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Increasingly, health communication theorists have noted 
the importance of attending to the structural and cultural 
contexts of communicating about health (Airhihenbuwa, 
1995; Dutta, 2008; Dutta-Bergman, 2005; Lupton, 1994, 
2003). Although historically health communication schol-
arship has been based on various “trickle-down” models of 
communicating health that are rooted in top-down, West-
centric models of expert-driven messaging directed at the 
peripheral sectors of the globe, contemporary critiques 
note the importance of developing community-based par-
ticipatory approaches to knowledge construction that 
decenter the Eurocentric hegemony of theories of health 
and communication (Dutta, 2008, 2011; Dutta-Bergman, 
2004a, 2004b, 2005).

Whereas the mainstream approaches to health commu-
nication essentially suggest a linear transmission of health 
information from the hegemonic center to the marginal-
ized peripheries in the Third World, community-based 
approaches to health communication emphasize the rele-
vance of engaging local communities in participatory pro-
cesses of health decision making (Airhihenbuwa, 1995; 
Dutta-Bergman, 2004a, 2004b, 2005; Mokros & Deetz, 
1996; Ray, 1996; Sharf & Kahler, 1996). The culture-  
centered approach (CCA) to health communication is one 
such local, community-based approach that builds on this 
participatory strand of communication scholarship to (a) 

decenter the dominant framework in mainstream health 
communication theories through the coconstruction of 
alternative rationalities from the margins, and (b) develop 
community-based health solutions through the participa-
tion of community members in problem identification and 
solution development (Dutta, 2008; Dutta-Bergman, 
2004a, 2004b). Both problem identification and solution 
development lie in the hands of the community.

Interrogating the systemic erasures of subaltern voices 
from discursive spaces of health communication, locally 
based dialogues serve as entry points to knowledge pro-
duction in the CCA (Dutta-Bergman, 2004a, 2004b). The 
decentering of traditional conceptual categories of knowl-
edge opens up spaces of praxis to locally configured solu-
tions (Dutta, 2008). The local voices from the global south 
offer frameworks for understanding the structural and cul-
tural contexts of local decision making and, furthermore, 
foreground alternative rationalities for communicating 
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In opposition to the traditional approaches to health communication that treat the subaltern sectors as passive 
recipients of messages of enlightenment configured in top-down interventions, the culture-centered approach 
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shortage offer an alternative rationality for organizing health promotion efforts in the rural margins of Bengal through 
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about health, identifying problems, and developing solu-
tions (Airhihenbuwa, 1995; Dutta-Bergman, 2004a, 
2004b; Ford & Yep, 2003; Kreuter & McClure, 2004; 
Mokros & Deetz, 1996; Ray, 1996; Rogers, 2000; 
Svenkerud & Singhal, 1998). Through these alternative 
rationalities, health is conceptualized as a context-rich 
phenomenon, constituted amid the dialectical tensions 
between structural and cultural contexts that both con-
strain and enable subaltern agency (Airhihenbuwa, 1995; 
Dutta, 2008; Dutta-Bergman, 2004a, 2004b; Giddens, 
1984, 1990). Organic meaning-making processes at the 
grassroots are the key aspects of the CCA, offering an 
organizing framework for foregrounding local meanings 
in mainstream academic, policy, and program implemen-
tation structures and platforms.

In engaging with the margins in the global south, 
scholarship utilizing the CCA foregrounds the issue of 
structural marginalization in the subaltern contexts across 
the globe (Dutta, 2008; Dutta-Bergman, 2004a, 2004b). 
Subaltern participation in mainstream structures disrupts 
the taken-for-granted assumptions circulated in these 
structures, offering new ways of understanding, interpret-
ing, and engaging these structures. Listening and dia-
logue are core elements of the CCA, foregrounding 
voices of subaltern communities in discursive spaces of 
health communication, health promotion, program devel-
opment, and policy making. These localized dialogues 
between researchers and community members/leaders 
are built on the principles of solidarity, and are necessary 
to create alternative discursive possibilities of health. 
Localized dialogues disrupt the logics of both traditional 
knowledge structures within academe as well as the pol-
icy and program structures at local, national, and global 
levels (Dutta, 2008).

In this project,1 we specifically build on our earlier 
coconstructive engagement with the CCA in rural Bengal 
(Dutta & Basu, 2007; Dutta-Bergman, 2004a, 2004b) to 
listen to subaltern voices for developing specific policy 
recommendations at a time of crisis. From 2006, the state 
of West Bengal has become a major site of subaltern resis-
tance to state-based oppressive policies that have disen-
franchised rural populations through projects of land 
grabbing, industrialization, and urbanization (Dutta, 2008). 
Amid this heightened political climate of structural vio-
lence in the subaltern sectors and the corresponding subal-
tern resistance, listening to subaltern voices becomes an 
act of solidarity directed at narrating the stories of subal-
tern agency, and simultaneously generating praxis-driven 
knowledge that might be utilized by subaltern activists in 
communicating to key stakeholders (municipality chair-
man, local political leaders, media, and so forth).

Earlier CCA work in eight villages in the Midnapur 
district of West Bengal specifically pointed toward the 
structural marginalization of poor communities in rural 

Bengal (Dutta-Bergman, 2004a, 2004b); through the 
mobilizing efforts of that work that was directed toward 
addressing the structural deprivations of local communi-
ties, local community members and leaders discussed the 
importance of replicating the project in other rural areas 
of Bengal, with the goal of generating additional data 
points for engaging policy makers as well as for creating 
new networks of solidarity around the key concept of 
marginalization of the poor in rural Bengal. Based on a 
coconstructed research design and drawing on research 
questions shaped through the participation of community 
members in the earlier projects in the Midnapur district of 
rural Bengal (Dutta & Basu, 2007; Dutta-Bergman, 
2004a, 2004b), we conducted our field work in six neigh-
boring villages in the township of Panduah in West 
Bengal at a time when rural Bengal had emerged as a site 
for grassroots-driven political change.

