be signed by the 
casualtyy medical officer, who was in the outdoor patient's consulting room. The administrative 
officee also needed to be informed. Liakot's parents waited in the corridor with the covered body 
off  their dead son. The neighbour lighted some agorbati (a stick used in religious functions that 
producess aromatic fumes when lighted) around the trolley. Liakot's mother gained consciousness 
andd sat close to the trolley, holding one of its legs. She cried in a low voice about how Liakot 
wantedd to eat a hilsha fish today, which she was about to prepare. The busy hospital staff passes 
by,, other waiting relatives exchange anxious looks. 

Summaryy and discussion 

Inn this chapter I have described the experiences and concerns of the patients admitted in the 
orthopaedicc ward. Most of the patients are poor, illiterate, predominantly male, young adults 20 to 
400 years of age. They are mostly victims of traffic accidents, criminal violence and occupational 
hazards.. In relation to other illnesses, these musculo-skeletal injuries have the most tremendous 
impactt on the patient, the family and the society in general (Hench 1991). Such injuries result in 
greatt physical and psychological pain, limitation of daily activities, loss of independence and 
reducedd quality of life, as well as direct and indirect economic loss. This misery was multiplied in 
variouss ways in the case of the orthopaedic patients of Chittagong Medical College hospital. I 
havee described how after the initial shock of being in an unfamiliar place, the patients are lostt in a 
labyrinthh of various uncertainties. It is a great hurdle for the poor, illiterate patients to familiarise 
themselvess with the rules and procedures of the hospital administration. Although they manage to 
findfind some ways to deal with the official procedures, they remain constantly anxious about their 
medicall  condition, as little or nothing is communicated to them about their diagnosis and 
prognosis.. Doctors become angry if patients show an interest in their own medical records. 
Becausee the hospital provides little besides the bed and the free consultation, the patients are 
particularlyy devastated because of their heavy economic that hospitalisation represents. Patients 
sufferr economic loss due to direct expenditure on medicine and other materials and informal 
payments,, such as those for the limited care and the services they receive from the lower-level 
staff.. They also suffer indirect economic loss due to their inability to work. As a result, most poor 
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patientss are economically ruined by their  hospitalisation. They usually use the traditional familial 
orr  patron-client support system to deal with this economic crisis. Patients take loans from kin or 
theirr  boss; some must also sell their  properties. The poor  patients become poorer. 

Thee physically, mentally and economically crushed patients also experience humiliation 
fromfrom  the doctors and other  hospital staff throughout their  hospital stay. The patients are 
incorporatedd into the organisation at a level lower  then any hospital staff. They are scolded and 
intimidatedd by all levels of hospital staff if any breach of conduct is observed among them. Their 
privacyy and dignity are greatly limited. The patients of the open ward must conduct their  private 
bodilyy functions publicly. Moreover, as it is a teaching hospital, patients' body parts are 
objectifiedd and examined throughout the day by different kinds of doctors and medical students. 

Despitee all these miseries, patients rush to this hospital because it is the only public (and 
thereforee the cheapest) tertiary-level hospital for  thousands of poor  Bangladeshi patients. In their 
pragmatism,, they overtly submit to the domination of the hospital staff, but covertly make jokes 
aboutt  them, break rules and sometimes even reject hospital care as an attempt to maintain their 
dignity.. They sing, laugh and tell stories to make their  hospitalisation bearable. Many of them 
becomee cured and leave the hospital with a smile. 

Inn general, this chapter  depicts the vulnerabilit y and subordinate position of the patients 
inn relation to doctors and other  medical staff in this Bangladeshi hospital. Much has been 
discussedd about the relational asymmetry of doctor  and patient and the dominance of the medical 
professionn in the practice of Western medicine (Friedson 1970; Lupton 1994; Starr  1982; Will s 
1989).. These authors argue that the power  of medical professionals is maintained by their  control 
overr  medical knowledge and autonomy over  their  work. On the other  hand, the Foucauldian 
approachh stresses that power  in the context of the medical encounter  is a strategic relation that is 
diffusee and invisible (Amstrong 1987). Explicit coercion is generally not involved; the patient 
voluntaril yy gives up his or  her  body to the doctor's or  nurse's gaze because that is what they have 
beenn socialised to expect However, patients, mainly in the West, have been challenging this 
medicall  dominance and demand adequate information about treatment and wanted to be involved 
inn the decision-making about their  care (Annandale 1989; Elston 1991; Fisher  &  Groce 1985; 
Maseidee 1991; McKeganey 1989; Wiles &  Higgins 1996). But such insistence on a patient's 
autonomyy is not observed in non-Western countries; in contrast patients there remained 
remarkablyy subdued (Creyghton 1977; Lazarus 1988). As we saw, this was the case for  these 
Bangladeshii  patients. There are number  of socio-political and cultural reasons behind this 
subordinatee attitude of patients in Bangladesh. 

Theree are clear  structural obstacles between doctors and patients in Bangladesh in the 
termss of their  social inequalities. The lower  class, poor  patients in the government hospital 
experiencee the dominance of the middle and upper  class doctors in the same way they experience 
thee dominance in other  spheres of life outside the hospital Waitzkin (1984) and Navaro (1976) 
pointedd out that the power  relations in the biomedical encounter  in a stratified society are related 
too the dominance of the middle and upper  class doctors and nurses who are in positions of 
influencee in the medical system. They dominate the lower  class and working class, who comprise 
thee bulk of patients and who have littl e control over  their  medical treatment or  working 
conditions.. Li connection to this, Waitzkin and Brit t commented: 'Doctor-patient encounters 
becomee micro-political situations that both reflect and contribute to broader  social relations, 
includingg social class and political-economic power' (1989:583). 

Althoughh this form of inequality might be observed in various economically developed 
countriess (as no society has reached complete equality), some societies are more unequal than the 
others.. In Bangladesh, the difference between the power  and wealth of the rich and poor  is 
extremelyy large; as a result the hierarchy is also intensely stratified. 

Otherr  authors have considered the submissiveness of the patients in non-Western 
societiess as a pragmatic gesture to maximise their  opportunities in an unequal society. For 
example,, based on her  fieldwork in Sri Lanka, Sachs argued that the expectations of biomedicine 

82 2 



thatt Sri Lankan patients had were different from those of Western patients. She noted that the 
negativee evaluation of asymmetrical medical encounters in the West might partially conceal or 
makee invisible some of its qualities that make it work in other contexts. She wrote: 

Inn Sri Lanka the expectations seem more realistic as to what biomedical care can give in 
relationn to other options. The caste system and the overall asymmetry of power relations 
inn society help people expect what is there for them - and they get it (Sachs 1989:346). 

Likewise,, the expectations of the Bangladeshi patients are also of a technical kind. Their main 
aimm was to obtain maximum service from this cheapest available public hospital. Not being 
submissivee would reduce their opportunities to obtain what services are available. 

Furthermore,, Kirkpatrick (1979) pointed out that the demand for patient's rights and 
autonomyy in the West is connected to the social values embedded in Western culture, where self-
sufficiencyy is cultivated as a desirable personality trait. In Bangladesh, on the other hand, the 
principlee of hierarchy in interpersonal relations is culturally accepted as right and necessary, and 
iss ritualised in many ways. Maloney observed in Bangladesh: 

Whenn two people meet in daily intercourse they commonly establish relative rank one 
wayy or another; it may depend on wealth, lineage, education, rank of employment, or 
evenn a small difference in age. In daily intercourse a person accorded higher rank than 
anotherr is accorded the right to extract services and respect from him, he provides some 
patronagee in return. Thus, in the moral order reciprocity is expected between the 'big' 
andd the 'little' people (Maloney 1986:40). 

Thee 'little' Bangladeshi patients therefore do not find it unusual when the 'big' doctors dominate 
overr them. Yet it is interesting to observe how these patients also sometimes try to maintain their 
self-respectt by covertly resisting the domination through subversion of discipline, humour or by 
rejectingg the hospital care. These everyday forms of resistance are the 'weapons of the weak' 
describedd by Scott (1985). 

Thee economic loss of the patients due to hospitalisation is linked with the overall poverty 
off  the country. I have described how the hospital receives only half of its required budget, which 
resultss in a chronic lack of medicine and equipment supply, as well as a shortage of manpower. 
Ass a result, poor patients have to make a lot of formal and informal expenditures to be treated at 
thee hospital. The high concentration of male patients in the ward is also a feature of Bangladeshi 
society.. This fact demonstrates that this is a country where men are the main work force, while 
womenn have relatively restricted public life. Fewer job opportunities and value of the Islamic 
practicee of purdah (seclusion) keep women confined mostly within home. As a result they are not 
thee ones exposed to the factors causing orthopaedic problems. Finally, the types of casualties tell 
uss about the society outside the hospital. The stories behind the criminal assault cases reflect the 
levell  of violence and intolerance in the society outside of the ward. It is obvious from the stories 
thatt these crimes occur in a society where masses of people are fighting over limited resources. 
Onee person has his relative's hands cut off to acquire a piece of land, another attempts to murder 
hiss employer for dismissing him from his job, while another breaks his neighbour's hip with a 
kickk simply because the vines of her bean tree have climbed over his mango tree. The road traffic 
accidentt cases show remarkably poor compliance with traffic and motor vehicle laws and at the 
samee time people's ignorance of traffic rules. The Bangladesh Police Report (1999) also confirms 
thesee factors as the main causes of road accidents. The accidents during work demonstrate the 
poorr occupational safety measures mainly for manual workers. Victim of crossfire between 
governmentt army and tribal rebels reveals the ethnic conflicts prevailing in the country. 
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Chapterr  VI 

RELATIVES ::  SILENT SAVIOURS 

II  was talking to Abdul Khaleque, an elderly man who had broken his right hand and right leg 
whenn a car hit him as he was crossing the highway near his village. He hardly ever came to the 
city,, but now he is trapped in this big city hospital bed with two plastered limbs. As this is harvest 
season,, his two sons are busy in the fields in the village. His wife is taking care of him in the 
hospital.. He told me that his wife stays with him day and night and helps him with everything in 
thee hospital. His sons sometimes come in the evening. 

Ass Abdul Khaleque cannot move his hands, his wife had just finished feeding him 
breakfast.. After a while it was time for the professor's round. As usual the nurses, ward boys and 
cleanerss all started to shout at the relatives of the patients, telling them to get out of the ward. One 
wardd boy shouted at Abdul Khaleque's wife to leave the ward quickly. I asked Khaleque where 
hiss wife waited during the professor's round. Khaleque told me that usually she goes out and sits 
withh other relatives in the corridor in front of the operation theatre, but today she is feeling too 
weakk to go out because she could not sleep the night before. Khaleque was having pain in his leg 
andd she remained awake to caress his head. 

II  left them there and joined the professor's round. After the round I went back to them 
andd asked Khaleque whether his wife was already back. Khaleque lowered his voice and asked: 
'Iss the professor gone out of the hospital, or can he come again to the ward?' I told him that he 
wass gone and there was no chance of him returning to the ward. Khaleque then whispered: 
'Actuallyy she is just here beneath my bed. I told you that she was very weak; she didn't go out.' I 
wass surprised because I had been standing beside his bed for some time but had not noticed 
anything.. Khaleque then asked his wife to come out from beneath the bed. Khaleque's wife came 
crawlingg out from under the bed with a sigh of relief. Luckily, Khaleque's bed was in a comer of 
thee ward, so it was a good place for her to hide during the round. 

Ass we were talking, Khaleque's wife reminded him that he needed to take some 
medicine,, which she then helped him with. After some time, an intern doctor came with a slip 
withh a new list of medicines on it and asked Khaleque if there was someone who could bring him 
thesee medicines. Khaleque said that his younger son was coming in the evening, and that he 
wouldd be able to bring such medicines. The intern then opened the bandages over Khaleque's 
woundd and began redressing them. After a while, the intern doctor said that he needed to leave for 
aa while, and asked Khaleque's wife to carry on with the washing. He instructed her how to do it. 
Butt she found it very difficult to catch the gauze with the forceps. After all, she had never seen 
forcepss before. After the intern left, Khaleque's wife told me: 'You see I came with a patient and 
noww they want me to become a doctor.' 

Itt is always possible to see one or more of the patient's family members in and around the 
ward.. Usually relatives bring the patient to the hospital. In the case of traffic accidents, the 
patientss are brought from the site of the accident to the hospital by strangers, but soon afterwards 
thee relatives arrive in the hospital. Usually one of the relatives then becomes 'attached' to the 
patientt during the whole period of the patient's hospital stay, and plays an important role in 
caringg for the patient. In fact, patients' family members are crucial players in the overall 
functioningg of the ward. It is generally not possible for the limited number of nurses and ward 
boyss to take care of the more than 100 admitted patients in the ward. Moreover, most of them are 
engagedd in tasks other than the provision of patient care, such as paperwork, gate keeping and 
bringingg tea to the doctors. As a a result, although relatives are not part of official organization of 
thee hospital, the staff members heavily rely on them for much patient care. Therefore, relatives 
aree essential actors in the informal organisation of the ward. In this chapter, I will describe the 
variouss roles the relatives play in the ward and will examine their experiences in the hospital. 
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Whoo are they? 

Usuallyy the immediate kin members of the patient act as attendants. In some cases, fellow 
workerss or colleagues also stay with them in the hospital There are, however, a few patients who 
doo not have anyone to attend them at all. The following tables give information, taken at a certain 
pointt during my fieldwork, about the identity of the attendants of the patients. 

Tablee 6.1: Relationship of the attendants to the patient 
RelationRelation to 
thethe patient 

Wife e 
Mother r 
Father r 
Brother r 
Son n 
Felloww worker 
Sister r 
Uncle e 
Sister-in-law w 
Brother-in-law w 
Father-in-Law w 
Noo attendants 
Totall  attendants 

Number Number 

8 8 
7 7 
6 6 
6 6 
5 5 
4 4 
3 3 
3 3 
2 2 
2 2 
1 1 
3 3 

49 9 

Tablee 6.2: Gender  of the attendants 
Gender Gender 

Male e 
Female e 
Total l 

Number Number 
29 9 
20 0 
49 9 

TableTable 6.3: Age of the attendants 
AgeAge range 

(Years) (Years) 
20-30 0 
31-40 0 
41-50 0 
51-60 0 
61--
Total l 

Number Number 

18 8 
17 7 
12 2 
2 2 
0 0 

49 9 

Tablee 6.4: Occupation 
Occupation Occupation 
Housewife e 
Small l 
business s 
Student t 
Farmer r 
Factory y 
Worker r 
Government t 
Service e 
Teacher r 
Total l 

off  the attendants 
Number Number 

16 6 
12 2 

8 8 
5 5 
4 4 

2 2 

2 2 
49 9 

Tablee 6.1 indicates that the wife, father, mother, brother, or sister most 
frequentlyy stays with the patient. Sometimes an uncle, brother-in-law, sister-in-
law,, father-in-law or even a fellow worker acts as an attendant. In these cases, 
usuallyy the immediate kin are either living far away or were dead. In the case 
off  children under 12 years of age, the attendants were always the mothers. In 
femalee wards, all the attendees were female. 

Sometimes,, however, there is an entirely different kind of attendant: 
policee agents who guard patients who are prisoners. There are always two 
policemenn beside the hospital bed of a convict. They have no emotional 
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attachmentt to the patient, yet they must stay there and act as both a guard and 
attendant. . 

Itt is interesting to notice that the majority of the attendants are 
males.. This is contradictory to the prevailing notion in Bangladeshi 
societyy that care giving is female work. Patients gave various reasons for 
thee absence of female family members from their bedside. Reasons of 
inconveniencee were most frequently mentioned. It is often not possible 
forr women to leave their household responsibilities; it is also 
inappropriatee for women to stay in the male ward, as mentioned earlier 
thatt the Islamic notion of purdah (seclusion) is important for women in 
Bangladesh.. The tables regarding the age and occupation of the relatives 
showw that most of the attending relatives are between the ages of 20 and 
400 years of age, and that they are involved in various wage-earning jobs. 
Thus,, a second healthy male must accompany the wounded one, and 
leavee his regular job or business. This has further consequences for the 
economicc lif e of the family, for additional income for the family is lost. 
Inn spite of the economic loss, family members regularly sacrifice their 
routinee lif e to support their ailing relatives or friends. 

Performingg all the crucial tasks 

Thee attendants perform a number of functions that are crucial to the care of the 
patientss and the running of the ward. The list below summarizes the assistance 
providedd by the attendants to their sick patients: 

1.. Helping in feeding, washing and toilet 
2.. Bringing food and medicine from outside 
3.. Assisting with administering medication and with monitoring exercise 
4.. Negotiating with hospital staff 
5.. Intermediary with the outside world 
6.. Providing emotional support 

Orthopaedicc patients are generally bed-ridden, so they are very much 
dependentt on their attendants to meet their bodily needs like going to the toilet, 
feedingg and washing themselves. Some of the ambulant patients can walk to 
thee toilet without the assistance of their relatives, but most patients are unable 
too move to the toilet alone or even at all. In these cases, relatives help them 
withh the bedpan. As mentioned before, the ward boys or cleaners sometimes 
helpp the patients with their bedpan in exchange for payment. Many patients 
cannott even sit by themselves; relatives need to hold them while they sit. 
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Attendantss also feed the patients. Patients with plasters on their hands 
cannott eat by themselves. Those with leg fractures cannot sit properly to have a 
meal.. In addition to feeding the patients, attendants help them to acquire food 
fromfrom outside the hospital. Most patients said they do not like the food supplied 
byy the hospital, as they find it tasteless. Some of the patients who can afford it 
requestt at least some carry out from the nearby restaurant. Others want food 
fromfrom home. 

Attendantss also help the patient with washing. It is almost impossible 
forr patients to take a complete bath due to their plasters and traction. The 
attendantss therefore regularly wash the patients body by sponging them off 
withh a wet cloth as they sit or lie in bed. I have never seen a nurse or other staff 
memberr help to feed or wash the patients. 

Ass previously mentioned, the government hospital has a limited and 
irregularr supply of drugs. As a result, patients have to buy nearly all of the 
cruciall  drugs from the medicine shops. The physically disabled patients depend 
completelyy upon their attending relatives to go and purchase them. The doctors 
onn duty usually give the attending relative a small slip of paper on which he has 
writtenn the names of the required drugs. After the relative buys the drugs from 
thee nearby shop, he or she hands them over to the doctor, nurse or ward boy. 
Thiss is a crucial task; the treatment does not start until the attendant brings the 
medicine.. Likewise, it is imperative for a relative to remain present just outside 
thee operating theatre during surgery, because they are responsible for hurrying 
too fetch additional medicine or surgical supplies should they be necessary 
duringg operation. 

Relativess also help to administer medication to the patients. The nurse 
usuallyy instructs the relatives about the appropriate dose and asks them to 
followw up the schedule of medication. Illiterate relatives remember the doses 
accordingg to the colour and size of the tablets and capsules. 

Sometimess relatives are asked to assist and monitor the patients' 
exercisess that the doctor has stipulated they do. For example, some patients are 
askedd to flex and extend their fingers in certain positions five times a day. The 
relativess are trained how to do the exercise and asked to assist the patient while 
hee or she does the exercise. 

Itt was also interesting to notice that the relatives sometimes dress the 
patient'ss wounds. As the limited number of staff cannot manage to give all the 
necessaryy dressings indicated for the day, they sometime train the attending 
relativess on how to wash the wound with antiseptic or how to apply a new 
bandage.. Nurses and intern doctors usually train the attendants, as was the case 
withh Khaleque's wife at the beginning of this chapter. 

Ass mentioned in the previous chapter, by bribing the lower staff, it is 
possiblee to get preferential treatment in the ward; these negotiations are mostly 
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donee by the relatives. Through bribes and negotiations with the ward boy, 
relativess can insure that the patients sleeping on the floor will be shifted to a 
properr  bed. Even if the doctor  prescribes an X-ray examination, it wil l not be 
donee unless the ward boy takes the patients to the X-ray department or  calls the 
X-rayy machine man to come with the portable machine. These and countless 
otherr  tasks like bringing the bed pan to a patient in time or  being allotted a bed 
nearr  the window will be accomplished much more quickly if the patient, or  the 
patient'ss caretaker, greases the palm of the ward boy or  the cleaner. 

Relativess are also the medium through which the patient communicates 
withh the outside world. On behalf of the patient, the relatives settle matters with 
thee business, work place and/or  academic institution with which the patient was 
involved.. If the patient wants to leave the hospital to receive treatment from a 
bonesetterr  or  in a private clinic, the relatives must also negotiate the matter 
withh the relevant people. 

Mostt  importantly , relatives provide emotional support to the patient. 
Hospitall  staff never  speak with the patients about anything other  than that 
whichh is medically relevant, and often not even about that. Instead, patients 
receivee only harsh comments from them for  any number  of reasons. It is the 
relativess who console them in their  agony. One patient said: 

Itt  would have been hell if my brother  would not be here with me. 
Theree is no one to listen to me, no one to say a few soft words. It is my 
brotherr  who puts his hand on my head and says to me: 'Don't worry 
everyy thing will be all right' . My frustrations go away. 

However,, to the staff members, despite the care they provide to the patients, 
relativess have a paradoxical position. They recognise the necessary role of the 
relativess for  the functioning of the ward, yet they also consider  them as an 
'evil ''  of the ward. 

AA 'necessary evil' 

Relativess receive all sorts of humiliation and criticism by the ward staff. First 
off  all, relatives are said to be unruly and to hamper  the normal flow of work. 
Officially ,, they are allowed to stay in the ward only between 4:00 PM and 8:00 
PM,, but they can be seen in and around the ward throughout the day. However, 
ass mentioned before, during the round of the professor, the presence of 
relativess is strictly prohibited. 

Itt  requires great effort to remove the relatives from the ward. The 
nurses,, ward boys and cleaners all start this process one hour  before the round 
starts.. They shout, scold and sometimes even beat the patients' caretakers to 
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gett them out of the ward. The gatekeeper always keeps a stick in his hand for 
thiss purpose. Once, when he hit the brother of a patient, who was a college 
student,, with his stick, the young man was very angry and protested. He 
complainedd to the doctor, but the doctor took the gatekeeper's side and asked 
thee relative why he had not gone out in time, after the repeated warnings. 
Anotherr patient told me that the gatekeeper jerked his mother by her neck so 
hardd that she fell down on the floor. A number of relatives told me that they do 
nott feel comfortable leaving their patient alone in the ward. The son of a 
patientt once said: 

Myy father cannot move, I am sure if he wants a glass of water, nobody 
iss there to listen to him. I therefore hang around the corridor during the 
professor'ss round and watch my father from a distance through the 
windows. . 

Althoughh most relatives wait in the corridor beside the ward during the 
professor'ss round, a few also find hiding places inside the ward. Some even 
takee shelter under the bed during the professor's round, as was the case with 
Khaleque'ss wife. After the round is over, the relatives again flood into the 
ward.. During the evening the population of the ward reaches its peak. 

AA second complaint against relatives is that they make the ward dirty. 
Afterr the hundreds of relatives have left the ward, the floor looks like a 
wasteland.. It is not surprising therefore, that the cleaners of the ward always 
fightt with them. While sweeping up the banana peels, nutshells and empty 
packss of chips, a cleaner told me: 

Seee what these borbors [barbarians] have done. If you go to the toilet, 
youu wil l see what they have done there. These stupid attendants of the 
patientss come from the village and do not know how to use a toilet. 

Doctorss complain that relatives are the source of cross-infection. Relatives are 
alsoo accused of stealing things from the ward. The nurses, who are responsible 
forr keeping the records of all the materials of the ward, complained that items 
likee bed sheets and light bulbs are frequently missing after the visiting hours. 
Thee nurses have a hard time keeping track of the items that belong to the ward 
andd regularly quarrel with the relatives about this. 

Finally,, doctors and nurses are irritated by relatives because, according 
too them, relatives ask too many stupid questions and address them to the wrong 
person.. Relatives, who are concerned for the welfare of their patients asked 
questionss about a range of concerns of the patients, such as medicine, food, 
managementt of intravenous infusions, bed allocation and so on. One day, when 
II  was sitting in the doctors' room along with some other duty doctors, a relative 
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off  a patient hesitated in front of the doorway. The duty medical officer was 
writingg discharge certificates. The relative continued standing in front of the 
doorr without saying anything. At a certain point, the doctor asked in an irritated 
voice: : 

'Whatt do you want here?' 
Thee relative responded: 'Sir, my son in bed number 82 has a fractured 
leg-' ' 
'Thiss is no surprise, this is a ward for the fractured patients. So what?' 
'Sir,, he says he is having severe pain in his leg, I asked the nurse but 
shee didn't say anything.' 
Thee doctor didn't let him finish the sentence. 'Do you want your son to 
dancee here? He broke his leg; he will surely have pain. Now get out 
fromfrom here. Who allowed you to enter at this hour, this is not yet 
visitingg hour. Get out of the ward at once.' 

Thee doctor called the gatekeeper and ordered him to make sure that this person 
leftt the ward. 

Despitee their irritation about the relatives, doctors and nurses 
acknowledgedd their essential role in the ward. The casualty medical officer 
said:: 'I can't stand the relatives but I know that we cannot do without them. I 
don'tt know what to do with them'. A staff nurse stated: 

II  don't know how we would manage if the relatives were not there. 
Theree are just three of us now. How could we take care of 120 patients, 
inn addition to all this paperwork? Relatives are a disturbance but they 
aree necessary as well. How would all these patients survive without 
them? ? 

Dailyy routine of the relatives 

Wee have now heard how relatives are perceived in the ward. But how do the 
relativess experience their stay at the hospital? 

Inn the early morning, the ward boys and the gatekeeper wake up the 
relativess who are asleep either under the bed of the patient or in the bed with 
thee patient. Those who are slow in getting up from the bed receive a light tap 
onn their hip from the gatekeeper and he asks them to hurry up. They are told to 
leavee the ward quickly for the preparation of the professor's round. The 
relativess take some time to finish using one of the four toilets that serve the 
entiree ward. There is usually a big queue in front of the toilet. In fact, as the 
patientss are mostly non-ambulatory, the ward toilets are used more by the 
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relativess of the patients than by the patients themselves. Many male relatives, 
however,, leave the hospital to use the toilet of the nearby mosque for washing. 

Afterr they leave in the morning the relatives are not allowed to enter 
thee ward until the round of the professor is finished in around 1:00 PM. The 
relativess of some severely ill patients are allowed to stay in the ward, as long as 
theyy have prior permission from the doctor. The rest of the relatives find it 
quitee difficult to find a place to stay during this time. During the round, some 
relativess collect medicines prescribed by the doctor the day before, while some 
fetchh food from a restaurant or from home. Most of their houses are far away, 
ass many of them are from a distant village, so they have nowhere to go. There 
iss a large lobby on each floor in front of the collapsible gate, the gate that is 
pulledd closed during the professor's round. Most relatives gather in that lobby. 
Theyy sit on the floor and gossip; some of them fall asleep. Some men go to a 
nearbyy restaurant to have tea. This time is particularly problematic for women. 
Theyy find it difficult to hang around public places when the ward is off-limits. 
Somee resort to hiding under their patient's bed, as Khaleque's wife did. 

Oncee the round is over, the relatives become impatient to return to the 
insidee of the ward, and gather around the collapsible gate. They all want to get 
insidee as early as possible. You will remember that after the round is over, the 
gatekeeperr keeps the gate locked for about an hour or two. In this time he uses 
hiss authority to give some of the relatives the chance to enter earlier than 
others.. The relatives who are let in early excuse themselves to the other waiting 
relativess by saying that their patients are in relatively worse condition, and 
needd immediate help. However, everyone knows that these relatives got the 
privilegee in exchange for money, which will be paid later on. 

Afterr they are allowed to enter the ward, the relatives are busy for the 
firstt few hours. They help the patients to eat their lunch. They also eat lunch 
themselves.. The food is either from home, from a restaurant, or from the 
hospital.. Some very poor patients who cannot afford to buy food from outside 
eatt only hospital food, and oftentimes they must share this with their attendant, 
evenn though it is meant for only one person. The kitchen boys who distribute 
thee food are generally kind enough to give extra rice to these poor patients and 
theirr helpers. Some of the economically better off patients give their entire 
hospitall  meal to the attendant of the poor patients. It was also observed that 
sometimess a Active relationship is developed between long-term patients and 
relatives.. They become one another's sister, brother or uncle, and support each 
otherr when needed. 

Afterr lunch is over, relatives begin to receive various slips from nurses 
andd doctors with list of medicines that they need to buy or with the name of 
requiredd pathological tests that need to be done, as decided upon during the 
professor'ss round. Many times I saw that relatives struggled to understand the 
instructionss of the doctors about the pathological tests. Because of the shortage 
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off  ward boys and nurses, sometimes relatives are asked to retrieve the blood or 
X-rayy report from the respective department. I often saw the uncertain faces of 
thee relatives while they stumbled through the bureaucratic process. 

Inn the evening, many more family members visit the ward. The 
relativess and patients have a good time. The ward is full of visitors; each 
patientt has five or six visitors. On one day I even found nineteen family 
memberss and friends gathered around a patient. They gossip loudly and eat 
snackss together. The staff members frequently refer to the ward during this 
timee as a 'bazaar'. There are not many regulations that are upheld during this 
time.. The hospital staff are less present during this time, so the patients and 
theirr relatives are at liberty to do more or less as they please. At around 8:00 
PM,, the hospital staff members recommence their task of driving the relatives 
away. . 

Onlyy one family member is allowed to stay with the patient during the 
night.. Usually the same relative stays with the patient throughout the course of 
hiss or her hospitalisation, but other members sometimes take turns. As it is 
alwayss noisy inside the ward, relatives and patients usually cannot fall asleep 
early.. The relatives often continue to gossip; they only sleep late at night, after 
thee patient has fallen asleep. Usually young males go to the narrow veranda 
andd play cards. Some share the bed with the patient, but most sleep on the floor 
underr the patient's bed. 

Beingg in the kingdom of sick 

Whenn I asked a young man who had been attending his father in the ward for 
aboutt three weeks how he felt about staying here, he replied: 

Youu are asking me how I feel? How can I feel here? Is it a place people 
wouldd ever want to stay a night unless they are forced to? I cannot 
sleepp properly, I cannot eat properly, not for the last three weeks. I am 
takingg scolding from staff members on all sides. I have never been 
humiliatedd like this in my entire life. I feel that any day I migjit become 
aa patient. I do not want even my enemy to be admitted to the hospital. 
Butt what to do? This is my father. It is my duty to take care of him. He 
lostt his leg in the tragic accident. I accept this suffering. 

