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. When nothing is done to avert maternal death, natural mortality is estimated at 1,500/ 100,000 live births. 1 From the last decades of the 19th century, training of traditional birth attendants (TBAs) was one strategy implemented in various colonies in order to reduce maternal mortality. As described in Samiksha Sehrawat's chapter in this volume, India was no exception in the mobilization of TBAs in attempts to introduce safe childbirth practices. The issue of TBA mobilization offers a lens to observe the social construction and the social production of the hierarchy of knowledge in the field of maternal health and childbirth. This chapter interrogates the local and global processes of construction, legitimization and delegitimization, and political use of the knowledge of TBAs in the Indian context. The issue also offers a prism to analyse the long-running division between two conceptions of the body. One, reflecting World Health Organization (WHO) policies, sees the physical body as an essentially uniform construction across time and cultures, allowing biomedical obstetric knowledge to be applied everywhere. The second conception acknowledges that various determinants shape the variability of birthing systems. The issue of mobilizing TBAs offers a starting point for analysing how the authoritative knowledge (Jordan 1978) surrounding birth is channelled, experienced, and enacted. Here we use the theoretical concept of authoritative knowledge in two ways. Firstly, to examine how the Western biomedical system imposes

its authority in discrediting 'alternative' home-based healthcare practices. Secondly, to understand how recent Indian policies with respect to the location of birth have interacted with these alternative systems. More specifically we will observe to what extent the knowledge of rural women in India acquired through their lived experience is marginalized, challenged, and sometimes reinvented.

I draw on the analysis of the literature on TBAs, on my own experience of designing and implementing programmes aiming at reducing maternal mortality, as well as on my intensive ethnography conducted from 2003 to 2006, in Tamil Nadu, South India. My research involved observation and interviews with rural women of ex-untouchable castes (mainly Paraiyar, Arundhatyar, and Vannan) in villages neighbouring Pondicherry and Namakkal cities. Additional data from TBAs and biomedical caregivers were collected in a public district hospital, in a rural healthcare centre, and in a private nursing home [START_REF] Petitet | Transformations contemporaines des pouvoirs, des savoirs et des pratiques de Satchadie, matrone à Pondichéry[END_REF]. The chapter is organized in four sections. The first approaches briefly the different roles that trained TBAs have played in successive health policies. The second section aims to examine the plurality of discourses produced on TBAs. The third section provides ethnographical insights to document TBA training from the point of view of TBAs in Tamil Nadu. The last section describes the local interpretations of TBAs as a biomedical concept. Then it sheds light on the processes and the local forms of the reappropriation of TBAs' training by themselves and by their users. Here my aim is to show the heterogeneity of TBAs' social power, the eclectic modes of their practices, and their strategic use of training to enhance their positions.

Historical Facts and Health Justifications

With the assumption that biomedicine was capable of preventing the majority of maternal deaths, one of three WHO recommendations was to train TBAs in the basic principles of obstetrics and in the recognition of complicated delivery cases to be referred to health centres. 2 In 2004, after years of debates among the scientific and developmentalist communities related to the role of TBAs in the reduction of maternal mortality rates, WHO recommended stopping training activities targeting TBAs and gradually replacing them by training so-called skilled birth attendants (World Health Organization 2006). Until then TBAs were the targets of various development programmes and the subject of various social sciences research projects. But what were the representations and roles attributed to TBAs in the social history of the medicalization of childbirth in India?

In India, the first services involving the provision of healthcare during childbirth date from the beginning of the 19th century. In those days most deliveries took place at home with the assistance of a TBA or a member of the family and birth was described as a very welcome event for the pregnant woman and her family while also being considered a polluting and impure moment [START_REF] Good | The Female Bridegroom: A Comparative Study of Life-Crisis Rituals in South India and Sri Lanka[END_REF][START_REF] Jeffery | Traditional Birth Attendants in Rural North India: The Social Organization of Childbearing[END_REF]. Scholars have analysed the medicalization of childbirth as interrelated to various social movements: first the social reform movement in the 19th century and then the nationalist politics and colonial public health policies of the 20th century (Guha 2017). In Tamil Nadu, the Madras Lying-in Hospital played a pioneering role in maternity provision and midwifery training in India [START_REF] Lang | Drop the Demon Dai: Maternal Mortality and the State in Colonial Madras, 1840-1875[END_REF]. As in the other Indian states, TBA training also took place within the National Dai Training Scheme initiated during the sixth Five-Year Plan . The training had the objective to shape TBA practices during pregnancy and childbirth according to biomedical principles. As in numerous Southern countries, the training of TBAs has been centred mainly on the promotion of so-called safe practices (washing the hands, cutting the umbilical cord with a sterilized razor blade etc.) and the abandonment of practices deemed to be harmful (such as repeated vaginal examination, uterine massages during labour). The training proved to be mostly effective in reducing harmful practices and in raising positive post training practices. However, it had a very limited impact on maternal mortality because of the absence of any connection with a referral system by which complicated deliveries could be speedily transferred to healthcare facilities [START_REF] Saravanan | Traditional Birth Attendant Training and Local Birthing Practices in India[END_REF]). The 1994 report, ' Action Plan for Revamping the Family Welfare Programme in India' , brought out by the Ministry of Health and Family Affairs (Government of India 1994), also mentions the insufficient number of instructors, the lack of pedagogic materials, the maladapted, too technical, and too lengthy teaching courses, and the fact that TBAs' knowledge and skills were not taken into account in the training modules. However, in India and as in other Southern countries, it might have contributed to reducing the rates of perinatal death, stillbirth, and neonatal death [START_REF] Sibley | Traditional Birth Attendant Training for Improving Health Behaviours and Pregnancy Outcomes[END_REF]. Within the National Rural Health Mission (NRHM) various reforms were implemented in maternal healthcare provision [START_REF] Srivastava | Putting Women At the Center: A Review of Indian Policy to Address Personcentered Care in Maternal and Newborn Health, Family Planning and Abortion[END_REF] including a new module for TBA training. This measure, mostly taken in order to supplement the unavailability of health workers in remote rural areas (Sengupta 2019), also aimed to improve the referral system between birth attendants and obstetric care centres.

