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~ PREFACE

Among the various problems that health administrators in most countries face in
connexion with the development of their health care systems, one of the most difficult and
currently unresolved, concerns coverage of the population in rural areas,

The available statistical information discloses that large numbers of highly vulnerable
members of society, such as child-bearing women, infants and children and those exposed to a
hostile environment characterized by the prevalence of communicable diseases, poor sanitation,
and the harsh realities of a subsistence economy are also beyond the reach of the centrally
organized health care system, In such areas there is a strong dependency on the locally
organized or traditional health care system, of which the Traditional Birth Attendant is one
of the principal elements,

A report based on a worldwide survey of Traditional Birth Attendants and their involvement
in maternal and child health and family planning, the objectives, methodology and findings of
which will be found in Chapter 2 of this document, was reviewed by a Consultation of Experts,
who recommended that an in-depth review of the problem should be continued and that guidelines
for the planning, implementation and evaluation of training programmes, supervision of
Traditional Birth Attendants, and the identification of problems for future research should be
prepared, .

The present document has been prepared with the hope that health administrators, educators,
and other health workers will find in it some suggestions which might be useful in reviewing
and evaluating their programmes or developing new ones, and in forming a meaningful link between
the traditional or locally organized and centrally organized health care systems, Such action
will, it is hoped, result in more meaningful community involvement in the development of the
health care system and in the extension of health care coverage through optimal utilization of
local resources.
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INTRODUCTION

1. Objectives of maternity care

In 1966 the WHO Expert Committee on the Midwife in Maternity Care stated that the scope of
maternity care goes beyond the care of the pregnant woman, her safe delivery, her postnatal
care and the care of her newly born child. It starts earlier in measures aimed to promote the
health of young prospective parents and to help them to develop the right approach to family
life and to the place of the family in the community. It should also include guidance in
parent-craft and in problems associated with infertility and family planning. From this it
can be implied that maternity care can no longer be viewed as a separate experience but as a
continuing part of an individual life with a background in the home, the family and the
community., It implies a close relationship of maternity health to child health; of maternal
and child health to the health of the family; and of family health to family planning and the
general health of the community. A programme providing family planning services to all,
centred on spacing pregnancies and limiting family size, is likely to reduce infant mortality
and decrease maternal morbidity and mortality resulting from repeated pregnancies. In this
context, family planning constitutes an essential factor in the protection of the health of the
family gnd an important component of the health services and particularly of maternal and child
health,

The ultimate goal of the health services is to distribute their resources in such a way as
to put essential health care within reach of the entire population of a country. Consistent
with this goal, maternal and child health must contain the possibilities of meeting the health
needs of all mothers and children. This involves measures for preventing perinatal mortality,
reducing the risk of morbidity and mortality of both mothers and children, spacing pregnancies
and limiting family size and promoting acceptance of health practices, taking into account the
complex of activities that make up the life of the community and its systems of beliefs and
practices for the preservation of health.

2, Deficiencies in maternity care

Every country, no matter the stage of its social and economic development, has a concern
in meeting the health needs of all its people, In practice, however, this goal is seldom
realized. This is particularly true in developing countries, where many obstacles of every
kind face the public health organizer wishing to develop the basic health services. While
urban centres are relatively well provided for, large sectors of the rural population (approxi-
mately 80%) have been neglected and therefore are not reached with meaningful maternal and
child health care, It is in rural areas where the majority of births takes place and where
large numbers of women deliver without help or rely on "experienced" women for assistance in
the conduct of childbirth,

3. Current limitations of centrally organized systems of maternity care

When considering systems of maternity care, it is useful to distinguish between the
centrally organized system of maternity care and the locally organized system, The centrally
organized system of maternity care, planned and operated within the context of the general
health services, must bé taken as a whole, to include both a public, generally government-
sponsored sector at peripheral, intermediate and central levels, and a non-public or private
sector, supported by special groups.

Some of the dominant.reasons for the deficiences of the centrally organized system of
maternity care (both public and non-public sectors) in attaining the goal of meeting the health
needs and demands of all, or nearly all, mothers and children are:

(a) low per capita expenditure for health services., A wide gap exists between the less
developed and the more developed countries; )

(b) lack of or weak health infrastructure, as a result of which the majority of mothers and
children in many developing countries either lack health care or receive a type of care that
is not proportional to their essential health needs;
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(e) shortage of health personnel at all levels of health services for creating a demand for
and providing maternal and child health and family planning services;

(d) managerial deficiencies involving problems such as: "planning decisions being guided by
intuition rather than by carefully developed data showing comparative costs and benefits of
alternative possibilities" (p. 109 of reference 2); disproportionate distribution of human and
physical resources - health personnel, services, and facilities - across a country, so hindering
satisfactory population coverage; lack of a logical division of tasks and responsibilities
among different categories of health personnel, which often results in wastage of professional
skills;

(e) distant location of village communities from health facilities, and communication diffi-
culties due to poor roads, or no roads at all, and shortage or lack of transport, This seldom
allows health personnel to function at village level, or village people to use the health
services; .

(£) lack of effectiveness of the system of education of health personnel to suit the health
needs and available resources of the country and provide preparation for facing health problems
in a variety of situations in rural and urban settings;

(g) unwillingness of professional health personnel to accept positions in rural areas because
of lack of tools and facilities to perform their job and of an inadequate social environment;

(h) reluctance of some health personnel to accept elements of local culture - traditional
healers, birth attendants - as participants in programmes aimed at the promotion of health, and
to regulate their training and practice;

(i) lack of effective community participation in health programmes.

Other obstacles could be listed, Some of those mentioned can be eased or corrected through
conventional methods, others would prove more difficult. They are indicative of a serious
need to experiment with new approaches for the provision of health care to everyone and parti-

cularly to the populations of those areas that have been neglected,

4, Current limitations of locally organized systems of maternity care

The locally organized system of health care is a response to local needs. As the network
of the centrally organized system of health care has not yet reached everywhere, populations in
remote rural communities and in many periurban shantytowns have learned to rely on one another
for help in gratifying their respective health needs. They have built systems of folk medicine
and traditional care to deal with the burden of their health problems. Included in these
systems are several kinds of traditional practitioners.

The conduct of the local Traditional Birth Attendant,“ and of other contributors to the
system, is construed by members of the community according to a common understanding of what
constitutes rational practice - rational according to the community understanding of natural
and supernatural phenomena,

Sometimes traditional practices work against the common good and are not adaptive as far
as the community's survival is concerned, The fact that they are maladaptive, however, does
not guarantee that the people will be willing to give them up readily for different practices.