Onee young girl who was attending her mother told me: 

II  am waiting for the day when my mother will be discharged. I feel 
sickk to be present in this nauseating place. I struggle to pass my time 
here.. They do not allow us to stay the whole day in the ward, but there 
iss no place outside to rest either. Being a woman, where should I go? 
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Myy house is far away, I cannot spend so much money to go back and 
comee again. It is also embarrassing to stay in front of so many 
strangerss all the time. I feel ashamed to sleep in such a public place. I 
thereforee sleep beneath the bed of my mother. It is better under the bed. 
II  put the mosquito net, which I brought from home, under the bed. It is 
darkerr there and I also have some privacy. But still, how can you sleep 
inn such a place? People are groaning all around. Last night at 3:00 in 
thee morning, a road traffic accident patient got admitted. There were so 
manyy people. There was blood all around. How can you sleep here? 

Anotherr attendant said: 

Thiss is miserable for a healthy man to stay in this hospital day after 
day.. I had to close my business to attend my brother here. It is a huge 
monitoryy loss for me. But as an elder brother I should look after him. 
Whatt people wil l say if I am not beside my brother when he is 
hospitalised? ? 

AA woman who was taking care of her son said: 

Thiss is my son; he lost his leg. I don't think about any of my sufferings 
orr pain while taking care of him. But it hurts (mone kosto pax) when 
thee hospital staff behave so badly with me. 

Ass mentioned, there are also some attendants who are not kin members of the 
patient.. One such attendant is a fellow factory worker of the patient said: 

Hee is not my relative, but he has no one in this town. I must help him. 
Helpingg man is helping Allah. Allah will bless me for this. 

Onee police constable, who was attending a prisoner patient said: 

Thiss is probably the most difficult duty I have as a policeman. It is a 
punishmentt to be here in this hospital. I have nothing to do, what 
shouldd I talk about with this criminal? Fortunately two of us are here. 
Wee gossip, read newspapers and struggle to finish our eight hour shift. 

Inn spite of the humiliation by the staff members, their personal inconvenience 
andd economic loss, family members continue to stay in and around the ward. 
Theirr assistance saves both the patients and staff members and keeps the 
hospitall  going. 
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Summaryy and discussion 

Relativess are an integral part of the informal organisation of the ward; they 
performm various tasks that are crucial for the functioning of the ward. After the 
admissionn of the patient, usually one member of the kin accompanies the 
patientt in the ward throughout the period of hospitalisation. This main 
caretakerr provides all kinds of nursing care to the patient. It was observed that 
closelyy related kin members, like fathers, mothers, brothers or sisters tend to be 
thee attendants of the patients. It was striking to observe that in contrast to the 
traditionall  role of Bangladeshi women as caregivers to the sick, in this ward, 
moree men than women were attending their sick family members. This is 
againn related to the restricted public life of the Bangladeshi women and various 
practicall  inconveniences that prevent women from staying at the hospital ward. 

Thee relative helps the patient with feeding, washing and using the 
toilet.. S/he takes part in therapeutic process by helping the patient with 
medicationss and dressings. As most drugs and treatment items must be bought 
fromm shops outside the hospital, doctors cannot start the therapy unless the 
relativess go and buy them, and then bring them back to the hospital. The 
relativess play an intermediary role between the patient and the ward staff and 
thee world outside the hospital. Other family members also regularly visit the 
patient.. They take part in various decisions concerning the treatment of the 
patientt and also provide economic and emotional support to the patients. 

Fromm the perspective of the staff, however, family members have an 
ambiguouss position. On one hand, the hospital staff feel that family members 
aree necessary in the ward, on the other hand, they are an obstacle to 
maintainingg discipline and tidiness in the ward. Relatives are accused of 
breakingg hospital rules, of asking too many unnecessary questions and even of 
stealingg things. Relatives are frequently scolded and humiliated by the staff 
members.. The relatives feel that their suffering is more intense because they 
havee to experience all sorts of troubles of hospitalisation even though they are 
healthyy people. However, despite the hassle and torment, relatives remain a 
silentt saviour for both the patients and the staff. 

Althoughh family involvement in a kin member's sickness is common 
inn almost every culture (Frank et al. 1991; Litman 1974), the degree and level 
off  involvement varies greatly by the context. For example, the role of family 
memberss in a Western hospital contrasts sharply with what has been described 
here.. Family members have limited access to Western hospitals, and they have 
aa limited role to play once the patient has been admitted. When writing about 
thee Mount Hermon hospital in the USA, Coser observes: 'Family and friends 
belongg to past or future, and wear an air of unreality' (1962:4). Once the 
patientt is admitted to the ward, the hospital takes responsibility for him or her. 
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Althoughh family involvement in a kin member's sickness is common 
inn almost every culture (Frank et al. 1991; Litman 1974), the degree and level 
off  involvement varies greatly by the context. For example, the role of family 
memberss in a Western hospital contrasts sharply with what has been described 
here.. Family members have limited access to Western hospitals, and they have 
aa limited role to play once the patient has been admitted. When writing about 
thee Mount Hermon hospital in the USA, Coser observes: 'Family and friends 
belongg to past or future, and wear an air of unreality' (1962:4). Once the 
patientt is admitted to the ward, the hospital takes responsibility for him or her. 
Thee relatives are relieved of the responsibility of care taking. Glaser writes that 
inn Western hospitals: 

[T]hee visits by family members are regulated more strictly and 
administratorss of hospitals and nursing schools attempt to install in all 
rankss of nursing service a commitment to giving patients both personal 
caree and emotional support. Therefore the hospital temporarily replaces 
thee family in meeting the patient's needs (Glaser 1970:110). 

Inn Bangladesh, relatives are almost inseparable actors in the whole process of 
hospitall  care. The obvious presence of relatives in the ward has both structural 
andd cultural dimensions. As the hospital is severely under-resourced and 
understaffed,, it is not feasible for a Bangladeshi public hospital to provide all 
thee necessary support to the admitted patients. As a result, the relatives of a 
Bangladeshii  patient do not rely completely on the hospital facilities and take up 
variouss responsibilities of patient care themselves. As the hospital staff 
acknowledge,, albeit reluctantly, that they depend on the essential support of the 
familyy members of the patient, family members have thus become an integral 
partt of the informal hospital organisation. 

Theree are deep-rooted cultural reasons behind this family involvement 
ass well. Like in many other non-Western countries, social systems in 
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Bangladeshh are mostly based on primary relationships and family is a crucial 
unitt  in the society. In most cases, family influences the important decisions of 
ann individual' s life concerning issues like selecting a marriage partner, 
choosingg a career, buying property and so on. Abasiekong (1981) discussed 
howw in a non-Western context, in contrast to the individualism in the western 
societies,, 'familism' (the subordination of individual goals and decisions to 
thosee of the family) plays a very important role in the day-to-day decisions that 
peoplee make about present and future plans. As a result, whenever  an 
individuall  becomes ill , the family members become involved in selecting and 
organizingg the therapy. Janzen (1978) discussed how the management of illness 
andd therapy by close kin is a central aspect of the medical scene in central 
Africa .. He developed the concept of 'therapy management' (diagnosis, 
selectionn and evaluation of treatment, as well as support of the sufferer) and 
'therapyy management group* (the set of individuals who take charge of therapy 
managementt  with or  on behalf of the sufferer). He wrote that 'the therapy 
managementt  group thus exercises a brokerage function between the sufferer 
andd the specialist'  (1978:4). The same is true for  the family members in 
Chittagongg Medical College hospital. We have observed how the relatives 
functionn as middlemen between the patient and the hospital staff, as well as 
betweenn other  actors outside the hospital. It is also interesting to observe how 
differentt  patients and relatives help each other  by developing Active familial 
relations. . 

Kirkpatric kk (1979) showed how hospitalisation is a culturall y alien 
experiencee for  an Indian patient. She observed the unwillingness of families to 
permitt  a member to be separated from kin control, care and observation. She 
quotess Gluckman (1962), whose comment is well applicable for  Bangladeshi 
society: : 

Peoplee in societies organized mainly through kinship (primar y 
relations)) cannot easily segregate the activities of everyday life and the 
personss associated with these activities from each other  to the extent 
possiblee in structurall y more complex societies. A dire event befalling 
ann individual in the traditional society has wider  implications for  a 
greaterr  number  of 'significant others' and for  strain within the role 
systemm than is the case in societies like that of U.S. or  those of 
industrializedd Europe. In the latter  social roles are more segregated and 
thee range of significant others tend to be restricted (Gluckman in 
Kirkpatric kk 1979:4). 

Inn addition, a number  of relatives I spoke to during my research felt that it was 
theirr  moral duty to attend their  sick family member in the hospital. This sense 
off  duty also has a cultural and historical dimension. In his paper  comparing the 

96 6 



patternn of elderly care in the Netherlands and South India, Van der Veen 
(unpublished)) discussed the differences in the sense of duty and love towards 
kinn members in between Western Europe and India. He argues that the 
preferencepreference of Dutch families for admitting their elderly members to institutes, 
inn contrast to the Indian practice of caring for the elderly at home, is a logical 
outcomee of the historical process. In the West, the notion of an autonomous 
individuall  has contributed to the development of a society in which highly 
professionalisedd care is considered a right of every citizen. The decision to fall 
backk on professional caretakers illustrates the idea that not too heavy of claims 
shouldd be made upon kin; it is openly expressed that too much duty would 
spoill  their children's love. However, according to the cultural code of 
Bangladeshii  society, love and duty are seen as being inextricable from each 
other,, rather then segmental. Moreover, because of the absence of large-scale 
systemss of social security, dependence on individual persons is inevitable in 
Bangladeshii  context. 

Forr Bangladeshis, their sense of duty is also tied up with the sense of 
relationall  obligation and social embarrassment ('What people will say if I am 
nott beside my brother when he is hospitalised?'). Maloney discussed this 
aspectt of the behaviour of Bangladeshi people in relation to the idea of guilt 
(1986:64).. He observed that in Bangladesh, as in many other Asian societies, 
thee sense of duty is not bound up with the European concept of guilt, which has 
itss roots in the Christian tradition. The Bangla terms for 'duty', kartabya and 
daitya,daitya, do not actually carry the meaning of an abstract obligation, rather the 
implicationn is usually about the immediate task at hand or the relational 
obligation.. Interestingly, he noticed that Christian churches in Bangladesh have 
hadd to modify their teachings about the role of Christ in the life of Christian. 
Hiss role to remove guilt and bestow forgiveness is less emphasised than in the 
West;; his role as giver of blessing to solve practical problems is emphasised. 

Thus,, the crucial role of the family members in the ward once again 
speakss to Bangladeshi society at large. On one hand, it demonstrates the 
scarcityy of manpower in the hospital, which is a result of general poverty of the 
country,, and on the other hand it manifests the deep cultural value of family in 
Bangladeshii  individual's life. It shows how in the absence of institutional 
supportt systems, the family becomes the main organisation of support during 
crisis.. The voices of the relatives also show the value of relational obligation in 
thee Bangladeshi society. Finally, the preponderance of male relatives 
demonstratess the limited mobility of women in public sphere, as a result of the 
notionn of purdah. 
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Chapterr  VII 

WARDD BOYS, CLEANERS AND GATEKEEPERS: INFLUENTIA L 
INFERIOR S S 

Thee victim of a road traffic accident was taken to the ward by his relatives. He 
hadd a head injury and was only semi-conscious. His leg was crushed and he 
wass vomiting. The ward boy, Rahim Ali , put the patient on the table of the 
mini-operatingg theatre. The doctor briefly checked the patient and asked Rahim 
Ahh to clean up the vomit and wash the injury of the patient. Rahim Ali cleaned 
thee smelly vomit from the floor and started washing the injury site with 
antiseptic. . 

Thee doctor returned after a while and asked Rahim Ah to drive the 
visitorss out of the ward in preparation for the professor's round. Rahim Ali was 
alsoo in charge of the gate that day. He came out of the mini-OT and grabbed 
thee stick kept beside the collapsible gate. Withh the stick in his hand, he started 
shoutingg at all the visitors present in the ward to get out at once. Some went out 
immediately,, but some delayed. Rahim Ali tapped his stick on the hip of one 
relativee who was dallying; the relative left. He scolded a number of other 
relativess and grabbed one of them by scruff of their neck. When everyone had 
finallyfinally  left, he closed the collapsible gate and sat beside it on a wooden stool. 
Hee kept the key in his hand. The relatives crowded near the collapsible gate. 
Rahimm Ali shouted at them to keep away from the gate. As one doctor 
approachedd the gate from the outside of the ward, Rahim Ali got up from the 
stooll  and opened the gate for the doctor. One relative approached him while the 
gatee was still partway open. He said: 'My father had a serious accident 
yesterday.. He was unconscious yesterday, but today he is much more lucid'. 
Rahimm Ali replied: 'Everybody has had a serious accident here. Don't talk to 
me,, and keep away from the gate.' The person continued: 'He is very close to 
thatt window. Can I just stand in the corridor beside the window in case he 
needss something? I won't go inside the ward.' Rahim Ali said: 'Stop making 
noise.. If anything is needed we will tell you. Now move away. Otherwise I will 
usee my stick.' The man moved away. 

Rahimm Ali sat in front of the gate for the duration of the professor's 
round.. He rejected a number of similar requests from relatives of other patients. 
Afterr the round, the professor left the ward but the gate remained closed for 
anotherr hour. The requests of the relatives to enter intensified, but Rahim Ali 
keptt the gate locked. After some time, he called the person who had first 
requestedd to be let in. He opened the door for him, and told him not to leave the 
wardd before meeting him. Similarly, he allowed a few other relatives in and 
askedd them to wait near the patient's bed until he came. The relatives who were 
allowedd to enter earlier later told me that they all paid Rahim Ali bakshees. A 
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littl ee over an hour after all the senior doctors had left the ward, Rahim Ali left 
hiss post, and left the gate wide open for all the relatives too enter. 

Oncee his duty was over, Rahim Ali went downstairs to the lobby. It 
wass election time for the Class IV employees' union. There were posters and 
bannerss of the candidates everywhere. I saw other ward boys and cleaners in 
thee lobby. They were in a festive mood. The doctors and patients were 
complainingg about the banners and posters all over the walls and stairwells, but 
neitherr the ward boys nor the cleaners nor the gatekeepers seemed to be 
listeningg to their complaints. There were speeches by the ward boys, cleaners 
andd gatekeepers in favour of various candidates. Later Rahim Ali told me: 
'Thiss election is an important event for us. People can see that we might be 
doingg small jobs in this hospital but we are powerful'. 

Inn this chapter, I wil l describe the roles and the concerns of the lower 
levell  hospital staff. I will show how despite their role as inferior staff in the 
ward,, they are indispensable to both the patients and doctors and how they 
becamee influential through exploiting the power of their position. 

Thee small jobs 

Theree are fourteen lower-level supporting staff in the ward. There are eight 
wardd boys, one ay a (the female counterpart of ward boys), four cleaners (two 
malee and two female) and one gatekeeper. In addition to them there are two 
unofficiall  ward boys, about whom more wil l be written later. The lower level 
supportingg staff are generally referred as Class IV employees (Choturtho 
sreenirsreenir kormochari), as categorised by the government public service 
commission,, which differentiate them from officers including doctors and 
nursingg supervisors, who are Class I and Class II employees. 

II  had conversations with most of the lower level supporting staff, but 
withh some I had more frequent interaction. For example, I often spoke with the 
wardd boy Rahim Ali , a bald-headed bearded man of about fifty.  It is bit odd to 
calll  a man of fifty years a 'boy', but there is still no Bangla word in use for the 
termm 'ward boy' which was introduced by the British during the colonial 
period.. He has been working in the hospital for twenty-five years. His father 
wass a poor farmer and he needed a job to support his family. He got the job 
throughh a relative who had some influence in lower level staff recruitment in 
thee hospital. He has seven years of schooling, but did not receive any training 
afterr joining the hospital as a ward boy. He learned things through assisting 
others. . 

Abdull  Quddus is another ward boy. He is in his thirties and has a 
secondaryy school certificate. His parents did not have the ability to continue to 
payy for his study, so he was forced to look for a job. After remaining 
unemployedd for many years, he found this job through a proper interview 
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process.. Unlike other  ward boys, Abdul Quddus wears clean and relatively 
goodd quality clothing. The ward boys do not have a uniform, but Abdul 
Qudduss always wears a safari, a certain kind of shirt usually worn by upper 
classs people. Through his dress, he distinguishes himself from the other  ward 
boys.. He is the sole ward boy responsible for  bringing medicine from the store 
andd is thus referred to as 'medicine boy'. He also holds a position in the Class 
IVV employees' union. 

Wardd boys help with the day-to-day functioning of the ward by doing 
smalll  supporting jobs that are crucial for  the ward to run smoothly. I already 
mentionedd that most of them have littl e education, around five to eight years of 
schooling,, and usually do not have any formal trainin g for  their  job in the 
hospital.. The tasks that they have learned to perform on the job are vital. Ward 
boyss bring patients to the ward from the outdoor  or  the emergency with a 
trolley.. They put patients in the beds that have been assigned to them by the 
doctorr  or  the nurse. Sometimes they do the primary washing and dressing of 
thee patients as ordered by the doctors or  before the doctor  comes. They also 
helpp the doctors during dressing or  plastering. They help nurses by holding the 
patientss when they administer  injections. They take the patients to different 
departmentss to which they have been referred, such as the X-ray or  pathology 
department.. Ward boys take the patients to the operation theatre and help with 
positioningg of the patient on the operation table. They shave the intimate parts 
off  the body before an operation is done. They serve as couriers, carrying 
patients''  files and doctors' messages to different departments. There is one 
particularr  ward boy who is responsible for  bringing medicines from the 
medicinee store of the hospital and carrying instruments to the autoclave room 
forr  disinfecting. Ward boys sometimes carry out the duty of gatekeepers as 
well. . 

Ass they bring the patients from the outdoor  patient's consulting room 
orr  the emergency department to the ward, ward boys are the first  contact point 
thatt  patients and their  relatives have with the ward. They are the initia l 
socialisingg agents for  the patients. It is from them that they learn about how the 
hospitall  and the ward function and even the condition of their  health (as 
mentionedd before, doctors and nurses hardly pass any information to the 
patients).. Moreover, the poor  patients also feel socially closer  to the lower  level 
stafff  of the hospital than they do to the doctors or  nurses. As the ward boys at 
leastt  have access to the nurses, they sometimes manage to get some medical 
informationn about patients from them. Patients know their  operation date in 
advancee or  about any changes in their  treatment plan through the ward boys. 
However,, on many occasions, ward boys give vague or  even false answers to 
thee patients to maintain his prestige among them. One day I saw a ward boy 
holdingg up an X-ray plate and explaining to the patient: 'Can't you see your 
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bonee has broken into four pieces? Each piece wil l take one month to heal. That 
iss how it works.' 

Theree is a post called MLSS (Member of Lower Subordinate Staff 
Service),, a name given by the British to the lowest rank in an office hierarchy. 
Thiss holder of this position usually works as gate keeper. But as it is not 
possiblee for one person to maintain the two important entries of the ward, the 
wardd boys do the gatekeeping as well. The ward boys also provide various 
informall  services to doctors like serving tea, fetching a pack of cigarettes and 
soo on. Ay a do the same activities of ward boys, but in the female section. 

Theree are two ward boys who are not officially appointed, but work as 
wardd boys with the consent of other staff and the professor. They live on 
informall  payments by the patients. Akbar Hossain, is one such unofficial ward 
boy.. He is a gentle, well-behaved man in his thirties. 

Gonesh,, a cleaner, is in his mid-forties and has been working in the 
hospitall  for more than twenty years. He is from a lower-caste Hindu family. 
Hiss father was also a cleaner in the Government municipality office. Cleaners 
aree responsible for sweeping and mopping the floors, and cleaning the toilets 
andd basins. They usually do it twice a day, every morning and evening. The 
cleanerss sluice and clean the operating theatre after surgery and rinse blood-
stainedd linen, surgeons vest, caps and masks for the washer men. They also 
carryy all the linen of the ward to the central laundry and then bring clean linen 
back.. In addition to these duties, the cleaners also do many of the activities of 
thee ward boys mentioned above. 

Al ll  of these lower level supporting staff are also involved in 
maintainingg the discipline of the ward. They control the access of the 
visitorss and relatives of the patients inside the ward. They are 
responsiblee for keeping the ward free of visitors outside the visiting 
hours,, and they usually do so through various abusive means. 

Bakshees Bakshees 

Forr any service provided by these lower level staff the patients are supposed to 
payy bakshees. Bakshees, which can be translated as either tips or bribes, are an 
openn secret in the ward. Wards boys, cleaners and gatekeepers are the lowest 
paidd staff in the hospital and they augment their income through demanding 
baksheesbakshees from patients. The money transaction is not done openly; it is usually 
donee outside the ward in the busy corridor and lobby or beside the bed during 
thee crowded visiting hours, so that these transaction activities are not overtly 
noticeable. . 
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Thee ward boy is paid bakshees for bringing the patient from the 
outdoorr or the emergency departments to the ward, taking them to radiology 
andd other departments when they are referred there and taking them outside the 
hospitall  after discharge. Rates for this range from 10 to 50 taka. 

Patientss also need to pay small sums to the gatekeeper so that relatives 
aree able to stay closer to their relatives, at least on the veranda parallel to the 
wardd during the round, if not inside the ward itself. Moreover, passes are issued 
forr one visitor per patient, but usually several family members want to meet the 
patientt and the gatekeeper allows the extra visitors through, provided they offer 
himm a small payment. Some also pay the gatekeeper so that he will permit them 
too stay in the ward a little longer than the normal visiting hour. His charges 
vary,, but range from 10 to 30 taka. 

Payingg the cleaner is a must if one wants to have any service from him. 
Thee patients often need assistance when they use the toilet. In most cases, 
assistancee is given by the relatives. But relatives are not allowed to stay during 
thee entire day, and moreover, some patients do not have any caretakers to help 
them,, so they need assistance from the cleaner. Cleaners are relatively cheaper, 
andd cost only 5 or 10 taka, depending on the job. Helping with urination is 5 
taka,, and while assisting with defecation is 10 taka. 

Armm of the boss 

Doctorss and nurses delegate the responsibility of maintaining the discipline of 
thee ward to the ward boys and the gatekeepers. Removing the visitors from the 
wardd during the round and after the visiting hour is a big task, which is mainly 
performedd by the ward boys and the gatekeepers. They drive away the relatives 
off  the patients through verbal and physical attacks, including scolding, slapping 
andd beating. This sort of behaviour is sanctioned by the doctors and nurses, 
whoo allow the ward boys and gatekeepers to use any means necessary to get 
thee relatives out of the ward. I have heard a doctor say to the ward boy: 'Hit 
thatt chap with your stick and throw him out of here.' 

Emboldenedd by the authorization of the doctors, these lower staff 
becomee even more cruel to the relatives. Patients expressed their deep distress 
overr the malicious behaviour of the supporting staff. One patient described to 
mee how one ward boy pushed his elderly mother so hard that she fell down on 
thee floor. Another patient complained that the ward boy always address the 
patientss as 'tod7 not 'apnV, irrespective of the social status of the patient. (In 
Bengali,, tui is the less formal address, and apni is the more formal one. People 
usuallyy address a stranger as lapni\ while 'tuV is used by seniors to address 
juniors,, by higher social class persons to address someone from lower class or 
usedd inappropriately to humiliate someone.) A patient who is a day labourer 
said:: 'This ward boy is just a labourer like me. But he behaves as if a big 
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borolokborolok [boss]. He is a poor man and he should have sympathy for the poor.' A 
relativelyy better off businessman said: 'These wretched cleaners and ward boys 
wouldd never have dared to enter in my house or to talk with me, but now I am 
suchh an unfortunate that they are even scolding me.' 

AA different story 

Theree are exceptions. I was surprised to observe that there were two particular 
wardd boys who rarely scolded the patients and maintained quite good 
behaviour.. Later I discovered that they were not official ward boys; they are 
unofficiallyy allowed to work as ward boys As there is serious shortage of 
supportingg staff the doctors permit them to help the other ward boys; the other 
wardd boys are happy to have helping hands. They do not receive any salary 
fromfrom the government, but live off the bakshees of the patients. The more they 
cann please the patients, the more they earn. They must share their earnings with 
thee official ward boys, and keep the ward boys, nurses and doctors happy, too. 
Iff  they are not pleased, they can forbid them to work at any moment. Thus, the 
existencee of the unofficial ward boys depends on the mercy of the staff 
memberss and the patients. Their precarious position made them behave nicely 
withh the patients. In fact, they are the only staff members from whom the 
patientss do not receive any humiliation. It was also fascinating for me to know 
thatt these unofficial ward boys were once attending relatives of long-term 
patients.. Their experience with caring for their relatives enabled them to 
becomee familiar and knowledgeable about the ward and helped them to get the 
job.. As one of the unofficial ward boy Akbar Hossain told his story: 

Onee of my uncles had a road accident and was admitted in the hospital 
forr many days. His two sons were busy with their business, so they 
askedd me to stay with my uncle. I didn't have a job, therefore I agreed. 
II  do not have good school education, and could not find ways to earn 
money.. I was quite helpless at that time. I took care of my unclee in the 
hospital.. My cousins used to come; they also gave me money. I could 
havee food in the hospital. My uncle stayed in the hospital for three 
months.. I spent the whole day in the hospital. The hospital turned out 
too be a familiar place for me. Different activities of the ward became 
familiarr to me. I almost became part of the ward and was known to 
everyone.. In the later part of my uncle's stay when he became a little 
better,, I also started to help other patients. Some patients did not have 
anyy attendants, I helped them and they gave me little tips for that. 
Moreover,, the hospital ward boys were busy with other work, while I 
wass always present in the ward, so I could attend any patient who 
neededd help. When my uncle was discharged I thought because I had 
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noo job outside, I should stay in the hospital and continue doing this job. 
Heree I know the place and also can earn some money. I asked the 
hospitall  ward boys; they did not object. They talked with the doctors 
andd doctors permitted me to work. It's already eight years since I 
startedd working here. 

However,, the unofficial ward boys are unhappy about their vulnerable position; 
theyy are the lowest of the lowest in the staff hierarchy. As another unofficial 
wardd boy Kutub said: 

Sir,, we are the orphans of the hospital. There is no one to look after us. 
Iff  we make some slight mistake all the other staff scold us. Ward boys, 
nursess and doctors, everyone threatens us to dismiss from the job. As 
wee are not official employees, we are not members of the association 
off  the Class IV employees. Therefore there is no one to fight for us. 

II  came to know that the unofficial ward boys have to give half of their daily 
earningss to the official ward boys. As a result, they earn a very small amount of 
money.. They do not have any timetable for work. The longer they stay in the 
ward,, the more they earn. Sometimes, when they have not earned enough, they 
stayy in the ward for 24 hours at a stretch. After spending a whole week in the 
hospital,, they go home to their family. 

Kutubb told me that he is angry about his exploitation by the official 
wardd boys. All the other wards in the Chittagong Medical College hospital and 
inn other hospitals of Bangladesh have this category of unofficial employees and 
similarr kind of practice exits there. A few years back, a number of unofficial 
wardd boys and ayas from hospitals from all over the country gathered in front 
off  the national press club and organized a symbolic hunger strike against this 
exploitationn by the official Class IV employees. Sen (1997) reported about this 
hungerr strike and described how it failed because of the powerful Class IV 
employeee association in Bangladeshi hospitals. 

Ann evil network 

Manyy of the Class IV employees have a hidden network with pharmacies and 
commerciall  drug sellers around the hospital. The drug shops buy the medicines 
andd other materials that the Class IV employees have stolen from the hospital, 
whichh they then sell to the patients for more than they paid the ward boys for 
them.. The fact that the lower level staff steal hospital supplies, such as 
medicinee and food, is also an open secret, much like the practice of taking 
bakshees.bakshees. The ward boy who is responsible for bringing medicine from the 
centrall  drug storage in the hospital lifts some medicines on the way. All ward 

104 4 



boyss steal medicines from the bunch bought by the relatives from an outside 
shopp that are then handed over to the ward boy prior to surgery. (I have 
mentionedd one such case during the operation of a patient in the previous 
chapter.)) In addition, ward boys take those medicines and other surgical items 
thatt remain unused after the operation or after the patient is discharged. 
Sometimess they are caught red-handed. One doctor told me how he caught a 
wardd boy in the operation theatre when he was putting some unused leucoplast 
andd catgut (used for suturing) in his pocket. The ward boy apologised and gave 
themm back. One day during the last week of my fieldwork, a stack of medicine 
andd other surgical items was found in an abandoned locker kept in the toilet. 
Nobodyy admitted responsibly. It was, however, clear to everyone that these 
itemss were stolen by the ward boys and were kept there for future removal. 
Administratively,, the professor cannot take any action against the ward boys, 
soo he sent all the items with a letter of complaint to the hospital administrator 
too take further action. 

Thee professor later told me that this is not the first time that they found 
suchh stolen items hidden away. In some previous cases, the guilty ward boy or 
ayaaya was transferred to a hospital in another city. But since the eighties, the 
governmentt rule has changed and the posts of all supporting staff have become 
non-transferable.. Therefore, at best, the hospital administration can transfer 
themm to another ward, where the ward boys will likely start doing the same 
thieving.. Doctors said that after carrying out duties in their newly assigned 
wardd for a while, the ward boys manage to get a transfer back to the 
orthopaedicc ward by bribing the ward master, who is in charge of deploying the 
wardd boys to different wards. Ward boys are very keen to work in the 
orthopaedicc ward. The professor told me: 

Doo you know that my ward is the most lucrative ward for the ward 
boys,, cleaners and ayasl The orthopaedic ward is hard work but the 
moneyy is spinning. As there are always a number of emergency 
operations,, there is always a flow of medicine and surgical items 
boughtt either by the patients or given by the hospital. As a result there 
iss better chance of pilfering. Moreover, orthopaedic patients are the 
mostt vulnerable ones who need assistance in almost every step. In 
otherr wards, the patients come to the hospital well prepared: they bring 
theirr cloths, shoes, even their cosmetics. While in the orthopaedic 
ward,, patients come straight from the road, blood-soaked. They need 
someonee to help them in every step. Ward boys take the opportunity. 
Wheree there are more chances of providing assistance, there are more 
chancess of claiming money for the service. 
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Thee lower level staff of many Bangladeshi hospitals are also part of a network 
withh private clinics around the hospital. It has also been reported that some 
doctorss and administrative personnel of the hospital are involved in this 
criminall  network. They work as brokers for the private clinics; they take 
patientss from the hospital to the private clinics through various fraudulent 
schemes.. For this, they get a commission from the clinics. This practice varies 
byy hospital. In one of the large tertiary-level hospitals in another city, I have 
seenn a big billboard warning 'Beware of the clinic frauds'. In Chittagong 
Medicall  College Hospital the practice is limited It is restricted particularly in 
thee orthopaedic ward because, the doctors said, of the strict professor. A 
sensationall  series of reports in a leading national daily the reporter illustrated 
variouss crimes within the big hospitals of Bangladesh (Shafi 2000). 