Plurality of Discourses Pertaining to TBAs

The literature produced by public health experts and social scientists in India on the role given to TBAs in the establishment of public health services is abundant, not always based on scientific facts and, as elsewhere, contradictory. Two major opinions can be distinguished. Some support the benefits of the involvement of TBAs in the implementation of health programmes.

Others assume a position favouring the disappearance of them and their practices.

TBAs and Public Health Policymakers

What has been called 'the failure of the training of TBAs' regarding the objective of reducing maternal mortality rate is commonly acknowledged by decision-makers in international public health institutions, some researchers and some representatives of non-governmental organizations [START_REF] Berer | Tbas Cannot Be Expected to Carry Out HIV/ AIDS Prevention Activities for Women Giving Birth at Home[END_REF] who agree that when human resources of a level of medical competence higher than that of the TBAs are available, TBAs should be 'consigned to history and that is where they belong' . Some authors argue that investment in the training of TBAs may have had as its sole effect to delay, in countries with 'limited resources' , the establishment of adequate emergency obstetric services. TBAs do not have the ability to apply the measures required for the care of obstetric complication. Also, any TBA training has to be supported by the establishment of a referral system between 'the community' and the biomedical care services, which was rarely the case. By around 2000, the adopted consensus was that the proportion of deliveries made by 'skilled birth attendants' was the only reliable indicator to measure programme effectiveness. This term, from which even 'trained' TBAs are excluded, refers to the midwife, the doctor, or the nurse who has benefited from a theoretical and practical training [START_REF] Abouzahr | Maternal Mortality at the End of a Decade: Signs of Progress?[END_REF].

Parallel to these points of view, a fair number of those who are in favour of TBAs continue to believe strongly in the major role they play in the improvement of the health of mothers and children [START_REF] Ray | The Impact of Maternal Mortality Interventions Using Traditional Birth Attendants and Village Midwives[END_REF]. When and where the access to obstetrical services is limited, TBAs appear as OUP UNCORRECTED PROOF -FIRSTPROOFS, Mon Apr 12 2021, NEWGEN /12_first_proofs/files_to_typesetting/validation relays of biomedical health services. Some years ago, the transnational WHO recommendations envisaged the use of TBAs to reduce neonatal hypothermia and to prevent chlamydial ophthalmologic infection (World Health Organization. Maternal Health and Safe Motherhood Programme.1996). In the context of the spread of the HIV/ AID epidemic many initiatives have also been taken to involve TBAs in the prevention of mother to child transmission of HIV including giving to HIV infected mothers the short course treatment with nevirapine [START_REF] Hamela | Evaluating the Benefits of Incorporating Traditional Birth Attendants in HIV Prevention of Mother to Child Transmission Service Delivery in Lilongwe, Malawi[END_REF]). 3 Recently TBAs have been mobilized to use misoprostol to treat post-partum haemorrhage in home deliveries [START_REF] Abbas | Using Misoprostol to Treat Postpartum Hemorrhage in Home Deliveries Attended by Traditional Birth Attendants[END_REF]). 4 In India, TBAs were sometimes designated as the ideal actors for improving the perception and acceptability of contraceptive methods in rural areas [START_REF] Singh | Perceptions of Traditional Birth Attendants Regarding Contraceptive Methods[END_REF], or for the screening of pulmonary infections in their village and the administering of anti-tuberculosis treatment at the patient's home [START_REF] Balasubramanian | Feasibility of Utilising Traditional Birth Attendants in DTP[END_REF]. Several studies have demonstrated positive health outcomes among mothers and infants after training of TBAs [START_REF] Saravanan | Re-examining Authoritative Knowledge in the Design and Content of a TBA Training in India[END_REF], for example, the positive effects of neonatal resuscitation training on the survival of newborn babies [START_REF] Bang | Effect of Home-Based Neonatal Care and Management of Sepsis on Neonatal Mortality: Field Trial in Rural India[END_REF].

Some authors [START_REF] Pigg | Authority in Translation: Finding, Knowing, Naming, and Training "Traditional Birth Attendants" in Nepal[END_REF]) have also shown the obvious complexity of the limitation of the training of TBAs by underscoring the mistakes made during the implementation of the training: the lack of awareness of the social and cultural context of the birth as well as the employment of inappropriate pedagogic practices based mainly on didactic methods of instruction. The other deficiencies mentioned are the TBA's lack of social power (when, for example, she is supposed to make the decision to send a woman giving birth to the hospital) and the economic limitation of the referral decision (payment for transport and medicines). The limitations of the biomedical services may also stand as a determinant of the failure of the training of TBAs, given the lack of personnel, equipment, organization, and medicines [START_REF] Pendse | Maternal Deaths in an Indian Hospital: A Decade of (No) Change[END_REF]. Lastly, the applicability of the practices that women have been taught is also questioned.