It is well known that in communities where the standard of maternity care is low and a
great proportion of deliveries are assisted by untrained personnel without supervision, there
is often a high rate of maternal and infant morbidity and mortality, Lack of prenatal care,
hazardous procedures during labour, poor nutrition and infection, all impair maternal, fetal and
infant health, For example, lack of prenatal care and, thus failure to recognize unfavourable
environmental conditions (malnutrition, infectious diseases, etc.) early in pregnancy, may
adversely affect the health and reproductive efficiency of the mother and lead to perinatal
mortality as well as low birth weight of the infant, which reduces the chances of the child's
survival during the first five years of life.

o
w

Also named indigenous midwives, empirical midwives or traditional midwives.
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Eclampsia and severe degrees of pre-eclampsia are more Rrevalent in communities where
minimal prenatal care standards have not yet been achieved.l

Tha siuortage of foodstuffs, coupled with traditional ideas and taboos against ceriain
foods, ibute to the inadequacy of the diet and to malnutrition, As reportea by
(quoting from Sharma - 1955) "rigorous diet for pregnant women, prescribed by senior QG0 Al
indigenous practitioners in parts of rural Burma, consisting almost entirely of polished wvice,
led to increase in beriberi among the women and to acute infantile beriberi in breast-fed
babies, causing many deaths," (p. 60, reference 6)

Lack of asepsis in the care of the newborn, as for example, the application of cow dung
to the stump of the umbilical cord exposes the infant to umbilical tetanus, a major cause of
neonatal deaths; lack of asepsis in the care of the eyes may lead to blindness, Often enough
these practices that are harmful to health come about simply because the people are unaware of
the cause and effect connexions between their customary conduct and their misfortunes, These
misfortunes, where they occur, are usually attributed to supernatural sources,

The Traditional Birth Attendant has a potential role to play in modern maternity care
programmes, However, customs that work against the common good should be one of the main
points in projects aimed at the mobilization of Traditional Birth Attendants to participate in
those programmes,

4.1 Possible constraints in the mobilization of Traditional Birth Attendants for participation
in the maternal and child health and family planning programme

‘ (1)  Refusal or reluctance of the Traditional Birth Attendant to alter cultural habits
for fear of offending deep-rooted social relationships or a religious -conviction,

Cultural habits are reflected:

- in the resistance of the women to utilize health services or to seek health personnel
for assistance in child birth, Several anthropological studies carried out in rural
communities 1,3,%,6 explain the hesitance of women to make use of health facilities as
a basic reaction closely linked with feelings of insecurity and anxiety - e.g., when they
are confronted with a new and potentially dangerous situation with which they feel
unable to cope; when they are surrounded by unfamiliar health personnel whose impersonal
attitudes contrast strongly with those of the husband and solicitous relatives,
present at home delivery; and when traditional practices and beliefs pertaining to the
reproductive cycle conflict, at points considered important, with modern methods of
maternity care which are alien to their way of life. The Traditional Birth Attendant,
therefore, is most likely to prefer her own way of doing things and may remain
unaffected by modern methods of maternity care, as she cannot easily abandon the way
of life of her community;

- in resistance to certain types of programme, i.e. methods of family planning, and in
indifference to health reasons put forward for the programme, Research findings in
Indonesia support this statemint. According to the Report of a National Workshop o
Review Researches into Dukuns activities related to Maternal and Child Health and
Family Planning, "the majority of Traditional Birth Attendants, covered by the project,
believed that the number of children is fixed according to God's own will and that,
regardless of the number of children in a family, God will provide for them. They also
expressed the view that every child is blessed with its own fortune, although it was
also agreed that a small number of children in a family tends to minimize the amount of
care required by them, According to the Traditional Birth Attendants, women decline to
become family planning acceptors for the following reasons, among others: conviction
that a large family brings happiness; preference for traditional methods; conviction
that man should have a large family according to God's will" (pp. 27-28, reference 5).

~' Designation given to Traditional Birth Attendants in Indonesia,
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Similar or other convictions are found in rural areas of many developing countries,

In patrilineal societies, it is the man who often decides on what is con81dered right
practice in relation to family planning, For cultural reasons it may be difficult for the
Traditional Birth Attendant to approach men in the community, :

(ii) Most Traditional Birth Attendants are elderly and illiterate, Because of their
advanced age, changes that penetrate deeply in their emotional life and modify patterns of
thought and action are difficult to achieve. They are also likely to have limited physical
ability to undertake long journeys from their home to the health units and to look for and
follow up acceptors in family planning programmes, .

Illiteracy may constitute a problem in relation to reporting and/ér recording information
relevant to planning maternal and child health and family planning programmes and assessing
their operational effectiveness, K

(iii) As an elder, the Traditional Birth Attendant is respectedgénd enjoys, the con-
fidence of her community, Her status in the community can make her a‘source of -opposition
to new ideas and modern practices in maternal and child health and famlly plannlng programmes,
if she herself is opposed to them.

(iv) Barriers of communication exist between the TraditionalfBirth Attendants and
health personnel, not so much because they speak different languages as because there are wide
differences between the two- cultures with respect to the concept of health, : People in local
rural communities "have no concept of health as a positive state of’wellbeing ... People who
are always underfed, or anaemic, do not know what it is like to feel full of healthy energy

"and are often not even aware of good health as a possible goal. This profoundly affects
attempts to introduce preventive health measures", (p. 118 of reference 6)

Many of the factors affecting the development and operation of the centrally organized
system of health care also affect the scope of the Traditional Birth Attendant's participation
in maternal and child health and family planning programmes,

The tenacity of traditional customs and beliefs is possibly one of the most difficult
obstacles to overcome, However, .customs and beliefs are susceptible to change, As circum-
stances provide new channels of dealing with them, the meaning and value of established
customs and beliefs also change. There have been health and community development projects
which were successfully carried out with the cooperation and full participation of the local
people, Changes in the conditions of life - improved water supplies, housing, and control-
ling certain diseases - necessarily have an effect on the meaning of traditional customs,

5. Reasons for seeking improved collaboration between Traditional Birth Attendants and
centrally organized systems of maternity care

The reasons for seeking collaboration between Traditional Birth Attendants and centrally
organized systems of maternity care can be inferred from the preceding sections,

The interlocking of many factors - technical, financial, cultural, shortage of health
personnel and material resources, the problem of distance, etc, - makes it difficult for the
populations of distant rural communities to reach, or be reached by, modern standards of
maternity care, The only source of assistance to mothers and children in many distant village
communities is the Traditional Birth. Attendant.

Because of her age and her perceived competence due to her knowledge and skills in the
conduct of childbirth accumulated through years of experience; because pregnancy restrictions
and rules of conduct accéepted by local communities are often antagonistic to modern maternity
knowledge and practices; because for most rural women, who are not educated to understand the
advantages of modern versus traditional birth practices, professional aid is a fear-producing
and anxiety-ridden situation; because the seivices rendered by the Traditional Birth
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Attendant are based on mutual help and humanitarian principles, the community may have a
positive preference for the Traditional Birth Attendant. There have been, and st}ll are,
ambivalent attitudes to the role of the Traditional Birth Attendant in maternal and child health
and family planning programmes and to the question of whether-efforts should be made to

provide her with some:orgapnized form of training.