Handd in hand 

Whenn I asked why strong action could not be taken against all the misdeeds of 
thesee lower level staff, everyone mentioned the influential role of the Class IV 
employeess union. The union is there to protect the interest of Class IV 
employees,, and thus the union actually acts to safeguard their members from 
accusationss of these crimes. Whenever any action has been taken against them, 
thee association protests it, and threatens to stop working. They have gone on 
strikee a number of times. They are also protected by the pharmacies and the 
ownerss of the private clinics, as these Class IV employees serve their business. 
Onee ward boy told me that they also have indirect protection from some big 
doctorss and even the police. Doctors who are owners of private clinics benefit 
fromfrom the ward boys' brokerage. The union bribes the police to keep them away 
fromfrom investigating lower staff criminal networks. A couple of months before 
startingg my fieldwork, the director of the hospital terminated a ward boy from 
hiss job who was caught stealing a whole packet of drugs from the store. 
However,, the action could not be punished, as the Class IV employees union 
declaredd a cessation of work and demanded hiss reinstatement. The director had 
too compromise. 

Directorss of government hospitals are army personnel. They are 
temporarilyy deployed to take charge of the administration of the hospitals; it is 
believedd that they are better equipped to maintain discipline. However, the 
armyy personnel hospital director of another medical college hospital, whom I 
mett in an informal gathering, told me: 

Beingg an army person I am a misfit there. I am a bird of a different 
feather.. In the army, we work under a strict chain of command. Here, 
noo command works. The Class IV employees' union is very powerful. 
Manyy doctors, police, even political leader are behind them. What can 
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II  do? Whenever I want to take any action the union calls a strike. When 
alll  the ward boys, ayas, cleaners stop working, the hospital collapses. 
Withoutt them we are handicapped. Most of the time I therefore have 
noo alternative but to overlook complaints about them to avoid hassle. 

Thiss chapter opened with a scene from the festive elections of the Class IV 
employees'' union. The election is crucial for them, as the strength of their 
networkk will depend on the organising and controlling capacity of the newly 
electedd members. The election festival is also a way to demonstrate their power 
inn the hospital. Besides these elections, there are other signs of the union's 
power:: The union has an office in the hospital building and there is a restaurant 
insidee the hospital campus specially meant for Class IV employees, where 
lowerr level staff from different wards meet and socialize. I also came to know 
thatt it is an unwritten law that the lower level staff donate a certain amount of 
theirr extra income (e.g. money garnered from baksees, selling stolen 
pharmaceuticals,, brokerage) to the union fund. The elected members of the 
unionn control that fund. The leader of the union, the representative of the lower 
levell  staff is a powerful and very rich person. Prothom Alo, a daily newspaper 
reportedd how a chairman of a government hospital's Class IV employees' 
unionn became a millionaire thorough the various crimes of the employees 
(Octoberr 22, 2000). 

Hearingg them speak 

Rahimm Ali , the senior ward boy who also sometimes works as a gatekeeper, is 
usuallyy very ill-behaved toward the patients and their relatives. He scolds and 
slapss the relatives whenever he gets a chance. For these reasons, the patients 
dislikee him more than almost any of the other staff member. One patient told 
mee once: 'I wish I could slap him one day.' 

Inn the last phase of my fieldwork I asked Rahim Ali : 'How do you like 
yourr job?' Rahim Ali made a funny gesture. He bowed down and showed me 
hiss bald head. He then told me: 

Lookk at my head. There is not a single hair left. I lost all my hair 
becausee of this job. This is a terribly bad job. One cannot be a normal 
mann anymore if he stands at this gate and fight all the day with this 
crowd.. If you give me another job, I will quit this one immediately. 

II  pointed out that people say that he behaved very rudely with them. He 
replied: : 
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Youu have been here for some months, you have seen how unruly these 
peoplee are. They will never get out of the ward, unless you force them. 
Inn this country nothing works with sweet words {misti kothay kaj hobe 
na).na). Unless we shout, they will never listen. If they are not out in time, 
thenn the professor and other doctors gets very angry with me. If I do 
nott become rude to the patients and their relatives, then the doctors will 
bee rude to me. But to tell you frankly, doctors are ruder to the patients 
thenn us. They behave badly with the patients and go out of the hospital 
withh their cars. But I do not have a car to hide in. So if I become too 
rudee they will catch me outside and beat me. 

Actuallyy it is the doctors who force us to behave rudely. They 
telll  us to use sticks on the relatives. I know it is cruel. Moreover 
doctorss need the relatives. One day a man was waiting in the veranda 
outsidee the ward close to the window. His mother was severely injured 
inn a car accident. She was crying. So I allowed her son to stand outside 
thee window so that she could see him from her bed. But when the 
professorr saw her son, he was very angry and asked me to tell him to 
gett out of the gate immediately. I led him out of the ward. But then, 
duringg the round, the professor needed to know something about the 
womann and looked for her son. [When he didn't find him,] he then 
againn asked me to find him. I looked for him but he was already gone. 
Thenn the doctors had a problem. What can I do, I did what they wanted 
mee to do. I have to save my job. 

Whenn I asked him about the crimes committed by the ward boys, he shifted the 
responsibilityy to others and said: 

Yes,, theree are some ward boys who steal things from the ward and also 
committ other kinds of crimes. But I am not involved in these things. 
Thee small amount of extra money I earn is given by patients and then-
relatives.. I never force anyone to give money. People give it to me if 
theyy are pleased. I need the money. I am a poor person. 

Gonesh,, the cleaner, spoke about his own frustrations. He said: 

Sir,, we do a choto [small] job, but when there is no one to do a job, we 
aree there. We are nurses, ward boys, gatekeepers and cleaners all in 
one.. We share everyone's job, but nobody shares our job. Cleaning the 
dirtt is solely our responsibility. Doctors are angry when they see the 
wardd dirty. You have seen how it becomes a bazaar during the visiting 
hour.. Hundreds of visitors come to the ward. They throw everything on 
thee floor. We are the only ones on duty in the morning and in the 
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evening.. It is a huge task to sweep up this big ward alone. We also 
cannott keep the toilet clean. Sometimes I find it difficult to enter into 
thee toilet. I wash it once in the morning. But how is it possible to keep 
itt clean? So many people use it throughout the day. Sometimes there is 
noo water supply. For the last 15 days there is no supply of bleaching 
powder,, soap or Fenyle [an anti-septic solution]. I told the nurses and 
doctors.. But I am still waiting for the materials. How can I do my job 
properly? ? 

Whenn I asked him about baksees, he said: 

II  get about 2000 taka (about 30 USD) a month. How can a family 
survivee with that amount? I cannot feed my family even for half of the 
monthh with that money. I need some extra income. I ask it from the 
patients.. I give them service and they pay me when they are pleased. 
But,, still I cannot keep all this extra money with me. I have to give the 
lion'ss share of it to our employee's union. Our union leaders are rich. 
Butt I am poor as ever. 

Summaryy and discussion 

Accordingg to the Bangladesh Government Public Service Commission, ward 
boys,, cleaners and gatekeepers are categorised as Class IV employees. They do 
alll  sorts of manual labour that is necessary for the everyday functioning of the 
ward.. They bring patients from the outdoor or emergency departments, place 
themm in the appropriate ward and then carry them to various departments when 
necessary.. They assist the nurses and doctors in dressing, plastering and 
bandagingg wounds. Sometimes they perform more minor medical tasks by 
themselves.. They also provide some informal services to the doctors, such as 
bringingg tea. Additionally, cleaners are responsible for keeping the ward clean. 
Inn addition to these tasks, lower level staff are the main agents for maintaining 
thee discipline of the ward. They control the access of the relatives of patients 
andd visitors to the ward. At the same time, they are the people to whom the 
patientss seek help for their various day-to-day needs in the hospital. They are 
thee socializing agents for the patients; they instruct the patients about how a 
hospitall  works. 

Itt was mentioned earlier that the patients and visitors of the ward come 
mainlyy from lower socio-economic backgrounds and find it difficult to 
comprehendd the rules and systems of the hospital. Moreover, they are not in a 
stablee state of mind. As a result, the discipline of the ward is greatly hampered. 
Thee doctors want a minimum amount of discipline to carry out their job in the 
ward,, and doctors delegate this responsibility to these lower level staff. 
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Empoweredd by the doctors' approval of coercion, the lower  level staff maintain 
disciplinee using force, which is sometimes quite cruel. They physically and 
verballyy abuse the patients and visitors in front  of the doctors. The doctors have 
thiss 'dirty '  work done by the lower  level staff, and save themselves from 
crossingg the class boundary. 

Despitee their  cruelty, they are also indispensable to the patients. The 
patientss are socially closer  to the lower  level staff than the doctors or  nurses 
are.. Because of the clear  hierarchy and the domination of the medical 
personnel,, the patients are hardly ever  able to communicate with the doctors or 
nurses.. As a result, the lower  level staff are the only hospital personnel with 
whomm they manage to communicate. Even a patient from a higher  social class 
dependss on the lower  level employees as they appear  to have what Bourdieu 
(1977)) called 'social and cultural capital'. In this case, cultural capital is 
experience,, connections and skills related to hospital life. Moreover, when 
doctorss and nurses are constrained by having insufficient medicines and 
equipment,, the ward boys, ayas and cleaners are able to offer  patients and their 
relativess some direct manual services. 

Forr  any service provided by these lower  level staff, the patients have to 
payy bakshees. The lower  level staff take the advantage of their  indispensable 
positionn for  economic gain. They are the lowest paid employees of the hospital; 
theirr  wages are so low that they do not cover  the costs of a family. Therefore, 
theyy demand bakshees from the patients and their  relatives in exchange of any 
kindd of service offered. Andaleeb, who studied the service quality of private 
andd public hospitals in Bangladesh wrote: 

Inn many service sectors, even the most basic services are often difficul t 
too obtain without bakshees. At times patients' fate may be determined 
byy her  ability to provide bakshees (Andaleeb 2000:96). 

Hee suggested that bakshees should be included as a crucial indicator  in the 
assessmentt  of hospital service quality perception in Bangladesh. However, 
briberyy is common in other  spheres of public lif e in Bangladesh as well. 
Bhadraa and Bhadra even suggested legalizing bribery in Bangladesh. They 
mentionedd that the correct translation of the term bakshees should be 'speed 
money',, since without paying a substantial amount in tips, it is almost 
impossiblee to get anything done. They wrote that like in other  South Asian 
countries,, in Bangladesh: 

.... bribery and corruption do not surprise anybody anymore. We pay 
bribess to get a form, to fill  it out, to submit it, and finally to get the job 
done.. Those who do not endorse corruption by paying bribes, 
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traditionallyy called Person with Principles, are becoming rare these 
dayss (Bhadra & Bhadra 1997:59). 

Itt is also observed that there are other ways of augmenting the lower level 
staffss paltry income. They maintain a criminal network with the surrounding 
medicall  shops, where they sell drugs and materials that they steal from the 
hospitall  store or the patients. They steal property of the hospital and of the 
patients.. The ward boys in particular have access to medicines and equipment 
ass they carry the materials from one department to another or from the patients 
too the nurses or doctors. They take the opportunity to pilfer whenever possible. 
Theyy have an illegal business with the drug selling shops, where they sell these 
stolenn goods. In some other hospitals they also work as brokers for private 
clinics. . 

Thee lower level staff deposit a certain amount of their extra illegal 
incomee in the Class IV employees' union. The union protects the lower level 
stafff  from accusations and punishments of crime by calling a strike, and thus 
destabilizingg the hospital. It is obvious that although they are the inferiors 
withinn the staff hierarchy, they are quite influential. The Class IV employees 
unionn safeguards their misdeeds. If any action is taken against them, the Class 
IVV employees union calls a strike and destabilizes the functioning of the 
hospital.. When the ward boys, cleaners, gatekeepers stop working, the hospital 
cann no longer run. 

Thee power of the lower level staff is a special feature of Bangladeshi 
hospitals.. Observation has shown that their power comes from the fact that they 
aree indispensable to all the other actors in the hospital. The doctors and nurses 
aree dependent on these lower level staff for doing necessary but low-prestige 
taskss like carrying the patients in and out, fetching and carrying documents, 
cleaningg the floor, bringing tea, taking care of the intimate needs of the patients 
andd most importantly managing the crowd of the ward. 

Thus,, the hospital administration fails to control the crimes of these 
staff.. The doctors overlook the ingenious activities of the lower level staff as 
longg as they keep the hospital clean, 'disciplined' and keep it going by 
facilitatingg various small jobs, and as long the doctors can delegate the physical 
andd behavioural 'dirty' work to them. As a result, lower level staff of 
Bangladeshii  hospitals have become astonishingly powerful (Rahman 1999). 
Similarr situation was observed with the sweepers of Banaras, India (Chatterjee 
1979).. Power, therefore seems is not only concentrated within a faceless 'ruling 
class',, rather it is '...a relationship which was localized, dispersed, diffused 
andd typically disguised through the social systems, operating at a micro, local 
andd covert level through sets of specific practices' as suggested by 
Foucauldianss (Turner 1997:xi) 
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Itt  is interesting to contrast Bangladeshi lower  level hospital staff to the 
cleanerss of hospital in Quebec, Canada, who consider  themselves as 'hospital 
trash''  and feel that they are 'invisible' to their  superiors (Messing 1998). 
Bangladeshii  cleaners, ward boys and gatekeepers are highly visible, powerful 
andd influential . 
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Chapterr  Vul 

NURSES::  LADIE S WITHOU T LAMPS 

'II  see you taking notes all the time. What are you writing? I heard that 
governmentt hospitals will be privatised, are you investigating on that?' One 
nursee who was filling  out a register asked me these questions while I was 
sittingg in the nursing room recording my observations into my field notebook. I 
assuredd her that I had nothing to do with privatisation and briefly told her about 
myy research. I then asked her: 'I saw you are also writing since morning. What 
iss this register about?' She explained: 'This is a morning statement, I have to 
sendd it to the director's office with the present status of the ward. More writing 
willl  start after the round is over; we will have to put all the orders in the file. 
Seee all these registers, we need to fil l these out too'. She showed me a pile of 
registerss sitting on the table. Another nurse was making cotton balls to be sent 
forr autoclaving. 

Thee nurses' room is situated in the middle of the big open ward. As 
mentionedd before, two sides of the room are covered in glass. As a result, it is 
possiblee to view the entire ward from this room. There is a big table in the 
room;; a long bench and three chairs surround the table. There is a rack where 
thee files of the patients are kept. There is also a cupboard in which the 
instrumentss are kept. The key to the cupboard is with the nursing supervisor. 
Thee dressing trolley is kept in one corner of the room. There is a small resting 
roomm with a bed adjacent to this room. 

Thee nursing supervisor, who had accompanied the doctors on the 
round,, entered the room with three other nurses. The other two nurses brought 
alll  the files of the patients from their bed to update the orders according to the 
decisionss made during the round. Two of the nurses went into the small resting 
room.. A relative of a patient entered the nurses' room and asked: 'Sister, my 
motherr is crying in pain. Can you please come for a while?' The nurses did not 
payy any attention to the relative. The relative repeated the question. The nurse 
whoo was writing the statements then said passively: 'Go to your bed, I will 
comee when I am done'. She continued filling  out the register. The son of the 
patientt came and said: 'My mother is dying of pain and you are gossiping here. 
Cann you imagine how I feel?' The nurse became angry. 'Do not talk nonsense. 
Wee are not gossiping here. Why do you come to us, can't you ask the doctors? 
Noww get out of here.' The relative left. 

Thee nurse said to nobody in particular: 'How can we attend the patients 
whenn we have to finish writing all these files and registers?' She then turned to 
mee and said: 'If they privatise the hospitals, I hope they will find some people 
too do this writing and let us do some nursing.' The nursing supervisor then 
said:: 'Okay, leave that and tell me which of you is going for Durga Puja [a 

113 3 



Hinduu religious festival] holiday?' Two of the nurses said they would go and 
askedd the supervisor to arrange the schedule so that their Muslim colleagues 
couldd replace them. The supervisor herself was Hindu; she said she would also 
goo for the holiday. She brought the duty register and began to find a way to sort 
thee schedule out. 

II  wanted to know why there were so few Muslim nurses in the hospital. 
Thee nurse who was writing the statement told me: 'You know that Muslim girls 
aree still reluctant to come to this profession. Many think that this is a 
shameless,, immoral profession.' 

Inn this chapter, I wil l expand on the experiences and concerns of the 
nursess of the ward. I wil l describe how the nurse's role has altered in 
Bangladeshii  hospitals, such that they have now become caretakers of 
administrativee papers and equipment, rather than caretakers of patients. I will 
alsoo discuss the negative social image of nursing in Bangladesh. As in other 
chapters,, a summary and discussion wil l follow the description. 

Thee white sharis 

Nursess are easily recognisable in the ward, as they are the only staff members 
whoo wear uniforms. The majority of the nurses are females and they wear 
whitee sharis (saris) and a white cap. The male nurses wear white shirts and 
whitee trousers. They have different coloured belts around their waist, which 
reflectt their seniority. During my fieldwork, there were 18 nurses attached to 
thee orthopaedic ward. Among the staff nurses, six were male and the remaining 
twelvee were female. Of the six male nurses, two were assistant nurses. In 
additionn to the 18 nurses, there were eight student nurses also assigned to the 
orthopaedicc ward. There were an equal number of male and female student 
nurses. . 

Tablee 8.1: Staffing pattern of the nurses 
Position Position 
Nursing g 

supervisor r 
StaffNurse e 

Assistant t 
Nurse e 

Student t 
Nurse e 

Number Number 
11 (female) 

15 5 
(133 female, 

22 male) 
22 male 

8 8 
(44 female, 
44 male) 
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Thee number of nurses present in the ward fluctuated throughout the day. The 
highestt concentration of nurses was during the morning shift, when about six to 
eightt nurses were present in the ward. The number decreased in the following 
shifts;; in the evening shift, there was an average of four nurses, and by the 
nightt shift there were only two nurses. They worked in rotation. Unlike those 
off  doctors, the duties of the nurses are not divided by the unit of the ward. Al l 
thee duty nurses are supposed to work for all the patients from both units. 

Thee nurses work under multiple bosses. The nursing supervisor 
distributess the day-to-day work of the different nurses and supervises them as 
theyy carry out her orders. Nurses are also answerable to the hospital matron, 
whoo occasionally visits the ward. Nurses' day-to-day medical activities are 
supervisedd by the CA. The heads of the two units in the ward also oversee then-
work. . 

Mostt of the nurses are from lower-middle class backgrounds and came 
fromfrom in and around Chittagong, the city in which the hospital is situated. Seven 
off  the eighteen nurses are Muslim, ten are Hindu and one is Christian. It has 
alwayss been the case that the majority of the nurses in Bangladesh are Hindus 
becausee the notion of purdah has prevented Muslim women in Bengal for 
manyy years from taking up any profession that will bring them outside the 
home. . 

Doctorss use the English word 'sister' and 'brother' to address the 
nurses.. Patients also usually address them as 'sister' or 'brother' (in English), 
butt some call them 'nurse'. The nurses, however, call each other by name or 
apaapa if they are a female Muslim or didi if they are female Hindu, and vai if 
theyy are a male Muslim or dada if they are a male Hindu. 

Althoughh I talked with most of the nurses on duty, there were several 
withh whom I had the most interaction. Among them was the nursing 
supervisor,, Gita Rani. She is a composed, cool-headed woman who has been 
workingg as a nurse for the last twenty years. She manages the junior nurses 
efficientlyy when they come to her to consult with her. She also deals with both 
doctorss and patients quite diplomatically. Hasina, a staff nurse, is relatively 
junior.. She does not seem to be motivated to perform her work. She told me 
thatt when she was a young girl, she dreamt of wearing the white shari of the 
nurses,, but now she is disillusioned by the nursing profession and is frequently 
irritatedd with the patients. Shantona, a student nurse is a hardworking girl, who 
triess to learn the nursing ropes as quickly as possible. 

Registers,, files, forceps 

Itt was interesting to observe that nurses do very littl e actual nursing in the 
ward,, but instead are mostly busy with a variety of administration and 
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paperwork.. The nurses are required to fill  out a number of registers and send 
reportss to the hospital administration. Nurses are busy with the piles of 
registerss kept in their duty room, particularly during the morning shift. The 
followingg are the registers maintained by the nurses: 

1.. Assignment register. In this register the nursing supervisor writes the 
everydayy assignments of the duty nurse. 

2.. Record résister. Contains the identity and diagnosis of the admitted and 
dischargedd patients. 

3.. Handover register. Contains a hst of items in the ward (such as sheets, 
mattresses,, and equipment) that the nurses hand over from one shift to 
another. . 

4.. Round Register. Contains the advice and orders given during the 
round. . 

5.. Pathology requisition register. Contains a list of pathology tests needed 
forr patients. 

6.. X-ray requisition register. Contains list of patients who need X-rays. 
7.. Special attention register. In this register the nurses write notes about 

certainn patients who need special attention from the nurses of the 
followingg shift. 

8.. Register for police cases. Contains the list of patients that are 
consideredd to be police cases, such as road traffic accidents or criminal 
violence. . 

9.. Diet register. Contains the details of diets for different patients. 
10.. Drug register. Contain the list of available drugs. 
11.. Register for absconding patients. List of patients who have absconded 

fromfrom the ward. 
12.. Referral register. Contains the list of patients referred to another 

departmentt of the hospital 
13.. Death register. Contains the list of deaths in the ward. 

Everyy morning one nurse is assigned to prepare a report that they call 'the 
morningg statement'. This report contains the number of patients admitted on 
thatt particular day, as well as their diagnosis, and the number of patients 
dischargedd the day before. The statement also contains the list of police cases, 
abscondingg cases and death cases. To prepare the report, the nurse must consult 
alll  of the relevant registers. The nurse makes carbon copies of this statement 
andd sends it to three different offices: the office of the director of the hospital, 
thee Matron's office and the diet room. The nursing supervisor tries to make 
suree that the statement is sent off as early as possible each morning. The nurses 
however,, do not actually have a clear idea of the use of this statement. When I 
askedd the supervisor what the office will do with this statement, she said: 'Who 
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knows?? Maybe they wil l send it to the ministry. Probably they want to evaluate 
ourr work. My job is to send it to the necessary offices; I try to do it in time. 
That'ss all'. It has become an unquestioned ritual. Every morning one nurse 
startss the day by preparing the statement and the supervisor passes it upward, 
withoutt being concerned about its implications. 

Onee nurse is responsible for the handover register. The nurses seem 
veryy concerned about this register. The assigned nurse takes the handover 
registerr from the nurse from the previous shift and she checks each item 
mentionedd on the register one by one. The nurse then tries to keep track of the 
itemss during her shift, as she needs to handover all the items to the nurses on 
thee following shift. If any item is missing, the nurse responsible for the 
handoverr register is fined for it. In order to help the particular nurse, other 
nursess on duty also keep eye on the items. In addition to 92 bed sheets and 15 
extraa mattresses, there are 21 surgical and medical items that the nurses hand 
overr from one shift to another. The surgical and medical items list is as 
follows: : 

Itemm Number 
1.. Artery forceps 5 
2.. Needle holder 1 
3.. Tooth dissector 1 
4.. Lifter 1 
5.. Dressing tray (big) 2 
6.. Dressing tray (small) 2 
7.. Plain scissors 1 
8.. Torch light 1 
9.. Bandage cutting scissors 1 
10.. Kidney tray 1 
11.. Scissors tray 1 
12.. Oxygen meter 1 
13.. Oxygen cylinder 3 
15.. Dressing drum 3 
16.. Plaster cutting scissors 1 
17.. Sucker machine 1 
18.. Thermometer 2 
19.. Kettle 1 
20.. Sterilizer 1 
21.. Stethoscope 1 

Thee nurses complain that sometimes the intern doctors forget the forceps, 
scissorss or surgical tray beside the patient's bed and then the items go missing. 
Theyy complain that ward boys steal the items. There are also cases when 
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patientss and their attendants have stolen bed sheets when leaving the hospital 
afterr being discharged. The nurses must therefore make a big effort to keep an 
eyee on these items. 

Oncee the round is over, the duty doctors add their new advice and 
treatmentt orders to the round register, and later on to the patients' files, based 
onn the discussion during professor's round. The nurses bring all the files to 
theirr room and look for the new orders. They fill  out the pathology, X-ray and 
diett requisition registers according to the orders. They also make separate 
referrall  slips for the different tests to give to the patients. They check which 
mediciness are available in the ward and then make another slip of the 
remainingg medicines that the patients need to buy from outside of the hospital. 
Thee nursing supervisor sends a requisition order to the hospital medicine store 
accordingg to the daily requirement of the drugs and sends the 'medicine boy' 
(thee ward boy in charge of retrieving the medicines) to fetch them. Nurses also 
writee special attention notes in some of the patients' registers for the nurses of 
thee following shift. Special attention notes include notes about the time a 
transfusionn of blood or change of saline is necessary. On operation days, they 
mustt fill  out additional forms for sending the patient to the OT. They need to 
ensuree that all the appropriate investigation papers accompany the operative 
patientss as well. Clearly, a large part of the nurses' duty time is spent busy 
withh registers, slips, files and reports. The nurses themselves are also frustrated 
aboutt this. 

Wee should be called as clerks, not nurses. Since morning I have been 
holdingg my pen. If all the time I am writing when I am going to look 
afterr the patients. I think there should be some separate staff for doing 
paperwork.. (Maloti, staff nurse) 

Tenn years back we didn't do so much paperwork. I remember I also 
hadd time to feed patients by hand. But now, as the number of patients 
hass increased, they have also increased the amount of paperwork. We 
doo not have time to do nursing work. (Gita, nursing supervisor) 

Littl ee touches with the patients 

Whenn reflecting on their medical and nursing duties the nurses mentioned the 
followingg responsibilities: receiving the patients, recording their vital signs, 
distributingg drugs and monitoring medication, dressing and assisting with 
dressingg wounds, making beds, monitoring patients' diets, training patients and 
attendantss to do relevant exercises, assisting with operations and providing 
dischargee advice to the patients. 
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Byy 'receiving the patient'  the nurses mean that upon the arrival of a 
neww patient in the ward they put them in a bed, with the help of ward boys. 
Thenn they make a file for  the new patient by entering the name and address of 
thee patient on a prescribed from. They keep the fil e on the bed of the patient 
andd wait for  the doctor's orders for  medications. 

Thoughh they record the vital signs, like pulse, blood pressure and 
temperaturee of the patients upon arrival , they do not continue to do so in the 
followingg hours. As one nurse mentioned: 

Vitall  signs are not maintained in the orthopaedic ward as they are in 
thee [internal] medicine ward. In the medicine ward, the doctors want to 
knoww the vital signs every hour, so that is a must in the medicine ward. 
Butt  here doctors do not want to know the vital signs regularly. It is not 
thatt  important for  the treatment here, so we do not maintain that. 
(Amina,, staff nurse) 

Thee nurses distribut e the medicines that are available in the ward. As 
mentionedd before, only a few of the required drugs are given by the hospital, 
thee rest must be bought from outside by the patients. It is mainly the nurse who 
suppliess the list of drugs that should be bought from outside to the relatives. 
Nursess tell the patients about the dose of the medicines. However, I did not see 
thee nurse monitor  the administration of medication. They just casually ask the 
patientss while passing by the bed, 'Did you take the medicine in time?' They 
doo not actually check the medicine intake properly. But they are conscientious 
aboutt  giving injections. They even take some pride in this act injecting, and 
feell  content that at least this is a task that the relatives are not able to perform. 
Hasina,, a staff nurse said: 'Relatives have taken over  all our  nursing jobs. But 
forr  injections they will have to call us'. 

Thee nurses assist with dressing wounds. Usually the dressing is done 
byy intern doctors and the CA, however  nurses also do the dressing themselves, 
particularl yy when the patient load is high, and is not manageable by the 
doctors.. In such situations ward boys also do the dressing. 

Nursess assist in the operation theatre. They prepare the surgical 
instrumentss and operation gowns for  the doctors before the operation starts. 
Nursee also sometimes assist the doctors during the operation by holding a 
patientt  in position or  by supplying the instruments asked for  by the doctor. 

Inn the morning, one of the nurses, usually an assistant or  a student 
nurse,, is assigned to bed making. In fact, there is not much to do in bed 
making.. Nurses usually just smooth out the bed sheet before the professor's 
round.. They do not need to adjust the tractions of patients in the beds. Because 
itt  is done in the beginning of the traction, there is no need for  the nurse to 
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adjustt it every day. For the patients having traction, the foot end of the bed is 
usuallyy simply kept high. As one nurse said: 

Wee read lots of things in our book about bed making. For arthritis 
patientss a hard bed, for bum patients a boat-like bed etc., but where 
wouldd I make all those beds? We even cannot provide beds to all the 
patients,, and put them on the floor. Moreover the beds are age-old, 
almostt broken. So in the name of bed making I just see whether the bed 
sheett is okay? (Shantona, student nurse) 

Monitoringg the patients' diet is also the nurses' responsibility. One nurse sends 
thee diet indent to the kitchen according to the prescription of the doctors. 
Communicationn about the diet is done in code numbers. The following are the 
codes:: Diet-1 is a regular diet from the kitchen; Diet-2 is a high protein diet; 
Diet-33 is a salt-free diet, mainly for hypertension patients; Diet-4 is sweet-free 
diett for diabetic patients; Diet-5 is the admission diet, which is a quick meal for 
thee newly admitted patients; and Diet-6 is a liquid-only diet. However, most of 
thesee diets are not available. As Bilqis, a staff nurse, told me: 

AA few years back, patients were given a piece of bread and a glass of 
milkk upon admission, which we called the admission diet. But 
nowadays,, there is no more admission diet. Nor does the kitchen 
preparee any salt-free or sugar-free meals. So every one is mostly given 
Diet-1,, the normal diet, or sometimes the liquid diet. Sometimes 
however,, we give an indent for a high protein diet, and the patient is 
suppliedd with just an extra egg. 