Outside this sphere, circumscribed by biomedicine, TBAs are also at the centre of discussions related to the social production of hierarchy among medical systems. The protagonists of the movements in favour of TBAs tend to emphasize to representatives of the biomedical system the idea according to which the manners of treatment do not depend only on biomedical competence but also have to do with other forms of knowledge in which TBAs are judged to be skilful and experienced [START_REF] Chawla | Birth and Birthgivers: The Power Behind the Shame[END_REF]. At first, we propose a focus on the 'Natural Childbirth' promoters. Then some positions formulated by the 'Traditional system of medicine' defenders will be examined.

TBAs and 'the Traditions'

The 'Natural Birth' Promoters

The issue of training of TBAs must also be analysed in considering the criticisms of the biomedicalization of childbirth made by the defenders of natural childbirth. These positions come within a perspective of Western feminist movements stating that childbirth carried out in the biomedical milieu is a form of alienation of the female body by technologies (Davis-Floyd and Sargent 1997). In this context, systematized care practices (such as the utilization of oxytocic drugs, electronic surveillance of foetal heart rate, uterine activity, and epidural analgesia) are perceived as making the woman an 'object to give birth' (Jordan in Davis-Floyd and Sargent 1997). Notwithstanding a certain idealization of 'traditions' , this ideological interest has made it possible to shed light on the major drawbacks of the biomedicalization of birth.

In India from 2005, the programme Janani Suraksha Yojana (JSY) aiming to reduce the maternal mortality ratio (MMR) has contributed to an increase in the proportion of institutional births from 20% to 49% in 5 years [START_REF] Sabde | Bypassing Health Facilities for Childbirth in the Context of the JSY Cash Transfer Program to Promote Institutional Birth: A Cross-Sectional Study from Madhya Pradesh, India[END_REF]. Alongside the biomedicalization of birth, and mostly among the urban high and middle class, an increasing number of voices and initiatives have been raised to promote natural childbirth. For example, [START_REF] Mira | Her Healing Heritage: Local Beliefs and Practices Concerning the Health of Women and Children: A Multistate Study in India[END_REF] studied the TBAs' practices (use of medicinal plants, massages, food prescriptions, fumigations, etc.) in various states in India. Some activists suggest that childbirth should be understood as an everyday event for which the contribution of technology would not be justified. Gulati (1999) notes, in substance, that childbirth is an ancient event and that its process is 'as simple as breathing' . Nutan Pandit, who directs a birth centre in Delhi, has no training in obstetrics and introduces herself as a pioneering natural childbirth expert. She started teaching childbirth preparation in 1978, after experiencing two easy, normal deliveries herself. She asserts that 'Surely if nature has gifted fertility to women, it has also gifted the power of birthing. All women should have faith in their body's ability to birth a baby naturally' . 5 The organization MATRIKA (Motherhood and Traditional, Resources, Information, Knowledge and Action), led by Janet Chawla, a medical anthropologist, aims to index and to promote traditional delivery care, particularly in the states of Rajasthan, Bihar, Punjab, and Delhi [START_REF] Chawla | Birth and Birthgivers: The Power Behind the Shame[END_REF]). 6 Chawla OUP UNCORRECTED PROOF -FIRSTPROOFS, Mon Apr 12 2021, NEWGEN /12_first_proofs/files_to_typesetting/validation assumes that TBAs are an homogenous group of people and practices, and that the TBA, always seen as a sympathetic caregiver, takes into consideration the desires of the woman giving birth. Doctors, midwives, and nurses overuse technologies (foetal monitoring, episiotomy, forceps, caesarean section); they do not care about obtaining the consent of their patients for the decisions they make, and they give them no choice regarding the care received (Van Hollen 1998), or disrespect and abuse women during institutional childbirth [START_REF] Chattopadhyay | Safe", Yet Violent? Women's Experiences with Obstetric Violence during Hospital Births in Rural Northeast India[END_REF]) By contrast, a TBA is seen as facilitating the birth event by allowing the female body to express itself freely [START_REF] Ambica | Birth: In Whose Hands? Lifepositive[END_REF]. According to this current of thought, issues related to TBA training are off the subject: their 'traditional' know-how is sufficient to manage a 'natural' birth.

The Defenders of Indigenous Medicine

Numerous Indian organizations have established programmes with the objective of preserving and revitalizing indigenous medicine. In the 2000s, their stated aim was to fill the gap of the biomedical system and provide care accessible for vulnerable communities. 7 Among the multitude of projects and organizations, I will mention here the two largest. The Centre for Indian Knowledge Systems (CIKS) had the objective of 'exploring and developing the contemporary relevance and application of traditional Indian systems of medicine' . 8 Based in Chennai since 1995 and initially involved in Vrkshayurveda promotion (the ancient Indian plant science), CIKS has also developed activities in the field of organic agriculture and biodiversity conservation. Based in Bangalore since 1991, the Foundation for Revitalization of Local Health Traditions (FRLHT) is at the origin of the Institute of Ayurveda and Integrative Medicine (I-AIM) and of the University of Transdisciplinary Health Sciences and Technology (TDU). 9 The representatives of the two organizations cited above put forward the benefits of the traditional system of medicines. They also argue that indigenous medical knowledge can compensate for the deficiencies of the Indian biomedical system and offset the endemic shortcomings of biomedical care. According to [START_REF] Hafeel | Monumental Heritage[END_REF], the recognition by international organizations of the interest in training TBAs, at that time, speaks in favour of the relevance of preserving the 'monumental heritage' of ancient medicines.