However, from all the considerations previously stated, it appears reasonable to assume
that for decades to come the Traditional Birth Attendant will continue to have a substantial
influence and role to play in the health practices and life habits of rural populations, even
when modern health services are made available to them, '"Modern anthropological, psychological
and psychiatric research has to some extent corrected earlier and often erroneous impressions
about the function and reputation of traditional practitioners. They have at times been
identified exclusively with magic or witchcraft, but the way is now open for a more realistic
understanding of the role they serve in their societies, (p. 15 of reference 6)

6, Origin of the present project

In 1970, participants at a WHO-sponsored interregional seminar on the Role of the Midwife
in Maternal and Child Health Care, held in Malaysia, considering (i) that midwifery personnel
(including Traditional Birth Attendants) play a definite role in developing countries in
relation to family health and (ii) that information about Traditional Birth Attendants (number,
age, distribution, etc,) is mot accurate enough for planning, recommended that studies should
be carried out to improve the quality of data used for planning maternal and child health pro-
grammes, involving the participation of the Traditional Birth Attendant,

The UNICEF/WHO Joint Committee on Health Policy following deliberations on a report on
assessment of UNICEF/WHO assisted education and training programmes carried out in 1970 recom-
mended "that a study be made to assess the work and value of simple types of health auxiliary

workers at village level (e,g. traditional midwives, village health aides, etc.)" (p. 8 of
reference 9),

"In 1972 the World Health Organization, on the basis of these recommendations, sponsored an
international survey on Traditional Birth Attendants and prepared a report that served as a
background document for a consultation on the Role of the Traditional Birth Attendant in
Maternal and Child Health and Family Planning, which was held in Geneva in March 1973, The
conclusions of the consultation were considered by the Technical Advisory Committee for the
project, which concurred with the recommendation that guidelines be prepared which might assist
countries in determining strategies regarding the possible utilization and training of
Traditional Birth Attendants, Approval of this recommendation led to phase II of the project.

The Traditional Birth Attendant in maternal and child health and family planning: a guide for
her training and utilization _ e

7. Objectives

To continue the review of data on Traditional Birth Attendants; of survey and research
findings; of studies of birth practices in traditional cultures; and of training programmes
for Traditional Birth Attendants,

To describe the characteristics of the Traditional Birth Attendant, especially with regard
to her.role and position in the community, traditional birth practices and attitudes and beliefs
inherent in them, as a background for understanding her response to modern methods of maternal
and child heaith and family planning care,

To define the role the Traditional Birth Attendant may play in maternal and child health
and family planning programmes and to formulate strategies for her training and utilization in

these programmes, according to the type of community in which she operates,

To prepare guidelines for planning, implementing and evaluating training programmes and
for supervising Traditional Birth Attendants,

" To identify problems for futﬁre research,
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1. THE TRADITIONAL BIRTH ATTENDANT

1.1 Definition of a Traditional Birth Attendant

Participants at the consultation on the Role of the Traditional Birth Attendant in Maternal
and Child Health and Family Planning, mentioned earlier, defined the Traditional Birth Attendant
as: "A person (usually a woman) who assists the mother at childbirth and who initially acquired
her skills delivering babies by herself or by working with other Traditional Birth Attendants",
She is more commonly found in rural than in urban areas.

1.2 Profile of the Traditional Birth Attendant

The Traditional Birth Attendant is usually an older woman, almost always past mefiopause, and
who must have borne one or more children herself, She lives in the community in which she
practises, She operates in a relatively restricted zone, limited to her own village and, some-
times, those immediately adjacent,

Her role includes everything connected with the conduct of childbirth and this is the sphere
in which she holds most power and authority.

Many of her beliefs and practices pertaining to the reproductive cycle are dependent upon
religious or mystic sanctions, They are reinforced by rituals that are performed with
traditional ceremonies which are intended to maintain the balance between the absence of ill-
health and a state of ill-health,

She adheres rigidly to the dietary rules of her community and assumes an important role in
the transmission of ideas concerning the nature and effects of food, The Traditional Birth
Attendant is often an accomplished herbalist, whose knowledge and use of herbs, roots and barks
may be quite extensive. Infusions of herbs are frequently prescribed to relieve discomfort
during pregnancy, to speed up delivery, as abortifacient and for treating dysmenorrhea and
certain types of illness.,

As stated by Burgess, "to common problems she works out solutions within a framework of
values and beliefs shared with her clients, She participates in the same cycle of cultural
activity and is a recognized member of the same social universe" (p. 18 of reference 3).

Typically, the Traditional Birth Attendant is illiterate and has had no formal training,

She has learned her craft from a member of her family or kin group or under the tutelage of an
older Traditional Birth Attendant, Probably her clientéle first come from her kinswomen and
close friends, Her reputation once established within the circle of her intimates, she may be
called by women outside her immediate group, As a rule she inherits as clients the daughters of
the women attended by her Traditional Birth Attendant-sponsor (p. 19 of reference 3),

In most countries she has no legal recognition, is unregistered, and is, in fact, practising
outside the law, At the local level, however, there appears to be no restriction or interference
with her practice, Traditionally she has freedom to pursue her activities and is readily
accepted by the community she serves., The services she renders are based on humanitarian
principles, According to the material resources of the family, she may be paid in cash, in
kind, or not at all, In some areas the Traditional Birth Attendant depends for her livelihood
on other work besides birth attendance,

The Traditional Birth Attendant is more than just a useful source of physical help to the
family. She is a reassuring familiar figure, who is unhurried and patient in the assistance
given to her clients, who speaks in a language and concepts they can understand and accept and
who learned by experience the proper approach to the village people, Because there is a family-
like relationship between the Traditional Birth Attendant and those to whom she gives assistance,
her influence is felt in the daily life of the family and the community,
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She is known by different titles in different countries and these titles are often
suggestive of her role and her status in the community, In most countries of Latin America,
for instance, she is the "comadrona" which means co-mother of her clients, by virtue of being
the god-mother to their children, In some areas of Rhodesia she is called "ambuya" - the
Shone name for grandmother, Applied to the Traditional Birth Attendant it denotes age plus
long experience of family life and is used by her clients as a form of endearment, In the
Philippines she is generally known as '"hilot" which means "massage'". )

Annex I lists the titles used to designate Traditional Birth Attendants in various countries.

1.3 Current practices of the Traditional Birth Attendant

Birth practices in a particular traditional culture or sub-cultural group within a larger
one, are deeply influenced by the way of living and thinking of the people who share that
culture or sub-culture, Although some common elements may be found, these practices, as a
rule, vary considerably among societies, Notwithstanding the fact that the practice of
Traditional Birth Attendants, belonging to the same cultural group, involves a common core of
beliefs and customs, variations in techniques and advice may also be found from one Trad1t10nal
Birth Attendant to another in the same area,

The analysis of numerous reports and other studies on birth practices in traditional
cultures made it possible to find out and put together details of the actual practices of the
Traditional Birth Attendant, (See references at the end of the Chapter).

The main aspect of the Traditional Birth Attendant's role in rural life is, as previously
stated, her association with the conduct of childbirth. In some areas her services begin long
before childbirth and continue throughout a stated period after childbirth,

Prenatal and postnatal care consists mainly of carrying out measures, considered appropriate
to the local culture, that make for ease of pregnancy and childbirth and ensure the safety of

the mother and her child,

1,3,1 Care of women before childbirth

Where prenatal care is included in the practice of the Traditiomal Birth Attendant, it is
in general given in the form of instruction or advice on what the pregnant woman should "do or
eat" or "not do or eat', "It is a kind of preventive action supported by traditional beliefs
about the causes of ill-health" (p, 75 of reference 11), All actions of the pregnant woman
either "do harm" or "don't do harm". As a rule, advice on what the pregnant woman '"should not
do or eat" outweighs prescription of what "she should do or eat".