Nursess sometimes train the patients or their attendants to perform the exercises 
thatt are indicated by the doctors. In addition it is usually the nurse who 
communicatess the discharge advice to the patients. 

'We'We are left alone to handle the public* 

Thee English word 'public' is frequently used in Bangla to refer an 
undisciplinedd crowd. The nurses used the word 'public' to refer to the patients 
andd their relatives in the ward. They felt that they are the one who are mostly 
forcedd to deal with the public. The doctors are socially far-removed from the 
patients,, the lower staff are not equipped to answer the medical queries of the 
patients,, and as a result it is the nurses to whom the patients approach with all l 
off  their demands. The nurses have the most difficult time handling the 'public' 
duringg the evening and night shifts, when only a few junior doctors are present 
inn the ward. As one nurse said: 
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Inn the morning the patients are afraid to ask questions to the doctors, 
whenn the doctors leave, the patients rush to us with all sorts of 
questions.. They want to show us their X-rays, their blood reports and 
soo on. Sometimes, in the evening or night shift, there is no doctor to 
calll  or to consult, maybe one or two intern doctors who are also busy 
withh some other work. We are then left alone to handle the public. 

Theyy find it difficult to handle the public as they also think like the doctors, 
thatt patients and relatives ask unnecessary questions. Sometimes stupid 
demandss make them angry. One nurse told me: 

Onee patient just told me that the capsules were not working; I should 
givee him injections because injections are stronger. Another day one 
patientt asked me why I am giving him such a small tablet, while the 
patientt to his next bed getting bigger tablets? How can you keep your 
temperr cool with these demands? 

Anotherr nurse told me: 

Bedd number 83 offered me money and requested an antibiotic injection 
fromfrom the hospital. I repeatedly told him that there is no injection supply 
fromfrom the hospital. But he did not believe me and kept on requesting 
one. . 

Somee nurses expressed their distaste for this public nature of their nursing job. 
Ass Anita, a staff nurse, said: 

Inn nursing you always have to deal with the public. I hate to deal with 
thee public. This is risky, because the public becomes very ferocious if 
theirr demands are not satisfied. It would be better if I would be a 
schoolteacher,, then I would not have to face the public like this. Here I 
havee to mix (mela mesha) with hundreds of different people, while a 
teacherr only meets with her students and the colleagues. That 
professionn also has honour (izzat) in the society. 

Nursess developed various strategies to avoid the unruly public. Most of the 
timee they responded to the indiscipline in the ward by withdrawing to their 
dutyy room, and ignoring the questions and demands of the patients or their 
relatives.. However, they also are aware of not generating conflict with the 
public.. As one nurse said: 
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Thee relatives come with all kinds of requests: 'Sister could you please 
checkk the saline drip, it seems very slow' or 'Sister, my patient is 
havingg severe pain, please come for a while'. Most of the time these 
aree false complaints, I therefore try to avoid them, but I can sense when 
theyy (relatives) are losing their patience. Then I pay a visit to the 
patient'ss bed just to console them. 

Theree were, however, nurses who had learned by bitter experience 'how to 
speak'' to avoid the trouble which pertained when 'the public' became angry. 
Duringg some troubled situations nurses usually do not get heated and avoid the 
confrontationn by remaining silent or withdrawing from the scene, unlike 
doctorss or ward boys or cleaners, who would overshadow the anger of the 
publicc by shouting and scolding. This attitude, however, is observed only with 
thee female nurses; it is definitely an issue of gender. The female nurses felt that 
theyy would not be able to control the male relatives because relatives expect 
themm to conform to the normal gendered role of a woman and not to be too 
outspoken. . 

II  do not go to fight with the people. This is a male dominated society 
{punish{punish shashito somaj). They think: 'Why should I listen to a woman, 
whatt does a woman know (meye loke kijane)^ 

Doctorss are the boss, but... 

Accordingg to hospital hierarchy, nurses are subordinate to doctors. Doctors 
givee orders and the nurses carry them out. But because of the different lines of 
authority,, doctors cannot take disciplinary actions if nurses fail to carry out 
theirr orders. The nurses are accountable to the matron ana the hospital director, 
nott the doctor. However, the matron and director depend on doctors' comments 
andd reports about nurses' performances to evaluate them, so there is some 
degreee of influence on the part of the doctors. Nurses generally act 
submissivelyy to doctors, although their degree of deference varies according to 
thee rank of the doctor. It is common to see the professor scolding the nurses for 
theirr mistakes. The nurses usually remain silent during the lecture, but 
sometimess they make jokes afterwards about the scolding if they realize that 
thee mistake was not their own. We may recall the reaction of the nurse in the 
openingg scene of Chapter One, in which the professor scolded the staff for 
missingg scissors. 

However,, similar tolerance is not shown by nurses towards junior 
doctors,, and particularly not towards the intern doctors. Nurses sometimes 
ignoree the orders given by intern doctors. Sometimes they even accuse intern 
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doctorss of delaying treatment orders. Once a senior  staff nurse told an intern 
doctor: : 

II  have received this patient at 1:00 PM, and I made the file. It is now 
7:000 PM and none of you have seen the patient. The patient is annoyed 
withh me. You cause delays and the patient is angry with us! 

Inn another  incident, a staff nurse gave an antibiotic injection to a newly 
admittedd patient before the intern doctor  had checked the patient. The duty 
internn doctor  was annoyed and said: 'Why did you give injection to the patient 
withoutt  asking me?' The nurse replied: 'How long should I wait? None of you 
weree coming. I knew this patient needed an antibiotic injection immediately. I 
havee been working here for  five years.' 

Onn several other  occasions similar  conflicts between experience and 
authorityy emerged. Once an intern doctor  told me that it is difficul t to get things 
donee by nurses. 'They tend to ignore intern doctors orders. As if we are still 
students.. I need to ask the nurse thrice to get me forceps.' 

Coserr  rightl y pointed out the centre of the problem.'[B]oth have 'not 
quite''  that status they envision for  themselves, the nurse is 'not quite' authority 
holderr  over  the ward and the internee is a 'not quite' a physician' (1962:24). 

Theree have also been incidences of more serious disputes between 
doctorss and nurses. Before I started my fieldwork, a medical officer  from the 
otherr  unit slapped a nurse because of a mistake she made. This generated 
seriouss resentment among the nurses. All the nurses of the hospital went on 
strikee in protest of the doctor's act. They demanded termination of that doctor. 
Ann inquir y committee was formed. The doctor  was transferred to another 
department.. The nurses returned to work after  a week. 

Nursess feel that doctors do not acknowledge the crucial support they 
providee to them: 

Wee have all the information about each patient; doctors always need to 
askk us for  information about the ward. As we do the paperwork, we 
havee a complete picture of the ward. Ask the doctor, they wil l not be 
ablee to tell you many things. If we would not prepare the patients for 
OTT properly, and would not ensure the tests and medicines, the doctors 
wouldd not be able to work. But they do not want to give us merit. They 
thinkk we are deceitful (fakibaf). 

Nevertheless,, nurses also have friendly  encounters with doctors. Though I have 
neverr  seen a nurse sit in the doctors' room, doctors often come to nurses' room 
forr  friendly  chats with them. There are also stories of romantic affairs and 
marriagess between doctors and nurses, though because of the unequal social 
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status,, this is not very common. I did not encounter any such relationship 
betweenn a doctor and nurse in this ward, but joking comments were not 
uncommon.. After the CA scolded two student nurses, the nursing supervisor 
saidd to him: 'You are too rude to girls. You need some softness in your heart. 
Havee an affair and get married. You will leam how to talk with girls.' 

Nott  a glamour  girl 

Althoughh some nurses joined the profession with the motivation to help people, 
forr majority the motivation was economic. The following comments give the 
personall  background of some of the nurses: 

II  have five sisters but no brother. My father used to have a small job. It 
wass difficult for him to maintain the family. As the eldest daughter, I 
decidedd that I would earn money and help my father. My father didn't 
havee the ability to provide me with a higher education. In our time 
theree were not many jobs for women. Nursing was the best option. 
(Gita,, nursing supervisor) 

Onee of my aunts was a nurse. I used to come to hospital with her. I was 
veryy impressed by their white dress. I had a dream that one day I will 
wearr this. My family was not economically stable, so I also wanted to 
bee economically independent. I did not have much higher education, so 
II  took nursing. (Hasina, staff nurse) 

Twoo years after my wedding my husband died. I had to find a job to 
survivee with my little one-year-old boy. Nursing was suitable with the 
qualificationss I had. Moreover, I once wanted to join missionary and 
becomee a nun. Nursing gave me the opportunity to fulfi l the duty of 
god.. It also helped me to survive economically. (Rosalin, staff nurse). 

Somee nurses told me that many widows and destitute women joined nursing as 
itt gave them a good social and economic base. However, although their 
economicc objectives were fulfilled after starting a career as a nurse, most of the 
nursess are unhappy because of the social image of the nursing profession in 
Bangladesh.. They felt that they are not respected by the people as other 
professionalss with similar qualifications are. This is, however, not the view of 
thee few male nurses. The female nurses mentioned a number of causes behind 
thiss disregard for the nursing profession. 

First,, nurses felt that people think nursing is an immoral profession, 
particularlyy because they stay in the hospital at night with doctors and other 
males: : 
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Peoplee think that our work is not decent. We do night duties. It is bad 
forr a Muslim woman to stay outside her home at night. They think 
nursess have illici t relationships with doctors or other males. As a result 
nursess face trouble in getting married. One of my fellow nurses had an 
affairr with a doctor and they got married. But the doctor's family 
rejectedd them. His family did not come to the wedding. The doctor's 
familyy thought that it was a shame for the doctor to marry a nurse. 
(Hasina,, staff nurse) 

Secondly,, the nurses felt that people look down upon them because many girls 
fromfrom poor families come to this profession and the work that they do is 
consideredd dirty. 

Onee of our colleagues went to London for a special nursing training. 
Shee saw there that rich, educated girls become nurses, so they are 
honoured.. Here people think: 'Oh, these girls are from poor families, 
theyy earn money by doing dirty jobs'. Moreover, in our religion people 
alsoo associate us with lower caste as they think that we do dirty jobs. 
Soo people do not value nurses (dam die na). (Sobita, staff nurse) 

Finally,, they also suggested that the fact that the people did not give any value 
too nurses was because the doctors and other higher authority did not value 
them. . 

Doctorss always scold us in front of people. When the superintendent 
comess to inspect our work, he also shouts at us in front of everybody. 
Howw then will the people give us value? (Bilkis, stafff  nurse) 

Summaryy and discussion 

Mostt of nurse's duty time is spent on paperwork, such that they can hardly do 
anyy nursing or medical work. The nurses are preoccupied with reports, registers 
andd files. They maintain thirteen registers and prepare a number of reports. 
Theyy are the custodians of the administrative records and the equipment of the 
ward.. Shift after shift, the equipment and supplies listed in the registers are 
checked,, counted and handed over. Daily completion of the bed statement, 
pathologyy and X-ray forms, discharge forms, day and night order books and 
stockk and diet registers are maintained. 

Thee medical work that nurses do is very little. Nurses usually do not 
assistt patients in their day-to-day activities in the ward; these tasks are 
generallyy taken care of by the attendants of the patients. Nurses do not provide 
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anyy emotional support to the patients, either. It appears that nurses are mainly 
thee caretakers of papers and registers, rather than the caretakers of patients. 
Theirr medical tasks include distributing drugs, giving injections and assisting 
doctorss in dressing wounds and during operations. In addition, the nurses have 
brieff  encounters with the patients while receiving them after admission, 
recordingrecording vital signs, making beds, monitoring patients' diets and training the 
patientss and attendants to do relevant exercises. 

Nursingg emerged as a profession around the end of the eighteenth 
century.. Credit for the respectability of the profession largely goes to the effort 
off  Florence Nightingale (1820-1910). With her endeavours in the Crimean War 
(1853-1856)) and her ideas about nursing, it started to become a respectable 
occupationn for women. She developed the image of a nurse as 'the lady with 
thee lamp', a noble, motivated, loving, self-sacrificing and untiring woman. In 
laterr years, when institutes for training nurses emerged, they also trained nurses 
intoo fulfillin g such an image. As Ehrenreich and English wrote: 

Thee finished product, the Nightingale nurse, was simply the ideal 
Lady,, transplanted from home to the hospital, and absolved of 
reproductivee responsibilities. To the doctor, she brought the wifely 
virtuee of absolute obedience. To the patient, she brought the selfless 
devotionn of a mother (1973:55). 

Coserr similarly referred to the nurses of the Mount Harmon hospital in the 
Unitedd States as 'quasi-mother figures'. She wrote: 

Thee English term 'sister' (like the German 'Schwester' and the French 
'soeur')'soeur') suggests a personal closeness in the nurse-patient relationship. 
Inn a similar vein, the expressions "nursing the sick" and "nursing the 
baby""  denote at least a metaphorical similarity between care of the 
patientt and nurture of the child. The emphasis is upon protection and 
emotionall  gratification (Coser 1962:70). 

Byy reviewing the role of nurses in Britain in last few decades, Armstrong 
suggestedd that in contrast to doctors, nurses in Britain have succeeded in taking 
theirr role for care beyond only the biological functioning of the patients. He 
wrote: : 

Certainlyy the doctor with the technological devices and interests in 
biochemicall  pathways has often seemed in danger of relating to the 
patientt only as a biological object; but in contrast, the nurse, through 
beingg constantly by the patient's side and caring for the patient's basic 
functions,, has of rights a special relationship (Armstrong 1983:457). 
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Bearwoodd et al. (1999) wrote about how nurses in Canada have restructured 
theirr  profession according to the formal complaints of patients against them, 
andd made it more patient friendly. 

However,, these images of nurses in Western countries do not fit with 
thee image of Bangladeshi nurses. Because of the various local factors, the 
typicall  role of the nurse is much altered here. Nurses in Bangladesh are situated 
inn such a position that it is not possible, either  socially or  structurally , to relate 
themm to the Nightingale's 'lady with lamp' image. The metaphorical similarit y 
off  'nursing the sick' and 'nursing the baby' is also absent in this context. 
'Shebika'Shebika11 is the Bangla word for  nurse. It suggests personal closeness, but is 
neverr  used nowadays; there is no 'special relationship' between nurse and 
patient.. Moreover, the nurse to patient ratio is so low that it is not possible for 
themm to take care of all the admitted patients. It is also impossible for  the 
nursess to show any mother-like devotion with so littl e resources supplied by 
thee hospital. 

Karmakarr  (1993) discussed how the first  senior  nursing school, headed 
byy a British matron, was established in Dhaka, now the capital of Bangladesh, 
inn only 1947. After  the partitio n of India and Pakistan, only 50 nurses from 
Indiaa opted to come to what was then East Pakistan. Of these, eight were sent 
too London for  higher  nursing trainin g in 1949. After  their  return, most of these 
nursess took up the leadership position in developing nursing services in the 
country.. The first  nursing college was established in 1970. After  the 
independencee of Bangladesh, a number  of undergraduate and post-graduate 
nursingg institutes increased, and a separate Directorate of Nursing Services was 
established.. However, although the volume of nursing professional increased in 
Bangladesh,, the core value and the character  of the profession has been lost. 

Whenn the bureaucratisation of hospitals began in the first  half of the 
twentiethh century mainly in the Western countries, nurses took on some new 
functions,, including administrative and clerical responsibilities, in addition to 
theirr  nursing job (Simpson et al. 1979). But in Bangladesh, it appears that due 
too a lack of administrative manpower, nurses have almost entirely absorbed 
themselvess in paperwork, and nearly abandoned the nursing part of their  work. 
Thiss altered definition of a nurse's role gives them the opportunity to avoid 
gettingg too close to the complaining patients and dissatisfied relatives. 
Bangladeshii  nurses' work does not fit  with what Van Dongen and Elema wrote 
whilee discussing the 'body work' of nursing. 

Touchingg in the nursing is inevitable, because the patients are 
dependentt  on nurses for  many activities in daily living: washing, 
feeding,, lifting , dressing. (Van Dongen &  Elema 2001:156). 
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Nursess in Bangladesh hardly touch the patient; the relatives of the patients do 
alll  the 'body work' and play the role of nurses. Karmakar (1993) similarly 
observedd little nursing work by nurses in another Bangladeshi teaching 
hospital.. The protection and emotional gratification of patients is also achieved 
byy relatives and not by nurses. 

Moreover,, nurses here are also not the agents of socialisation of 
patientss or the mediator between physician and patients as they are in Western 
hospitals.. Sometimes Bangladeshi nurses act as a mediator by simply repeating 
aa doctor's advice and explanations. It is rare to see a Bangladeshi patient trying 
too engage a nurse in conversation for social pleasure. 

Sciortinoo (1992) observed a similarly altered role of nurses in 
Indonesia.. She pointed out that in the rural heath centres of Indonesia, there is a 
discrepancyy between the formal and actual role of nurses. Instead of providing 
nursingg care, the nurses in rural Indonesia mainly perform curative tasks. 
Becausee of the unavailability of doctors and other administrative constraints, 
theyy had to give up their nursing duties and take over the responsibility of 
providingg treatment to the patients. Sciortino wrote that in Indonesia: 'Nurses 
aree neither doing what they are formally supposed to do, nor what they have 
beenn taught to do' (1992:289). Digby and Sweet (2002) similarly observed 
changedd role of nurses in South Africa, where the biomedical nurses acted as a 
culturall  brokers for traditional medicine. 

Thee worries and concerns that Bangladeshi nurses have regarding their 
professionn also vary greatly from their Western counterparts. For example, 
Coserr (1962:28) wrote that the source of frustration of American nurses is 
'...thee problem of "always" having to "clean up after the doctors", i.e. doing the 
doctors'' dirty work'. This is not a problem for Bangladeshi nurses, as they can 
delegatee as much of the 'dirty work*  to ward boys and cleaners as they would 
like.. The major source of disappointment for nurses in Bangladesh concerns 
theirr social image. Nursing does not have an image of noble work in 
Bangladesh.. Although Bangladeshi women have been in the nursing profession 
forr several decades (Hussain 1958), they still do not have a respectable public 
image.. Begum (1993) found that more then 80 percent of the 208 students of 
thee only college of nursing in Bangladesh expressed their dissatisfaction 
regardingg their low social status. The low social status firstly comes from the 
factt that most of the nurses come from lower socio-economic background. As 
inn my study, Begum (1993) found that majority of the nurses come from poor, 
agriculture-basedd family backgrounds. Many of the nurses are widows and 
destitutee women who have low social status. In professional settings, the 
doctorss consider nurses as inferiors (Nahar 1991). 

Thee negative evaluation of nursing also comes from the existing 
religiouss notions in Bangladesh. The nursing profession is considered socially 
loww because of Hindu ideas about the caste system and because of Islamic 
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notionss about decent moral conduct for  women. The Hindu caste system is 
builtt  on the underlying religious principl e of the opposition of the pure and the 
impuree and hierarchy is the 'superiorit y of the pure to the impure' (Dumont 
1980).. The kind of 'dirt y work' done by nurses is usually associated with lower 
castee people. Kirkpatri c (1979) discussed how in India, nursing is socially 
stigmatisedd Bangladeshi Hindu nurses also expressed their  concern in this 
regard.. For  the Muslim nurses, it is the public nature of their  work, their  mixing 
withh men and staying outside home during the night is considered morally 
demeaning.. One nurse mentioned how the family of a doctor  felt degraded 
whenn theirr  son married a nurse. Harun and Banu (1991) discussed how Muslim 
womenn of Bangladesh were reluctant to enter  into the nursing profession 
duringg colonial and Pakistan period. Similar  situations are found in some other 
Muslimm Middl e Eastern countries as well. El-Sanabary (1996), who studied the 
sociall  image of nurses in Saudi Arabia and other  Middl e Eastern countries, 
foundd that negative image of nurses in those countries are similarly associated 
withh the interminghng of the sexes that obstructs the principal of gender 
segregationn and is generally believed to lead to immoral behaviour  such as 
illici tt  relationships. She writes: 

Contraryy to Western literatur e that associates nursing with such 
characteristicss as virtu e and purity , the taint of immoralit y associated 
withh nursing in Saudi Arabia and some other  Arab countries is the 
mostt  damaging to the profession and the peace of mind of women who 
wantt  to peruse it (El-Sanabary 1996:78). 

Thiss chapter  has shown that the role, image and concerns of the Bangladeshi 
nursess have gone far  and became different from the ideal image of nursing and 
fromfrom  the ways it is practised in other  parts of the world. They are not 
sacrificing,, respectful ladies with lamps; rather  they are irritated , frustrated 
womenn running with files and registers. This altered role of nurses tells us 
aboutt  the general scarcity of manpower in a resource poor  country like 
Bangladesh.. On the other  hand, the negative image of nursing profession tells 
uss about the societal value concerning women's morality and status hierarchy. 
Itt  shows that Bangladeshi society generally upholds the notion of female 
seclusionn and attaches lesser  prestige to manual labour. 
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Chapterr  IX 

DOCTORS::  PRIDE AND PREJUDICE 

We, We, 
MedicalMedical College we read, 

Anatomy,Anatomy, pathology, medicine surgery, 
MoreMore names there to which we pay heed, 

MedicalMedical college we read. 
Cardiology,Cardiology, haematology, physiology 
SomeSome we understand, some not easy 

InIn medical college we 're busy. 
WeWe repair bones, sew skin, cut the dead 

WeWe are expert heads, 
DiseaseDisease and ailments we make fled. 

DeadDead body we dig, cut and join 
BifurcateBifurcate belly, dissect intestine, 

KnifeKnife and scissors, company for our lifetime. 
WeWe break the pride of god of death, yet we boast always. 

WeWe study in medical college. 

Thiss is a translation of a song sang in Bengali by the medical students during a 
musicall  night at the medical college. It captures the contradictions and ironies 
off  a doctor's profession. When students become doctors, they also carry this 
pridee of being 'expert heads'. The hospital is the place where the doctors 
demonstratee their pride, authority and power. The hospital is the kingdom in 
whichh they are the monarchs. 

Whenn I first started my fieldwork, the doctors of the hospital were 
discussingg a strike to protest an assault on a prominent local doctor who was 
attackedd and robbed by some thugs in his practising chamber. I attended the 
meetingg of the doctors in favour of the strike. The speaker was shouting into 
thee microphone: 'We are protesting against the negligence of the state authority 
too protect members of an honourable profession. It is a matter of the prestige of 
thee medical profession'. While in the group setting, they seemed confident. 
However,, when I chatted backstage with these proud, self-assured doctors, I 
foundd that they were full of various disappointments and frustrations. They did 
eventuallyy strike, and by the end of the two-week strike, the ward was full of 
foull  smells due to unchanged dressings and infected wounds of the patients. 
Somee half-cured patients had begun to leave the hospital, while other had died. 
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Doctors'' paradoxical situation with the sense of hierarchy, pride, frustration 
andd insensitivity wil l be revealed in this chapter 

Thee doctors on duty 

II  previously mentioned that the orthopaedic ward is divided into two units, and 
thatt each unit has a separate team of doctors. I focused my fieldwork on Unit 
Two.. The following are the doctors working in Unit Two: 

Thee Associate Professor. Dr. Hamid Ali is the head of the unit. Though 
hee is an associate professor, everyone in the ward refers to him as a professor. 
Hiss responsibilities include the medical supervision of the patients, performing 
operations,, training the junior doctors, teaching medical students and co-
ordinatingg the overall activities of the ward. He has published books on 
orthopaedicc issues and is the editor of an orthopaedic newsletter. He is 
politicallyy active in the politics of the Bangladesh Medical Association (BMA). 

Thee Assistant Professor. Dr. Bazlur Rahman assists the professor in the 
medicall  supervision of the patients, in training the junior doctors and in 
teachingg medical students. He also conducts operations. He does not have any 
administrativee responsibilities. He joined the ward a few months ago, when he 
transferredd from a different hospital in an adjacent district. During my 
fieldworkk he was still adapting to the new place. 

Thee Casualty Medical Officers. There are two casualty medical 
officerss in this unit, Dr. Harunor Rashid and Dr. Mahmudul Haque. Their main 
responsibilitiess are providing treatment to 'indoor' and 'outdoor' patients, 
conductingg operations and supervising the activities of the nurses and ward 
boys.. They do not have any teaching responsibilities. Dr. Harunor Rashid has 
beenn working in the ward for many years. Dr. Mahmudul Haque has recently 
joinedd the ward, after completing a course in skin and venereal disease. As 
theree was no post in the skin and venereal disease department, he was assigned 
too this ward. He was struggling to learn orthopaedic techniques. 

Thee Register. Dr. Farid Ahmed's main responsibility is teaching the 
medicall  students. He also conducts operations and takes part in the medical 
supervisionn of the patients. 

Thee Assistant Register. This post was formerly known as the Clinical 
Assistantt (CA). Staff in the ward still refer to Dr. Shakil Ahmed, who is the 
assistantt register, as a CA. The CA is a training post for doctors who want to 
pursuee a post-graduate degree, i.e. further specialise. The CA trains for two 
yearss under the supervision of the head of the unit. The CA in this unit was in 
hiss last year of training. He is the busiest doctor of the ward. He takes part in 
alll  treatment-related activities in the ward, conducts operations and supervises 
day-to-dayy clinical activities. He also supervises the activities of nurses, intern 
doctors,, ward boys and other lower staff. As mentioned before, he belongs to a 
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particularr Islamic religious group called Tablig. Unlike other doctors, he 
alwayss wears the kurta, male Islamic dress, and is conscientious about praying 
regularly. . 

Thee Intern Doctors. There are four to five intern doctors in the ward on 
average.. Their training in the orthopaedic department lasts for four weeks, and 
iss part of their one-year internship training. As a result, every month new intern 
doctorss arrive in the ward. They are the most regularly present doctors in the 
ward.. Even if other doctors are absent, it is always possible to find one or two 
internn doctors in the ward at any time of the day. After a patient is admitted to 
thee ward, it is the intern doctors who give the initial treatment. They put 
dressingss on the patients, assist in operations and do whatever the professor or 
thee CA asks of them. 

Althoughh there are a considerable number of female doctors in the 
hospital,, there were no female doctors regularly on the orthopaedic ward. A 
feww female interns did their four-week duty there as part of their training. This 
strikingg absence of females could be because doctors consider surgery to be a 
malee job. This is particularly true for orthopaedic surgery, as it demands lots of 
physicall  strength. One female intern doctor said: 

Orthopaedicc surgery needs lot of bodily strength. I think as a female it 
iss a problem for me. It is not easy for me to do a closed reduction of a 
bigg man. Moreover, applying plasters and drilling bone is labour-
intensivee work. You will not see female orthopaedic surgeons. 

Thee presence of doctors in the ward varies greatly, depending on the time of 
day.. In the early morning, I was sure to find at least one intern doctor and the 
CAA in the ward. In the morning, before the professor comes, the CA does a pre-
roundd with the duty intern doctors during which he prepares for the professor's 
roundd by, for example, making sure all the files are in position and checking 
whichh cases need to be discussed with the professor. By 9:30 AM the rest of 
thee doctors arrive, including the assistant professor, register and the casualty 
medicall  officers. As the CA always has the most up-to-date information about 
thee ward, they discuss the latest developments on the ward with him. The 
professorr generally arrives around 10:30 in the morning and starts his daily 
round,, throughout which all the doctors present follow him. They discuss the 
casess and take instructions from the professor. 

Thee round: Climax of the drama 

Thee most important moment of the day's routine is the doctors' round. If we 
considerr the ward setting as a stage where a play named 'Patient Care' is being 
performed,, then the round of the doctors is the climax of the drama. In that 
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scene,, the professor is the main actor and junior doctors and nurses are the 
supportingg actors while the patients seem to be the viewers of the drama. 

Thee whole morning shift, both before and after the professor's round, 
iss a time of high alert for the ward. All the doctors are present at this hour, and 
theyy make sure that everything in the ward runs according to how they see fit. 
Theyy want every patient to lie in their respective beds. They do not want any 
outsiderr present, except for those who have already received permission. One 
dayy I was observing a young internee doctor who joined the ward just the day 
before.. He was shouting to a relative of a patient as he was preparing the ward 
forr the professor's round: 'Get out at once!' The relative said: 'Do not talk like 
thatt with me, I am a university student.' The internee replied: 'I don't care. 
Youu just get out. This is a place only for doctors and medical students.' The 
relativee went out. The internee then turned to me with annoyance. 'Who are 
you?? Why you are still in the ward?' He had not seen me before. Another 
interneee doctor on duty quickly went to him and explained what I was doing 
there.. The tone of the agitated doctor changed completely. He apologised: 'I 
amm extremely sorry. I did not know. Please do not mind. You know better how 
outsiderss can be disturbing during the round.' 

Duringg this period of the day, the doctors shout, scold, talk and walk 
freelyy around the ward, while everyone else, (the patients, other staff and some 
relatives)) remains either still and silent or, if they must talk or move, they do so 
withh great caution. During the round itself, however, it is mainly the professor 
whoo talks, while the rest of the staff members remain silent and only answer 
professor'ss questions. If they need to talk among themselves they whisper in 
onee another's ear. 