Since 2000, both CIKS and FRLHT have widely developed their activities respectively in organic agriculture/ biodiversity and for the institutionalization of the AYUSH systems of medicine. 10 Similarly to the position taken by international organizations, integrating TBAs into biomedical services is no longer a claim. This issue illustrates the various social forms of interrelations between the medical systems existing in both India and the West since the colonial period. As described by scholars [START_REF] Harrison | Medicine and Orientalism: Perspectives on Europe's Encounter with Indian Medical Systems[END_REF], the impact of Western medicine on existing health systems in India has indeed to be analysed as an agency, a complex interface that produced adaptation, assimilation, reinterpretation, or resistance.

To resume, the training of TBAs was seen as a special leitmotiv suited to satisfy, on the one hand, the obligations of international institutions in need of low-cost services favouring the health of mothers and children. For other organizations that defended tradition, the training of TBAs provided a good opportunity for recognition and access to national and international funding. TBA training was proposed in regions such as Ladakh, in Himalayan India, where TBAs 'traditionally' do not exist. In such a context, training TBAs has been seen as a cost-effective relevant strategy to provide healthcare to poor and remote villages.

After this exploration of the plurality of representations and discourses on TBAs in India from an 'etic perspective' , the second section of this chapter is dedicated to its examination on our field site, Tamil Nadu. Our aim is to question the construction of the authoritative knowledge in the sphere of childbirth by giving voice to TBAs themselves.

TBA Practices in Tamil Nadu: An Emic Perspective

In Tamil Nadu, TBAs or maruttuvacci, 11 have long been the main actors in the care of pregnancy and childbirth, mainly in the rural areas. In the context of the generalization of biomedical services, the continuation of their activities was linked to several factors: the social role, sometimes very important, that the community attributes to them; the meagre recourse to biomedical care among certain populations; and the absence of generalized distribution of these services in isolated rural areas. 12 Spouses of barbers (Ambattan) are often practising as TBAs. Other TBAs belong to untouchable castes such as Paraiyar, Arundhathiyar, or Vannan. 13 Mostly, those women came to occupy the role of TBA from one generation to the next, or more recently due to economic difficulties. Indeed, TBA used to be a hereditary occupational position but in a context of poverty the lack of job opportunities also led women to become TBAs, even if nobody in their family was involved in this field (see, for example, [START_REF] Jeffery | Labour Pains and Labour Power: Women and Childbearing in India[END_REF]. Moreover, the practices of TBAs are not always limited to care given during pregnancy and normal delivery. Some of them ). Some TBAs occupy a prominent place during ceremonies celebrating the events connected with reproduction. This is the case of the puberty rite of a girl, the mañcanīr, the rite of the seventh month of pregnancy, the valaikāppu (Hancart Petitet and Vellore 2007), and the tiṭṭukkaṛ ittal, the bath of purification given to the delivered mother and the newborn. Other TBAs know how to prepare the naṭ ṭ u maruntu, local remedies. Lastly, some TBAs from the Ambattan caste are able to recite the manrāṭ ṭam, ritual formulae used in order to move aside demons and bad spirits [START_REF] Petitet | Transformations contemporaines des pouvoirs, des savoirs et des pratiques de Satchadie, matrone à Pondichéry[END_REF]. Other TBAs also occupy broader roles in providing healthcare. The TBA Angelai, about 60 years old from the caste of Vannan paria, the untouchable caste of whiteners, told me: 'From the conjuration of the evil eye (drsti) during funeral, to the ritual where the tali is removed, I am present. It is not just that. I healed the foot strains, hip strains, neck strains, shoulder strains' (Hancart Petitet 2011a).

The low social status awarded to TBAs in India has often been described. The variability of this status exists and is not unrelated to the ambivalence of childbirth as both an auspicious and an impure event. Birth is also considered to be a good omen as it comes along with a change in the status of the delivered woman and of her relatives, especially if the newborn is a boy. Also, the tasks, the social status, and the decision-making power of TBAs vary according to geographic location, social position, and requirements of the family of the labouring woman [START_REF] Jeffery | Traditional Birth Attendants in Rural North India: The Social Organization of Childbearing[END_REF][START_REF] Pinto | Where There Is No Midwife: Birth and Loss in Rural India[END_REF].

According to my observations in Tamil Nadu, TBAs mostly operate only inside their caste, or in castes of similar or lower rank. The blood and the products of excretion of the childbirth (amniotic liquid, stool, urine) are certainly considered as polluting. If certain TBAs are relegated to the world of the impure, others are respected and worshipped. One of the most reputed TBAs in the surrounding area was called a kula deivam (family deity). She was seen as very brave as she had no fear of performing very sensitive acts such as touching the blood of delivery, which used to be considered highly polluted: 'Contrary to the doctor at the hospital, who uses gloves, she is courageous. She makes the delivery with her bare hands. If she has to search for the placenta, she does not use an aspirator, she puts her hand directly inside' (Villager woman, near Pondicherry).