Bengal served as a key site for British colonial rule for 
more than two centuries, and therefore, emerged as a 
postcolonial political economic space situated at the 
intersections of colonial and nationalist politics. As a 
consequence of the historic configurations of dominance 
that privileged the colonizers and the local elite in the 
politics of Bengal, the access of subalterns to discursive 
spaces of the bureaucratic structures of the state were sys-
tematically erased by the colonial and elite hegemonic 
forces. It is against this backdrop that a resilient, resistive 
subaltern culture developed in Bengal (Guha, 1988). 
Subaltern communities have had to negotiate various 
structural and economic barriers in the context of health, 
and meanings of health emerged within the subaltern 
politics of the postcolonial state as sites of resistance 
(Dutta-Bergman, 2004a, 2004b). Since the independence 
of India from colonial rule, not much has changed for the 
subaltern sectors; health infrastructure is still not ade-
quate in rural Bengal after 64 years of Indian indepen-
dence. In their struggles to gain access to symbolic 
resources for discursively mobilizing to secure access to 
material resources, the subaltern sectors of Bengal par-
ticipate in different avenues of resistive politics (Guha, 
1988; Guha & Spivak, 1988). Bengal has had a rich his-
tory of subaltern resistance, constituted amid a politics of 
absence. It was against the backdrop of minimal access to 
health resources that rural communities in Bengal started 
organizing in various localized struggles for access to 
resources, starting in 2006, and more systematically, 
since 2008 (Navlakha, 2010).

Noting this structural nature of health inequities, it is 
important to dialogically engage with the voices of the 
subaltern sectors, with the goals of coconstructing (a) 
how subalterns socially construct meanings of health, (b) 
what the material and symbolic structural barriers are that 
the subaltern sectors of Bengal face in the context of 
health, and (c) how they negotiate structural inequalities 
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in their day-to-day lives against the backdrop of the local-
ized resistive struggles. Building on the CCA, we examine 
the implications of the material and symbolic aspects of 
structural marginalization in the context of health in rural 
Bengal; this examination offers an entry point into specifi-
cally interrogating the forms of structural violence written 
into the contemporary political economy of Bengal. We 
specifically examine the economic and communicative 
implications of various existing structural “gaps,” such as 
lack of infrastructural resources, lack of structural access to 
health resources and services, and the absence of communi-
cative opportunities for subaltern communities to articulate 
their worldviews in mainstream communicative spaces. 
The academic writing presented here runs parallel to other 
forms of writing (such as reports, briefs, blogs, and white 
papers) we participate in for the purposes of community-
level collaborations directed at bringing about change.

Culture-Centered  
Health Communication
The culture-centered approach to health communication 
legitimizes contextual discourses as entry points for the 
enactment of agency. It theorizes how local agency 
socially constructs health meanings and articulates the key 
problems in the day-to-day lives in subaltern communities 
at the structural margins of mainstream sociocultural sys-
tems (Dutta-Bergman, 2004a, 2004b; Ford & Yep, 2003). 
In doing so, this approach foregrounds those structural 
configurations that serve as active sites of marginalization 
of the poor (Airhihenbuwa, Makinwa, & Obregon, 2000; 
Dutta, 2008; Dutta-Bergman, 2004a, 2004b). These inter-
sections of context and structure offer entry points for the 
enactment of subaltern agency (Dutta, 2008).

Structure and Context
Context describes the cues in the environment that define 
the health experiences of community insiders in terms of 
what is accessible and what is inaccessible to them (Dutta, 
2008). The social and economic contexts influence 
knowledge, attitudes, and beliefs of the subalterns and 
simultaneously, they regulate the access of the partici-
pants to health resources, prevention resources, and health 
care services. Context provides opportunities for research-
ers to engage dialogically with marginalized subalterns to 
(a) understand their situated cultural norms and their 
desired changes, and (b) contribute to their efforts to build 
community capacity through agentic interventions that 
are directed at challenging and changing unhealthy struc-
tures. Therefore, context is situated in the locally cocon-
structed meanings and in the dialogues between the 
researchers and the cultural participants, providing a local 
and dynamic framework for guiding action.

Drawing from the work of Giddens (1990), and from 
the basic tenets of Marxist theory, Dutta (2008) defined 
structure as the arrangement of organizational and admin-
istrative networks that regulate and influence resource 
availability in marginalized contexts. Giddens (1984, 
1990) offered a framework for understanding the interac-
tion between structure and agency, noting that meanings of 
health are negotiated and constituted within the dialectical 
tensions between agency and structure. He opined that 
structures put constraints on the lives of community mem-
bers and, simultaneously, the subalterns enact their agency 
in their everyday practices in challenging these existing 
structures. Dutta-Bergman (2004a, 2004b) demonstrated 
that rural subalterns living in poverty often have to fight 
against the lack of access to treatment and prevention 
options. This agentic aspect of CCA draws richly from the 
observations of the subaltern studies collective that mar-
ginalized subalterns historically enacted their agencies in 
negotiating the sociocultural and political-economic pro-
cesses through a wide variety of micro and macro practices 
of resistance  (Bhadra, 1997; Chakrabarty, 2000; Guha & 
Spivak, 1988; Haynes & Prakash, 1992).