Whenn the professor starts his round, he acts dissatisfied and angry 
aboutt everything. He is often angry with the patients for various reasons. Once 
hee found that a patient did not carry out a particular leg exercise that he had 
beenn advised to do. The professor vigorously scolded him and told him to keep 
hiss leg lifted while lying in bed as a punishment. The patient could not keep the 
legg lifted for long and dropped it. The professor in another comer of the ward 
noticedd and scolded him. Once the wife of a patient left her high heel sandals 
besidee his husband's bed when she went out of the ward because of the 
professor'ss round. The professor suddenly noticed the pair of sandals under the 
patient'ss bed and started scolding him: 'Have you started wearing ladies 
sandals?? Why these things are here?' After he scolded the patient, he scolded 
thee ward boys for not clearing up the ward properly before he came. When a 
babyy urinated on the floor of the women's section of the ward, the mother 
receivedd a vigorous scolding from the professor. One day, the two policemen 
whoo were guarding a prisoner patient remained seated in their stools while the 
professorr was on his round. The medical officer went to them and said: 'You 
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shouldd have some honour  for  the professor. You should not remain seated 
whilee he is doing the round.'  The two policemen arose from their  stools. 

Thee professor  is particularl y angry with the doctors. The main purpose 
off  the round is to follow up the patients' conditions and decide which treatment 
plann is most appropriate, but the round is also a way of teaching the interns. 
Thee professor  is often dissatisfied with the doctors' lack of orthopaedic 
knowledgee and their  medical performance in general. He poses various clinical 
questionss to the doctors and frequently becomes angry when they fail to give 
thee correct answer. To one intern who was holding an X-ray, the professor  said: 

'Youu don't know how to hold an X-ray. You made the patient upside 
down.. You always should keep the X-ray in the anatomically correct 
position.. Now tell me whether  it is a benign or  malignant cyst.' 
Thee intern: 'Probably malignant'. 
Thee professor: 'What do you mean probably? I am not doing a 
probabilit yy test here. It is clear  in appearance. What is the difference in 
appearancee between a benign and malignant cystic?' 
Thee intern remained silent. The professor  then said: 'I t is clearly a 
benignn cystic, see the margins, it is uniform, and not sclerotic. Now, 
youu cannot even differentiate it. How did you pass the exam? How do 
youu expect to carry on your  duty in an orthopaedic ward? Want to be a 
doctorr  without knowing anything? Just want to put "Dr. "  in front  of 
yourr  name, earn money and marry a beautiful girl?' 

Thee scolding continued for  quite some time. The professor  seemed particularl y 
irritate dd by the performance of the CA, who is trainin g under  him. 

come?' ' 
Thee professor  asked the CA: 'Did you check this patient before I 

Thee CA: 'Yes, sir' . 
'Didd you know that you need a lateral X-ray of this patient?' 
'Yes,, sir  I know'. 
'Don' tt  talk like politicians. They always say that they know everything 
andd don't do anything. Where is the lateral X-ray? Do I have to tell you 
everythingg in advance? Can't you make this simple decision by 
yourself?' ' 
Thee CA remained silent. The professor  said: 'Now tell me what should 
bee done next?' 
Thee CA replied: 'We have to do an open reduction'. The CA asked the 
patient::  'Did you bring the iron rods?' 
Beforee the patient could reply, the professor  said: 'Stop this rod 
business.. Want to be a big surgeon? It is not a big credit to open the 
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bonee and fix a rod. Have you seen the hand functions? If the hand 
functionss are not OK, what is the use of putting a rod? Then you wil l 
makee the patient crippled. The family will come to beat you. Al l your 
heroismm from surgery will be gone'. 
Thee professor suddenly started criticizing the CA's appearance. He 
said:: 'Why are you wearing sandals? You cannot become a surgeon 
wearingg sandals. A surgeon should wear shoes'. 

Ass I mentioned before, the CA is a religious person. He takes his shoes off to 
washh before his prayer. He simply forgot to put them on before the round. 

Nasta::  A ritual  for  group solidarity 

Oncee the round is over, the doctors go to their respective rooms to have a 
nasta.nasta. Nasta is a break during which tea and snacks are served. It often marks 
thee conclusion of work. It is usually served every day after the round or after 
thee completion of the operations on the OT days. After the round, the doctors 
returnn to their respective rooms. The senior doctors usually follow the 
professorr to his room, and the junior doctors, including the CA and the intern 
doctorss go to a separate doctors' room. Sometimes the casualty medical 
officerss also join. Once they are all seated, the ward boy/gatekeeper on duty 
servess the nasta, which includes tea and shamucha (local snacks) in both the 
rooms.. Buying and serving the snacks is an additional duty of the ward 
boy/gatekeeper.. He buys the goodies with money from a special fund made 
withh contributions of the doctors. 

NastaNasta is a ritual. It is a means of sustaining bodily energy and a reward 
forr the toil of work. But it is also an expression of group solidarity. During the 
nastanasta doctors are among other doctors, there is no public to demonstrate power 
orr authority to. 

InIn the professor's room 

Thee professor has a separate large room. The room is fully carpeted and the 
windowss and the door have curtains. A private toilet adjoins the room. There is 
aa big table in the room, and two rows of chairs in front of the professor's desk-

Chairss in Bangladesh have a symbolic value, as they do in many parts 
off  the world. The type of chair or stool is symbolic of the status and authority 
off  the person who sits there. Subordinates do not sit in front of a standing 
senior.. Some subordinates even rise from their chair when speaking on the 
telephonee to a senior. Ward boys and gatekeepers are given stools to sit on, but 
neverr a chair. In the professor's room, the chairs of the first row have armrests, 
whilee the chairs in the back row do not. The professor's chair is special, with a 
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highh back. Senior  doctors usually sit in the front  row in the chair  with armrests. 
I ff  the CA, Shakil Ahmed, comes to the room he usually sits in the back row. 
Sometimess nurses come into the professor's room, but they never  sit down 
whenn in there. Despite my status as a junior  doctor, as a guest and a student of 
ann overseas university, I had the privilege of sitting in the professor's room in 
onee of the chairs with armrests in the front  row. 

Duringg this time, they talk about issues that concern them, they joke 
andd they learn from each other. They share their  problems. The following are 
somee excerpts of the doctor-doctor  interaction during the nasta time in the 
professor'ss room. 

Thee professor  jokingly asked me: 'Ar e you also taking note how I 
scoldd everyone?' I said, 'Should I, sir?' Other  doctors laughed. The 
professorr  said: 'Why not, if that helps you. But take note that we also 
doo good for  the patients.' 

Thee professor  and other  doctors talked about a newspaper  report on the 
onlyy orthopaedic hospital in Dhaka, which gave a very negative picture 
off  the hospital. 
Thee assistant professor  said: 'There is some truth in it.' 
Thee professor: 'Yes, but to writ e about medical institutions, one should 
havee at least some idea about certain medical issues. Journalists make 
stupidd comments on medical issues that they do not know anything 
about.. Journalists are happy to condemn doctors. The journalists 
almostt  sent me to jail. ' 
Hee looked at me. 'Hope you know Parveen's case?' 
II  said: 'Yes, that news was in all national newspapers.' 

Hee was referrin g to the death of a 10 year-old girl named Parveen, 
whichh was highly publicised in the newspapers a few months before I 
startedd my fieldwork.  There was an earthquake in the city, and one 
buildin gg collapsed. Parveen was alive when she was rescued from the 
wreckage,, and was taken to the hospital. It was 1:00 AM on admission 
dayy for  Unit Two. The girl was in a very critical condition, and the 
dutyy medical officer  tried his best to save the life of the girl . A big 
crowdd that had gathered in the ward demanded that the professor  come. 
Thee medical officer  called the professor  at home and discussed the case 
withh him. In the meantime, Parveen died. The crowd became very 
emotionall  and angry that the professor  had not come. They broke the 
windowss of the ward. The next day there were reports in the 
newspaperss condemning the professor  for  being negligent. There was a 
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national-levell  inquiry into this case.. The professor was found not guilty 
andd was cleared of all charges. 

Thee professor said: 'in the cases of such crush injuries, when the fallen 
objectss are lifted from the body, the patient might look better for a 
brieff  period but then suddenly all systems collapse. I discussed 
everythingg with the duty doctor over telephone. I knew there was no 
wayy this girl could survive. If I would come and the patient died in my 
presencee the crowd would have become more angry and would have 
beatt me up there.' 
II  asked: 'Was there any way that the girl's life could be saved?'. 
Thee professor said: 'Yes, if we could have given an endotrachial 
effusionn immediately, she could be saved. But we don't have that 
facility.. I could do nothing by coming to the hospital at that time of 
nightt from another corner of the city, but watch her die. All these half-
educatedd journalists who turned to journalism because they failed in all 
otherr jobs, wrote that I was irresponsible, negligent and so on. They 
doo not have the slightest idea about clinical issues and have no idea 
aboutt hospital functioning, but they have their big pens to write about 
doctors.. If you want to write about doctors, you should be aware about 
somee technical issues.' 

Onee day a medical student came into the professor's office with his 
mother.. The student's mother had some orthopaedic problems with her 
leg,, which she wanted to discuss with the professor. The student 
showedd the X-ray of her mother that she had made in an outside 
laboratory.. They discussed the case. The professor was polite to the 
student'ss mother and gave her some advice. 

Thee CA Shakil Ahmed came to the professor's room and said: 'Sir, I 
needd to take the prisoner patient to OT for dressing. I asked the police 
too open his leg cuff but the police said I should give him a written 
requestt about this. Should I write that?' 
Thee professor said: 'Be careful about these cases. There was an 
incidentt at the Dhaka Medical College, when a police opened the leg 
cufff  of a prisoner with a doctor's permission. The prisoner then 
escapedd the hospital and murdered someone. The duty police escaped 
thee charge against him because he showed the doctor's written 
permissionn and the doctor was later charged. So be very careful. Try to 
doo the dressing with the cuffs on. If that is not possible keep both the 
policemenn standing in front of the OT door. Learn how to keep 
yourselff  safe.' 
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Thee professor  usually stays in his room for  about an hour  after  the round and 
thenn leaves the hospital. Sometimes he spends time with colleagues from other 
departments,, and then goes back to his residence. In the afternoons, he works at 
hiss own private practice. 

JuniorJunior  doctors' room 

Thee room of the casualty medical officers, where the junior  doctors gather  after 
thee round, is not as well organized or  as well maintained as the professor's. 
Theree is no carpet and no curtains. There is a big table and a number  of chairs 
aroundd it, but some of the chairs are in need of repair. They too have their  own 
separatee toilet, which is very clean, and has a separate bucket for  spare water, 
soapp and a towel. This toilet is always locked. The CA keeps the key, only 
doctorss are allowed to use the toilet. 

Afterr  the round, it is mainly the CA and the intern doctors who sit in 
thiss room, have nasta and fill  out different forms and papers. They change 
treatmentt  plans, writ e letters of discharge and operation notes based on the 
decisionss made during the professor's round. The assistant professor  and the 
casualtyy medical officers join them for  a while after  finishing tea with the 
professor.. While they take nasta and do paperwork, they gossip about all sorts 
off  things. Some excerpts of conversations: 

Thee CA said to the casualty medical officer: 'The professor  should stop 
scoldingg me like this in front  of the patients. This is insulting.' 
Thee medical officer  replied: 'Everyone knows that our  professor  is 
hyperhyper [a term used to indicate excessiveness of any medical condition] 
aboutt  everything. You are here for  more than a year. I thought you 
wouldd be used to it by this time.' 
Thee CA: 'Yes I am but you see, in front  of the patients, this is 
sometimess too much.' 
Thee medical officer: 'Patients know that he is the big doctor, so he has 
thee right to scold everyone. Don't worry, just follow what he says, you 
needd a certificate from him, don't you?' 

Ann intern doctor: 'Boss [they call the CA 'boss' in a friendly  manner], 
myy mother  says as soon as my intern duty started, I became a machine. 
Myy relatives come home and never  can see me.' 
Thee CA: 'Yes, doctors are surely machines. Now you are a manual 
machine.. After  some years you will be an automatic machine like me.' 

138 8 



Onee intern said: 'Let the professor say what he wants, but I believe the 
leavess the bonesetters use actually work. I have seen patients to get 
cured.1 1 

Anotherr intern: 'You cannot say this after studying medicine for five 
years.. Boss, what do you say?' 
Thee CA: 'Well I am a believer, I believe in Allah. Allah must have 
keptt remedies to our problems in nature. For simple cases it might 
work,, but the bone setters try to treat all cases.' 

Onee casualty medical officer: 'The professor said that we [the casualty 
medicall  officers] should put our home telephone numbers on the notice 
board.' ' 
Thee other casualty medical officer: 'I am not going to do it. The notice 
boardd is open to the patients and their attendants as well. No use of 
makingg my telephone number available to all of them. They wil l make 
myy life hell. They wil l start doing PR on me.' [PR is short for per 
rectal,rectal, referring to a rectal examination with the finger. Doctors 
sometimess use it to refer embarrassment, disturbance, etc.] 

Onee intern: 'Do you know what the professor of the eye department 
saidd in his farewell party when the students presented him a nice model 
off  an eyeball?' 
Otherss present said: 'Tell us.' 
Thee intern: 'He said, "Thank god that I am not a professor of 
gynaecology".' ' 
Theyy all laughed. 

Inn the junior doctors' room, informal teaching sessions also occur. When 
present,, the senior doctors, particularly the medical officers and assistant 
professor,professor, revise some orthopaedic lessons with the intern doctors. 

Thee assistant professor, picking up an X-ray from a patients file said: 
'Whoo can name this quickly?' 
Ann intern doctor: 'This is aMonteggia fracture dislocation.' 
Thee assistant professor: 'How many types of Monteggia?' 
Thee intern doctor: 'Three types: anterior, posterior and lateral 
dislocation.' ' 
Thee assistant professor: 'Which one is the most common?' 
Thee intern doctor: 'The anterior one.' 
Thee assistant professor: 'Perfect, very good, an extra somucha [snack] 
forr you'. 
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Medicall  sales representatives are regular visitors to the doctors' rooms. When 
alll  the doctors are in the room, it is a good opportunity for the representatives 
off  different pharmaceutical companies to market their products. The 
representativess offer the doctors their regular products, talk about some new 
productss and give them related literature and sometimes also gifts. I witnessed 
onee such encounter. 

Thee medical representative: 'We brought a new IV saline in the 
market,, here is a sample. Please keep this in mind when you prescribe 
saline.' ' 
Thee casualty medical officer: 'Previously we used to write just saline 
butt nowadays we also mention the name. So, we can write your 
product.. Give me some literature about it.' 
Thee representative: 'Yes, this is the literature about the product, I was 
aboutt to give it to you. And here is a gift from my company for all of 
you.' ' 
Hee gave a nice pen to all of the doctors present. Another casualty 
medicall  officer exclaimed: 'Hey, last week you gave everyone a 
calendar,, I was not present. Where is mine?' 
Thee representative said that he would keep it in mind and bring it next 
week. . 

'Whoo wants to make the incision?' 

II  have already discussed how operation day is an important day for the patients. 
Itt is an important day for the doctors as well, but for different reasons. The 
doctorss look forward to the OT day because that is the day they have actual 
hands-onn surgical training. The junior doctors particularly look forward to this 
day.. Interactions in the operation theatre also demonstrate the hierarchical way 
off  knowledge dissemination between the doctors. 

Uponn entering the OT, all staff slip off their own shoes and put on a 
pairr of rubber sandals which they take from a row lined up beside the door. The 
doctorss put on the white OT gown, cap and masks. Though the doctors do not 
wearr white coats in the ward, in the OT they are dressed in white. Whenever I 
wass in the OT, I also always had to wear a white gown. The patient was ready, 
lyingg on the OT table. 

Thee CA said to the three intern doctors present in the OT: 'Sir [the 
professor]]  seems to be late today. I wil l start this patella operation today. 
However,, I can give you the chance to give the incision. Who wants to give the 
incision?'' One intern exclaimed: 'Boss, I want to give the incision. Another 
internn said: 'No, he has two more weeks to go; my duty is over this week. 
Pleasee give me a chance, boss'. 
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Thee CA called the intern doctors over to settle the matter. When they 
weree ready to begin, the CA could not find the X-ray of the patient; it was 
discoveredd that the X-ray remained in the ward. The CA scolded the ward boy 
whoo had brought him from the ward, and sent him again to fetch the X-ray. 

Theree was a piece of paper stuck on the wall of the OT on which 
someonee had written, 'Reminder: there is no sucker machine today in the OT. 
Theree is also no supply of cotton, Lysol or gauze.' The CA told me: 

It'ss good that someone has already written it, otherwise sometime in 
thee middle of the operation we would learn that there is no gauze 
supplyy from the hospital. Now we have already asked the patient to 
buyy cotton, Lysol and gauze'. 

II  asked about the sucker machine. The CA replied: 

Thatt we will have to borrow from the general surgery, they have an 
extraa one. We also have not had a drill for quite some days. I have a 
personall  one, which I am using here. 

Thee drill is one of the instruments most frequently used in the orthopaedic OT. 
Inn the meantime, the ward boy had brought the X-ray, which the CA 

stuckk on the window glass against the light and started to examine it with the 
internn doctors. Nurses were preparing the instruments. Everyone was waiting 
forr the anaesthesiologist to come. Two of the anaesthesiologists were busy in 
thee general surgery ward. The CA told me: 'They will finish there and then 
comee to orthopaedic. General surgery always has the priority'. The assistant 
professorr and the medical officers had also entered by then and began 
preparingg for the operation they were going to perform in the adjacent OT 
room.. The patient with the patella fracture was groaning and calling 'Allah' 
loudly.. One medical officer said: 'This patient is making too much noise, it 
needss to be anaesthetized quickly'. 

Att this point, two ward boys brought a patient on a stretcher from the 
emergencyy room. Everyone became interested in the new case. It was a 
machinee injury in which the patient's index finger was partially cut by a 
machine,, but was still attached. 

Thee CA examined the finger and asked the assistant professor: 'Will 
thiss finger survive?' 
Thee assistant professor said: 'Yes, one hundred percent.' 
Onee intern said: 'Sir, let me do it.' 
Thee assistant professor said: 'Well, tell me what you will do.' 
Thee intern: 'Have to give k-wire, isn't it.' 
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Thee assistant professor: 'Yes, but remember that you need to attach the 
tendonss properly otherwise they wil l not work. And oppose the skin 
loosely.' ' 

Thee intern was very happy to get the opportunity to do the operation 
independently.. It was a quick operation that did not need general anaesthesia. 
Whil ee the intern was doing it, the CA was giving directions and the other 
internss were observing carefully. After  the stitching was complete, the hanging 
fingerr  returned to its original position. Other  doctors praised him. The fellow 
internn doctors were saying jokingly , 'Bravo, Bravo!' 

Afterr  some time, the anaesthesiologist came. 'I s everything ready?' he 
askedd everyone. The CA said: 'Boss, we were waiting for  you for  an hour. 
Whenn you are in that room (pointing to the general surgery OT) you forget 
aboutt  us'. The anaesthesiologist laughed and started checking the machine and 
thee gasses. The patella patient was anaesthetised. CA said to the interns: 'You 
alreadyy had some training, now let me give the incision for  this patient'. The 
CAA started the operation by cutting the skin of the knee with the sharp 
surgicall  knife. Two interns assisted him. The assistant professor  and the other 
medicall  officer  went to the next OT. 

Afterr  a while the professor  entered into the OT where the CA was 
working.. 'How is it going?' asked the professor. He stood beside the OT table 
andd scolded the CA: 'Your  incision is incorrect. You were supposed to give a 
horseshoee incision, yours has become oblique'. Everyone remained silent. The 
CAA continued the operation. The professor  continued to watch. The patient was 
entirelyy covered with a white sheet, except for  his knee, where the bones, 
muscless and blood were exposed under  the bright OT light. 

Afterr  a while the professor  said: 

Don'tt  bend the patella, once it is bent it is spoiled. Leave the upper  part 
andd retract the lower. Your  trainin g is going to be finished within 
couplee of months, and you still don't know how to do a patella? 

Everyonee remained silent. The CA continued the operation. The professor 
continued: : 

Whyy are you pinching like that? You are not a cobbler, sewing a shoe. 
Eachh time you pinch, you are injurin g soft tissue. When I was having 
myy trainin g I used to do the patella just with a nurse and you need ten 
assistants? ? 

Thee CA did not reply. The interns remained silent. The professor  again spoke, 
alll  the while watching the operation. 
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Pushh the wire properly, in foreign countries they have a wire twister, 
wee don't have one. So you wil l have to learn how to twist manually. 
Don'tt push it like that. Its not a matter of strength, it is a technique. 
Youu don't need strong muscles for orthopaedic surgery; you need 
brains. . 

Everyone'ss face was covered with a mask, so I could not observe then-
reactions.. The CA was trying to stitch the wires around the patella, while 
listeningg to the professor. Suddenly the needle fell from his hand. The 
professorr said: 'You are hopeless, I hope you yourself wil l not fall down now'. 
Thee professor left the room and entered the next OT where the assistant 
professorr was working. 

Thee CA took another needle and completed the operation. Once the 
operationn was over, the assisting intern doctors took off their gloves. One of 
themm wrote the following operation notes: 'Open reduction, internal fixation of 
thee left patella by tension bend wiring'. As he took his gloves off, the CA 
askedd me: 'You see, is it possible to work properly if the professor 
continuouslyy talks like this over my shoulder?' 

Noo smiles for  the patients 

Inn the previous chapter on patients, I described doctors' interactions with the 
patientss from the patients' point of view. I have shown how doctors objectify, 
ignoree and humiliate the patients. Doctors rarely share any medical information 
withh the patients. In this chapter I wil l present doctor's own views of their 
behaviourr with the patients and relatives. 

Onee day, while in the doctors' room, one of the medical officers drew 
everyone'ss attention to an article in a magazine, in which a Bangladeshi person 
describedd his experiences of a hospital stay in Sweden. The writer discussed 
howw badly behaved Bangladeshi doctors are in comparison to the Swedish 
doctors.. I asked them what they though about the article. An interesting 
discussionn among the doctors ensued, one that reflected their views about the 
patientss and their relatives in the present hospital. Along with the two casualty 
medicall  officers, the CA and two intern doctors were present in the room. The 
followingg are some of their comments. 

Invitee that Swedish doctor to replace me in this ward just for one shift. 
II  want to see how sweetly he can behave. Today there are 123 patients 
admittedd and we have only 92 beds. All the rest are lying on the floor, 
theree is not even space on the floor to walk properly. Al l the senior 
doctorss have left. Only the four of us here are present. The ward boys 
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andd cleaners are in the lobby at a demonstration for  their  upcoming 
Classs IV employee union election. Forget about medicine, there is not 
evenn any cotton supply today! How do you expect to behave nicely and 
keepp your  temper  cool in such a situation? (Dr. Mahmudul Haque, 
casualtyy medical officer) 

AA few minutes back I was giving a treatment order  to a newly admitted 
patient.. You need to do some thinkin g to give the first  treatment order. 
Suddenlyy a relative of a different patient came and started telling me: 
'Sir ,, please come and check whether  the saline drip is ok.'  I was very 
irritate dd and scolded the relative badly. This is a stupid request. 
Moreover,, I am not supposed to check the saline drip. He should have 
askedd the nurse. Patients and relatives irritat e the doctors with such 
behaviour.. (Dr. Habib, intern doctor) 

Inn which office in Bangladesh do you receive good behaviour? 
Nowhere.. Then why should doctors be the only ones always smiling? I 
appliedd for  a telephone at the T&T (the National Telephone and 
Telegraphh office) but they want money to give me a phone. They won't 
evenn look at you if you can't give a bribe. Go to a police office with a 
complaint,, they won't put a case in the file unless you give them a 
bribe.. You have seen in the paper  other  day that an engineer  kept the 
overpasss half done for  months while negotiating a bribe with the 
contractor.. The bridge fell down and people died. Now imagine, can I 
keepp an operation half done in a government hospital and tell the client 
thatt  unless you pay me money, I am not going to complete the 
operation?? (Dr. Harunor  Rashid, casualty medical officer) 

Patientss come here with false expectations. They have no idea what 
servicess are available in the hospital. When they see that nothing is 
availablee in the hospital they become irritate d and then also irritat e us. 
Thee government should have created an awareness program for  the 
patients,, to inform them about what to expect from the hospital. The 
governmentt  is the main culpri t here, and is invisible, while we doctors 
andd patients are victims. The victims are confronting each other. (Dr. 
Shakill  Ahmed, CA) 

Inn the discussion with the doctors I raised the issue of the patients' uncertainty 
aboutt  their  condition and the doctors' unwillingness to share information with 
thee patients. Here are some reactions of the doctors about this issue: 
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Thatt is another story. These are poor, illiterate people. How much you 
cann tell them? What sort of negotiating can you do with them? Go and 
seee bed number 67. The left leg of that patient has become completely 
gangrenouss below the ankle. There is no alternative but to amputate it. 
Butt the patient and his relatives are refusing the operation. They keep 
askingg me not to cut the leg. I am trying to make them understand that 
itt is impossible to keep the leg but they don't want to listen to 
anything.. They are repeatedly saying that if it is necessary they will 
payy money, but that I should not cut the leg. What is the use of 
discussingg the condition with such patients? (Dr. Shakil Ahmed, CA) 

Thee complaints of the patients are never-ending. If you start listening 
too them, you will be trapped. Every patient thinks that his case is the 
mostt important one, and wants attention. But it is impossible to give 
equall  attention to all the patients. (Dr. Andul Jabbar, intern) 

II  don't think patients are that much interested about the diagnosis of 
theirr condition. Many patients just tell me 'Sir, there is Allah in the 
heavenn and you on the earth. Do what ever you think is best'. It is 
betterr not to provide them much information. The more information 
theyy receive, the more confused and worried they are. (Dr. Mahmudur 
Rahman,, casualty medical officer) 

Duringg individual interview sessions, the assistant professor and the professor 
raisedd different points than what they had during group discussions. 

Theree is no reason for the patients to be satisfied. We can never give 
themm the ideal treatment. We cannot start the treatment on time. Also 
wee discharge them early when they are just half-cured, because of the 
hugee number of waiting patients. We cannot offer any rehabilitative 
facilities,, which is an essential part of orthopaedic treatment. As a 
doctorr this is very frustrating. We are also frustrated about our various 
professionall  problems. Sometimes patients become an outlet for 
releasingg our frustration. Scolding patients probably neutralises our 
anger.. (Dr. Bazlur Rahman, assistant professor) 

Thiss is not Europe or America where you can discuss the disease with 
patients.. In the West patients are informed about various medical 
issues.. But here most are illiterate people, what can you discuss with 
them?? On the other hand, I must agree that not all the doctors are 
knowledgeablee enough to give the patient a concrete answer about 
theirr condition, because only two of us in the unit are trained in 
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orthopaedicc surgery. But I believe that even then some form of 
informationn should be given to the patients, which we actually fail to 
give.. As for the behaviour towards the patients, I agree that doctors are 
rudee with the patients. In fact there is no behavioural science training 
inn our medical curriculum. It should be there. We should not be hot-
temperedd while we are working in the hospital in a developing country. 
Wee should be prepared for all sorts of constraints. It would have been 
ideall  if we could have achieved that. (Dr. Hamid Ali , professor) 

Inventivenesss in medical practice 

Thee doctors have various treatments that work within the resource constraints 
withinn which they are forced to work. They construct and invent their own 
wayss of practising medicine, which does not always match the ideal ways 
prescribedd by the textbooks. Personal preference also affects the manner of 
handlingg orthopaedic problems. For example, the professor of Unit Two 
preferredd conservative treatment over operative treatment, which means trying 
too treat the patient with all possible non-operative ways before going for an 
operation,, while the professor of Unit One prefers to go straight to operative 
measures.. As a result, all the doctors of Unit Two follow their professor's 
preferredd way of treatment, and treat their patients conservatively. The 
casualtyy medical officer of Unit One said: 

Somee say that our professor is old fashioned and follows outdated 
Britishh ways of dealing with orthopaedic problem, while thee professor 
off  Unit One, who follows American orthopaedic practice, is dynamic 
andd speedy. This means that you do not wait, but open the body and go 
straightt to the problem. This might sound smart, but we have to think 
whetherr we can afford that speed, whether we have those kinds of 
facilities.. If we go for conservative treatment, it might take some time, 
butt by avoiding the operation when possible, we save lots of poor 
patients'' money. So I support our professor's way of practising. 

Doctorss also developed various local-made devices to solve orthopaedic 
problems,, such as the use of bricks for weight for maintaining traction of the 
fracturedd lower limbs. The metallic weights advised in textbooks are not 
usuallyy available and are very expensive, while the bricks are easily available. 
Thoughh the exact weight cannot be maintained, they work. 

Onee day I saw in the operation theatre one doctor using a shaving blade 
too do skin grafting. The doctor told me: 
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Forr small-scale skin grafting we often use this. Ideally you should use 
Hambi'ss knife for skin grafting, but where can I get that knife? 
Moreoverr it will cost about 300 taka (6 USD) while I can buy a 
shavingg blade for 2 taka (0.04 USD). It works quite well. You only 
needd to have practiced. 

Forr the immobilisation of lower limbs the doctors usually use only a half-leg 
plaster,, even when a full-leg plaster is indicated, because of the scarcity plaster 
materials.. Likewise, whenever possible the doctors use local anaesthesia for 
correctingg orthopaedic problem, though it is advised to use general anaesthesia 
byy the academic books. 

AA girl with supracondylar fracture of the humerus (a fracture in the 
upperr arm, around the elbow joint) was waiting in the operating room. The 
doctorr showed me the book in which the treatment of supracondylar fracture 
withh dislocation is written: 'Reduction should be done immediately under 
generall  anaesthesia by traction, counter traction followed by immobilization'. 
Hee said: 

Iff  I want to follow the book I will have to wait another two hours, as 
thee available two anaesthesiologists are engaged in other operations. 
Soo I will not wait for the GA [general anaesthesia] and will go for 
local.. Even in some situations if the patient's condition permits we just 
doo not use anything. All you need is to give a big jerk by hand so that 
thee bone goes back to its original position. The patient might give a 
dramaticc cry but by that time I have reached my goal. 

Thee professor told me one day: 

Yesterdayy I did a fixation operation. The book says I should use 
Down'ss brothers plate. Who is going to buy such an expensive plate? I 
didd it with normal iron plate. There is a chance of infection but we will 
managee that with antibiotic coverage. 