We now need to pay closer attention to the preference of villagers to use TBA services rather than to go to health centres and hospitals at the time of delivery. Those arguments, formulated by the women and their families and ignored by the detractors of the TBAs, plead in favour of a preference for home delivery. Home delivery indeed requires no preliminary preparation, prenatal consultation, blood test, or examinations, which multiply the visits to the centre of care and the expenses associated with this mode of therapeutic recourse. In Tamil Nadu, [START_REF] Ram | Medical Management and Giving Birth: Responses of Coastal Women in Tamil Nadu[END_REF] and Van Hollen (1998) pointed out reasons why women do not go to the hospital even if the TBA does recommend it. Indeed, people preferred not to go to the hospital because of previous bad experiences (delay in being attended by health staff, not receiving care at all, bad behaviour of staff). I observed that women would go to the primary healthcare centre for delivery only if they knew and trusted the caregivers posted there. Many women also spoke about the isolation and the solitude felt during childbirth in a biomedical environment. Very often, according to them, the nurses visit them only at the last moment of birth or sometimes even 'when everything is done and when the baby is already out!' About childbirth at home, on the other hand, the birth attendant Angelai recalled: 'Her relatives such as her aunts, sisters-in-law, sisters, mother and mother-in-law will stay with her. They will play tricks and mockeries to lead to forget her labour pain. They will say: "when you were happy with my brother, you said nothing, but you had pain isn't it? then you cannot bear this pain? eh!" ' (Hancart Petitet 2011b).

With the implementation of local strategies aiming to reduce the maternal mortality rate, new health actors appeared in villages: the auxiliary nurse midwife (ANM). ANMs, occupy the lowest rank in the Indian public health bureaucracy. They are young women recruited after the end of their tenth year of schooling and they receive 18-month's training. They oversee encouraging women from rural areas to go to hospital for the follow-up of their pregnancy and childbirth. Furthermore, they are expected to be responsible for the birth itself. The ANMs are posted in primary healthcare centres where they are supposed to live and to be on duty 6 days per week. However, absenteeism is common and ANMs operate various strategies to be able to justify it. In Rajasthan, [START_REF] Banerjee | Putting a Band-Aid on a Corpse: Incentives for Nurses in the Indian Public Health-Care System[END_REF] observed that ANMs overused the term 'exempt days' , which stands for any absence that is the result of a government-mandated meeting, survey, or other authorized health work. Let us give an example from our fieldwork. The TBA Palavankodie explained the modalities of her collaboration with the young ANM recently posted in her village: 'She [the ANM] asked me to record my home deliveries under her name. So I recorded fifty cases under her name. She told me that she would pay me 50 rupees for each one, but she still did not give the money to me' . Besides, as an economy measure, the villagers preferred to request the help of Palavankodie, despite the latter being forbidden to assist home births. In order to bypass this ban, Palavankodie is called only at the last stage of the labour when the time of expulsion is imminent. Such practice appears dangerous: no care is given to the woman during labour-while it is likely that certain remedies given by Palavankodie could be effective. Also, no one is present to diagnose obstetrical complications-while Palavankodie could identify some signs of the danger (Hancart Petitet 2013). Numerous variations exist among TBAs. They are mainly related to the various circumstances that led them to take on this role (caste origin, social events, economical need, etc.), to their social networks, and to their contacts with the biomedical system-many factors that determine the heterogeneity of their practices (see further below). However, TBAs are often perceived as constituting a homogeneous group of 'traditional' practitioners. Scientific, 'developmentalist' , 14 or ideological discourses regarding them are always constructed and developed based on this presupposition.

'Traditional Birth Attendants'

Local Interpretations of a Biomedical Concept

In the 19th century, colonial administrators, missionaries, and medical professionals had already grouped all the Indian TBAs under the appellation 'dai' [START_REF] Van Hollen | Birth on the Threshold: Childbirth and Modernity in South India[END_REF]. Such assumption leading to the invisibilization of plurality for the benefit of a normative homogeneity has been analysed by anthropologists. In the 1980s, and following Brigitte [START_REF] Jordan | Birth in Four Cultures: A Crosscultural Investigation of Childbirth in Yucatan, Holland, Sweden and the United States[END_REF], various researchers raised issues related to the construction of biomedical power as an imposition of normative values on birth. For example, they investigated popular versus biomedical birthing practices: position during labour and delivery; childbearing and newborn care, etc. They described how the implementation of the biomedical model of childbirth produced various coercive forms of control of the targeted population. It also shaped the subordination of indigenous medical practitioners to biomedical representatives [START_REF] Ginsburg | The Politics of Reproduction[END_REF]. Consequently, TBAs appeared on the scene of international public health as an invented, supposedly homogeneous category. The purpose of the appellation 'TBA' was to respond to a need for generalization required to transcribe international organizations' objectives in the language of transnational expertise (Pigg 1997: 233-362).

In international public health institutions, transnational expertise is exercised mostly without any sensitivity to local distinctions. The institutional need to find women to train as TBAs led to grouping together women who had quite different functions under a single generic term. Consequently, three categories of practitioners were presented as similar. The first included women whose social role in the community consists not only in the regular practice of childbirths at home, but also in providing treatments for diverse bodily afflictions as well as the performance of rites marking the different stages of life. The second category was represented by women who occasionally assist at their relatives' and friends' childbirths. The last group consists of women who never practised childbirth, but who were recruited in the training framework based on criteria such as age or level of education. At the end of common training, these women were supposed to carry out deliveries. All in all, they did not necessarily see themselves as 'TBAs' . They mostly saw the TBA training as an opportunity to learn new practices, to legitimize their own ones, to get social recognition or financial gain. In Tamil Nadu, criteria used in order to recruit TBAs vary according to districts. In a village near Pondicherry, a nurse responsible for the recruitment of TBAs for training told me:

We give training to the birth attendants of the village by taking their experience into account. It is necessary to have worked at least five years as birth attendant to take part in this training. If we come to know that the mother or child die during the childbirth attended by a birth attendant, we do not take this birth attendant who caused these deaths.