For example, among the population of the Valley of Ica (Peru) and some areas of Mexico, the
pregnant woman is not allowed to eat pork, most fish, certain fruits and vegetables as they are
classified as "cold" foods and therefore cause harm.3 Sometimes the choice of food imposed
on the woman is so rigidly limited that it may affect adversely the health of the woman and of
her unborn child, Restrictions are also found in other areas of behaviour, In areas of
Indonesia, as reported by Poerwodihardjo, "the pregnant woman is not allowed to tie a knot so
that the umbilical cord does not become entangled" (p, 19 of reference 10),

There are a number of rules that a pregnant woman must observe and that vary con31derably
from one country, or area of a country, to another, : :

Prenatal care may also include abdominal massage to secure a favourable presentation, so
the woman will not have a difficult delivery; giving herb concoctions if the woman becomes
sick or suffers from certain discomfort; recommending when, during pregnancy, sexual intercourse
should be avoided; predicting the sex of the child by the weight and protru31on of the mother's
belly; predicting the probably date of labour. :
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Ceremonies, in the form of prayers, offerings or treating the woman with native incense or
a ritual purifying bath, are performed as a means of protecting the mother and her unborn child

against evil influence from the supernatural world.

Ceremonies give the mother a sense of security as she herself adheres to the beliefs of the
Traditional Birth Attendant,

1.3.2 Care at the time of childbirth

1.3.2,1 Care of the mother

As a rule, deliveries are in the home of her clients, where the Traditional Birth Attendant
goes when notified that labour has begun, and where she remains at least until after birth has
taken place, In areas of Senegal, the delivery takes place outside the house in the back yard
as it is essential for the infant to be in contact with the earth, which is considered to be
the source of nourishment and the burial ground after death.? Some of the prescribed actions
which are assumed to ward off impending perils at the time of childbirth are the wearing of
talismans and charms, saying prayers, etc.

Delivery of women is often done with certain traditional procedures aimed at speeding the
expulsion of the baby, quick passage of the placenta and arrest of haemorrhage. These
practices may range from application of heat on the abdomen of the woman, to making her run up
and down steps or maintaining certain positions, external pushing on the uterus, internal
version by using the hands as forceps to deliver the baby, giving of raw eggs to provide grease
in the birth canal, forcible extraction of the placenta and packing of the birth canal to stop
bleeding.

In some societies, it is customary to place the woman in a kneeling position, at the time
of childbirth, In others, squatting, sitting or lying down are the positions which the women,
by tradition, assume for their deliveries. The position at the time of childbirth is considered
important because it is more in keeping with the woman's sense of modesty than modern obstetrical
positions, Exposure of the lower part of the body is, in some traditional cultures, considered
an immodest act.

1f lacerations occur, salves, herbal concoctions or some sort of powder are applied to
speed the healing process,

The care of the mother may include the adjustment of a tight binder around her abdomen.
The belief, in some cultures, is that if she is not well bound, the uterus may float free of
its proper position, She is also forbidden to carry heavy things, so as to prevent the still
weak womb from sinking,

1.3.2.2 Newborn care

Immediately after the baby is born the cord is cut with an instrument which may vary from
one area, or Traditional Birth Attendant, to another and which may be used for many other
purposes: bark of a bamboo or a hard and sharp stalk of a plant, razor blade, two sharp stones
between which the cord is crushed, scissors, etc, Hygienic precautionary measures are not
always observed, Traditionally, one of the following materials may be applied to the stump
of the umbilical cord: sago flour, scraping from a coconut shell, cow dung, ashes from the
heart of the stove, etc,

Variations are also found in procedures governing the length of the stump, which is
usually greater than is customary in normal hospital practices and the handling and disposal
of the placenta, commonly buried or burnt at the place of delivery, inside or outside the
house, These procedures, in some cultures, have a deep emotional significance. The placenta
is considered to have a magical strength which will protect the infant during its whole life.
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1.3.3 Care after childbirth

A deep-rooted practice in many cultures is to keep the woman and the baby in seclusion or
semi-seclusion, at the place of birth, for a period after childbirth which may vary from ten
to forty days. The seclusion or semi-seclusion period may be accompanied by prohibitions about
who is permitted to come in to see the mother and the baby, about cooking and about eating
certain kinds of food,

The Traditional Birth Attendant recognizes the need for the mother to rest, to care for
her baby, to breast feed the child, and, in the case of a first born, to learn how to handle
and feed it, She may also advise on how to promote lactation.

In many societies, the reason for this period of seclusion lies in the fear of contamination
from the woman who has given birth, The end of the period may be preceded by a ritual bath,
with specially prepared water to which herbs have been added and a thorough cleaning of the
house and everything that_was iT it, at the time of birth, to counteract the danger from contact
with the birth discharge,3»/»8> 1

1.3.4 Interconceptional care

The work of the Traditional Birth Attendant may also include preventing pregnancy by
external manipulation to retrovert the position of the uterus, giving herb potions or other
kinds of traditional medicine, or advisingprolonged breast feeding for the same purpose. Shemay
prescribe for infertility. She may also perform abortion and techniques for the prevention
of conception, One of these techniques is application of cold to the genital area, Cold
application is considered as a way of devitalizing the uterus.3

1.3.5 Influence of the Traditional Birth Attendant in the welfare of the rural community

The influence of the Traditional Birth Attendan: is, as noted before, also felt in other
aspects of the rural community life, She may also advise families on their health problems
and difficulties; be consulted on how to cure various diseases; look after children when
they are ill, especially in their early years; conduct rituals when girls have their menarche;
advise prospective brides on their future role; perform blessings and rituals at marriage;
circumcise the female child; help the family with cooking and other domestic work; and
participate in committees and meetings. She may be consulted about almost anything experienced
in the course of village life.

In conclusion, it may be said that the traditional system of midwifery care includes steps
that are recognized in modern midwifery practices. Many of the recommendations of the
Traditional Birth Attendant on the care of the woman and child during the maternity cycle make
sense by modern standards, Differences between the two systems lie in the fact that most of
the traditional birth practices are interwoven with traditional ideas and prejudices, which
permits sometimes the cropping up of certain elements of the local culture which manifestly
are harmful, Differences are also found in the lack of hygienic precautionary measures in the
care of women during childbirth and of the newly-born child.

Some reported practices of the Traditional Birth Attendant have been described in detail
to illustrate the importance of obtaining information on Traditional Birth Attendants'
practices, in each local situation, when planning and conducting training programmes for this
type of personnel,

1.4 Procedures for induction of a Traditional Birth Attendant into the locally organized
system of maternity care

“

Variations in procedures for induction of a Traditional Birth Attendant into the locally
organized system of maternity care may be found among societies depending on the characteristics
of the social organization, on the differences in kinship grouping between patrilineal and
matrilineal families and the responsibilities assumed by the various kinship groups, The
patrilineal or matrilineal principles of organization usually determine whether the assistance
to a woman in childbirth should be given by a member of the patrilineage of her husband or of

her own kinship group.
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Although there appears to be no absolute and rigid criteria in relation to the induction
of a Traditional Birth Attendant into the locally organized system of maternity care, some
factors that usually influence or encourage a person to become a Traditional Birth Attendant
can be identified as follows: ‘