Doctorss also find ways to minimize the drug and material shortage of the 
hospital.. The CA once told me: 'We use the suction method'. 'What is that?' I 
asked.. He replied: 

Youu see, every now and then we find one or two patients in the ward 
whoo are relatively financially better off. We immediately seize the 
opportunity.. When we write the list of the drugs and materials required 
forr the patient and hand it over to the relative to buy those from 
outside,, we always increase the number of the items. If the patient 
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needss twenty antibiotic tablets, we write thirty, if he needs two gloves 
wee write four. Sometimes we tell the patient about it, but sometimes 
wee do not. We 'suck' some of their money to buy extra medicines and 
materials,, which we can use later for the poorer patients who cannot 
affordd to buy them. 

Thee doctors also sometimes exploit their relationship with the representatives 
fromfrom pharmaceutical companies to obtain materials for the hospital. When 
representativess from different pharmaceutical companies offer gifts to the 
doctorss of the ward, and they frequently do, doctors sometimes request the 
representativess to donate something to the ward instead of giving them a gift. 
Duringg my stay, one pharmaceutical company presented high quality covered 
filesfiles to keep the medical records of each patient as requested by the doctors. 

Thee frustrated voices 

Whenn I talked to doctors one-to-one, they expressed their frustrations in 
variouss forms. Some have personal frustrations, some have frustrations about 
thee medical profession in general and some have frustrations concerning 
orthopaedicc surgery in particular. 

II  only see darkness in the future. What can I plan for the future, how 
cann I plan? I am not sure what I am going to do once I am out of this 
hospital.. All the government hospitals are saturated, government have 
veryy few job offers. This year the Bangladesh Public Service 
Commissionn offered about 70 government posts for the doctors, and I 
learnedd that about 2000 doctors applied. Ten years back, the 
governmentt used to take a bond from the medical students stating that 
theyy would work for the government for at least for two years after 
graduatingg from medical college. But now the government makes 
studentss sign a completely opposite bond that states they cannot claim 
anyy job from the government after passing. 

Privatee practice is the only way for us to survive. But the 
problemm is, patients who have money do not want to come to a doctor 
whoo just has an MBBS and no post-graduate degrees. Patients run after 
degrees.. Unless we have a proper post-graduate degree, we don't have 
aa prosperous private practice. Again getting admitted to a post-
graduatee institute is another big war. So, I know quite well that life is 
goingg to be tough. (Dr. Riaz Ahmed, intern doctor) 
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Thiss is the prime time of our practical learning. But from whom should 
wee learn? All the senior doctors leave the ward after the morning shift. 
Theyy have their private practices. The professor is involved in the 
doctors'' political association. They all have their various engagements. 
Wee are here with all our sincerity to work, but we don't have enough 
knowledgee and skill to deal with the patients. We don't always find 
someonee around to guide us. Only the CA is available all the time. But 
howw many intern doctors can he guide? Moreover, he is also doing his 
ownn training. So in many situations we are just left alone in the ward. 
Sometimess it becomes quite embarrassing when we need to ask the 
nursee or a ward boy about some practical matters. (Dr. Ashfaque 
Hossain,, intern doctor) 

II  remember one such occasion, in which a ward boy had to advise an intern 
doctorr about how to give stitches. It was 3:00 AM in the night when a traffic 
accidentt case arrived. There was only one intern doctor on duty, and he was 
neww in the ward. He was not confident enough to deal with the case. He did the 
surgicall  preparation of the wound and was preparing to make the first stitch. A 
wardd boy was assisting him. The ward boy told the intern doctor: 'Sir, I think it 
wil ll  be good if you start the stitches from below and gradually come upwards.' 
Laterr on the ward boy added: 

II  have been working here for the last eighteen years and I still 
rememberr my first day in the hospital. I was very nervous. But 
everythingg became okay after a few days'. 

Itt was interesting to observe the great embarrassment with which the intern 
doctorr was taking lessons from the ward boy. 

Thee casualty medical officer expressed his frustration regarding the 
extremee scarcity of medical supplies at the hospital: 

Whichh problem of the ward should I name first? There are several. 
Everythingg is problematic here. Though it is referred as an orthopaedic 
ward,, more than 90% are trauma cases. To handle trauma cases, you 
needd instrumental support and investigation support. Which is almost 
nill  in this hospital. We have to depend on the patients and outside 
laboratoriess for this. There is a very limited drug supply. You can see 
thatt we do not have enough beds. How can I give traction when a 
patientt is lying on the floor? It is very frustrating to work as a casualty 
doctorr in such a situation. (Dr. Mahmudul Haque, casualty medical 
officer) ) 
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Thee register  pointed out the problems of teaching orthopaedic surgery: 

Thee students don't pay much attention to orthopaedics. The 
orthopaedicc ward is considered to be a peripheral ward. General 
surgeonss have taken the central position. The syllabus has been made 
inn such a way that students do not pay much attention to orthopaedic 
surgery.. Rotation duty of intern doctors is also not sufficient They 
spendd six months in general surgery but only a few weeks in 
orthopaedics.. But there are lots of technicalities involved in 
orthopaedicc surgery, which require practice. Orthopaedic surgery 
shouldd get high priorit y in the context of Bangladesh. There is no road 
safety,, hundreds of people are dying everyday from road traffi c 
accidents.. The criminal amputation and assault has increased many 
times.. We need a separate trauma hospital. But general surgeons are 
dominatingg the field; we orthopaedic surgeons are lagging behind. 

Somee doctors, however, say that they do not find orthopaedic 
surgeryy academically interesting. They say it is more of a manual kind 
off  work, and not intellectually challenging like internal medicine. But 
that'ss not true. Orthopaedics is also intellectually challenging and 
exciting.. Take the tendoachilles operation. It' s an adventure to unite all 
thosee separate tendons and ligaments. Students are not given enough 
timee to experience those excitements. (Dr.Farid Ahmed, register) 

Thee clinical assistant, the busiest doctor  in the ward, talked about his personal 
disappointments. . 

Maybee my forefathers were Dracula, that's why I love blood and chose 
surgery.. [He laughed.] Actually I like the dynamism of orthopaedic 
surgery.. You identify the problem, go straight to the problem site and 
solvee it. It is not like catching a black cat in a dark room, like with the 
internall  medicine department. 

II  am tryin g hard to learn it. But you have seen how tough the 
professorr  is. He is always scolding me. I am always scared in front  of 
him.. But most of the professors are like that you know. They are 
powerfull  and they want to show their  power. My colleagues tell me 
thatt  the scoldings of professors are blessings. It helps in the end. But I 
wouldd be happy if he would give me some more advice and 
demonstrationss along with the scoldings. 

However,, my religious belief gives me confidence. I try to be 
faithfu ll  to my duty. I never  can be deceitful with my duty. Because I 
knoww it is not the professor  but Allah who is watching me. 
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II  am not sure about my future. After this training I will be 
qualifiedd to sit for the post-graduate exam. That is another war, you 
know.. So much competition there. If I have the blessings of Allah, I 
willl  qualify. So the future is still uncertain. (Dr. Shakil Ahmed, clinical 
assistant) ) 

Thee assistant professor justified the private practice of the doctors during 
hospitall  hour: 

Whyy should the doctors not have their private practice? How much 
doess the government pay a doctor? It's nothing. I cannot even pay my 
housee rent with my salary. All my non-doctor friends are richer than 
me.. I recently met one of my schoolmates in Dhaka who has a big 
housee and two cars. But he was one of the worse students in our class! 
II  was always in the top of the merit list and he used to come to me for 
hiss homework. When I was reading, he used to sit in a restaurant and 
drinkk tea, smoke and gossip. Then I entered the medical college and 
afterr five years of rigorous study I became a doctor. Meanwhile, my 
spoiledd classmate took just a graduate degree from a local college and 
startedd business. It must be a sort of smuggling business. Now he is a 
millionaire.. I was almost feeling shy when I entered his palatial house. 
II  don't have a car and I am living in a rented house. All those 
engineers,, police officers and lawyers are becoming millionaires by 
exploitingg their professional position. Why do people expect that only 
thee doctors will be loyal to government and live a life of a saint? (Dr. 
Bazlurr Rahman, assistant professor). 

Thee professor talked about the professional politics among the doctors, the loss 
off  dignity of the medical profession and about his personal failures: 

II  was inspired by Professor Gust and got interested in orthopaedic. 
Thiss German professor established the first orthopaedic and 
rehabilitationn hospital in Bangladesh after our war of independence. 
Wee had several disabled liberation fighters, so it was crucial to have a 
rehabilitationn centre for them. Dr. Gust organized that. I was a young 
doctorr at that time, inspired by our liberation war and independence; I 
thoughtt that this was an area of specialization through which I can 
servee the nation. Dr. Gust's commitment in this regard inspired us. But 
unfortunatelyy we could not keep up with that commitment. Last year 
Dr.. Gust came to visit Bangladesh after many years. He was very 
disappointedd with the poor condition of the only orthopaedic hospital 
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inn Dhaka, which he established. He was so shocked to see the dirt 
aroundd the hospital that he started to sweep it up himself. 

Thee whole country has become corrupt. Politics are corrupt. 
Everyonee just wants to make money, wants to become rich. The 
doctorss want to become rich as soon as they finish their internship. The 
seniorr doctors are also just running after money. Taking commission 
fromfrom all investigating centres, by referring patients to them. They are 
busyy in clinic business. Who has the time to think about the 
developmentt of medical profession or bring some improvement in their 
ownn discipline? There is no appreciation for research. I have a number 
off  publications, I wrote books, but those do not have any value. I am 
stilll  an associate professor and most of my contemporaries are already 
professors.. They did not promote me. You need good connections 
withh the public service commission people. It is also possible to get a 
promotionn by giving them a bribe. Some very low calibre doctors are 
gettingg quick promotions because of their connections with the ruling 
politicall  party. The medical association is doing business with transfer 
andd posting of the doctors. I joined the association to fight against all 
thesee immoral practices of doctors and regain dignity but it is hard. 
(Dr.. Hamid Ali , the Associate Professor/Unit head) 

Summaryy and discussion 

AA mixture of contempt, frustration and inventiveness constitutes the 
professionall  selves of the doctors of the ward. A sense of hierarchy and an 
intellectuall  arrogance are generally considered to be the main characteristics of 
thee biomedical physician, and this sense has been internalised through the 
trainingg of the doctors (Floyd & Davison 1987, Groopman 1987, Palgi & 
Dorbann 1997). 

Inn a Bangladeshi hospital, the practice of these characteristic traits has 
aa more robust quality. Doctors of the orthopaedic ward are at the top of the 
hospitall  staff hierarchy, and doctors display their superiority in various forms 
inn everyday life of the ward. The space and resource allocation in the ward for 
thee doctors [separate rooms, toilets, chairs] also clearly demonstrate their 
superiority.. The daily grand round of the doctors is one of the vehicles for the 
articulationn of professional boundaries and the enactment of status for 
physicianss as a group. Weiss (1993) discussed the ritualistic value of grand 
roundss to restate and formalise the status system of the doctors. During the 
round,, the doctors demonstrate their authority over the general public, other 
stafff  as well as over the patients. We have seen how doctors dominate the 
scene,, while others remain as silent, minor actors during the round. 
Intimidatingg patients and their relatives through the widespread practice of 
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scoldingg by the doctors and in the form of jokes and humour about them is 
anotherr way of affirming hierarchy. Again, although a certain degree of 
objectificationn and depersonalisation of patient in a teaching hospital is 
inevitablee (Atkinson 1995; Mizharil985), the rejection of expressing empathy 
too a distressed patient by the Bangladeshi doctors is remarkable (Wilce 1997). 
Doctorss are proud of their profession and keen to maintain their prestige. They 
organisedd a strike in order to protect the prestige of this honourable profession, 
despitee the great suffering it caused the patients. 

Historically,, medicine has been regarded as a high status profession in 
Bangladesh.. For many years, medical education was not open to native Indians 
inn colonial India. At the turn of the twentieth century, only very few Indians 
hadd managed to graduate with a degree in Western medicine (Harrison 
1994:15).. As a result, those who became doctors in Western medicine were 
consideredd especially fortunate and privileged; medical graduation became a 
passagee into affluence. This image of a doctor as a successful member of high 
societyy remained alive in the post-colonial Indian subcontinent. It is interesting 
too observe that many romantic heroes of 1950's and 1960's Bengali movies 
andd novels were doctors. A very popular 1950's Bengali movie, entitled 
'Hospital',, depicts the highly affluent life of the main character, a doctor, who 
conversess with his father in English, has a palatial house, a big car and a big 
pett dog. 

Inn present-day Bangladesh, getting admission in medical colleges is 
highlyy competitive. A nationwide entry exam for medical colleges with written 
andd oral tests is held every year. Only students with high academic 
qualificationn get admission. This initial success also gives medical students a 
sensee of pride that they carry with them even when they are doctors. 

II  have described how the doctors maintain their group solidarity 
throughh the ritual of nasta (tea break). During the tea break the doctors 
socialisee among themselves and exchange ideas of common interest. They 
learnn from each other various medical and professional tricks and make jokes 
usingg slang expressions or parodies of biomedical terminology. Authors have 
arguedd that verities of verbal humour among doctors working in the hospital 
workss as a coping mechanism for dealing with anxieties created by death, 
uncertaintyy and the stress of professional practice (Coser 1962; Fox 1974; 
Tolpinn 1989; Weiss 1993). Thus, nasta remains a means to maintain doctors' 
groupp bond and sanity. 

However,, although doctors are unified from the outside, they are 
dividedd within. There is a clear hierarchy and difference in status between the 
doctors.. The most senior doctor, the professor, remains firmly at the top. I have 
describedd how the he exerts his control over the ward personnel in a 
personalisedd way. Jahangir (1982) gives an historical and cultural analysis of 
thiss particular phenomenon of personalisation of authority in Bangladesh. He 
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showedd that historically, Bangladeshi people did not know or  care much about 
thee regime, but were more interested in the Zamindars/Mahajon (land lords) he 
hadd contact with. He appraised these largely according to how they used their 
authorit yy to give patronage. The Zamindar  is obliged to be authoritaria n to 
controll  the subordinate and to protect himself. Similarly , an officer  in an 
organisationn in Bangladesh today is expected, like the Zaminders of the past, to 
bee authoritarian . It can be seen in organisations in Bangladesh that the officers 
customarilyy speak sharply to their  subordinates, and they commonly reinforce 
theirr  position by generating fear. This authoritarianism is also encouraged from 
earlyy childhood in Bangladesh. For  example, the father  and elder  brother/s are 
symbolss of authority to be feared and obeyed. The father  hardly plays with the 
childd after  age 3 or  4, as this might dilute his authority. The bureaucratic and 
trainin gg institutes of Bangladesh are similarly shaped according to the same 
widerr  social hierarchy (Ahmed 1980; Huque 1990; Selim 1995). The 
commandingg professor  therefore actually played his socially expected role. It is 
alsoo interesting to observe how personalisation of authority affects the local 
constructionn of medical knowledge. I have described how the doctors of the 
Unitt  Two orthopaedic ward prefer  the 'British ' way of dealing with 
orthopaedicc problems, rather  than the 'American' way, because that is what the 
professorr  prefers. 

However,, in spite of their  authority and pride Bangladeshi doctors have 
manyy frustrations. The roots of these frustrations are embedded in the general 
socio-economicc malaise in the country. Firstly , they are deeply frustrated with 
theirr  work environment. Generally, however, medicine is widely considered to 
bee a stressful profession. Authors discussed the latent tension within medical 
workk and psychological vulnerabilit y of doctors (Palgi &  Dorban 1997, Weger 
1992).. A new diagnosis was even added to the medical nomenclature called 
'Thee Impaired Physician Syndrome'. It is an illness suffered by the doctors and 
causedd by their  working environment. Fox (1980) writes about the tragicomic 
hospitall  world, where uncertainty and death are the only certainties. 
Bangladeshii  doctors are extra stressed as the medical uncertainties are 
multiplie dd by numerous practical uncertainties. They have to work within 
extremee scarcity of resources and with insufficient manpower. This highly 
limit ss their  capability and prevents them from getting job satisfaction. 

However,, I have also described how the doctors developed various 
indigenouss way to deal with these practical constrains. They ignored the 
textbookk in many cases and developed their  own way of dealing with 
orthopaedicc problems, like using razor  blades for  skin grafting, using building 
brickss as weights and avoiding general anaesthesia. They exploited financially 
solventt  patients and pharmaceuticals to obtain extra medicines and equipment 
forr  the poorer  patients. Streefland (1995) discussed how a practice could be 
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sustainedd through contextual permeation and active adjustment of the formal 
ruless to the local environment in connection to immunization program. 

Secondly,, they are frustrated with their low governmental salary, with 
whichwhich they are unable to maintain their living standard. As a result, almost all 
thee doctors are engaged in private practice. To maintain their private practice, 
thee doctors have to leave the hospital before their office hours are over. Gruen 
ett al. who studied the practice of holding dual jobs by Bangladeshi doctors 
wrote: : 

Doctorss have adopted individual strategies to accommodate the 
advantagess of both government employment and private practice in 
theirr career development, thus maximizing benefit from the incentive 
providedd to them, e.g. status of a government job, and minimizing 
opportunityy costs of economic losses e.g. lower salaries (Gruen et al. 
2002:267). . 

Extraa income generating activities by doctors as coping strategies to maintain 
ann acceptable standard of living are observed in many other developing 
countriess (Alubo 1990, Ferrinho et al. 1998, Roenen et al. 1997). Alubo, for 
example,, discussed how in Nigeria, in contrast to the general stereotype that 
medicinee is a philanthropic science in the service of humanity, it has been 
commodifiedd and has become a lucrative business. He writes: '...doctors and 
otherr medical entrepreneurs are responding to the objective reality of an 
acquisitivee material society and the overall capitalistic system' (Alubo 1990: 
319). . 

Thirdly,, Bangladeshi doctors are frustrated because they feel that the 
sociall  image of doctors has come under pressure in recent years. They feel that 
thee general image of the medical profession as a whole has become tarnished, 
andd that people are displaying less respect towards them. Bangladeshi doctors 
aree not afraid of lawsuits by the patients like their American counterparts are 
(Annandalee 1989), but there are concerns about the regular journalistic 
accountss that describe the malpractice and the business-mindedness of 
Bangladeshii  doctors. Instead of lawsuits, many patients, particularly the rich, 
bypasss the Bangladeshi doctors altogether and seeks treatment in neighbouring 
countriess like India, Thailand and Singapore (Paul 1999, PHAB 1999). 
Reasonss the patients mentioned for bypassing Bangladeshi health care included 
(butt are not limited to) the lack of confidence in the competence of the 
Bangladeshii  physicians, their rude behaviour towards the patients and their 
money-mindedness.. The doctors think that the threat to their social image is 
mainlyy due to false and ignorant journalism and partly due to the fault of some 
greedyy doctors. 
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Inn summary, the majorit y of the doctors in present Bangladesh do not 
generallyy enjoy the satisfaction, prestige and affluence of their  counterpart in 
coloniall  and early post-colonial period. They are not the heroes they used to be. 
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Chapterr  X 

THEE HOSPITAL : MIRROR OF SOCIETY 

Inn previous chapters I have described how the social dynamics of the work of 
doctors,, nurses, ward boys, cleaners, gatekeepers and of the lives of patients 
andd their relatives in the ward combine to form a distinctive hospital culture. In 
thiss chapter I will discuss how this hospital culture mirrors various features of 
broaderr Bangladeshi culture and society. Although no microcosm can perfectly 
mirrorr the whole, an in-depth exploration of one place can reveal the basic 
dimensionss of the larger picture. As Margaret Lock wrote: 'The study of 
health,, illness and medicine provides us with one of the most revealing mirrors 
forr understanding the relationship between individuals, society and culture' 
(1988:8). . 

Generalisedd poverty 

Ass I am writing this book, somewhere in the world a seminar is being held on 
povertyy alleviation strategy for Bangladesh. Jensen wrote, 'Today there is 
hardlyy any country in the world where so much poverty is concentrated in so 
smalll  an area' (1999: preface). As a result, a fundamental aspect of the 
Bangladeshii  mindset is '...the constant awareness and nearness of cataclysmic 
plungess into poverty. No one can escape the fear of poverty or live beyond its 
chillyy grasp, even those at the highest levels' (Novak 1994:101). 

Iff  we recall the ward of Chittagong Medical College hospital, one of 
thee major government hospitals of Bangladesh, we readily recognise how it 
reflectss the general poverty of the country. One can see, feel and smell poverty 
inn every aspect of hospital life. We have seen how the hospital receives only 
halff  of its required budget. This limited budget, in turn, generates an 
environmentt of chronic scarcity of materials like cotton, gauze and scissors as 
welll  as of manpower in the hospital. Poor patients need to buy nearly all 
requiredd drugs and even some instruments for their treatment. These 
expendituress financially ruin the patients. We have seen too how the patients' 
relativess take over all the nursing responsibilities, as there are not enough 
nursess in the ward to complete all of the paperwork and take care of the 
patients.. Patients wait for hours in the operation theatre as the only 
anaesthesiologistt is engaged in other wards. The salary that the staff is paid is 
inadequatee for maintaining an acceptable standard of living, which forces them 
too find other income generating activities, so the doctors leave the hospital 
earlyy to start their private practice. The low-paid lower level staff exploit their 
indispensablee position by demanding tips from the patients and by other 
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ingeniouss and not necessarily honest means. Poverty thus broadly dictates the 
realityy of the ward. 

Povertyy is a recurrent theme in any discussion concerning Bangladesh. 
Accordingg to the broader definition of poverty: 

Povertyy refers to forms of economic, social, and psychological 
deprivationn occurring among people lacking sufficient ownership, 
controll  or access to resources to maintain or provide individual or 
collectivee minimum levels of living (Hye 1996:4). 

Theree are, however, differential use of the word 'poor' or 'garib' in 
Bangladesh.. The main ruling and the opposition political parties frequently use 
thee word lgarib' in their election manifesto and claim themselves pro-poor. 
Theyy promise to create a national budget that will improve the life of the poor. 
However,, Marxist political parties, relatively smaller in size, dismiss these 
promisess as propaganda and explain poverty in terms of class exploitation and 
globall  capitalist imperialism. They demand total transformation of the social 
structuree in favour of the exploited poor. There is also the journalistic use of 
llgarib\garib\ in which Bangladesh is compared with other Asian countries like 
Taiwan,, South Korea or Malaysia and described as poor in various economic 
terms.. The word 'garib' is also in common use among development agencies, 
ass they try to achieve measurement and precision in selecting target groups for 
theirr various programs. These agencies measure poverty in terms of calories 
consumedd per day or in a combination of land holdings and income per day. 
Accordingg to these definitions some seventy percent of the people are poor and 
somee thirty percent live in absolute poverty. Maloney (1986) mentioned yet 
anotherr use of the word 'garib' in everyday conversation of Bangladeshis. He 
observedd that one often informed a person of relatively higher status that he is 
poor;; even a middle class farmer or a salaried person may do this, though he 
mayy not be poor by Bangladeshi standards. While the Westerners are 
accustomedd to hiding or denying poverty, many Bangladeshis keep on 
repeatingg that they are 'garib\ He rightly argued that what a Bangladeshi 
meanss by using the word is to set up a relationship of inequality between 
himselff  and the person addressed in anticipation of possible patronage, or at 
leastt in a statement of the moral social order in which he needs to make his 
relationshipp function. 

Theree is a range of explanations for the poverty of Bangladesh. When 
thee subject of persistent poverty is raised with my Bangladeshi acquaintances, 
thee initial response is often to blame outside forces. Though looking outside for 
causess of problems is a normal defensive response and is often much easier 
thann looking inwards, there are indeed very powerful external causes of 
povertyy in Bangladesh. Among the external causes, there are natural disasters 
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lik ee floods, droughts, cyclones and lack of natural resources. Additionally , 
theree are historical causes. 

Manyy scholars have also discussed the causes of poverty in 
Bangladesh.. According to Hye, the answer  to the question why an individual is 
poorr  should be the same as the answer  development economist Ragner  Nurkse 
gavee to the question why a poor  country was poor: 'A person is poor  because 
hee is poor' (1996:17). Nurkse knew the answer  was tautological and too 
simplistic,, but what he wanted to get at was why a country is poor  in the first 
place.. Poverty was a kind of puzzle that he wanted to be solved through the use 
off  a vicious circle as the analytical framework. 

Att  a general analytical level applicable to most of the Third World 
countries,, it has been argued that poverty arose from the way these countries 
weree incorporated into an international economic and political system 
dominatedd by the industriall y developed capitalist countries that were also 
coloniall  powers. In the chapter  concerning the history of Bangladesh, I 
mentionedd how it was exploited by various colonising powers. Bangladesh was 
nott  mired in poverty prior  to colonisation. Once Bangladesh was an enviable 
area,, whose wealth supported the Moghul Empire and later  provided the 
surpluss that allowed the British to finance their  expansion in India: 

Unlik ee the time when Muslim power  declined and Bengal had been 
reducedd to beggary and had become a byword for  poverty and 
backwardness.. It is difficul t to imagine how it feels to fall so low. How 
loww Bangladesh has sunk from the days when Jean Law, one of its first 
Europeann visitors, reported that 'in all of the official papers, firmans 
andd parwanas of the Moghul Empire, when there is a question of 
Bengal,, it never  ends without adding these words, "th e paradise of 
Nations!'""  (Novak 1993:82). 

Westt  Pakistanis continued to exploit Bangladesh economically during the 
Pakistann period after  the British left India. Today, industrialised countries still 
continuee to exploit Bangladesh in the form of various unequal business terms. 

Thus,, the current-day poverty of Bangladesh is a result of a mixtur e of 
externall  and internal factors. In spite of some progress since independence, the 
highh rates of population density, population growth, illiteracy, morbidit y and 
mortality ,, as well as low industrialisation and inequitable distributio n of 
incomee and social opportunities continually challenge the poverty alleviation of 
Bangladeshh (BIDS 2000). 

AA government hospital of Bangladesh therefore obviously suffers from 
thiss overall grasp of poverty in the country. The government hospitals also 
particularl yy suffer  because of the low budget allocation for  the health sector  of 
thee country. It is worthwhil e to mention that there are influences of various 
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politicall  interests in distributing the limited national budget to different 
ministries.. Maniruzzaman (1994) discussed how due to the legacy of direct and 
indirectt army influence in Bangladesh politics, a large amount of budget goes 
too the country's defence forces. The health ministry is weak and unable to 
securee enough money from the national budget so the health sector particularly 
sufferss because of this inequitable budget distribution. The Bangladeshi per 
capitaa government expenditure on health is less then 3 USD (BBS 2000). 
Begumm wrote: 'in both capital and revenue budgets the government has to 
allocatee the lion's share to the defence sector in order to appease the armed 
personnel'' (2001:52). She mentioned that the distribution of the total revenue 
off  the Bangladeshi government, 3,617,800,000 taka for the fiscal year 1999-
2000,, shows this tendency. For the health sector, only about 252,000,000 taka 
havee been allocated, while the allocation for the defence sector is about 
299,700,0000 taka. Moreover, less then one-fifth of the national health sector 
expendituress in Bangladesh are for hospital services (Perry 2000:29). In 
additionn to this inequitable budget distribution at the national level, there are 
alsoo local-level politics within the hospital. The internal distribution of the 
limitedd budget allotted to the hospital is not done according to the need of the 
departments,, but rather depends of the ability of the department to influence the 
administration.. The doctors of the orthopaedic ward complained how the 
generall  surgery department dominates the orthopaedic department and receives 
thee bulk of the budget. 

Itt is therefore interesting to observe that while the Bangladeshi 
governmentt is buying a new fighter jet for its air force and the operation theatre 
off  the general surgery has the necessary instruments ready, the professor of the 
orthopaedicc ward is shouting at everyone because the only pair of scissors in 
thee ward is missing. 

Sociall  hierarchy 

Sociall  hierarchy is a characteristic feature of Bangladesh, just as it is in many 
otherr South Asian countries. A number of observers of Bangladeshi culture 
notedd the remarkable preoccupation of Bangladeshis with social status and 
rank: : 

Everyy individual [in Bangladesh] knows and is quick to estimate who 
iss above and who is below him. Indication of rank is displayed in 
casuall  conversations and official inquiries, whereby persons are 
specifiedd by references to skin colour, size of salary, academic degree 
andd birth order within the family (Kotalova 1996:148). 
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Vann Schendel also discussed the value of status display in Bangladeshi society. 
Hee captured the poignancy of it in the description of the impression 
managementt  ritual  that he observed two villagers, relative strangers, who met 
onn a village path, engaging in. 

Theirr  greeting usually led to a rapid verbal status display on both sides. 
Unlesss one of the two quickly concluded that he was inferior  in status 
andd signalled it by acting deferentially, this could lead to a true 
'barkin gg contest', an escalation of status claims and counter  claims 
(Vann Schendel 1981:242). 

Lif ee within the hospital ward that I have described clearly demonstrates this 
sociall  value of hierarchy. The interactions within the ward show a robust 
concernn on the part of the staff to define the boundaries and maintain the 
institutionalisedd inequalities between the doctors and the patients and then-
attendantss and between the different grades of staff. The professor, with the 
highestt  academic degree and the senior-most position, remains at the top of the 
hierarchyy and demonstrates his power  through giving orders, scolding and 
intimidatin gg every other  member of the ward who is below his status. 
Similarly ,, the other  actors also behave according to their  status and position. 
Juniorr  doctors exercise power  over  nurses, ward boys, cleaners and patients. 
Likewise,, nurses do the same with ward boys, cleaners and patients. The 
language,, gestures, and overall demeanour  of the staff members indicate who is 
'big''  and who is 'little '  in the ward. The confused patients recognise the 
relativee rank of the staff members by observing who talks and who remains 
silentt  and who shouts at whom. 

Thee space allocation and facilities in the ward also show the status 
difference.. The professor  has a well-furnished, carpeted, private room with an 
attachedd bath, while the junior  doctors have a smaller  common room with poor 
qualityy furniture . The nurses have a much less private common room in which 
thee chairs are broken. The ward boys and cleaners, on the other  hand, do not 
evenn have the luxury of their  own rooms in which to sit. 