Structures offer the backdrop for the enactment of 
agency. Agency refers to the basic human capacity of 
subaltern communities to engage in actions (Dutta, 2008; 
Guha & Spivak, 1988). In mainstream discourses of 
health communication and promotion, subaltern commu-
nities are portrayed by hegemonic forces as being devoid 
of agency (Dutta-Bergman, 2004a, 2004b). The CCA sit-
uates the agency of subaltern participants at the core of 
health discourses that influence their everyday existence. 
It also legitimizes the power of subaltern agency that 
actively negotiates the local context and coconstructs 
situated meanings of health amid community-placed 
localized communication processes. In such contexts, 
community insiders themselves identify the issues and 
define the intervention and scope of praxis instead of the 
problems being defined by outside experts and other 
external entities (Basu & Dutta, 2009). The broader goals 
of our project were driven by articulations among local 
communities about the need for documenting the struc-
tural oppressions, and particularly for examining the 
ways in which these oppressions can be resisted.

The interactions between structure and agency are 
mediated through cultural processes and practices. Culture 
is conceptualized as a dynamic communicative process 
that influences sociopolitical and economic structures, 
and is embodied in a dynamic set of values that influences 
perceptions, attitudes, and behaviors of community mem-
bers (Airhihenbuwa, 1995). Culture is one of the core 
determinants of the context of life that in turn determines 
the creation of local knowledge, construction of mean-
ings, and determination of courses of actions (Basu & 
Dutta, 2007; Helman, 1986). In the CCA, culture is 



Dutta and Dutta 17

conceptualized as both dynamic and generative. Cultural 
knowledge, rules, and roles are transmitted through gen-
erations; also, culture is constituted through communica-
tion and is continually open to reinterpretation. Therefore, 
the goal of the CCA is to attend to this constitutive nature 
of culture, and to develop communicative capacities 
within communities as means for listening to the voices of 
local communities that have hitherto been erased (Dutta, 
2008). Through the articulation and rearticulation of local 
meanings, community members define communicative 
entry points and frameworks for organizing for change.

This article is based on the CCA (Dutta, 2008), with 
the goal of facilitating an alternative entry point for health 
communication theory and praxis in marginalized spaces. 
This approach essentially foregrounds the importance of 
listening to and engaging with subaltern participants in 
legitimizing their voices in organizing for meaningful 
change (Airhihenbuwa, 1995; Dutta & Basu, 2007; 
Dutta-Bergman, 2004a, 2004b; Ford & Yep, 2003; Guha 
& Spivak, 1988).The CCA emphasizes the role of the 
researcher as an engaged listener and reflexive partici-
pant who cocreates dialogic spaces with the members of 
local communities and thereby opposes the traditional 
interventionist research approach (Dutta, 2008).

In listening to the voices of local communities, the 
CCA proposes a dialogic participatory approach that seeks 
to create entry points for subalterns to articulate their 
voices about contextual realities, structural barriers, 
everyday experiences, needs, perceptions, capabilities, and 
praxis, which are closely tied with their worldviews,  
cultural knowledge, and local beliefs (Dutta-Bergman, 
2004a, 2004b; Ford & Yep, 2003). Participation therefore 
emerges as a method for engaging in determining research 
agendas; in the development of the instruments, tools, and 
questions to be utilized in a CCA process; and in deter-
mining how the results will be utilized by the community–
academic partnerships in articulating entry points for 
change. Participation is also embodied in the conversa-
tions that take place in the interviews in which researchers 
and community members engage in dialogues to cocreate 
meanings of health. Through these dialogic discursive 
processes, the CCA foregrounds the cocreated narratives 
and the researchers seek to facilitate social change by 
legitimizing the marginalized voices in the mainstream.

Context
West Bengal is a state in the eastern part of India. 
According to the 2001 census of India, the population of 
the state was 68,077,965, which was nearly equal to 8% 
of India’s population of more than 1 billion people. Per 
the government data, approximately 72% of West 
Bengal’s population lived in its rural areas in 2001. The 

total area of rural Bengal is 85,674 square km, out of the 
state’s total area of 88,752 square km. Agriculture and 
village-based cottage industries are the main sources of 
revenue for a major proportion of this rural population. 
Agriculture is practiced either in the form of share crop-
ping or as tenant farming. The 2001 census further shows 
that the Bengali language is the mother tongue of roughly 
86% of the population. Hinduism is the dominant reli-
gion of this region; close to 75% of the population identi-
fied themselves as Hindus (Government of India, 2001). 

Historically, the people in rural Bengal were oppressed 
under British colonial rule for more than two centuries. 
This marginalization continues into recent times in 
postindependence India, with the continued impoverish-
ment of the rural poor. According to the Census of India 
data for 2001, only a fifth of the rural households in the 
state had electricity for lighting. The data further show 
that only 13% of rural households in West Bengal owned 
televisions, and only 25% of them had any source of 
drinking water within their homestead. Moreover, only 
18% of the rural people had access to modern sanitation 
facilities (Government of India, 2001). 

This level of marginalization in terms of structural 
resources has led to continued poor health among the rural 
people of Bengal. In these rural areas, the struggle to earn 
enough to feed the family leaves little in terms of money 
and time to follow healthy practices (see Dutta-Bergman, 
2004a, 2004b, for culture-centered articulations of eco-
nomic inaccess). In India, most of the working population 
(i.e., 91% of the total population) belongs to the unorga-
nized sector (Government of India, 2001), thus reproduc-
ing structural vulnerabilities among the poor. Moreover, in 
2001, 42% of the population lived below the poverty line 
(income below $1.25US per day; Government of India). In 
recent years, the government of India took several initia-
tives to improve the situation. For example, the state 
launched an employment guarantee program, the Mahatma 
Gandhi National Rural Employment Guarantee Act 
(MGNREGA) for the underserved population of the coun-
try. According to the rhetoric of the nation state, the initia-
tive was launched in 2005 to create job opportunities, 
mostly for unskilled labor, and has led to less pressure on 
the land and increased household incomes.