This quote illuminates one viewpoint of representatives of the biomedical system regarding the practices of TBAs. Those practices are mainly decontextualized from the social and economic realities underlying health practices. I observed, as did Davis-Floyd earlier, that TBAs are perceived by authorities and public health stakeholders as responsible for the high maternal and child mortality rates in their village. This attitude allows them to provide politically correct explanations on maternal mortality issues. Firstly, it minimizes the deficiency of infrastructure, such as the absence or bad condition of roads suitable for motor vehicles, the lack of transport and/ or resources. Secondly, such an explanation overlooks the previous bad experiences of women at hospital and their underlying causes, such as the lack of resources, poor training, and recognition of the staff. 15 Finally, the imputation of the responsibility for maternal mortality rates to TBAs leads to various difficulties when recruiting candidates to be trained. As the nurse cited above explains, the solution to recruiting TBA candidates is as follows: 'Finally, we train the girls who want to be trained. That is how birth attendants without experience take part in this training. After the training, they are called traditional birth attendants' .
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The social construction of the role of the TBAs is sometimes related to their previous training in the biomedical system. Indeed, that training may have provided benefits for women expecting upward social mobility. However, their role and status were also shaped by other factors such as the social function attributed to them by their respective communities before the training.

In some regions of North India, the birth attendants would be of inferior social standing. Their tasks are perceived as limited to the handling of waste matter from the delivery-blood, umbilical cord, placenta-which are deemed to be impure [START_REF] Jeffery | Traditional Birth Attendants in Rural North India: The Social Organization of Childbearing[END_REF]. However, such a statement that the dai's functions during childbirth are limited to the practice of dirty work needs to be revisited. As [START_REF] Pinto | More Than a Dai: Birth, Work and Rural Dalit Women's Perspectives[END_REF] suggests: 'While all of these acts can be understood through the idiom of "pollution taboo", to think of Dalit women's labour solely in those terms is to undermine its symbolic, physical and social value' . According to the peasant women I have met in South India, the removal of polluting matter was never presented as an essential act of the delivery, nor seen as the major function of the TBAs. I now wish to draw attention to what remains after the training of TBAs. In this last section, training will be examined first as the acquisition of new knowledge and skills whether or not put into practice. Training also needs to be analysed as a form of social capital.

The Traces of TBAs' Training and Their Mode of Reappropriation

My long-term ethnography in Tamil Nadu gave me various opportunities to explore the various aspects of the traces of TBAs' training. My purpose here is to present the TBAs' intimate perceptions and experiences of this training. I propose to examine the contradictions they encountered in implementing the learned practices as well as their modes of reappropriation of these practices. We found that mostly TBA training had limited impact on the functions and practices of the maruttuvacci, who already benefit from a good social status in their community. However, some maruttuvacci were disappointed after the training, as villagers thinking that they were already paid by the government were not willing to pay for their services anymore. This policy had another unintended consequence. In Tamil Nadu, for example, the term maruttuvacci, designating the Hindu TBAs of this region, received a negative connotation after the implementation of the government TBA training. It brought about the distinction between the dai 'trained' in the biomedical framework and the untrained maruttuvacci [START_REF] Van Hollen | Birth on the Threshold: Childbirth and Modernity in South India[END_REF].

Numerous training programmes concluded with the awarding of a small metal valise to those newly trained TBAs. This valise contained diverse materials and consumable products that were supposed to be appropriate for establishing the new status of the 'trained' women and the application of the good practices that have been learned. However, few of these programmes foresee the implementation of follow-up activities and the renewal of the materials distributed. For example, I met Panchalie, an old village birth attendant in a deserved area surrounding Pondicherry. She said: 'Yes, since the training I always use gloves to make a delivery. But now only one remains as the other was taken by a crow' .

In some cases, the main objective of TBA training implemented in this area in the 2000s was simply to increase the number of delivering women sent to the hospital. TBAs were supposed to recognize obstetrical complications and to encourage and accompany these women to deliver in health institutions. Those complications were said to be easy to identify (bleeding during pregnancy, haemorrhage during or after delivery, fever, headache, oedema of member and face, duration of labour over 12 hours). However, the absence of recognition of obstetrical complications by TBAs was frequently reported by the nurses and midwives I met in village health centres. They understood that the abundance of bleeding was, for example, not interpreted by TBAs and villagers as a retention of the placenta or a uterine rupture, but as the proof of the ejection of impure blood and of the good functioning of nature. Much remains hidden from the view of the evaluators of TBA training.

For some of my informants in Tamil Nadu, placental retention was not seen as a dangerous and unpredictable obstetric anomaly but as a voluntary action effected by the woman who gives birth. It is said in this case that this woman is pisani (stingy). 'She hides her placenta and eats it in secret, without telling it to her stepmother' , says Angelai. This was a commonly shared perception among our informants. The symbolic significance of this retention was seen as an act of rebellion against the hierarchical order established in the marital home. In everyday life the young wife, subject to the authority of her mother-in-law, is required to take her meals in the kitchen, only after having served at table members of her family (Hancart Petitet 2011b). Moreover, other reasons stand behind the non-application of good learned practices. Social and commercial logics also led some TBAs to shape their practices according to the desire of their patients and not according to the biomedical technique they are supposed to implement after the training. Satchadie, a 'trained' TBA in the town of Pondicherry remarked: 'If I do as they do in the hospital, why would the women prefer to give birth with me?'