In many village communities the "profession" is inherited, As soon as a Traditional
Birth Attendant is considered too old to conduct childbirth, she transmits her knowledge to a
member of her small circle of immediate relatives or extended family or kin group whom she
initiates in the techniques of childbirth and in the mystic or religious rituals and ceremonies
associated with the conduct of childbirth. The Traditional Birth Attendant-to-be, in her
apprenticeship role, is allowed to assist her predecessor, is given advice on what rituals
should be performed, what medicinal herbs should be prepared and what the woman in childbirth
should do or not do, -

In certain areas of India, as remarked by Bhandari & Bhandari, Traditional Birth Attendants
commonly termed as "dais" keep the knowledge to themselves and share this only with those
family members who are in their confidence. In this way, the "profession" is transferred
from one generation to the other within the same family circle.2 However, as stated in the
report on the study of dukuns in Central Java, it does not automatically follow that one whose
grandmother or mother was a Traditional Birth Attendant, becomes also herself a Traditional
Birth Attendant, This is determined by whether the person has a talent in that field, that
is when she displays characteristics of liking to help people, especially when they are ill,
and nog being reluctant to help although her hands are smeared with the blood of a woman giving
birth,

Another requirement is having herself experienced childbirth, The future Traditional
Birth Attendant must have experienced the "pain" of childbirth in order to be able to assist
others in a judicious and sympathetic way. For this reason, a woman who has not herself
borne children never achieves complete acceptance by the community of mothers,  This is
particularly true in areas where traditional structures are characterized by a rigid hierarchy,
It is by her experience in motherhood that the Traditional Birth Attendant in most developing
French-speaking countries is designated by the name of "matrone" which derives from the Latin
word "mater" or "mother".9

Age is another condition, Age is generally connected with wisdom, which comes from years
of life experience, In certain rural areas a Traditional Birth Attendant who is still in the
child-bearing age is regarded as a novice or apprentice in midwifery who will either "make the
grade" by virtue of her age, experience and assumed competence or will remain an apprentice by
personal choice or group evaluation, Competence is judged by the success of her previous
experience, under the tutelage of an older Traditional Birth Attendant,

Status in the community is also considered an asset, It is necessary that she enjoys
prestige in the village, In some areas it is mnot rare that the wife or the mother of the
village chief is at the same time the Traditional Birth Attendant for the community, ?

Attempts to involve Traditional Birth Attendants in maternal and child health and family
planning programmes should be done with knowledge of the various factors that influence the
choice of a Traditional Birth Attendant, This knowledge will enable health workers to foresee
the ones who are likely to be chosen as future Traditional Birth Attendants and to direct action
towards gaining the local cooperation and the voluntary participation of potential Traditiomal
Birth Attendants in organized training programmes so that they will start their practice with
modern methods of maternal and child health care and family planning.

1.5 The potential role and functions of the Traditional Birth Attendant

The role and functions the Traditional Birth Attendant may be expected to play in maternal
and child health services should be carefully attuned to local circumstances, resources of the
centrally organized system of maternity care (financial, material and health personnel), the



extent of coverage of population by health services and their acceptance by the local population,
availability, willingness and ability of health personnel to cope with the task entrusted to
them of training and supervising Traditiomal Birth Attendants, and the characteristics of
individual Traditional Birth Attendants,

In situations where the resources of the centrally organized health care system are
adequate in all these aspects, the role and functions of the trained Traditionmal Birth Attendant,
may encompass the safe management of apparently normal women during the whole maternity cycle,
including infant care and participating in family planning services,

In situations where the resources of the centrally organized system of health care are
limited, the functions of the Traditional Birth Attendant should necessarily be less inclusive
and contingent on the possibility of providing her with training and regular qualified
supervision, This point will be further elaborated in Chapter 5.
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2. SURVEY OF THE ROLE OF THE TRADITIONAL BIRTH
ATTENDANT IN MATERNAL AND CHILD HEALTH AND
FAMILY PLANNING

Taking cognizance of the recommendations mentioned earlier relating to the need for
factual information on which to base plans for extending maternal and child health and family
planning services as far as possible to the peripheral areas of developing countries and the
possibility of involving Traditional Birth Attendants in such programmes, the World Health
Organization initiated a survey of Traditionmal Birth Attendants on a worldwide basis in
March 1972. The initial review of the survey returns was completed in March 1973.

2.1 Objectives of the survey

2.1.1 To collect information, and review research findings, other studies and reports on
Traditional Birth Attendants and their involvement in maternal and child health and family
planning programmes.

2,1.2 To develop a profile of the Traditiomal Birth Attendant and put together details of
actual traditional birth practices and the attitudes and beliefs inherent in them.

2.1.3 To study training programmes for Traditional Birth Attendants and to determine for what
functions they are being prepared.

2.1.4 To investigate government plans for health service coverage to replace or supplement the
activities of the Traditiomal Birth Attendant.

2,1.5 To synthesize the information obtained in a report that would serve as background data

for a Consultation on the Role of the Traditional Birth Attendant in Maternal and Child Health
Care and Family Planning.

2.2  Methodology
2.2.1 Review of literature.
2.2.2 Data-gathering on Traditional Birth Attendants in developiﬁg countries, through the
cooperation of WHO Regional Offices and selected national health authorities. The information
requested covered the following points:

- legal status of the Traditional Birth Attendant;

- restrictions and freedom to practise;

- registration projects, including certification and/or licensing;

- service programmes for Traditional Birth Attendants;

- training programmes:and supervision;

- incentive systems;

- research studies, surveys and reports on the utilization and effectiveness of
Traditional Birth Attendants;

- plans of the government for health service coverage to replace or supplement the activities
of the Traditional Birth Attendant.

2.2,3 Visits of the consultant selected for the developmént of this project to selected’
countries for on-the-spot observation of training and service programmes for Traditiomal
Birth Attendants.
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2.3 Findings
Some of the findings are summarized as follows:

2.3.1 Assistance in deliveries by village peoble in rural areas of developing countries in
1972, Number of countries that provided information: 45,

. Countries
Assistance provided
Number A
Traditional Birth Attendant who may
or may not be a member of the 39 86.7

family

Young village women, mostly literate
who have received formal training 6 13.3
before practising

Total 45 100.0

Review of available statistical data (see Annex II) disclosed that not inconsiderable
obstetric services are available in the developing world, but they are largely limited to the
cities and closely surrounding areas. The percentage of estimated deliveries attended by
Traditional Birth Attendants in several developing countries . varied from 60 to over 80% in
1972, In Burundi, as reported, out of 143 500 estimated number of live births, 123 238, or
85.3%, were assisted by Traditional Birth Attendants in 1971. (Survey of Traditional Birth
Attendants in some countries of the African Region, carried out by the WHO Regional Office in
1972 - unpublished.) The number of reported deliveries in 38 rural areas of the Philippines
attended by Traditional Birth Attendants in the years 1970-1972 was 15 662, or 33.12%, out of
47 287 deliveries as reported by different types of health units in those areas. In most
developing countries the number of deliveries by Traditional Birth Attendants is reported as
being unknown.

2.3.2 Social status of the Traditional Birth Attendants as viewed by local authorities of
different countries in 1972. Number of replies: 21.

Countries
Number %
No special status, or low 5 23,8
status
Influent%a} in village 13 61.9
communities
Conflicting views 3 14.3
Total 21 100.0

<

2.3.3 Legal status, identification or registration of the Traditional Birth Attendants in
developing countries in 1972, Number of replies: 64.