Even after 64 years of independence, the health infra-
structures are not adequate for the rural population. Often, 
the participants talked about the scarcity of structural 
resources, such as the lack of access to medicines, hospi-
tals, and doctors. Owing to geographical distances and 
transportation costs, rural communities and households in 
Bengal have to face additional economic burdens in seek-
ing access to health care. Lack of access to health com-
munication infrastructures is another crucial barrier 
among the subaltern sectors of rural Bengal.
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Method
Data
We initiated the project after receiving approval from the 
institutional review board (IRB) of our institution. We 
conducted coconstructive interviews on rural health 
between May and July 2009, and based on the principles 
of CCA, we engaged with the participants in starting to 
brainstorm about possible solutions based on their articu-
lations of local problem configurations. The participatory 
framework of CCA meant that the interview protocols 
were initially developed through conversations with 
community members, and we continually revisited the 
data and the questions with community members to fine-
tune our interviews and analysis (Dutta, 2008). Examples 
of protocol questions include: What does health mean to 
you? What are the key problems related to health? What, 
according to you, are the roots of these problems?

We conducted the interviews to gain a longitudinal 
sense of an ongoing data-gathering project at other exist-
ing sites in Bengal on meanings of health in rural Bengal 
(initiated in 1998), and to offer a comparative frame for 
understanding the data that were gathered earlier (Lincoln 
& Guba, 1985). In addition, the data gathering served as 
an impetus for the coconstruction of reports in collabora-
tion with community members that then could be used for 
the purposes of addressing key stakeholders. Interview 
participants lived in villages located between 7 and 12 
kilometers from the main urban town of Panduah, in the 
Hooghly district of West Bengal. Adding the Panduah vil-
lage sites to the project was critical for extending the 
scope of earlier CCA work by providing additional sites 
for comparison, as well as for testing some of the earlier 
findings. Although earlier work had documented the eco-
nomic marginalization of subaltern communities (Dutta-
Bergman, 2004a, 2004b), in this project we set out to 
coconstruct the communicative elements of economic 
marginalization and the processes through which such 
marginalization occurs (Bhattacharya, 2009).

One of the villagers (a key informant) was known to 
one of us, and personally helped with making initial con-
tacts with the other villagers. Once this link was estab-
lished, we contacted participants and recruited them 
through the snowball sampling technique. Interviews 
began with discussions of health meanings, followed by 
probing questions that built on the basic question about 
localized meanings of health. Work-related issues, food, 
family, and access to structural resources provided other 
entry points for discussions, offering foundations for 
additional probes. Interviews were conducted in partici-
pant homes and in places where participants gathered 
during the day.

Eight men participated in the first layer of this project, 
and were aged between 22 and 75 years (average =  

43 years). Most of the men did not have an opportunity to 
attend any school, although 2 participants had passed 
matriculation and were considered to be educated by the 
rest of the group. Most of the participants worked as part-
time laborers in paddy fields or local trading businesses. 
To supplement their incomes, the men often took up part-
time jobs that occasionally became available in the local 
area. Of the 8 participants, 6 were Hindu and 2 were 
Christian. Seven of the participants were from the Santhal 
community (Santhals are one of the scheduled tribes in 
India).

The individual interviews, which were audio-recorded, 
ranged from approximately 35 to 60 minutes in length, 
and were conducted in Bengali by one of the authors. 
Interview transcriptions were translated by the other 
author, who is conversant in both Bengali and English, 
and the translation was checked by the interviewing 
author for accuracy (Lincoln & Guba, 1985). We obtained 
informed consent before the interviews were initiated. 
The interview tapes were destroyed after transcription 
was completed, and in keeping with IRB guidelines, we 
used pseudonyms for the participants when we analyzed 
the data, such that responses could not be traced back to 
individual participants.

Data Analysis
Considering the culture-centered approach of the 
research, the grounded theory method of analysis was 
well suited for analyzing the data (Charmaz, 1995, 2000; 
Glaser & Strauss, 1967; Strauss & Corbin, 1990). The 
constant comparison technique in grounded theory was 
used, comparing and contrasting the themes and concepts 
that emerged from the interviews to (a) analyze the data 
and (b) make theoretical inferences (Strauss & Corbin). 
We used open coding, axial coding, and selective coding 
systematically to develop our understanding of the emer-
gent discourses. We initiated the data analysis with open 
coding to identify distinct concepts that could be easily 
sorted and labeled; actual discourses from the transcripts 
were pulled together to identify and build themes. We 
examined the data sentence by sentence, which helped in 
the development of concepts. Subsequently, discrete con-
cepts that were related to similar phenomena were 
grouped under conceptual categories. Open coding was 
followed by axial coding, in which the formulation of 
relationships within and among the categories was 
derived; finally, theoretical integration was accomplished 
through the selective coding method (Denzin & Lincoln, 
2003; Strauss & Corbin). Once the codes were devel-
oped, we brought these codes back to community mem-
bers to explore whether the codes made sense to them; 
codes were accordingly revisited based on the feedback 
from local community members.
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Results

Two key themes emerged from the data analysis: health 
as shortage, and communication as shortage.