As rightly remarked by Satchadie in the previous sentence, there is a need to understand why women choose to deliver with her help rather than to go to the hospital. How and why did Satchadie recompose episiotomy, 16 a very well-known obstetrical practice? This practice is the object of numerous controversies within the biomedical environment. In South India, the episiotomy seems widely practised in public or private maternities. At home, as well as in the campaign in urban areas, numerous TBAs also resort to its use in cases of complicated childbirth. Satchadie, trained in the biomedical practice of the episiotomy in a hospital, justified her refusal to apply the learned cutting and suturing practices when performing an episiotomy: 17 'During my training they gave me all the equipment: scissors, thread and a thin needle, but I do not use them. I apply my former method, I make the cut by knocking' . Applied in the last phase of the expulsion when 'the baby is stuck' , the 'cut by knocking' consists in applying a jerking twisting motion with the index and major fingers, joined and tightened on the low and median part of the vulva. The immediate, obtained, and wished effect is a vertical tear of the perineum. This tear will not be sewn up again and will need specific and repeated medical care:

If the baby does not go out it means that the mouth [the vulva] is too small. At the hospital they open it with scissors, but I do it this way, and it will open. Then, when the baby is outside, I wipe the body of the woman. I wet a tissue with brandy and I apply it on the cut. I ask the lady to hold the joined legs and the bandage will stick to it. After the third day, I apply Dettol and I do the bandage once again. But I do not make the suture. Satchadie

As explained by Satchadie, the methods of the repair of the cut are a determining factor in the acceptance of episiotomy by the patients:

People call me at their home because they are afraid of the cut and of the suture at the hospital. If I make it as they do at the hospital, what they will do?

The women cannot bear the pain of the suture. Thus they refuse. Sometimes I tell them, that it will not hurt, that we can do it, but they say no. They want me to apply my method as usual.

This quote illustrates how the learned practices within the biomedical system are reinterpreted and incorporated into the construction of new practices. This issue has been discussed, for example, by [START_REF] Jordan | Cosmopolitical Obstetrics: Some Insights from the Training of Traditional Midwives[END_REF] and [START_REF] Pigg | Authority in Translation: Finding, Knowing, Naming, and Training "Traditional Birth Attendants" in Nepal[END_REF]. They highlight that, contrary to the presuppositions of the biomedical trainers, a learned practice is rarely applied. In our example the gap proceeds at another order. If the argument 'they do not want' makes sense within the problem of the relations of caste, class, and power governing social relationships between Satchadie and the woman giving birth, it also illustrates a form of equal sharing power between Satchadie and the women she assists. It is true that scholars widely highlight the correlation between power and use of technology in the biomedical arena of the birth (Davis-Floyd and Sargent 1997). However, the example of Satchadie shows that within a 'traditional' system the use of technology does not reduce the space of negotiation of care practices.

Contrary to what [START_REF] Stephens | Training Urban Traditional Birth Attendants: Balancing International Policy and Local Reality: Preliminary Evidence from the Slums of India on the Attitudes and Practice of Clients and Practitioners[END_REF] found in Andhra Pradesh, in a survey of urban TBAs who trained in the biomedical field and who got improved status after the training, the status of Satchadie remains unchanged before and after the training. Her status did not improve (which could be the case because of a recognition gained as a health professional or using new equipment). Nor is it devalued (for example, because of a lack of remuneration for home-based acts that users would consider from now as paid by the government). The status of Satchadie is not linked to the rate of remuneration for her care services, nor to her low caste, but to her knowledge and skills guided by her spiritual power acquired as kula deivam [START_REF] Petitet | Transformations contemporaines des pouvoirs, des savoirs et des pratiques de Satchadie, matrone à Pondichéry[END_REF].

According to biomedical instructors, only the knowledge learned during the training is to be integrated and applied by the TBAs. Nevertheless, the ethnography of their practices teaches us that 'trained' TBAs recompose this new knowledge. This knowledge and the apparent advantages that its dispensation involves (an allowance for daily expenses, association with the hospital and its actors) can be at the root of familial, social, and economic emancipation of the TBAs. They favour the invention of new practices. Far from being the major influence in the transformation of the practices of TBAs, the biomedical system training represents only one of several factors determining TBA practices. Some TBAs integrate different components of the act of caring-the context, the choice of medicine used, the earlier practice exercised, the practice learned, or the request of the patient-in order to recompose a practice of caring that is better adapted to a given situation and patient at a given time. These practitioners opt for a legitimization that no longer depends on their rank in the hierarchy of the biomedical system. This legitimization is built according to their capacity to produce and to spread new forms of care, forms of theory and practice borrowed from the register of biomedical knowledge and from the corpus of popular knowledge regarding childbirth. The Emergence of New TBAs?