A
w

Hospital personnel, medical practitioners, educated urbanites give her a low status.
Within her community, the Traditional Birth Attendant is respected. Low social status is
mainly reported by societies structured on the basis of a rigid social class system.
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Countries
Number %
Legal recognition or some form of
registration in selected health 26 40,6
units '
No legal recognition or registration 38 59.4
Total 64 160.0

Although in 38 countries, or 59.4%, the Traditional Birth Attendant has no legal
permission to practise, it was reported that because of lack of control of her practice, she
has freedom to perform childbirth in the community where she lives.,

2.3.4 Designation of the Traditional Birth Attendants in several developing countries
(see Annex I),

2.3.5 Actual practices of the Traditional Birth Attendants. Details of her reported actual
practices were put together and incorporated in Chapter 1 of this document,

2.3.6 Orientation and training programmes for the Traditional Birth Attendant in 1972,
Number of countries that replied to this item: 64

Countries
Number %
Existing training programmes 24 3745
No training programme available 40 62.5
Total 64 100.0

Although training programmes vary among countries as to length, selection of candidates,
etc,, some similarities show through:

Objectives

The overall objective of the programme, as stated or implied through the description
of the courses' content, is the reduction of maternal and newborn morbidity and mortality.

Selection of candidates

Admission requirements specify that candidates for the course should be a village member
(often nominated by the village chief) and engaged in active midwifery practice.

There is a considerable variation in practice in relation to the chronological age limits
among countries, Of the 24 countries conducting training programmes for Traditional Birth
Attendants, 16 have established a chronological age varying from 40 to 60 years. In the other
eight countries, the age limit varies from 18 to 60 years, preference being given to candidates
who at least know how to read and write, It may be assumed that in these eight countries
there appears to be a trend of selecting younger village women for formal training courses.



Teaching staff

Doctors, nurses, nurse-midwives and midwives are, in general, sources for teachers.

Length of the course

Variation exists as to the length of the training programmes - from three to six months.,
Some of the countries stated the length of the programmes in terms of the number of lessons,
which vary from 12 lessons in two countries to 106 to 205 in one country.

Development of the programme

Teaching is given in the local indigenous language to small groups of six to eight
trainees at one time, Techniques are simple and where Traditional Birth Attendants are
illiterate, they are taught by practical methods of demonstration, repetition and experience.
Teaching tools are ordinary household items which Traditional Birth Attendants always find
around them,

Practical experience under supervision is carried out in hospitals and at home or in
health and maternal child health centres and at home,

The courses' content, as a rule, covers the whole maternity cycle -~ the care of the
pregnant woman, her safe delivery, her postnatal care and the care of her newly born infant.

The major aspects of the programme, identified on the basis of the number of times the
same subject is repeated in different programmes, refer to the main preventable causes of
sickness and deaths among mothers and the newborn:

(a) Infection of the mother and the newborn;

(b) Unrecognized complications of pregnancy;

(c) Accidents arising from ill-advised information;
and means of preventing them:

(a) Asepsis;

(b)  Timely recognition of abnormalities;

(c) Abstention from dangerous manoeuvres;

(d) Proper care of the newborn.

Nutrition is also an important aspect of these programmes. There is, in general, a lack
of emphasis in family planning. Only six programmes make reference to this subject,

Stipends are usually given to Traditional Birth Attendantsattending the course. On its
successful completion the 24 countries conducting training programmes mentioned the grant of a
certificate which identifies them as "Trained Traditional Birth Attendants", equivalent to a
permission to practise, although they are often not accorded legal status, In 16 countries
she is also awarded a midwifery kit.

Evaluation

Programme evaluation is only mentioned by two countries, but the results of the evaluation
were not reported. )

It is, therefore, not known whether or not the existing training programmes for
Traditional Birth Attendants have made any impact in obtaining behavioural changes -~ in values,
attitudes -and habits - concerning various aspects of maternity care. (For more details on
training programmes for Traditional Birth Attendants, refer to Annex III.)
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2,3,7 Utilization of Traditional Birth Attendants in family planning programmes:

In India, Indonesia and Pakistan (up to the time the programme was discontinued),
Traditional Birth Attendants have been used on a widespread basis. In Malaysia, the
Philippines and Thailand, family planning programmes utilizing the assistance of the Traditional
Birth Attendant are being developed on an experimental basis. From information received from
several other countries in Asia, Africa and Latin America, a trend towards the expansion of
Traditional Birth Attendants' programmes is noticeable. '

The rationale for engaging Traditional Birth Attendants in a family planning programme, as
remarked in several of the research projects, is that they have contact with a large number of
women and that when these women are highly motivated to adopt family planning, Traditional
Birth Attendants (when appropriately trained) can be used to promote maternal and child health
and family planning in rural communities.

Results of these studies indicated:

In principle, family planning, in the modern medical sense, did not face visible opposition,
since family planning has traditionally been known_and practised in society also with the
assistance of the Traditionmal Birth Attendant,“>7>

While some research projects indicated that Traditional Birth Attendants appear to play a
role of significant influence among members of the community they serve and may become good
motivators, studies carried out in rural areas of East Pakistan and West Pakistan concluded
that Traditional Birth Attendants are of low status and may not be acceptable as family planning
workers, despite their own feelings that they would be accepted. The results of the study in
East Pakistan suggested that there are Traditional Birth Attendants who can be utilized in
family planning programmes, but considering the relatively few deliveries each performs, it
would s%eg that other persons who can reach the women near the time of birth should be
sought, *>

Figures for referrals of potential acceptors by Traditional Birth Attendants in Indonesia,
Pakistan, Malaysia and some areas of the Philippines are so far not encouraging. The projects
were very successful in the beginning, but the number of acceptors has gradually decreased.

In Malaysia, as reported by Peng, observations of individual Traditional Birth Attendant's
performance records shows that each individual performance differs in range, from one acceptor
recruitment every two to three months in some states, to more than six acceptor recruitments
per month in others, The average number of new client recruitment starting family planning
appears not to be high.?

The main obstacle in recruiting acceptors, as reported by these studies, is religious
and traditional beliefs which are fundamental to the Traditional Birth Attendant and the
community way of life; distance of village from clinics; advanced age of most Traditional
Birth Attendants and lack of, or insufficient, supervision.

The potential of the Traditional Birth Attendant has not been fully recognized, because
field studies are recent and too few to provide conclusive evidence for realistically planning
their involvement in family planning programmes. The national workshop to review researches
into .Dukun activities related to matermal and child health and family planning strongly
recommended that, considering.her position in rural communities, Yefforts be made to secure
at least the passive endorsement of the programme by the Traditional Birth Attendants, even if
their active cooperation cannot be obtained" (p. 49 of reference 6).

2.3.8 Service programmes:

In general in the developing countries covered by this survey, there is no organized
structure in which Traditional Birth Attendants function.,- Of the 33 countries replying.to
this question, in 26 (or 78.8%) there was no formal liaison between the Traditional Birth
Attendants and the health services, although in many village communities they still do the bulk
of deliveries, Liaison of the Traditiomal Birth Attendant with health units was mentiomed
by seven countries, most of them Latin American countries,
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2.3.9 Supervision of the Traditional Birth Attendants:

Number of countries that replied to this item: 49. Some form of supervision of the
Traditional Birth Attendant was mentioned by 21 countries (or 42.9%). It is usually done by
the staff of the health centre, mainly nurses and midwives.