Health as Shortage
In referring to their health, participants often used the 
term abhab (shortage). In other words, health was con-
tinually referred to in terms of lack of health, and this 
was articulated amid the shortage of resources that were 
experienced by the participants. The narratives of short-
age pointed toward the political economy of contempo-
rary West Bengal, depicting large gaps between the 
representations articulated by the state and the everyday 
lived experiences of poverty in the lives of community 
members. Note the following reference to the framework 
of health as shortage:

By saying scarcity, I mean when we face shortage 
of money the health conditions get deteriorated. 
Then many people suffer from troublesome thoughts 
in many ways. Now, in family, suppose, availability 
of money helps to reduce the anxiety of people to 
large extent; again, scarcity of money attracts that 
anxiety automatically. This is the normal trend.

This voicing of anxiety is worth noting. Referring to 
anxiety as ashanti (lack of peace), the participants con-
tinually pointed to their chronic chinta (worries) about 
economic resources. Thinking about where money was 
going to come from was a continual source of trouble for 
the participants. Shortage of economic resources defined 
their lived experiences, and they referred to their every-
day struggles with making ends meet. The participant 
quoted above talked about how he stayed up night after 
night worrying about how he was going to fulfill the basic 
needs of his family.

Another participant noted, “If I had this [economic] 
capacity . . . then we hadn’t suffered at all.” Similarly, a 
participant pointed out that shortage was the primary rea-
son for his ill health, because his mind was always occu-
pied with how to make ends meet:

How to get some food to eat . . . what not . . . what 
to do in the morning to earn . . . what not. . . . These 
are the only thoughts . . . these are the main 
thoughts . . . nothing else. The only thing I think 
about is how to get food, and when you ask me 
about health, this is the only thing that comes to 
mind.

The shortage of resources, including food, took center 
stage in local meanings of health. Food is the only thing 

that came to the participant’s mind when he thought about 
the health of his family. Another participant similarly 
noted his tension about having to make ends meet on an 
everyday basis:

My health . . . I am telling about my health, that . . .  
my health is like, very weak [cough]. There is no 
enthusiasm inside . . . somewhat . . . with tension  
. . . like that, it seems, I am alone in meeting the 
needs of my family. . . . Because of the economic 
anxiety, I am always in poor health, as my mind is 
always worried.

Another participant also voiced the tension that occupied 
him, saying “I am occupied with tension. Always occu-
pied with tension, I am worrying about things.” Yet 
another participant noted “great concern—concern 
regarding food specifically . . . various types of anxiety.”

Further along these lines, health was intertwined with 
the uncertainty of work. Note this linkage brought up by 
a participant:

There are ups and downs. By ups and downs I want 
to mean, suppose sometimes health condition 
remains okay and sometimes it gets deteriorated. 
When the work pressure becomes more, then 
health gets deteriorated. When we get rest, then 
perhaps to some extent health condition improves.

The quoted participant talked about having to work 
longs days to make ends meet for his family. He also 
noted that after working very hard for the full day, the 
amount of money he earned did not cover basic needs. 
Noting the uncertainty of income flow in the monsoon 
season, when rain caused a decrease in available work, 
another participant shared with us,

Yes, that is the time we earn little money, but that 
money is consumed to feed my family. How we 
can save money? Look at the economic condition: 
everything is consumed, and then there is no cer-
tainty. So if I can’t find work, there is no money, 
and then there is no food.

Shortage was also noted in the context of access to 
medical supplies at hospitals. Participants pointed out 
that they often did not have the money to purchase medi-
cines. The government hospitals that were created with 
the goal of offering accessible medical care were out of 
the medicines because the medicines were sold at private 
dispensaries and pharmacies, having been funneled out 
through corrupt officials and staff: “Those medicines 
went outside. That’s why I am suffering continuously. . . . 
Yes, they told, ‘No medicine for you.’ No medicine for 



20  Qualitative Health Research 23(1)

me.” In our conversations about access to medicines, the 
participants continually noted the gaps between what was 
said in mainstream structures and the reality of health 
resources they experienced. Therefore, seeking health 
care was linked with having economic access to resources:

When you don’t have any money, you are com-
pletely incapable of getting help. Suppose, if my 
health get deteriorated suddenly, then, how can I 
manage? You tell me. I need some medicine imme-
diately, but how can I arrange for the medicine?

For participants, anxiety about resources was how 
they understood health:

I want to say, where from a person gets enthusiasm. 
Whenever they don’t get any food to eat, health 
conditions deteriorate. Take any person: If he has 
some money in hand, he’ll be enthusiastic. Isn’t it? 
On the other hand, if he doesn’t have any money, if 
he can’t afford his food, no enthusiasm can come. 
How can he control his mind? Anxiety will prevail. 
Do you understand?

Therefore, health in rural Bengal became marked in the 
terrain of ashanti, the lack of peace and the constant 
worry about how resources were going to be secured to 
provide for the needs of the family, and to procure access 
to food, considered as the basic capacity of health. 
Another participant said,

Of course I am frustrated. Do we have money? If 
money is available, then it gives the mental 
strength. But there is no money. So I do what I can, 
but I also know that this struggle with money is for 
all my life, and for my children and grandchildren.

Communication as Shortage
The shortage experienced in the context of articulations 
of health meanings was not only material in the context 
of access to food, health services, health care providers, 
and so forth, but was also fundamentally communicated 
in terms of inaccess to communicative platforms, infor-
mation resources, and spaces for having a voice. The 
participants noted that their economic oppression was 
carried out through their silencing in mainstream struc-
tures, through their erasures from the structures of recog-
nition and representation. Furthermore, participants 
noted the predominance of shortage in the context of 
their ability to participate with mainstream structures and 
to understand the articulations in these structures.