Chairss also indicate hierarchy, as do tea breaks. The chairs in the 
professor'ss room are placed in a hierarchical manner. The chairs with armrests, 
closerr  to the professor's table, are meant for  senior  doctors, and chairs in the 
backk row without armrests are for  junior  staff. Moreover, not everyone is 
allowedd to sit in the presence of the professor. A junior  nurse or  a student 
wouldd not usually sit while in professor's office. The gatekeeper  is not entitled 
too sit on a chair, rather  he is given a stool. The doctors sit in these chairs each 
andd every day as they socialise among themselves over  tea and snack. Staff 
fromfrom  the lower  grades do not enjoy this everyday ritual.  Lower  level staff have 
theirr  tea outside the ward, in their  cafeteria. 
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Thee status of patients and their relatives is even below that of the 
lowestt level hospital staff, even if the patients are of middle class standing. 
Theyy are scolded and humiliated by all levels of staff members. Even the 
lowestt level staff, the ward boys and cleaners, humiliate the patients and 
exploitt them economically. Despite their lower social and economic status, 
wardd boys and cleaners are able to attain a status higher then the patients 
throughh their 'social capital' (Bourdieu 1977), i.e. their experience, connections 
andd skills related to the hospital. Thus the poor and physically and mentally 
crushedd patients remain the most vulnerable within the hospital hierarchy. The 
patientss have almost no voice in the ward. They are continuously objectified, 
theirr questions are ignored and their privacy is limited. The space allotted for 
eachh patient is minimum; in fact, it is so small that the accompanying relative 
needss to sleep under the patient's bed during the night. The toilet for the 
patientss is the dirtiest, and most of the time there is no running water. There is 
noo organization in Bangladesh that upholds the ethical issues of medical 
practicee and protects the legal rights of patients (Begum 2001). It seems as if 
thee patients, who are the very reason of all the activities of the hospital, are 
virtuallyy nobody. 

Fromm the Marxist perspective, hierarchical behaviour is a feature of a 
class-dividedd society. Hierarchical behaviour is more likely in countries like 
Bangladesh,, where there is extreme inequality of power, influence and 
opportunity.. However, various traditional values also generate hierarchical 
behaviourr in Bangladesh. A number of authors have discussed how the wider 
sociall  customs of hierarchy have shaped the bureaucratic and training 
institutionss of Bangladesh (Ahmed 1980, Huque 1990, Jamil 2002, Selim 
1995).. Jamil (2002) argued that the administrative culture in Bangladesh is 
characterizedd somewhat more by traditional than by modern governance 
norms.. He showed how the widerr societal values of samaj influence the public 
bureaucracyy of Bangladesh. Etymologically, samaj is rooted in the notion of 
'goingg together', although in its modem usage, it is rightly translated as 
'societyy in general' or in more limited context, 'association' (Chowdhury 
1995).. The samaj pattern is taken as the basic frame of reference for social 
activities.. The samaj has the authority to award punishment if anyone deviates 
fromm the established social norms. Every individual is conscious of the 
controllingg authority of samaj {Aziz 1979:26). 

Maloneyy (1986) argued that the principal of hierarchy in interpersonal 
relationss in Bangladeshi samaj is inbred since childhood, when people first 
experiencee themselves in subordinate-superior relationships. He discussed 
hierarchyy in relation to patronage and indulgence. He argued that the concept 
off  daya, which means 'grace' or 'being blessed', is fundamental in Bengali 
culture.. The expectation of daya begins in infanthood when the child receives 
nurturee and indulgence over a prolonged period of time. The median length of 
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breastfeedingg is between 19 and 24 months, usually until the next baby arrives. 
Thee baby (sisu) stage lasts 5 or  even 6 years. Maloney discussed Sudhir  Kakar 
whoo had written in detail on the psychological effect of the long nurtur e period 
andd the resulting mother-child bond in South Asia. The school-age child learns 
thatt  the father, father's elder  brother, and his own elder  brother  are symbols of 
authorit yy to be feared and obeyed. The father  hardly plays with the child after 
agee 3 or  4, as this might dilute his authority. The father  can demand physical 
labourr  and service on one hand, but can give daya and blessings on the other. 
Thee mother  and mother's brother  are typed as indulgent. Children learn to beg 
forr  indulgence and favours, and in this pattern of social relations such begging 
is,, to some extent, even a form of showing respect to the elders who are thereby 
accordedd the status of giver  of the indulgence. The power  of a very old person 
residess largely in his capacity to grant this abstract indulgence. The beggar, too, 
feelss he is entitled to a littl e redistributio n of goods, which he should receive as 
aa blessing from the donor. It is the donor's duty and also his own blessing to 
give,, for  which the presence of the beggar  provides a chance of fulfilment . The 
donor'ss relative status is acknowledged and no thanks are said. If one cannot 
givee to a beggar  one says, imafkaro\ 'forgive me'. Maloney thus wrote: 

Thiss pattern is extended from the family to the work place and to 
societyy in general. In daily intercourse a person with higher  rank is 
accordedd the right  to extract labour, service, and respect from persons 
off  lower  rank (Maloney 1986:43). 

Wee have observed that the extraction of labour, service and respect from 
personss of lower  rank by the persons with higher  rank is a very common 
practicee in the orthopaedic ward. Although the daya or  indulgence aspect of 
thiss analysis is not blatantly evident in the hospital context, we can see traces of 
thee idea, if we recall that the Clinical Assistant was told to consider  the non-
stopp boka (scolding) of the professor  as blessings. 

Thee hierarchical behaviour  in Bangladesh is also embedded in the 
sensee of izzat, or  honour. Izzat in Bengali culture is a moral substance, a 
standardd of distinction that has to be gained and defended (Kotalova 1996:124). 
Amongg many things that 1220/ is associated with in Bangladesh is distance from 
manuall  work and dirt . The poor  people, who are generally uneducated, usually 
doo the manual work, the dirt y conditions in which they live and work 
eventuallyy affects their  izzat. To maintain their  izzat, the rich and educated 
keepp themselves away from manual work and dirt . Thus, any work in the 
hospitall  involving dirt is done by the lowest hospital staff. The doctors delegate 
anyy petty manual tasks, like fetching a file or  a cup of tea, to the ward boys or 
thee cleaners. Likewise, the nurses try to avoid close physical proximit y of the 
poorr  patients and busy themselves with relatively prestigious tasks like writin g 
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reportss or giving injections. As one of the nurses said, 'too much identification 
withh the public diffuses our izzat.' She wished she were a school teacher rather 
thann a nurse, which would allow her to avoid such regular contact with public. 
Maloneyy observed that in Bangladesh the concept of education is not just the 
acquisitionn of knowledge, rather its function is also to distance the 'educated' 
fromfrom the farmers, artisans and labourers (1986:32). In other words, the function 
iss to distance the 'educated' from manual work. The case histories of manual 
labourerr patients that indicated their poor occupational safety has also to do 
withh this social hierarchy. We may also recall the concern of the patient who 
wass a school teacher, regarding his loss of honour due to his placement on the 
dirtyy floor along with other poor labourers. 

Thiss notion regarding the relation between dirt and social prestige is 
againn related to a deep religious sense concerning purity and pollution. 
Blanchett (1984) discussed how ritual purity and its opposite, pollution, are 
dominantt themes in both Hinduism and Islam, the two main religions of 
Bangladesh.. In both, ritual purification is a prerequisite to religious activities. 
Elaboratee rules on how the body should be cleansed of all its impurities before 
approachingg God are laid down in the book of Manu and the Quran. In 
Hinduism,, pollution is a state that is inherited and serves to hierarchically rank 
variouss occupational groups. There is hst of impure occupations, which are 
generallyy all manual labour jobs. On the other hand, among the Muslims, the 
notionn of purity and pollution is not expressed in an elaborate caste system but 
itt marks nonetheless the relationship of men with spiritual powers as well as 
thee relationship of men among themselves. In Islam, purity is linked with 
auspiciousness.. Good health, success and prosperity are expected to be found 
chieflyy among those who are closest to God, so to speak, the upper class 
bhadrolok,bhadrolok, whose lifestyle is said to be cleaner and whose state is purer, both 
physicallyy and ritually. People living in poverty, on the other hand, are more 
oftenn affected by dirty conditions, which confirm the inauspiciousness of their 
livess and the distance that separates them from God. Although this theory that 
linkss auspiciousness and purity does not fit  with the contemporary society as 
stronglyy as did in the past, it still accords with a hierarchical structure of the 
Bangladeshii  society. In the hospital, dirt is always associated with lower level 
stafff  and poor patients. 

Becausee of economic class divisions, religious beliefs in purity and 
prestigee as well as the cultural notion of indulgence, the practice of social 
hierarchyy remains a distinctive feature of Bangladeshi society. As in the 
orthopaedicc ward, where there is a concentration of people of different social 
statuses,, it becomes a platform where the practice of social hierarchy takes on 
ann intense form. The patients who are mostly economically poor, uneducated 
manuall  labourers, and who, as a result, are ritually impure and have no izzat, 
aree considered to be nothing. They do not even rest at the bottom of the 
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hierarchy;;  rather they are out of the hierarchy. In a matter  of speaking, the 
hierarchyy of the hospital is bottomless; it knows no lower  limits. 

Thee value of family 

Wee have observed that family members play a crucial role in the lif e of the 
patientss of the orthopaedic ward. One family member usually accompanies the 
patientt  in the ward throughout the period of hospitalisation and provides all 
kindss of nursing care to the patient. S/he helps the patient with feeding, 
washingg and using the toilet. S/he also helps with the medications and 
dressingss of the patients. Family members play an intermediary role between 
thee patient and the ward staff and the world outside the hospital. They take part 
inn various decisions concerning the treatment of the patient and also provide 
regularr  economic and emotional support to the patients. 

Thee life of the patients in the ward shows the crucial role that families 
playy in an individual' s life in Bangladeshi context, including in his or  her 
therapyy management. A Bangladeshi patient is never  an individual actor  or 
decisionn maker, the family provides all sorts of economic, social, emotional 
andd psychological support to him. Medical care involves expenditure of time 
andd energy by the patient's relatives, and money for  the treatment also comes 
fromfrom  family funds. Unlike in many Western societies, Bangladeshi families do 
nott  consider  it to be a morally correct act to delegate the duties of caring for 
theirr  sick kin member to professional caretakers. There is a relational 
obligationn for  a family member to be present beside a sick member throughout 
hiss or  her  illness. This is embedded in the fact that Bangladesh is a society in 
whichh people are organized mainly through primar y relations, which prevent 
themm from being segregated from the activities of everyday life. 

Indenn and Nicholas showed how family bonding is a prominent feature 
off  Bengali culture, both among Hindus and Muslims. They wrote: 

Whenn Bengalis are asked whom they invited to a daughter's marriage, 
theyy commonly reply 'our  atmiya-svajancf (...) The term atmiya 
comess from the reflexive word atma and means 'one's own' [I  would 
addd that it can also mean 'soul'] ; the term svajana means 'one's (sva-) 
peoplee (-jana)'. Both terms combined together  are used in Bengali to 
designatee 'one's own people' (Inden &  Nicholas 1977:3). 

Thesee 'own people' are considered as the source of love: 

Lovee is conceived of as an attraction, the 'pullin g together', or 
'binding ''  of kinsmen, which causes them to desire one another's well-
beingg (mangla, kanlyana), and to obtain it be selflessly 'caring for' 
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ipalana),ipalana), 'nourishing' iposana), and 'supporting' {bharana) one 
another.. Following this code for conduct, kinsmen are thought to retain 
theirr solidarity with one another and thereby to obtain pleasure, delight 
andd gratification (ananda, tripti  and santosa) (Inden & Nicholas 
1977:21). . 

GusthiGusthi is the basic kin segment of Bengali society. A group of households or 
familiess comprise a gusthi. In such a case, all these households or families are 
agnaticallyy related with the exception of in-marrying wives and out-marrying 
daughterss (although after marriage, a woman may acquire the gusthi 
membershipp of her husband). A gusthi, therefore, consists of all the male 
patrilineall  descendants of a great-grandfather. Common ancestry provides a 
sensee of belonging that binds together the members of a gusthi. A gusthi is, 
therefore,, a patrilineage. Members of the lineage can trace their common origin 
too a single deceased male ancestor. In a gusthi all members have a common 
ancestor,, traceable by a genealogical tree (Chowdhury 1995). The possible 
gusthigusthi network is very large and complicated in Bengali culture, for there are 
somee 215 kin terms in Bangla (Aziz 1979). The gusthi may last a long time, or 
becomee a faction or expand, or shrink, or split, mostly according to the strength 
andd behaviour of the leaders within it. The bigger the network, the stronger the 
gusthi,gusthi, the safer the individual members. This is particularly crucial in the 
contextt of Bangladesh, where there is no alternative institutional support 
systemm for its citizens. Kin are therefore the main source of support in any 
crisiss situations. As a result, there is a continuous desire and effort on the part 
off  the individual to expand and raise the standard of the kin, thus increase the 
survivall  strength. Instead of investing in banks or insurance, people 'invest in 
people'' (Van der Veen: n.d). Kotalova wrote how marriage in Bangladesh is a 
coree rank-generating transaction rather then a personal adventure (1996:162). 
Novakk mentioned the 'clannishness' of Bangladeshi society, where nearly 
everyonee can identify up to seven or eight generations of his or her forbearers, 
wheree friends or acquaintances, even foreign ones, are called 'cousin', 
'brother'' or 'uncle' depending on relative age. He observed that: 

Oncee one moves into the larger society, relatives are always available 
too smooth the way: to provide introductions for jobs, to help arrange 
schooll  entry, to stop or divert some official action, to provide a "home" 
whenn one is in need. On a larger scale a huge patronage web exists that 
affectss all clan members (Novak 1994:106). 

Theree is even a practice of fictive kinship called dharma atmya among both 
Hinduu and Muslim Bengalis (Sarker 1980). This relationship is based on 
mutuall  choice of candidature and is later sanctioned by responsible family 
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members.. Every dharma atmya relationship involves mutual aid in times of 
needd and distress, which brings mutual security to enhance community 
solidarity,, I have mentioned how temporary Active kin relationships of uncles, 
aunties,, brothers and sisters arose among the patients and relatives in the 
orthopaedicc ward which became the basis of providing mutual help to each 
other. . 

Thee pattern of family structure has, however, changed in Bangladesh 
overr  the last few decades. Nuclear  families have largely replaced the traditional 
jointt  family structure in Bangladesh. For  some authors, urbanisation and 
modernisationn are the force behind family change in Asia (Knodel & 
Debavalyaa 1992), while for  others, poverty that weakens the family ties is the 
reasonn behind change in family (Adnan 1993). Some discussed the change in 
relationn to the decline in fertilit y in Bangladesh (Cleland 1993). Despite these 
changess in the family structure, the family still remains the strongest institution 
inn Bengali culture and main source of support for  individual , perhaps due to the 
absencee of alternative social networks. While discussing the support system for 
womenn and the elderly in Bangladesh, Amin concluded that: 

Inn Bangladesh, a strong familial system persists in spite of increasing 
landd impoverishment, rapid fertilit y decline, the changing pattern of 
sonss departure from their  parental households, and a legacy of high 
populationn growth (Amin 1998:211). 

Prevalencee of violence 

Thee stories behind the criminal assault cases in the orthopedic ward tell us 
aboutt  the level of violence and intolerance in the society outside of the ward: 
onee cuts off his relative's hands to acquire a piece of land, one political group 
cutss the limbs off of the members of rival political group in order  to take 
revenge,, tribal people are engaged in armed struggle to protect their  ethnic 
identity,, one attempts to murder  his employer  for  dismissing him from the job, 
onee kicks his neighbour  simply because the vines of her  bean tree have climbed 
overr  his mango tree. 

Violence,, aggression, murder  and blood are persistent themes in 
Bangladeshii  social life. The big red circle in the middle of Bangladeshi flag 
symbolizess the bloody independence of Bangladesh in 1971 in which more 
thann 300,000 Bangladeshi died. A few decades prior  to that, in 1947, during the 
partitio nn of British India, several thousand people died in Hindu and Muslim 
religiouss communal riots, which was mostly concentrated in Bengal (Roy 
1994).. Sporadic communal riots also continued in Bengal in later  decades. 
Afterr  independence, two of the head of states were assassinated, including the 
leaderr  of the war  of independence, Shiekh Mujib . A few more thousand of 
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people,, both soldiers and civilians, were killed in a series of coups and 
countercoupss in the first decade of Bangladesh's independence (Lifschultz 
1979,, Mascarenhas 1984, Muniuzzarnan 1994). Mascarenhas rightly titled his 
bookk about the political history of the country, Bangladesh: The legacy of 
bloodblood (1984). In present day Bangladesh, it is almost impossible for a day to 
passs without reading news of cases of severe violence and homicides in the 
country.. For last few years violence has been the most heated issue about 
whichh political parties are continuing to debate in the parliament. 

AA UN Report (2000) states that Bangladesh has seen a nearly 40 
percentt increase in the incidents of crime in the period of 1991-1996. The 
crimess include assaults on individuals, destruction of property, shootings and 
homicides.. Gender-based violence, which often stems from existing socio-
culturall  attitudes that regard women as inferior to men, takes place in various 
formss that include wife beating, rape, acid throwing, trafficking, sexual 
coercionn and harassment, as well as verbal and psychological abuse (Jahan 
1994).. While there are few reliable statistics on violence against women, 
newspaperr reportage on crimes against women and children indicates that such 
activitiess are on the increase. Some 3,123 cases of violence against women (of 
whichh 735 were murder cases and 904 were cases of physical torture) were 
reportedd between January and August 1996, according to Ministry of Home 
Affairss (UN Report 2000). Because many incidences escape being reported, the 
actuall  number will likely be much higher. Hadi's study, based on the data from 
thee demographic and health surveillance system of BRAC, reveals that the 
violentt death rate was 28.3 per 100,000 persons per year during 1990-1999 
(2002).. Homicide tied with drowning as the leading cause of death, and in a 
countryy where two-thirds of its land remains submerged in water for nearly a 
thirdd of the year, death due to drowning is not unusual. The increased number 
off  homicides, however, is. Hadi noted that homicide, particularly the 
incidencess of political killings, has been increasing during the last decade. We 
mayy recall how the doctors of the orthopedic ward anticipated the rise of 
numberr of violence-related injury cases as the union council (local level 
governmentt administrative unit) election day was approaching. 

Peiriss (1998) discussed how since its independence, Bangladeshi 
politicss have been characterized by several types of seemingly endemic 
conflicts,, some of which have been associated with either periodic outbursts of 
violencee or prolonged, relatively low key armed confrontations. Destabilizing 
externall  influences, inter-group divergences of interests and aspirations in the 
country,, economic stagnation and persistent poverty were identified as the 
causess behind these conflicts. One such example is the violent armed uprising 
inn the Chittagong Hill Tracks led by the Chakma people that was caused by the 
failuree of the government to accept plural national identity of the people of 
Bangladeshh (Van Schendel 2001, 2002). Despite rhetorical commitment and 

168 8 



prolongedd struggles to establish democracy, the political parties have failed to 
establishh a consensus over  the ground rules for  democratic competition and 
dissent.. They have relied heavily on money and mastaans (muscle men) to 
mobilizee support and capture votes. Khondker  wrote that in Bangladesh, 
politicall  rulers are similar  to a crime syndicate (e.g. the mafia) in their  styles of 
exploitationn and extortion (1990). Political competition has degenerated into a 
deadlyy confrontation because the stakes of winning or  losing control of state 
powerr  are too high for  the personal and political fortunes of the competing 
leaderss and their  parties (Jahan 2000). Violence, therefore, has become an 
integrall  element of Bangladeshi politics. 

Violencee generally erupts from conflicts over  the exercise of the right 
too control or  acquire resources, especially in a hierarchical situation where such 
powerr  and/or  resources are unequally distributed (Jahan 1994). Frequent 
eruptionn of conflict and violence is therefore a common feature in a 
hierarchicall  society like Bangladesh, where the inequality of power  and 
resourcess between individuals and groups is intense. Violence is also a 
consequencee of bad governance by the government of Bangladesh (Barenstein 
1994,, Khan 2002, Siddiqui 1996). To define governance Barenstein quoted 
Landell-Mill ::  'Governance is the exercise of political power  to manage a 
nation'ss affairs' (1994:18). He mentioned various contributin g factors causing 
'fuzzy''  governance in Bangladesh that includes lack of political commitment, 
poorr  organization and management and lack of institutional capacity. Khan 
(2002)) discussed how in the first  three decades of Bangladesh's life, 
governancee remained the central concern in the face of continuing political 
turbulence,, leading to a growing undemocratic political culture and 
environment.. She stated: 'Effective democratic governance continued to be the 
elusivee "golden deer"  that the nation doggedly sought but could not find' 
(Khann 2002:107). Thus, because of weak governance, the Bangladeshi 
governmentt  failed to maintain rule in the public domain of the country. 

Katalovaa describes how land disputes are constant phenomena in rural 
Bangladeshh that frequently result in violent combat (1996:124). The violence 
particularl yy intensifies during the ploughing season, as it is then that it usually 
appearss that a particular  piece of land had been sold to more then one buyer. 
Shee described how the local hospitals prepare beforehand for  receiving an 
increasedd number  of injur y cases during this seasonal violence. As the season 
approachess the women of the village lament: 'Onek rokto hobe\ 'A lot blood 
wil ll  be shed'. If we combine this observation with the story of the woman in 
thee orthopaedic ward who was kicked in the hip by her  neighbour, the thwarted 
suitorr  who tried to break his girlfriend' s father's hand, the musclemen who 
tookk money to cut someone's enemies' wrists, the two blood-soaked men who 
walkedd from the river  bank to the highway at midnight after  their  hands has 
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beenn cut and thrown into the river, it tells us that Bangladesh, once a peaceful 
landd of the non-violent Buddha, has become a violent country in recent years. 

Invisibilit yy of women 

Thee orthopaedic ward also reflected the gender dimension of the society. The 
'maleness'' of the orthopaedic ward is prominent. Most of the patients are 
youngg males, as they are the main work force in Bangladesh and have greater 
likelihoodd of becoming victims of orthopaedic injuries. The majority of the 
attendingg relatives are also male, which is in contrast to the stereotype that 
womenn are caregivers, but is indicative of the fact that women have restricted 
mobilityy in public places. The majority of the staff members are also male. 
Theree are fewer female doctors in Bangladesh than male doctors, moreover, the 
femalee doctors feel discouraged from becoming involved in orthopaedic 
medicall  practice as they think it demands more physical strength. In addition, it 
iss easier for the male staff members to discipline the unruly, confused mass of 
thee ward. The female nurses, the only prominent women actors in the ward, 
againn suffer from gender-based discriminatory views in which they are looked 
downn upon because of the public nature of their work. They must stay outside 
off  home at night in the company of male colleagues, which is considered to be 
aa breach of Islamic moral conduct for women. 

Thiss relative invisibility of women in the public sphere is a 
characteristicc feature of Bangladeshi society. To a great extent this is related to 
thee Islamic notion of purdah. Literally purdah means 'curtain' or 'veil'. It 
referss to the system of isolation of Muslim women from outsiders and the 
impositionn of high standards of female modesty. It is a complex institution that 
entailss much more than restriction on women's physical mobility. It means 
moree than wearing burkha (a long dress covering all parts of the body). It is the 
internalisationn of values of shyness, timidity, honour and shame (Begum 
1987:11).. Purdah is observed in some form or other by most rural and urban 
women.. Purdah is considered a symbol of respectability. However, strictness 
inn the observance of purdah varies with age and marital and social status of 
women.. Although all veiled women are not passive victims as assumed by 
manyy Western feminists (Mohanty 1988) and although the practice of putting 
womenn in purdah is changing, it is still socially valued in Bangladesh. The 
ideologyy of purdah serves to sanction and legitimate the separate and unequal 
worldss of women. It inhibits women from directly participating in activities 
carriedd out in public sphere. Katalova observed: 

Thee most striking characteristic of the agnatic emphasis in Bengali 
Muslimm culture is that half of its population [46% of Bangladeshi 
populationn are women] those who retain an eminent role as life 
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sustainerss are defined by their  absence. Unless thoroughly concealed, 
womenn are not to be seen at public events, in the street or  on public 
transportt  (Katalova 1996:16). 

Khann insightfully discussed the issue of limited public lif e of Bangladeshi 
women.. She argued: 

Inn Bangladesh, women's public life is restricted due to the state 
maintenancee of male control over  the 'power  stations*  of politics, 
industry,, armed forces and religion. The society is patriarchal and state 
lawss and policies and the way the legal system is run all reflect this 
attitudee (Khan 2001:12). 

Ass a result, the state of women is much poorer  than men in Bangladesh in 
respectt  to employment, education, health and legal rights (Khan 2001). 
Althoughh male domination and female subordination in varying degrees is still 
aa universal phenomenon, a number  of ethnographic accounts show its intense 
naturee in Bangladesh (Arens &  Beurden 1980, Blanchet 1984, Gardner  1991, 
Hartmann &  Boyce 1983, Katalova 1996, White 1992). Gardner  wrote that one 
off  the first things she was told in a Bangladeshi village was: 'Women's heaven 
iss at their  husbands feet'  (1999:56). She observed that women are denied entry 
too all male domains (the mosque, the market, the fields and the village council). 
Manyy of the married women whom she knew were nameless, labelled through 
theirr  relationships to men, as so-and-so's wife or  so-and-so's mother. Katalova 
(1996)) described how Bengali Muslim women's sense of 'belonging to others' 
grows.. Blanchet talked about 'women's subculture', for  behind their  purdah, in 
theirr  polluted state as female, wives or  mothers, women do not experience the 
worldd the way man do (1984:17), 

Bangladeshii  urban middle class women, who comprise only a small 
portionn of the population, enjoy relatively greater  freedom. They pursue higher 
education,, hold various professional jobs and even join non-traditional 
occupationss for  female like armed forces or  aviation, albeit in fewer  numbers 
thann men do. Changes have also taken place in recent years in the lif e of rural 
poorr  women due to various developmental activities of NGOs. Targeting 
womenn as their  primary recipients, NGOs have provided credit programs and 
trainin gg that have contributed to a decline in fertility , increase in income and 
thee appearance of institutional settings that have brought women together  for 
collectivee discussion and exchange (Feldman 2002, Khan 2001). On the other 
hand,, a remarkable change has also taken place in the life of the urban poor 
womenn through their  employment in the rising garment manufacturing 
industriess in different cities of Bangladesh. Abdullah mentioned how in the late 
1980ss people in the cities of Bangladesh, whose public places were notoriously 
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devoidd of feminine traffic, suddenly had to accustom themselves to the sight of 
rapidlyy increasing numbers of young women walking to and from work 
everydayy (2002:138). The number of working women is insignificant in 
comparisonn to the vast numbers of women in the country who still live a 
secludedd life. Abdullah mentioned that according to the 1990-91 Labour Force 
Survey,, in contrast to the 6.48 million men, only 773,000 women were 
employedd in various service sectors in the urban areas. The significant majority 
off  both urban and rural Bangladeshi women therefore live a life that is 
restrictedd through various patriarchal values and norms. The invisibility of 
womenn in the public sphere is still the characteristic feature of Bangladeshi 
society.. As Mohammad Yunus, the founder of the internationally renowned 
Grameenn Bank, a bank for the poor, once commented: 'Bangladeshi women are 
likee the other half of the moon, we know it is there but do not know much 
aboutt it' (in Khan 2001:12). 

Thee orthopaedic ward, a public place that deals with the medical 
problemss that result mainly from exposure to dangers occurring in public 
places,, is therefore occupied predominantly with males. Female patients are 
relativelyy invisible, much like the other side of the moon. 

Dwindlingg public morality 

Thee behaviour of the actors in the orthopaedic ward showed a general low 
sensee of public morality. The lower level staff steal medical and non-medical 
itemss from the hospital and the drug shops outside the hospital buy the stolen 
itemss for low price. The lower level staff also take bakshees (tips) from the 
patientss for the services they are obliged to give per their job description. The 
patientss and their relatives also sometimes steal or destroy hospital property. 
Patientss are least bothered about the cleanliness of the ward or hospital. The 
storiess of the patients who are victims of road traffic accidents show clear 
tendenciess of non-compliance with the country's traffic and motor vehicle 
laws.. The doctors leave the hospital long before their office hours should end, 
too engage in lucrative private practice. Greater importance is given to group 
interestss rather then institutional interests, and frequent strikes are called by 
variouss groups of staff that destabilise the hospital. Administrative personnel 
takee bribes from the employees in exchange of transfer and deployment to 
moree favourable places and positions. 

Suchh unethical behaviour is again a feature of broader Bangladeshi 
society.. The rise of crime and corruption in public life has continuously been 
ann issue of discussion among everyday citizens and intellectuals since the 
independencee of Bangladesh. The Bengali proverb, 'Ovabe shovab nosto', 
'Povertyy breeds immorality' is a simple answer to this problem. However, there 
aree many more dimensions to this problem. Twenty years ago, Farouk cited the 

172 2 



followingg reasons for  the general decline of public morality in Bangladesh: 
politicall  instability , potential for  making windfall profit s instead of building up 
solidd enterprises and lack of political will to deal with corruption (1982). 
Althoughh some form of corruption was always present in the government and 
politics,, it took a colossal shape after  independence. Foreign aid became the 
primee source of corruption of the country (Lifschultz 1979:40). In the two and 
aa half years after  independence, Bangladesh received more aid than it had 
receivedd in its previous 23 years as a province in East Pakistan. Nearly 2 billion 
USDD worth of relief in commodities, aid, contracts and international business 
pouredd in from overseas countries. But there was huge misappropriation of 
thesee relief items. Hartmann and Boyce, who were doing an ethnographic study 
inn a Bangladeshi village during that period, recounted an interesting note in this 
regard.. They mentioned that people often told them after  the 1971 war, 90 
millio nn blankets had come to Bangladesh for  75 million people, but the only 
personn they knew who had received one was the landlord (1983:6). 'Where is 
mine?''  they asked. 