However, most of these countries emphasize that supervision is sketchy due to the lack of
human resources and transportation, In most instances the only contact of the supervisor with
the Traditional Birth Attendant is mentioned as being through the inspection of the midwifery
kit, when the Traditional Birth Attendant comes to the health unit for replenishment of its
content, Therefore, although 42.9% of the countries mentioned provision of supervision, it
may be concluded that the supervision of the Traditional Birth Attendant is practically non-
existent in the great majority of the countries.

2.3.10 Incentives given to Traditional Birth Attendants to encourage their participation in
maternal and child health care and family planning:

The number of countries replying to this item was 47, of which 20 (42,6%) award some form
of incentives to Traditional Birth Attendants. Incentives or rewards of various types were
cited as a means of achieving the cooperation of Traditional Birth Attendants and maintaining -
their interest and the level of practice for which they have been trained. The incentives
mentioned were: : ‘

(a) modest salary;
(b) cash incentive payments;
(c) simple kit such as UNICEF kit, with replenishment of expendable supply;

(d certificate of attendance at training courses which gives the Traditional Birth
Attendant formal recognition and prestige;

(e) uniform and daily stipend during training coursés;
(£) payment of costs, transportation, housing and food.

0f these, the form of incentives most frequently mentioned was the award of a delivery
kit. It was said that ownership of a delivery kit is often a source of prlde, indicating that
one important reward may be a sense of improved status in the community,

Cash incentive payments have been mainly connected with family planning programmes to
encourage Traditional Birth Attendants to get more acceptors and as compensation for 1oss of
income by a decrease in births.

No mention was made of the impact of these incentives on the performance of the
Traditional Birth Attendant.

2.3.11 Governments' plans for health service coverage:

Considering that health services in most developing countries are inadequate to cover the
entire population with health care, the last item of the questionnaire was related to
governments' plans to extend maternity care to areas of the country lacking in, or insuffi-
ciently covered by, health services, Total number of countries that replied: 37, Plans
mentioned include: ‘
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Types of planned programmes Number of countries

1. Intensification of nursing, midwifery
education at professional level 10

2. Intensification of nursing, midwifery
education at both professional and
auxiliary' level 4

3. Intensification of training for all
categories of nursing, midwifery
personnel, including the Traditional
Birth Attendant 6

4, Preparation of multipurpose auxiliary
nursing-midwifery personnel

[\

5. Preparation of auxiliary personnel and
expansion of training programmes for
Traditional Birth Attendants 2

6. Expansion of training of Traditional
Birth Attendants 6

7. No plans as yet formulated 7

- The analysis of the replies indicates that most of the governments are mainly concerned
with preparation of nurses and midwives at professional level to increase coverage without
losing sight of the need for the intensification or continuation of training of auxiliary
personnel and the Traditional Birth Attendant,

This survey, as mentioned previously, was used as a background document for the consul-
tation on the Role of the Tradtiomal Birth Attendant in Maternal and Child Health and Family
Planning.

One of the conclusions of the participants of the consultation was that there is a need to

develop strategies in particular communities for the training and utilization of Traditional
Birth Attendants, Other conclusions are incorporated throughout this document.
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3. FORMULATION OF STRATEGIES FOR THE INVOLVEMENT OF THE TRADITIONAL BIRTH
ATTENDANT IN MATERNAL AND CHILD HEALTH AND FAMILY PLANNING PROGRAMMES

3.1 A typology of situations

The specific ways in which. the Traditional Birth Attendant might be influenced to advance
maternal and child health and family planning depend on the degree to which a‘.centrally organized
system of maternity care prevails over the locally organized system. The range of variation
actually found in the world may be summarized by descriptions of three situational types to be
identified below. The general situation in any particular country will be broadly represented
by one of these types. Often situations represented by all three types will exist in parts of
the same country.

Classification of situational types

Type A - Isolated rural communities:

The physical isolation of this type of rural community from main roads and the limited
resources of the centrally organized system of maternity care virtually preclude any contact
with the local system. It is therefore difficult to reach the Traditional Birth Attendant
directly.

The development of strategies in communities of this type depends on the extent to which a
breakthrough of the barriers to communication and mobility takes place. Unless the isolation
of an area is overcome, some pessimism seems in order with regard. to the possibility of
influencing the Traditional Birth Attendant. It may be possible to persuade local authorities
to institute some improvements, such as opening a road and providing some sort of transport
(bicycles, jeeps, or minibuses etc.,) or providing water transport for the village. Once access
to the area is available, arrangements could be made for a health worker from the nearest
rural health facility, or a mobile team to make regular visits to the isolated villages to
establish contact with the traditional health care system and to provide some simple
instructions to the Traditional Birth Attendant for the improvement of her practice.

Type B - Rural communities with access routes to nearby health units:

In this second type, the resources are sufficient to allow a fair degree of contact and
coordination between the centrally and locally organized systems of maternity care. Primary
health care services, including maternal and child health, are usually provided by health workers
working alone or from peripheral health units or subcentres. This type of rural community
offers more opportunities for reaching Traditional Birth Attendants directly to organize training
and supervisory programmes and to extend their role into such activities as family planning.

Type C - Communities near urban centres, where the centrally organized system of maternity
care prevails over the local system:

When Traditional Birth Attendants are used, their activities are specified and supervised
by health professionals who are now directly responsible for health care in the community.

In this type of community, greater opportunities are offered for the mobilization and
training of the Traditional Birth Attendant for advancing maternal and child health and family
planning programmes.

- In order to meet the goal of reducing maternal and infant mortality by extending maternal
and child health care coverage to include the Traditional Birth Attendant, strategies should be
designed to meet the exigencies of each situation and translated into appropriate action
programmes.

The suggested guide for the development of a strategy for collaboration between health
services, TBAs and communities which follows, is mainly directed to rural communities,
classified as types B and C, which offer opportunities for closer collaboration between the two
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systems of health care, They may be also applicable, with limitations, to type A communities
once access to these communities on a planned basis is possible. In other words the typology
of the situations will change with development.

In countries where programmes for the training and utilization of Traditional Birth
Attendants are already well developed, the guide may merely serve to suggest a few ways in
which collaboration between health service, Traditional Birth Attendant and community might
be further improved. In other countries, where collaboration has yet to begin, the guide may
serve as an inventory of factors to be taken into account.

3.2 Guide to the Development of a Strategy for Collaboration between Health Services,
Traditional Birth Attendants and Communities™

1. Situation Analysis

Purpose: To determine whether a change of poliéy is desirable and feasible by investigating
' relevant elements of prevailing systems - centrally and locally organized, for the
provision of maternal and child health and family planning services,

Elements involved

Functions Structure Constraints Proposed tactics

At central level

1. To define health (i) Meetings with

. service policy with ministers and senior
respect to MCH care and officials.

F i .
P services (ii) Meetings with leaders

of medical and other
relevant organizations.