Jordan observed that during TBA training, biomedicine, which she terms 'cosmopolitan medicine' , presents itself as a form of authoritative knowledge. This training relegates indigenous knowledge to the benches of illegitimacy and does not accord any consideration of the 'traditional' modes of apprenticeship. It favours the acquisition of knowledge through biomedical instructors in a system in which all traditional practices are absent or devalued. Jordan concludes that in spurning indigenous knowledge, 'cosmopolitan' obstetrics becomes 'Cosmo-political' obstetrics, that is, a system that reinforces a particular distribution of power among different social and cultural strata [START_REF] Jordan | Birth in Four Cultures: A Crosscultural Investigation of Childbirth in Yucatan, Holland, Sweden and the United States[END_REF]. Nevertheless, the supposed monolithic hegemony of biomedicine on indigenous medical systems has been widely dismantled [START_REF] Harrison | Medicine and Orientalism: Perspectives on Europe's Encounter with Indian Medical Systems[END_REF], and the encounters between Western medicine and traditional childbirth practices are much more complex than a vertical imposition of the values of one system on the other. As far as TBAs are concerned, they are still very active in many places as the biomedical obstetric services are far from covering the needs of the entire Indian population and they mostly reinterpreted and transformed the practices learned during the teaching received in the biomedical system. Public health actors also perceived, reinterpreted, and used the knowledge of TBAs in different ways. Once TBAs were perceived as wicked mothers whose archaic practices must be controlled. Later, TBAs brought together ideal elements of any development activity-locality (with a rural, local character), community, and low costand were also seen as the emblematic ambassadors of traditional knowledge. Then, following the new global strategy to reduce maternal mortality, TBAs have been gradually replaced by ANMs. In early 2000, a large proportion of the population still had no access to maternal healthcare and delivered at home with a TBA [START_REF] Hogan | Maternal Mortality for 181 Countries, 1980-2008: A Systematic Analysis of Progress towards Millennium Development Goal 5[END_REF]. Since 2000, under India's National Population Policy and the Reproductive and Child Health programme (RCH-II) and its commitment to achieving Millennium Development Goal 5 (MDG5), various initiatives have been introduced in order to promote and implement institutional birth services. 18 Despite this recent and unprecedented commitment of donors in the field of maternal health in the Southern countries, various questions remain in uncertainty. Given the persistent inequalities in access to healthcare and the interrelated collapse of the market economy, the universal biomedicalization of childbirth may remain limited. We talked to the daughters of Angelai, Palavankodie, Satchadie, and others. None of them was willing to be trained by their mother or take over their tasks and responsibilities. TBA work was seen as 'too difficult' because they have to be available day and night, 'too dirty' , and 'too badly recognized and paid' . Nevertheless, many nonbiomedically trained birth attendants continue to take care of women's childbearing in India and in many other parts of the world [START_REF] Sarker | Reasons for Preference of Home Delivery with Traditional Birth Attendants (Tbas) in Rural Bangladesh: A Qualitative Exploration[END_REF]. In India, many activists are raising their voices [START_REF] Sadgopal | Can Maternity Services Open Up to the Indigenous Traditions of Midwifery?[END_REF]) and acting to continue to promote traditional birth practices in deserved areas. 19 Also, various initiatives offer alternative natural birth options for upper-and middleclass women. 20 Therefore, a careful reading of contemporary reconfigurations of the knowledge and practices mobilized in the field of human reproduction remains relevant: What are the emerging social forms of 'authoritative knowledge' when the 'biomedical things' [START_REF] Hardon | Medical Technologies: Flows, Frictions and New Socialities[END_REF] are not available, or when people do not want to interact with it? Notes 10. AYUSH is the acronym of the medical systems that are being practised in India such as Ayurdeva, Yoga, Unani, Siddha, and Homeopathy. 11. Tamil vernacular term: maruttu: local remedies, vacci: woman. The vernacular terms noted in italics are transliterated according to the rules adopted by the Tamil Lexicon (1924-36). 12. Because of lack of knowledge regarding the factors of obstetric complications or because of lack of trust in biomedical service. See, for example, the works of [START_REF] Ram | Medical Management and Giving Birth: Responses of Coastal Women in Tamil Nadu[END_REF]. 13. Paraiyars: Traditionally, peasants and drums players. Arundhathiyars:

Contemporary term used to define the leather worker caste speaking Telugu, also named Sakkili. Vannan: Washerman. Responsible for ceremony of birth, puberty, wedding, and death. The schematic elements are indicative. For a contemporary treatment of the caste system see Deliège (2004). 14. That is to say, the discourse of experts in development activities. 15. See the analysis of [START_REF] Jaffré | La bataille des femmes: Analyse anthropologique de la mortalité maternelle dans quelques services d' obstétrique d'Afrique de l'Ouest[END_REF] related to the structural determinants of maternal mortality in West Africa. 16. The episiotomy is a median cutting of the perineum during the last phase of childbirth to quickly enlarge the opening for the baby to pass through. 17. Generally, the practice of episiotomy is not included in TBA training. 18. See Chapter 1 of this volume. 

  19. For example, Jan Swasthya Sahyog in Madhya Pradesh organizes dai training on a regular basis: see http:// www.jssbilaspur.org/ dai-training, accessed 10 March 2021. 20. For example, the Natural Birthing Centre in Kerala, http:// birthvillage.in accessed 10 March 2021.

  OUP UNCORRECTED PROOF -FIRSTPROOFS, Mon Apr 12 2021, NEWGEN /12_first_proofs/files_to_typesetting/validation

Jullien080121_PK_ATIND.indd 112 Jullien080121_PK_ATIND.indd 112 12-Apr-21 16:44:30 12-Apr-21 16:44:30

Jullien080121_PK_ATIND.indd 99 Jullien080121_PK_ATIND.indd 99 12-Apr-21 16:44:29 12-Apr-21 16:44:29

Jullien080121_PK_ATIND.indd 101 Jullien080121_PK_ATIND.indd 101 12-Apr-21 16:44:29 12-Apr-21 16:44:29

Jullien080121_PK_ATIND.indd 107 Jullien080121_PK_ATIND.indd 107 12-Apr-21 16:44:30 12-Apr-21 16:44:30