Here is what a participant had to say about his inabil-
ity to speak:

I want to mean . . . now . . . you consider . . . either 
my health or my house, family. . . . If I had better 
earning capacity . . . then, I mean . . . then the mind 
becomes refreshed, pleasant . . . or . . . I mean . . . 
I could have talked straight boldly. Otherwise, now 
. . . what I’ll say and what not . . . I can’t be able to 
understand this.

The ability to speak “straight and boldly” was tied to 
earning capacity, to having economic access to basic 
resources. The participant shared that he could not under-
stand the questions being asked because his mind was 
loaded with anxieties that were economic in nature. He 
also noted that because he spent most of his time working 
to make ends meet, he didn’t have time to think about or 
consider other things in life. He was unable to speak 
boldly because of his socioeconomic status, which 
located him at the bottom of the classed hierarchical sys-
tem of social organization in rural West Bengal. Here is a 
conversation between us that was initiated by the conver-
sation with the participant:

Second author: So when the participant says that he 
can’t understand what we are asking him, this I 
think points to the wide gap we have to journey in 
as we work in building information resources.

First author: And yes, this is such a powerful point, 
I think, because when I have in the past developed 
communication materials and programs, what I 
have taken for granted is this large gap in access to 
understanding, in access to basic meanings. What I 
think we often take for granted is that there is equal 
access to spaces of understanding, and what these 
conversations point out is that we often live in 
completely disconnected worlds from the commu-
nity participants we seek to work with.

This inability to engage with the meanings in the dom-
inant structure is a theme that resonated through the other 
interviews. The theme became particularly relevant as the 
participants discussed their understandings of the ques-
tions about the meanings of health. Consider the follow-
ing conversation with a participant, when we asked him 
about his health decisions:

Participant (P): Moreover the questions you are ask-
ing . . . are the correct ones . . . but, nobody for one 
single day, I mean . . . either aged or young . . . 
never came to us to explain. Never came. Never 
came and never enquired about, too. Now, [about 
things] which we have never learned or heard 
about, how can we express them, you say? How can 
we tell you? This is the first time I am hearing about 
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some of these things. The very first time. Now sup-
pose, for example, when you asked me these ques-
tions, how can I express clearly? Those things 
involve thinking exercise. . . . I mean, we need to use 
our brain . . . then we can give answers. Otherwise, 
how can I tell? While explaining one thing I may 
tell another thing, then that is a problem. This is the 
fact. Tell me, am I right?

Interviewer (I): I understand. So whatever you are 
thinking . . . you tell us . . . that’s all.

P: But then . . . I mean . . . the words are not con-
veyed properly. . . . Then what is the use of it? If I 
can express my word in proper fashion . . . other-
wise, it has no value. [Pause] You see, I would like 
to get knowledge . . . become informed about the 
questions you are asking, because they would help 
me. But then, nobody comes to us, and nobody 
cares about our health—what we know, and what 
we don’t know. Sometimes, you will hear some-
thing on radio, and sometime maybe, they will 
come on an auto and give out pamphlets; but they 
come and they are gone. Nobody cares to sit down 
and explain, to inform us about resources. In their 
own houses . . . they discuss everything among 
themselves, regarding their households, properties, 
and the knowledge they have about resources. . . . 
Otherwise, what else they are doing? [Referring to 
those in the power structure]. I would like to know 
how to get food, how to get access to hospital, 
where to go to earn income, what to do, what not to 
do, but no one cares to explain.

What was articulated in this conversation was the gap 
between the questions we were asking about the meanings 
of health and the knowledge base the participant had. He 
noted that he did not know much about health because  
he did not have resources for receiving health information. 
He noted the absence of health information infrastructures 
that would provide information and explanations for health 
issues. He also noted that he did not have the vocabulary 
that would allow him to communicate about health, learn 
about health, and decipher the meanings of health informa-
tion that was presented to him. Although he wanted to 
know more about health, there were no sustainable sources 
in his village from which he could gain health information. 
Although he mentioned information occasionally being 
presented on radio or in pamphlets (referring to episodic 
community health information campaigns), he suggested 
that this was not of much help because it came and went, 
and was not communicated in a way that was accessible to 
community members like himself. He further suggested 
that the dominant structures keep health information 

resources away from subaltern communities, and this 
absence was a key aspect of marginalization of the poor, 
retaining power in the hands of a few.

The notion of information/communication gaps was 
further noted by another participant, who pointed out that 
most of the relevant health information and the channels 
for carrying such information were only available for the 
rich people:

Those things [radio, television, and so on] belong to 
rich people. These are not for us, poor people. Those 
rich people . . . they’ll see those [advertisements] in 
their TV channels. . . . Whatever they are promoting 
. . . they teach/broadcast about vegetables . . . for 
example, how much vitamin is there in potato . . . as, 
they [government] are teaching. . . . They [rich 
people] are learning . . . but, can these [our] women 
can learn? No, they can’t. Oh . . . they have money 
and they have electricity . . . and we don’t have 
money; therefore, no electricity. Who has told it is 
not possible to bring electricity here, but that will not 
happen for the poor, because we are poor.

The quoted participant noted that the poor did not have 
the basic resources to pay for the communication chan-
nels that carried relevant health information. He sug-
gested the need for creating basic communication 
infrastructures that would serve as the sources of health 
information for local communities.

Participants often commented that they did not really 
have the knowledge to know what was prescribed to them 
when they visited a hospital; they discussed not knowing 
how the treatment worked or how much it would cost:

P: They provide me with some white tablets.

I: What types of tablets are those?

