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Abstract

Objective: The complexities inherent in understanding the social determinants of health are often not well-served
by quantitative approaches. My aim is to show that well-designed and well-conducted ethnographic studies have
an important contribution to make in this regard. Ethnographic research designs are a difficult but rigorous
approach to research questions that require us to understand the complexity of people’s social and cultural lives.

Approach: I draw on an ethnographic study to describe the complexities of studying maternal health in a rural
area in India. I then show how the lessons learnt in that setting and context can be applied to studies done in
very different settings.

Results: I show how ethnographic research depends for rigour on a theoretical framework for sample selection;
why immersion in the community under study, and rapport building with research participants, is important to
ensure rich and meaningful data; and how flexible approaches to data collection lead to the gradual emergence of
an analysis based on intense cross-referencing with community views and thus a conclusion that explains the
similarities and differences observed.

Conclusion: When using ethnographic research design it can be difficult to specify in advance the exact details of
the study design. Researchers can encounter issues in the field that require them to change what they planned on
doing. In rigorous ethnographic studies, the researcher in the field is the research instrument and needs to be well
trained in the method.

Implication: Ethnographic research is challenging, but nevertheless provides a rewarding way of researching
complex health problems that require an understanding of the social and cultural determinants of health.

Introduction
Social scientists working in public health see the social
and cultural contexts of research participants as being
of utmost importance for human health and well-being.
Understanding the complexities of the social determi-
nants of health and the context in which particular
behaviours occur can help us analyse and untangle peo-
ple’s notions of health and illness, which influence their
health-seeking behaviour and determine more often
than not the likely success of public health interventions
to improve health. This paper demonstrates that ethno-
graphic research design is a difficult but rigorous

approach to researching questions that require under-
standing the complex social and cultural contexts of
people

mailto:m.bandyopadhyay@latrobe.edu.au
http://creativecommons.org/licenses/by/2.0








Study site C:
Site C was predominantly Muslim and resembled a
small satellite town full of people, predominantly men.
This site was specifically chosen to explore the influence
of religion on women’s reproductive choice and health,
and how it affected child health. This study site boasted
of modern amenities and facilities such as: small station-
ery stores, chemist, grocers, western medicine clinics
(having ultrasound facilities), homeopathic dispensaries,
snack bars, cloth merchants, hardware store, bank,
police station, post office, railway station, and video par-
lours. I was housed at a primary health care doctor’s
residence as he was on leave. The villagers were very
welcoming and forthcoming and everyone wanted to
talk to me.

Study site D:
Site D was approximately 178 kilometres from the capi-
tal city and easily accessible by rail and road, and had
all the modern amenities and facilities at its doorstep.
This site had a wide range of people from different reli-
gious, cultural and caste backgrounds and most of them
worked in professional jobs. This site was ‘developed’ in
terms of socioeconomic and geographic determinants
and was chosen to understand if the impacts for
women’s reproductive health and their children’s health
were different or similar to that of other study sites.

Data analysis
Data analysis was completed when I returned from the
field. Analysis of in-depth interviews and case studies was
conducted manually by reading and re-reading tran-
scripts, which enabled identification of emerging analyti-
cal categories. Analytical categories were identified by
repetition and classification of codes, each building on
the one preceding, to achieve results successively. These
were then organised based on emerging themes and sub-
themes, exploring commonalities in women’s experi-
ences, but also taking into account any divergent experi-
ences. Transcripts were coded and analysed thematically
to retain access to the respondent’s own categories [8,9].
As new categories emerged, previously coded data were
re-coded and re-organised. Themes and sub-themes were
crosschecked across the transcripts for consensus in
order to emphasise the meanings of the social situation
to participants, and to connect the social situation and
the cultural patterns within it.
What I saw in my data was the way in which gender,

patriarchy, culture, norms, mores, and tradition, dic-
tated, moulded, and guided women’s role and status
within the household and society. Women understood
and followed prescribed roles both at the household and
societal level, and these behavioural patterns affected
their reproductive careers, which, in turn, influenced

their health seeking behaviour during their reproductive
years [10].
Across all four sites, I could show that health services