Independencee rid  the country of the old dominant ashraf merchant 
classs that consisted mainly of Pakistani Muslim Biharis and Hindus who were 
leftt  over  from British days. A new business class could grow from the non-
ashrafashraf (noble) native Bangladeshi's for  whom business was not a traditional 
occupation.. Unlike old ashraf businessmen, this new class was interested only 
inn money, did not bother  about prestige or  morality and too readily used its 
managementt  skills for  nefarious purposes, such as bribin g government officials 
forr  business contacts that once automatically went to the ashraf elite. With the 
extraordinaryy sum of foreign aid involved, talk of 'black money' and stories of 
illici tt  trade deals became part of the dark new folklor e of the post-
independencee period. Alam (1995) argued that due to double colonial rule by 
thee British and the Pakistanis, the polar  classes in Bangladesh i.e. 
bourgeoisie/landlordss and workers, remain structurall y underdeveloped. In that 
conditionn of underdevelopment, a petty bourgeois political organization, the 
Awamii  League, became the dominant historical force that led the war  of 
independence.. After  independence, the Awami league failed to uphold the 
promisess it had made to the masses, and instead engaged in petty bourgeois 
opportunism.. Various corrupt practices spread among all levels of the society. 
Mujib ,, the leader  of the party and 'father  of the nation' was ultimately 
assassinatedd in a militar y coup despite his unsuccessful measures to control the 
nation-widee corruption. Successive militar y rulers, because of their  weak 
politicall  base in the society, had to provide various undeserved advantages and 
illegitimat ee benefits to a multitud e of professionals to gain their  support. 

Publicc corruption gradually became institutionalised. The people's 
hopess for  a free, just, prosperous society were never  fulfilled . People became 
disillusionedd about state and politics. The entire premise of twentieth-century 
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Bangladeshii  thought, as taught in schools, in universities and editorialised 
aboutt in newspapers has been the centrality of government and politics as the 
solutionn to humanity's problems. This belief in the importance of the state has 
beenn the central doctrine of intellectuals as well as the general masses. But thus 
far,, the state failed to solve humanity's problems. Here again the issue of bad 
andd 'fuzzy' governance of Bangladesh emerges (Barenstein 1994, Khan 2002, 
Siddiquii  1996). Siddiqui discussed the irony of how corrupt even the Bureau of 
Anti-Corruptionn (BAC) of the Bangladeshi government was, and how it needs 
too be completely reorganized (1996:24). People therefore see that the state 
functionss to benefit only a few. The idealism and patriotism with which the 
peoplee fought independence war has died. They have lost faith in government 
andd citizens have developed a general disrespect for anything that is public. 
Thee popular saying in Bangladesh, 'Shorkar ka mal doria me dhaV 
'Governmentt property? Throw it in the river!' reflects this mindset. 

Woodd (1994) has argued that any discussion of corruption has to 
includee the problematic nature of the state and market. For some, corruption 
onlyy refers to the misuse of public funds. Others, however, find corruption in 
amorall  markets in which transactions are not transparent. He noted that in 
societiess like Bangladesh, the scale of intervention by the state in the economy 
andd the society is extensive: 

Thee defaulting state, unable to control markets and [is] itself thereby 
marketised.. The space has been created, room for manoeuvre as it 
were,, within which both public and private predators flourish with 
interchangeablee roles (Wood 1994: 530). 

Hee further argued that he does not dismiss 'corruption' in Bangladesh as 
pathologicall  or deviant. As he pointed out, the central concern throughout the 
developmentt administration has been the appropriateness of bureaucracy to 
makee and implement allocative decisions under prevailing conditions of 
extremee scarcity and in the context of a weak general market. He argued that: 

AA persistent analytic weakness has been to judge the performance and 
behaviourr of officials and institutional formule by criteria which lie 
outsidee the social structure and culture of the society in question, 
derivedd from some model of Weberian rationality. It has rarely been 
acknowledgedd that any achievement of instrumental, objective 
behaviourr on the part of the officials in the West has been based upon 
thee granting of privilege, status and personal resources to the point 
wheree their separation from prevailing but imperfect market cultures 
hass in effect been purchased on their behalf by the state, removing the 
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necessity,, as it were, for  individuals to purchase such security directly 
(Woodd 1994: 520). 

Bhadraa and Bhadra even questioned the moral aspect of corruption. They 
arguedd that the institutes of Bangladesh in the context of free market economy 
aree neither  moral nor  immoral: they are reactive (1997:74). They mentioned 
Osterfeldd (1992) who divided corruption into 'expansive corruption' and 
'restrictiv ee corruption' . Corrupt acts that move the economy in the direction of 
thee free market are expansive; they extend opportunities for  mutually beneficial 
exchange.. Bribes for  licenses or  services are examples of such expansive 
corruption .. The presence of 'black market'  and 'back doors' for  certain goods 
andd services represent ingenious attempts to circumvent often illogical and 
almostt  always costly regulations. Restrictive corruption, on the other  hand, 
reducess the potential for  economically beneficial exchanges. It is usually a 
zero-- or  even negative- sum game, consisting of wealth transfers. 
Straightforwar dd cases of embezzlement, for  example, represent a transfer  of 
fundss from public to public officials. The authors therefore pleaded for 
interveningg in restrictive corruption. 

Maloneyy drew attention to the pragmatic individualisti c behaviour  of 
Bangladeshi'ss while discussing their  public morality (1986:51). He argued that 
Bangladeshiss could be said to be individualisti c in the sense that they are 
pragmaticc and opportunistic in their  behaviour. The term 'individualism ' here 
iss not defined as the individualism that has evolved in European history, which 
impliess intellectual freedom, voting and other  human rights. The Bengali is an 
individualisti cc in the sense that he behaves atomistically to maximize 
opportunit yy through social relations, learns to find his own way in life and does 
nott  depend much on government's institutions or  ideologies. He does not give 
muchh weight to abstract rules laid down by some bureaucracy nor  to the 
ideologyy of any authority, but rather  to reality of dyadic human relations. 
Maloneyy wrote: 

Bengalii  English has given 'sincere' a unique shade of meaning. It is 
oftenn stated that someone is 'not sincere'. The implication may be lost 
too someone who has not observed that the majorit y of employees in 
bureaucraciess in fact are not sincere in really working for  the abstract 
goalss of the organization. They are scarcely motivated by the social 
environmentt  of the bureaucracy. Much of the energy of such 
employmentt  goes into just socializing, protecting themselves in the 
hierarchy,, or  arranging some scheme for  personal advantage (...) Now 
iff  this sounds judgmental against Bengali society, according to 
contemporaryy values, it should be remembered that over  the history of 
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millenniaa the judgment might be reversed, and Bengali society might 
enduree precisely because of these qualities (Maloney 1986:52). 

Thee 'insincerity' of the staff of the orthopaedic ward and the disrespect for 
publicc property by the patients and relatives could therefore be seen as the 
combinedd manifestations of the general disillusionment of people with the 
government,, the problem of state and market, the 'expansive' or 'restrictive' 
corruptionn of free market economy, or as a pragmatic individualism of Bengali 
personality. . 

Inventiveness s 

Thee orthopaedic ward displays how people adjust and find inventive ways to 
copee with various constraints of everyday life. To combat limited resources, the 
doctorss invented cheap, locally available options to manage orthopedic cases. 
Theyy have also developed various alternative measures to solve administrative 
problems,, like extracting money from rich clients and pharmaceutical 
companiess or recruiting unofficial staff. They also maintain dual jobs in order 
too cope with their low government incomes. The other actors in the ward have 
similarlyy developed their own survival techniques. In the context of manpower 
shortages,, the relatives of the patients have made themselves an informal 
partnerr in the hospital organization. The poorly paid lower level staff formed 
associationss to protect themselves from being accused of committing illegal 
actss to enhance their income. The patients resisted the domination of medical 
authorityy through subversion of discipline, humour and by rejecting hospital 
care.. The orthopaedic ward thus shows how people change the formal rules and 
activelyy adjust to the local environment. 

Variouss authors have observed the coping mechanisms and 
inventivenesss of Bangladeshi people when faced with a lack of resources and 
institutionall  support. When Bangladesh achieved independence from Pakistan 
inn 1971 and was recognised by the whole world as a sovereign state, the first 
questionn asked was: Could it survive? Many development pundits expressed 
seriouss doubts about the country's capacity for self-rule and self-development 
ass an independent state. Bangladesh was referred as a 'test case of 
development'' (Faaland & Parkinson 1975). That basic question has now been 
answered:: Bangladesh has survived its first three decades. Despite repeated 
disasters,, political instability and poverty, the people of Bangladesh have found 
theirr own survival techniques and also made considerable progress in many 
sectors,, and in the meanwhile disproved conventional assumptions of 
developmentt scholars. 

Streeflandd discussed the significance of mutual support arrangements 
forr the coping, consolidation and emancipation needs of the poor in 
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Bangladeshh (1996). Jensen showed how the actual lack of resources caused 
peoplee to adjust their  relationships to each other  in a special way, thereby 
shapingg the social patterns that dominate in rural Bangladesh (1999). 
Westergaardd and Hossain (2002), who visited the same village in northern 
Bangladeshh at two different points, in mid-1970s and mid-1990s, found that in 
thee course of three decades, the poor, stagnant village had learned how to live 
betterr  on less land, through various agricultural changes and through income 
fromfrom  non-agricultural sources. The Bangladesh human development report 
similarl yy pointed out that based on the Bangladeshi experience, it can be said 
thatt  higher  social and human development outcomes can be achieved even with 
aa low per  capita national income (BIDS 2001). Sen (2002) showed how 
Bangladeshh has come a long way; it defied the predictions of the development 
punditss and became a lead performer  among the 'least developed countries'. 
Alamm (1995) and Sobhan (2002) discussed the growth and potential of 'civi l 
society''  in Bangladesh, which they consider  an indigenous asset that can 
combatt  the hegemonic crisis in Bangladesh politics. Maloney believed in the 
adaptivee function of many Bangladeshi behaviour  and social tendencies. He 
wrote: : 

Bangladeshii  qualities, such as the subtle and intense network of 
interpersonall  relations, the morality of obligations through patronage, 
andd the high attainment of verbal expressive culture, are likely to 
enduree longer  than industrialisation, and might prove to be saving 
qualitiess (Maloney 1986:68). 

Likewise,, the various coping mechanisms of the actors of the orthopaedic ward 
telll  us about the inventiveness of Bangladeshi's nature. As Novak wrote: 

Theyy [first time visitors to Bangladesh] were expecting poverty, 
degradation,, and hopelessness, as most television news shows and aid 
agencyy advertisements focus on the poor, who generally are portrayed 
ass passive victims of floods or  worse. But Bangladeshis are anything 
butt  passive sufferers. They are doers. (Novak 1994:18). 

Whenn I stated the goal of my research, I argued that a hospital ward is not an 
endd in itself, but that it can mirro r  various features of the lif e of the country of 
whichh it is a part. Through the experiences of various actors of the orthopaedic 
ward,, I see a Bangladeshi society that is poor, hierarchical, family-oriented, 
male-dominated,, morally weak and violent, yet adaptive and inventive as well. 
Ass I stated in the introduction, this is a middle class, Bangladeshi, male, public 
healthh oriented physician who is looking in the mirror . There are bound to be 
distortionss and cracks in my view. 
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Chapterr  XI 

CONCLUSION::  BROKEN LIMBS , BROKEN LIVE S 

Thiss book is the result of ethnographic research that I did in an orthopaedic 
wardd of a government teaching hospital in Bangladesh. The research had two 
majorr goals: first, to depict various social and cultural dimensions in the life of 
aa Bangladeshi hospital, and thus demonstrate the local nature of biomedical 
practicee and second, to illustrate how the values and norms of Bangladeshi 
societyy become expressed in the hospital life. 

Withh a few notable exceptions, the social and cultural studies of 
hospitalss have focused largely on American and European hospitals, ignoring 
thee hospital culture of non-Western countries. Although biomedicine is 
fosteredd through an international political economy of biotechnology and by an 
internationall  community of medical educators and bioscientists, it is taught, 
practiced,, organized and consumed in a local context (DelVeccio Good 1995). 
Withh this description of life in a hospital ward, I have shown the distinctive 
culturall  character of biomedical practice in a non-Westem country: 
Bangladesh. . 

Althoughh there is a typical biological reality in the hospital that makes 
itt a cosmopolitan biomedical institute, I have shown how the social dynamics 
necessaryy to deal with that reality give hospital life a local character. To 
portrayy the local character of the hospital life, I have depicted the actions, ideas 
andd concerns of different actors of the orthopaedic ward of a Bangladeshi 
governmentt teaching hospital. As this is the cheapest option for tertiary level 
treatment,, the hospital is occupied chiefly with patients from lower economic 
background.. The poor patients, mostly young males who are victims of road 
trafficc accidents, criminal violence and poor occupational safety, are damaged 
socially,, economically and mentally through the hospitalisation, even though 
theyy may improve physically after hospitalisation. Though the admission 
chargee in a government hospital is nominal, there are costs involved in buying 
essentiall  medicines and materials, as there is insufficient hospital supply, as 
welll  as costs due to various informal payments in the form of tips to the lower 
levell  staff. The poor patients thus become economically ruined due to 
hospitalisation.. The patients, far from featuring at the apex of thee hierarchy, are 
incorporatedd into the hospital world at a level lower than any hospital staff. 
Theree is hardly any practice of communicating medical information to the 
patientss and almost no attention is paid to the patient's need for privacy or 
otherr ethical issues. Instead, they are constantly humiliated and abused by all 
levell  of staff for any breach of conduct. The patients, though do not overtly 
challengee the medical domination like their Western counterparts have begun 
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too do, try to maximize their opportunities in the hospital and maintain their 
dignityy in various covert ways. Relatives of the patients, unlike in Western 
hospitals,, become an informal but integral part of hospital organization. Due to 
severee shortage of staff, relatives take on virtually all the nursing 
responsibilitiess of the patient. They also provide economic and emotional 
supportss to the patient as well as play an intermediary role between patient and 
thee staff. The staff reluctantly relies on the essential support of the family 
members,, yet humiliate and abuse them in the similar manner they do to the 
patients.. Ironically, even though the relatives are healthy, they experience all 
sortss of trouble in the course of hospitalisation. The patients and their relatives 
aree the vulnerable clients of the hospital and must face the dominant world of 
hospitall  staff. 

Powerfull  hospital staff, though united from outside are divided within. 
Thee ward boys, cleaners and gatekeepers, referred to as Class IV employees, 
aree at the lowest level of the hospital staff hierarchy. They are, however, more 
powerfull  than the patients and their relatives because of their affiliation and 
experiencess with the hospital. The poor patients rely on lower level staffs to 
seekk favour for their various day-to-day necessities in the hospital, as they are 
sociallyy closer to them than to the doctors or nurses. The lower staff are 
indispensablee to higher level staff too, as they do all sorts of manual work that 
iss necessary for the everyday functioning of the ward, and doctors and nurses 
cann delegate various unprestigious tasks to them. The low-paid lower staff 
exploitt their indispensable position for economic gain. They demand tips from 
thee patients in exchange for services offered. They increase their income by 
otherr ingenious ways, like stealing patients' or hospital property. They dismiss 
anyy action taken by the hospital authority against their crimes by organizing 
strikess through the Class IV employees' association. Despite their inferior 
position,, they are quite influential in the hospital world, unlike employees of 
theirr level are at hospitals in other part of the world. 

Thee role and image of Bangladeshi nurses have become altered and is 
noww far from the ideal image of nursing. Bangladeshi nurses do littl e actual 
nursingg of the patients. They are mainly occupied with taking care of the files, 
registers,, records and equipment in the ward. It is impossible for the limited 
numberr of nurses on duty to attend all the patients, and besides, doing paper 
workss bring them some prestige, which is diluted if they mix too much with the 
public.. According to Hindu values, because nurses carry out 'dirty manual 
work'' they are associated with lower caste. For Muslims, the public nature of 
nurses'' work is considered morally demeaning for women. The Bangladeshi 
nurses,, therefore, do not fit  with the ideal image of loving, self-sacrificing, 
noblee 'ladies with lamps'. 

Doctors,, on the other hand, exert their control over the ward through a 
displayy of pride, intellectual arrogance and a sense of hierarchy. The space and 
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resourcee allocation for  them in the ward and their  widespread practice of 
scoldingg the patients, their  relatives and lower  staff demonstrate their 
superiority.. However, in spite of their  control and authority over  the ward, 
Bangladeshii  doctors are also highly frustrated. They are deeply unsatisfied with 
theirr  work environment, where they have to work with extreme scarcity of 
resourcess and with insufficient manpower. They are also frustrated by their  low 
governmentall  salary and the growing negative image of the medical profession 
inn the society. To cope with the situation, the doctors sometimes bypass formal 
biomedicall  ways of treatment and use various local ways to deal with 
orthopaedicc problems. They have also developed informal means to deal with 
administrativee constraints. They maintain dual jobs and become engaged in 
privatee practice in order  to increase their  income. Although the sense of pride 
andd hierarchy is considered to be a characteristic of biomedical physicians 
acrosss the world, its forceful nature, combined with the frustration s and coping 
strategiess of the doctors in the orthopaedic ward, are unique to Bangladesh. 
Thus,, the role, status and image of Bangladeshi medical personnel, along with 
thee patients and their  relatives and the way they interact in a hospital setting 
demonstratee the distinct nature of biomedical practice in a non-Western setting, 
Bangladesh. . 

Thee second aim of the study was to illustrat e that the ethnographic 
descriptionn of a hospital culture reflects the values and norms of the broader 
societyy in which the hospital is situated. The value of early hospital 
ethnographiess done in the 1960s and 1970s lies in the fact that they first 
demonstratedd the presence of a distinct social world within the hospital created 
byy the patients and documented the complex set of relationships between 
patientss and the staff. They also discovered a collective experience of illness 
andd hospitalisation. But in those ethnographies, the authors considered hospital 
lif ee as an end in itself and as an isolated subculture. They discussed how sick 
peoplee are taken out from a normal society and put in a hospital that is like an 
island.. Other  relatively recent hospital ethnographies also focused mainly on 
medicall  discourses and attempted to identify the culture of biomedicine; they 
tooo did not pay much attention to the link between hospital life and the life of 
thee society outside the hospital in which the hospital is nevertheless situated. In 
contrast,, my emphasis was that a hospital is not an isolated subculture, but 
ratherr  it is a microcosm of the larger  culture of which it is a part. I have 
discussedd how the life and experiences of different actors of orthopaedic ward 
off  Chittagong Medical College Hospital actually mirro r  various social, cultural , 
economicc and political characteristics of the wider  Bangladeshi society. 

Thee budget deficiency and the scarcity of medicine, material and 
manpowerr  in the hospital reflect the overall poverty of Bangladesh, which is 
onee of the poorest countries of the world. I have mentioned the various 
meaningg of the word 'poverty' in Bangladesh as used by the government, 
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oppositionn political parties, development agencies, journalists and by people in 
general.. I have discussed how external factors like wealth depletion by colonial 
powerss and natural disasters like floods, droughts, cyclones and lack of natural 
resources,, as well as internal factors like heavy population and population 
growth,, illiteracy, high morbidity and mortality, low industrialisation, political 
instabilityy and inequitable distribution of income and social opportunities have 
causedd the poverty in Bangladesh. 

Thee life within the hospital ward also showed the value of social 
hierarchy,, which is a distinctive feature of Bangladeshi culture; Bangladeshis 
aree remarkably preoccupied with social status and rank. The utilization of 
space,, facilities, language, gestures and behaviour of the staff and patients 
displayy who is 'big' and who is 'little' in the ward. The doctors are perched at 
thee top of the hierarchy, while patients fall at the bottom of it. I have discussed 
howw this sense and practice of social hierarchy resulted from three factors: 
economicc class division of a society in which there is extreme inequality of 
power,, influence and opportunity; childhood upbringing in which people 
experiencee themselves in subordinate-superior relationship; and the lower 
prestigee that is associated with manual labour, which is related to religious 
beliefss concerning purity and pollution. 

Thee crucial role of relatives of the patients in the ward reflects the 
valuee of families in an individual's life in the Bangladeshi context. Bangladesh 
iss a society in which people are organized mainly through primary relations 
andd family is a strong social institute that plays a very significant role in 
variouss aspects of individual's life, including his/her therapy management. I 
havee discussed how due to the absence of alternative institutional social 
networks,, family has persisted to be the main source of support during crisis 
situations. . 

Thee stories behind the criminal assault cases in the orthopaedic ward 
showw the level of violence in Bangladeshi society. Aggression, murder and 
bloodshedd have been persistently present in Bangladeshi social life. 
Historically,, Bangladesh has experienced violence through war, riot, coup and 
countercoups.. The conflicts arising over right to control or acquire resources 
frequentlyy become violent in Bangladesh as the inequality of power and 
resourcee between individuals and groups is intense in the country. I have 
discussedd how various destabilizing external influences, including inter-group 
divergencess of interests and aspirations in the country, economic stagnation 
andd persistent poverty, patriarchal values as well as bad governance cause the 
violentt conflicts. 

Thee relative absence of females in the ward indicates the invisibility of 
womenn in the public sphere in Bangladeshi society. Most of the patients are 
youngg males; the majority of the attending relatives are male. As males are the 
mainn work force in Bangladesh, therefore they are the main victims of 
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orthopaedicc problems, and as the orthopedic ward is a public place, women are 
reluctantt  to take their  traditional role as caregivers in a hospital setting. The 
doctors,, too, are predominantly male; there are fewer  female medical 
professionalss than males in Bangladesh, moreover  the physical demands and 
frequentt  interaction with the public in orthopedic practice discourages female 
doctorss from becoming involved in orthopedic practice. I have explained how 
thiss relative invisibilit y of women in the public sphere is a characteristic feature 
off  Bangladeshi society that is related to the Islamic notion of purdah, which 
referss to the system of isolation of Muslim women from outsiders and the 
impositionn of high standards of female modesty. This notion of female 
seclusionn has resulted in poorer  state of women man men in Bangladesh in 
respectt  to employment, education, health and legal rights. 

AA general low sense of morality was also expressed by the behaviour 
off  the people in the orthopaedic ward: the theft of hospital property by the 
lowerr  level staff and the patients and their  relatives, bribes taken by the 
administrativee personnel, the disregard of official rules and frequent strikes that 
destabilisedd the hospital reflected the priorit y of staff interests over  that of 
patients''  well-being. This corruption and lack of morality were linked to 
politicall  instability , lack of political commitment, general disillusionment with 
thee state, the problem of state and market, the nature of free market economy, 
weakk governance and the pragmatic individualism of Bengali personality. 

Thesee images of poverty, robust hierarchy, absence of organized 
supportt  system for  individuals, relative lack of empowerment of women and 
widespreadd corruption give a gloomy picture of a society. The national anthem 
off  Bangladesh celebrates a 'Sonar Bangle? (Golden Bengal), the vision that 
mobilizedd the people during the independence war  of Bangladesh in 1971. In 
people'ss mind there was the vision of a society that is economically 
prosperous,, free of exploitation, democratically governed and respectful of 
people'ss rights. That vision has been shattered by a multitud e of internal and 
externall  forces. The lives of Bangladeshi people, and its society at present is 
apparentlyy 'broken' . Withi n the miniatur e world of 'broken limbs' one can 
experiencee the 'broken lives', individual lives of the people concern, as well as 
collectivee life of the society in general. Yet I have always been uncomfortable 
withh my titl e of this book. Someone inside me is reluctant to call Bangladeshi 
societyy and lives of its people 'broken' . This may be a problem of being a 
nativee of Bangladeshi culture. This probably is an aspect of suffering of lost 
pridee in Bangladeshi mind, and probably the manifestation of post-colonial 
self.. (Nandy 1983). 

Thee ethnographic account also explains how 'brokenness' is not the 
essencee of Bangladeshi society. The actors of the hospital showed their 
remarkablyy inventive capabilities for  adapting to seemingly impossible 
circumstances,, as have Bangladeshi citizens throughout the country. The 
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societyy might be apparently broken, but it did not fall part. The members are 
tryingg to hold it in its position. They are changing and adjusting. Through the 
sufferingg of change and innate adaptive quality of Bengali people, Bangladesh 
iss challenging its great hardships. About two hundred years after the French 
Revolutionn the great revolutionary Zhou En Lai was asked to comment about 
thee significance of the Revolution. He is reported to have answered: 'It is too 
soonn to tell' (Khan 2001:156). Three decades is too short a span of time to 
assesss the significance of the liberation movement of Bangladesh. I therefore 
cannott help but be optimistic about the vision of 'Sonar Bangla'. As Joan 
Robinsonn said: 

'Anyonee who writes a book, however gloomy its message may be, is 
necessarilyy an optimist. If the pessimists really believed what they 
wrote,, they would have no point in saying it' (O'Donnell 1984:269). 
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EPILOGU E E 

Thuss ends my journey into the kingdom of broken limbs. As I finish writing , a 
feww images quickly flash into my mind. Kabir  sitting in the wheelchair, liftin g 
hiss blood- soaked wrists up and shouting: 'Look at me. Look how they have cut 
bothh my hands.'  Ramjan Ah peering at his X-ray plate against the light as the 
passingg duty doctor  says: 'You! What are you doing with the X-ray? Want to 
bee a doctor?' The professor, who lost the only scissors of the ward, shouting at 
thee bearded clinical assistant: 'You, with the divine face. You have to replace 
thee scissors.'  Khaleque's wife hiding under  her  husband's bed while the 
professorr  is conducting the grand round. A piece of paper  stuck on the wall of 
thee operation theatre with the note: 'Reminder: there is no sucker  machine 
today.. There is also no supply of cotton, Lysol or  gauze.'  Ali Ahmed's son 
standingg speechless in front  of the door  of the operation theatre when he learns 
thatt  the ward boy has stolen the drugs he has bought for  his father's operation. 
Thee staff nurse Hasina's disillusionment about the nursing profession because 
peoplee think nursing is an immoral, indecent profession. A doctor  shouting into 
aa microphone: 'We are calling a strike in order  to protect the prestige of 
medicall  profession.'  The patients pouring drops of perfume on their  bodies to 
neutralizee the foul smell of their  unchanged dressings. The mother  of a patient 
fallin gg to the floor as the gatekeeper  tugged her  by the neck to drive her  out of 
thee ward. Ward boys, cleaners and gatekeepers ceasing work in protest of the 
terminationn of one of their  colleagues who was caught stealing medicine from 
thee hospital store. A mother  crying and holding the leg of the trolley on which 
herr  dead son is lying, who could not eat the hilsha fish that she was about to 
cookk because a bus killed him. 

Thiss is the hospital where I started my medical career  as a student but 
afterr  I completed this ethnography I realized I had not known this place before. 
II  thought of T.S. Eliot' s lines: 

Wee shall not cease from exploration 
Andd the end of all our  exploring 

Wil ll  be to arrive where we started 
Andd know the place for  the first  time. 

('Littl ee Giddings' in the Four  Quartets) 
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Glossaryy of local terms: 

agorbati--
alo--
apa--
apni--
ashraf--
atraf--
ator--
azan--
aya--
bakshees--
bari--
bhadrolok--
boka--
borbor--
borolok--
choto--
burka--
chotolok--
choturtho--
chula--
dada--
dam--
daktar--
daya--
didi--
dhal--

incense e 
light t 
sister r 
you(too seniors or superiors) 
noblee Muslims 
Lowerr status Muslims 
perfume e 
calll  for prayer 
femalee service staff 
tips s 
home e 
gentlee person 
scolding g 
barbarian n 
bogg shot 
small l 
veil l 
lesserr people 
fourth h 
hearth h 
brother(usuallyy referred to Hindus) 
value e 
doctor r 
blessing g 
sisterr (usually referred to Hindus) 
through h 

dharmaa atmya-God relation 
dhoni--
dhopa--
doria--
durga--
fakibaj--
gorib--
gossip--
gusti--

rich rich 
washerman n 
river river 
Hinduu deity 
deceitful l 
poor r 
casuall  conversation 
clan n 

harvangaa kobiraj-bone setter 
hilsha--
hujur--
izzat--
jana--
kaj--
ki--
kormochari--

kindd of fish 
Islamicc preacher 
honour r 
too know 
work k 
what t 
employee e 



kosto--
kotha--
kurta--
lok--
lungi--
mal--
malik--
mafkaro--
mastan--
melaa mesha-
meye--
misti--
mon--
mouza--
munajat--
miirkho--
na--
napit--
nasta--
nosto--
onek--
ovab--
para--
prothom--
purush--
puja--
ramadan--
rokto--
salam--
sehri--
shahib--
shamucha--
shari--
shashito--
shebika--
shisu--
shonman--
shorkar--

suffering g 
words s 
malee robe 
people e 
traditiona ll  Bengali male dress for  bottom 
thing g 
owner r 
forgivee me 
musclee man 
mix x 
girl l 
sweet t 
mind d 
landd unit 
posturee of Islamic prayer 
ignorant t 
no o 
barbar r 
snacks s 
spoil l 
lot t 
poverty y 
neighbourhood d 
first first 
man n 
Hinduu religious festival 
monthh of fasting for  Muslim 
blood d 
greetings s 
lastt  meal before fasting in Ramadan 
sir r 
kindd of snacks 
women'ss robe 
ruled d 
nurse e 
child d 
honour r 
government t 
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Listt  of abbreviations 

BMA A 
BDT T 
CA A 
CAA A 
ECG G 
EPI I 
FWA A 
GDP P 
LBW W 
MBBS S 
NGO O 
OT T 
PHC C 
PR R 
PV V 
SC C 
THC C 
UHFWC C 
UNICEF F 
WHO O 

Bangladeshh Medical Association 
Bangladeshii  Taka 
Clinicall  Assistant 
Clinicallyy Applied Anthropology 
Electrocc ardiograph 
Expandedd Program on Immunisation 
Familyy Welfare Assistant 
Grosss Domestic Product 
Loww Birth Weight 
Bachelorr of Medicine and Bachelor of Surgery 
Non-Governmentall  Organisation 
Operationn Theatre 
Primaryy Health Care 
Perr Rectal 
Perr Vaginal 
Satellitee Clinic 
Thanaa Health Complex 
Unionn Health and Family Welfare Centre 
Unitedd Nations Children Fund 
Worldd Health Organisation 
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Med. . 
Officer's s 
room m 
Storee Room 

FEMALE E 
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Nursing g 
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Annexx 2: Photographs 

Above:: Birds eye view of Chittagong Medical College Hospital 
Below:: Front view of Chittagong Medical College Hospital 
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Above:: Patients lying on the floor in the orthopaedic ward 

Below:: Bricks are used as weight for giving traction 



AA patient lost his hands and wrists as a result of criminal violence 

Doctorss in the operation theatre 

Ann X-ray technician making an X-ray of a patient 



Top:: Relatives waiting just outside of the Operation Theatre 
Below:: The wife of a patient helping an intern doctor with dressing 
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