P: How can I say that? Are we that knowledgeable? 
Do we know that? Those medicines needed to be 
purchased. I am suffering continuously, and I have 
to buy all this medicine. They told me I have to buy 
[it] because hospital does not carry the medicine. 
Tell me what I am supposed to do. The doctor 
writes something on the prescription. I don’t know. 
So I take it to the medicine shop and they give me 
the medicine. I don’t know what they are giving 
me.

The participant was unable to participate in decisions 
about his health because he was not sufficiently literate 
to engage with the information presented by the doctor. 
Further building on the notion of gaps in information 
exchange, another participant talked about how his health 
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needs had not been met for as long as he could remember. 
He also noted that his parents and his grandparents had 
the same experiences, and pointed out that it was likely 
that his children and grandchildren would probably have 
the same experiences. He did not talk about his health 
needs with anyone:

We have faced so many incidents. We think then, 
whatever it is, let it happen. We will see. How 
much medicine we will take? We are completely 
frustrated. I don’t talk to anyone about all this 
because what is the point? Things will not change.

Amid the frustration regarding the imperviousness of 
unchanging information structures, the participant chose 
the strategy of being silent about his health issues.

Against the backdrop of this lack of information and 
health resources in local communities, the participants 
discussed their dissatisfaction with the role of the govern-
ment in the creation of information resources and health 
services in the community. They also emphasized the 
urgency for information about these gaps, and their expe-
riences of hunger and poverty, to be communicated back 
to those in power in West Bengal. One participant said, 
“Shouldn’t we get the opportunity to express our hunger, 
our difficulties, problems?” He noted the importance of 
expressing the local needs of the community so resources 
could be created to address those needs. Another partici-
pant suggested, “Yes. You have to tell these stories. Go 
back and tell them so that they can hear them.”

Through the process of the interviews, participants 
pointed out that in sharing their experiences of health, 
they also expected something to be done about the lack of 
health information and health services in local communi-
ties. One participant said, “Now, you are conducting 
interviews, collecting these data. What is the use of it? 
Government has finished everything, and nothing is 
going to happen here. So take your information and tell 
people whom you need to tell.” Although we repeatedly 
communicated the idea that the purpose of the in-depth 
interviews was to listen to the health meanings of the par-
ticipants, and that we could not make any direct promises 
regarding the outcomes of the interviewing process, the 
participants continually referred back to this implicit 
expectation, that the interviews would evolve into a con-
duit for communicating this information to the dominant 
players in the health care structures in West Bengal.

It is against this backdrop that the broader agendas of 
this project are constituted around our participation in 
processes of community advocacy that articulate commu-
nity needs to key stakeholders through white papers, 
information sessions, and project reports crafted for vari-
ous communication channels. In addition, the long-term 
agendas of our engagement with the CCA in these 

communities are constituted around the development of 
fundamental communication resources for sharing the 
stories of marginalization, as well as for developing 
meaningful health information capacities in local com-
munities, driven by the participation of those communi-
ties. Consider the following comment by a participant: 
“That’s all I had to say. Now, please arrange for/take 
some appropriate actions so that my health condition can 
be improved.” The interviews became opportunities, on 
the part of the participants, for making a call to action, 
pointing to the inaction of the state, with the goal of hav-
ing local health needs met. It is at this point that we craft 
out a politics of solidarity by not only writing these sto-
ries for academic audiences, but continually exploring a 
variety of other communication resources and channels, 
locally and globally, for sharing these stories of 
shortage.

Discussion
Building on the CCA and its long-term emphasis on 
dialogically engaging with local meanings of health in 
rural Bengal, with the goal of finding entry points to 
change social structures (Basu & Dutta, 2007; Dutta, 
2008; Dutta-Bergman, 2004a, 2004b), we sought to 
coconstruct local meanings of health in marginalized 
contexts of rural West Bengal, situated amid the politics 
of change in grassroots movements of subaltern resis-
tance across Bengal. Against this backdrop of the grass-
roots politics of social change, and guided by the 
participatory foci of the CCA among subaltern commu-
nities in rural Bengal, in this project we sought to extend 
the findings of earlier work to a wider geographic scope, 
build networks of solidarity, examine the communica-
tive dimensions of structural violence, and put forth 
specific communication strategies for foregrounding the 
stories of shortage shared by the participants.

The wider scope of this project therefore is situated 
amid the goals of the CCA, to rupture both academic struc-
tures that articulate specific knowledge claims underlying 
policies and programs targeting the subaltern sectors of the 
Third World, as well as the structures of praxis in the main-
stream that include policies and programs targeting the 
subaltern sectors of the globe. Whereas this article repre-
sents the academic component of theory building driven by 
the CCA, there is a wider praxis-driven component of the 
CCA, including policy briefs, white papers, blogs, and 
media briefs that are not presented here. Existing scholar-
ship on the CCA draws attention to the structural depriva-
tion of communities that exist at the margins of mainstream 
health care systems, suggesting that structural marginaliza-
tion lies at the heart of health experiences in rural commu-
nities in West Bengal (Basu & Dutta, 2007; Dutta, 2008; 
Dutta-Bergman, 2004a, 2004b). This article adds to the 
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locally situated interpretations of structural marginaliza-
tion by examining the communicative processes through 
which health experiences are constructed amid subalter-
nity (Guha, 1988; Guha & Spivak, 1988).