provided by the primary health care sector had had lim-
ited impact. For example, only around a quarter of the
surveyed population sought treatment from their pri-
mary health care services for major or minor illnesses.
Although services were available and accessible within a
five-kilometre radius women were cautious in utilising
these services, especially at labour and delivery (nearly
two-thirds of the women in the study had opted for
home birth assisted by a traditional birth attendant or
family/friend). Women from study site B were appre-
hensive and cautious in using reproductive health ser-
vices because of the past experiences of their family
members and community members during the Emer-
gency Period in India [10]. Even during prolonged
labour, and/or complication during labour and birth,
97% of the women from study site B chose to depend
entirely on their traditional birth attendant, and did not
seek assistance from their primary health care sector.
This demonstrates the degree and level of suspicion,



about possibilities in deciding which framework/theory
will guide the research and which methods will elicit the
best data for a particular phenomenon under study. It
promotes new ways of thinking about and uncovering
the cultural frameworks, in analysing their structure and
content and using this as a basis for explaining what is
going on. It provides insights into the meaning of social
and cultural perspectives and the possibilities for
change. It can provide detailed, in-depth description of
everyday life and practice of people under study, and
explain how these influence behaviour and practice [12].
How then can the lesson learnt doing an ethnographic

study in India, be applied elsewhere? It is important to
begin by acknowledging that ethnographic method, and
its adaptation in in-depth interview studies is time-con-
suming and demanding, but it has real value when more
structured research methods fail to deliver the informa-
tion required. For example, when the aim is to under-
stand persistent public health problems such as low
compliance with long term medication for chronic dis-



to be able to gain people’s trust. This is true in the
maternity care setting, just as it was in my study in
rural India. Rapport building takes time and perhaps a
special kind of person, a good empathetic listener, and
someone who does not interrupt or interfere. While the
GDM study did not require the same degree of immer-
sion and rapport building as in my earlier study, it was
important that I took the time to get to know the staff
in the hospital GDM clinic, explaining the study’s pur-
pose and learning about how care was provided and
some of the challenges the staff faced. In addition, I
needed to spend time with the women attending the
clinic, also explaining my interest in doing the research,
explaining what participation in the research would
involve, and obtaining written consent. This study
focussed on understanding the barriers women faced in
successfully managing their diabetes in pregnancy and
exploring their lived experiences of GDM. Hence, it was
appropriate to use face-to-face in-depth interviews to
gather information.

Sampling and recruitment
Rigorous method, including ethical conduct, is central to
all research.
I knew that our potential research participants were

scattered across a number of different geographical set-
tings; came from different socioeconomic stratum, spoke
a variety of languages; could be recent migrants or sec-
ond-generation immigrants. Who, then is best placed to
conduct this research?

Ethnographic method
Well designed and rigorous ethnographic research is
dependent upon the skills of the researcher. The
researcher needs to be a skilled and empathetic listener
with a lot of patience, integrity and honesty, and some-
one who can engage with people of diverse back-
grounds. The researcher needs to have skills in building
rapport with the research participants and to be inti-
mately involved in observing, interviewing, probing and
then analysing and interpreting the data collected. This
therefore, is no task for an inexperienced researcher nor
can it be done by a research assistant. In ethnographic
research, the researcher is the research instrument and
needs to be well trained in the subtleties of the method.
As evidenced from my earlier study, I had to ensure

that the sampling reflected diversity with respect to the
key social determinants identified in my review of the
literature: diverse socioeconomic backgrounds, different
countries of origin in South Asia, different religions, and
varied proficiency in English, to name the most impor-
tant factors. The study design also needed adequate flex-
ibility around timing and approach, depending on what I
found once my interviews began. Given the need for

immersion and rapport building, I chose one particular
site, a tertiary level maternity hospital in Melbourne,
Australia, with a GDM clinic attended by many South
Asian women. I concentrated on collecting information
through one-on-one in-depth interviews with women,
and also their partners, as it was soon discovered part-
ners often accompanied women and women wanted
them involved. The theoretical framework helped me
focus the study on the social and cultural issues likely to
be important and guided the analysis of data obtained
from my observations and from in-depth interviews,
both formal and informal with the study participants.

Data collection and analysis
Data were collected in tape recordings but these were
also supplemented with memo notes on observations in
the clinic and sitting in on a GDM education session at
the hospital. Analysis was a complex process involving
large amounts of textual data; therefore the process of
data analysis was explicit at every step of the process
[25,26]. In-depth interviews were analysed by listening
to the tape recordings after each interview session was
concluded and cross-checking with the field notes and
observational notes. Once the tape recordings were tran-
scribed, multiple reading of the transcripts facilitated
identification of commonalities and differences in
experiences. I found that aspects of culture, norms and
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