The interplay of structural and communicative mar-
ginalization offers the framework for theorizing inaccess 
among the poor in rural Bengal to resources and basic 
infrastructures of meaning making around issues of 
health; understanding this interplay, then, is also at the 
center of developing policies and programs that seek to 
foster communicative spaces as entry points for social 
change. The foregrounding of the continual silencing of 
the subaltern sectors through the rules and roles of main-
stream structures lays the foundation for carving out a 
politics of social change that begins to address structural 
marginalization by disrupting the silences. The results of 
this coconstructive project offer entry points for solidar-
ity building among communities through the connec-
tions fostered between localized stories that emphasize 
meanings of health as shortage. In this alternative ratio-
nality of health as shortage, solutions are constituted in 
the realm of addressing the structural inequities that 
cause this shortage rather than emphasizing individual-
level behavior modifications—as prescribed in a large 
number of behavior-change campaigns targeting the sub-
altern sectors.

In addition, given the foregrounding of communica-
tive marginalization in relationship to structural margin-
alization in this article, our participation in the politics of 
social change is constituted in forms such as working 
with local media organizations, civil society organiza-
tions, and political leaders. The theme of communication 
as shortage that emerged through this project then guides 
the development of broader project goals that focus on 
communicative capacity building through the sharing of 
the stories of health as economic shortage. In other words, 
noting the absence of representations of structurally 
derived frames of health in mainstream public spheres, 
the politics of social change constituted by this work is 
directed at fostering communicative spaces that fore-
ground the structural contexts of health.

In addition, in writing for an academic audience, we 
seek to foreground subaltern rationalities that challenge 
mainstream campaign assumptions about passive target 
audiences and then target these audiences with behavior-
change messages. Understanding that, for local commu-
nities in rural Bengal, health is fundamentally about 
inaccess to food creates an entry point for developing 
access to basic food supplies. Engaging with this alterna-
tive rationality therefore shifts the lens away from the 
development of individual behavior modifications 
through messages of health promotion to efforts of activ-
ism and advocacy that are focused on creating structural 
resources and capacities in rural communities.

Our coconstructions with rural community members 
in the villages around the township of Panduah point to 
the perpetual presence of shortage in the lives of commu-
nity members. The shortage of material resources, nar-
rated in stories of abhab, points to continual struggles 
with securing the basic capacities of life. Abhab was felt 
most fundamentally in the context of food; when asked 
about health, participants pointed out that health was pri-
marily and most importantly about having food to eat. In 
line with existing CCA projects that point toward the 
importance of engaging with hunger as an entry point for 
health communication programs in the global south, our 
coconstructions note the pervasiveness of hunger in the 
context of rural West Bengal.

Furthermore, our in-depth interviews add to this lit-
erature by drawing attention to the concept of abhab as 
offering the umbrella framework for understanding the 
fundamental absence of basic capacities across differ-
ent domains of health needs. Therefore, abhab was not 
only felt in the context of the shortage of access to 
food, but also in the shortage of health care facilities, 
doctors, and medicines. The notion of shortage there-
fore became the broader schematic within which local 
community members articulated their meanings of 
health; abhab also became the conceptual framework 
around which we build our community mobilizing 
efforts. In addition, our dialogic coconstructions posit 
that the pervasiveness of abhab was intertwined with 
the pervasiveness of ashanti and chinta. Participants 
discussed the lack of peace (ashanti) and the constant 
worries (chinta) they faced in negotiating their every-
day inaccess to resources.

Intertwined with the meanings of health constituted 
amid material shortages, participants also pointed out the 
communication shortages they faced in their everyday 
lives. These shortages were tied to the absence of health 
information as well as to the absence of communicative 
infrastructures that would carry the information. In the 
voices of the participants, their inability to participate 
meaningfully in discussions about the meanings of health 
was tied to the shortage of both knowledge about  
communication/information resources and knowledge 
about health. The participants indicated that neither the 
state nor health workers in the area came to the villages to 
provide the villagers with health information. They also 
noted the lack of interest on the part of the state in meet-
ing the health information needs of rural community 
members living amid poverty. The absence of communi-
cation resources for the provision of information was 
coupled with the absence of communication resources for 
listening to subaltern voices, thus rendering subaltern 
communities in rural Bengal unheard.

The stories of structural inaccess to communicative 
resources pointed out the structural disparities in the 
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distribution of communication resources, noting that 
these resources were typically allocated to serve the 
needs of the rich, whereas the needs of the poor were sys-
tematically ignored. Health information was placed in 
mainstream communication channels such as television 
and radio that were typically inaccessible in rural com-
munities. This observation offers an alternative rational-
ity that interrogates the taken-for-granted assumptions in 
mainstream behavior-change campaigns that utilize chan-
nels of privilege to disseminate health information, thus 
resulting in knowledge gaps within communities (Dutta, 
2008; Dutta & Basu, 2007).

Communication shortage was also present in the other 
direction. Participants discussed the importance of talk-
ing back to those in power in the dominant structures, 
with the goal of interrupting these structures. They noted 
the importance of sharing the results from the project 
with government structures as well as with other institu-
tional structures. It was against this backdrop that they 
discussed their expectations for the interviews as com-
municative entry points to disrupt the silence about the 
oppressions of the rural poor within mainstream struc-
tures of knowledge production. It is with this notion of 
interrupting silences that we suggest the necessity for 
culture-centered projects of social change directed toward 
bringing about opportunities for listening to the voices of 
local communities. These avenues of listening to alterna-
tive rationalities ultimately offer the impetus for initia-
tives of social change that are directed at transforming 
unhealthy structures by starting to question their taken-
for-granted assumptions.
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Note

1. We use the term project to refer to the broader, long-term 
project on culture-centered engagement with rural commu-
nities in Bengal to disrupt theoretical agendas in mainstream 

structures as well as to explore entry points to change in 
unhealthy local, national, and global policies. We use the 
term article to refer to this specific article and its narrow 
focus on a small sliver of data from the larger project of 
social change.
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