2. To determine the (i) Estimates of propor-
current contribution, tion of total births
qualitative and quanti- delivered by or under
tative, of the health supervision of health
services to maternal personnel

and child care and family

planning services (ii) Estimates of present

levels and cause of
mate:nal and child
mortality and morbidity

(iii)Estimates of propor-
tion of eligible couples
using family planning
services

(iv) Trends and projec-
tioms of the above

Based on results of the WHO sponsored interregional meeting on The Training and
Utilization of the Traditional Birth Attendant in maternal and child health and family planning,
held in the Philippines, 2-6 December, 1974,
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Elements involved

Functions

At local level

3. To determine the
practices of the tradi-
tional birth attendant,
(trained and untrained)
and beliefs and attitudes
inherent in her practices.

4, To determine the
current contribution,
qualitative and quanti-
tative, of the TBA to
maternal and child care
and family planning
services,

5. To establish the
number and charac-
teristics of TBAs
(trained and untrained)

Structure

(i) 1Informal interviews
with traditional birth
attendants and clients

(ii) Observation of TBA's
practices supplemented by
data collected from
clients

(iii)Questionnaire surveys

(i) Estimates of pro-
portion of total births
delivered by TBAs

(ii) Surveys of TBAs and
their clients to investi-
gate the positive and
negative effects of the
TBA's practice on maternal
and child care and use of
family planning services.
The aim should be to
arrive at an informed
judgement

‘(iii)Counts by rural
health units

(iv) Counts by
community leaders

Constraints

1. Communication

- preconceived
ideas of inter-
viewer

- inability to com-
municate to the
level of TBA,
including
language barrier

2. Attitudes

- TBA - defensive
Interviewer -
critical

3. Lack of financial
and logistical
support for the
study

4. Non-acceptance
and resistance of
the community to
the interviewer

Impossibility, in
most areas, to
isolate from all
other factors the
precise effect of
the TBA's practice

Proposed tactics

Utilize local
residents or
experienced health
personnel of same
sex for the inter-
viewees

Encourage the co-
operation of com-
munity leaders with
interviewers.
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2. Appraisal of Alternative Strategies

To select a strategy that will make optimum use of available resources.

Elements involved

Functions

At central level

1. To assess the feasi-
bility and comparative
advantages of dispensing
with TBAs or of collabo-
rating with them in
various ways.

Structure

(i) Studies of the
experience of other
countries

(ii) Interdisciplinary
and interprofessionals'
meetings and discussions

(iii)Small-scale experi-
ments and case studies

(iv) Projection of the
consequences for health
care of mothers and
children and resources
of adopting different
strategies

(v) Consultation with
government departments
and professional bodies.
Some strategies may be
attractive in principle,
but impossible in

practice owing £0 ..cce...

Constraints

Preconceptions
and vested
interests of
different dis-
ciplines and
professions may
interfere with
fruitful dis-
cussions

Shortage of per-
sonnel qualified
to produce
reliable. findings

Lack of personnel
qualified in the
required techniques
(research, pro-
gramme formulation,
etc.)

shortage of*
resources;
opposition of
authorities or
professional
bodies

Proposed tactics

Health or other
professionals
knowledgeable in
social sciences,
may be used to
help identify rele-
vant and irrelevant
foreign experiences

Meetings should be
carefully structured
and managed by
problem-oriented
investigators

Other existing
institutions in the
country - university,
public health or
health sciences
institutes, etc. -
may be asked to
help by providing
specialists or
training courses in
the required
techniques

International or
outside assistance
may be requested

The strategy for
which in the opinion
of the govermment
and professional
bodies, constraints
can be removed
should now be trans-
lated into action
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3. Implementation of Strategy

Purpose: To secure specified changes in existing arrangements for collaboration between health
service, TBA and community
Elements involved
Functions Structure Constraints Proposed tactics

Central level in colla-~
boration with intermediate
and local levels

1, To define operational
goals

2, To secure regulations
Oor necessary changes in
existing legislation and
administrative arrange-
ments for the training
and collaboration of the
TBA in maternal and child
care and family planning
services,

At local level

3. To identify practisiné
TBAs, trained and un-
trained,

(i) Establishment of
national and local
targets and timetables
for the:

- training and deploy-
ment of TBAs;

- training of teaching-
supervisory staff;

(ii) Establishment of
resource needs and time-
table for the provision
of facilities and supplies

(i) Coordination of
effort between ministries
and agencies interested in
the welfare of rural com-
munities and economically
depressed groups to
secure:

- support to the programme
of training and utiliza-
tion of the service of
the . TBA

- formulation of policies,
accordingly;

- integration of the TBA's
contribution with the
total system of health
care

(ii) Coordination at
village level, between the
activities of workers from
different agencies

(i) Enumeration by local
health units in collabora-
tion with community
leaders

(ii) Preparation of record
forms containing essential
information (age, sex,
status in the community,
etc.) to be kept in the
health services
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Elements involved

Functions

4, To establish criteria

and methods for the
selection of TBAs
suitable for training.

5. To specify required
changes in beliefs,
values, skills, and
practices of the TBA.

Structure

(i) Development of
criteria for selection of
TBAs

(ii) Consultations with

- community leaders;

- TBAs;

- experienced health
workers

(i) Assessment of
priorities among needs for
improved health care of
mothers and children

(ii) Identification of
those current practices
that are beneficial to the
physical and emotional
wellbeing of the TBAs
clients

(iii)Consultation with TBA
on scope of training

«

(iv) Consultations with
health workers on scope
of training

Constraints

Reluctance of TBAs
to accept training
largely owing to
her awareness of
what is accep-
table to her
clients

Community indif-
ference or opposi-
tion to modern
ideas about family
planning

Pessimism about
TBAs' contribution

Proposed tactics

Refer to suggestions
for selection of
trainees in 5.1.5

Encourage beneficial
practices, harmless
ones need or should
not be changed. Try
to nullify harmful
practices by wise
and prudent exploi~-
tation of others
which are beneficial
or, at least, harm-
less (Refer to
5.1.1)

Ensure support of
local community
leaders by:

- relating the
training programme
to existing com-
munity health
problems;

- making them active
partners in all
phases of the
training programme

Present family plan-
ning as a means of
spacing births
rather than of
limiting family
size

Health education

directed to the TBA
community

Education of the
health personnel
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Elements involved

Functions

6. To teach the TBA
modern methods while
reinforcing those

traditional beliefs,
values and practices

believed to contribute
positively to maternal

and child care.

Structure

(v) Consideration of
limitations imposed by
TBA's age, loweducational
level, other work, etc.

(vi) A study of relevant
legislation and policies
governing the practices of
TBAs and the extent to
which they are actually
enforced

(vii)Definition of the
tasks expected of a
trained TBA, taking

into account the results
of (i) to (vi) above.
The definition should
specify minimum expecta-
tions and a range of
desirable extensions,
applications of which to
depend on the capacity
of individual TBA and
circumstances under
which she works (refer
to 5.1.4 and also to
Annex V)

(i) Community-based
training for the TBA;
supervised practice

(ii) Use of trained TBAs
as instructors (this
would be an important
way of bridging the gulf
between modern and tradi-
tional ideas).

(ii) Refresher courses,
as necessary

(iii)Production of simple
pictorial manual and
teaching aids attuned to
local culture

Constraints

Legal constraints

01d age of the TBA.
Limited formal
education

Lack of competent
personnel to pre-
pare a manual
with suitable
contents for
practice

Proposed tactics

Expanded role too
broad for TBA and
might be contracted

—
Initiate action
for liberaliza-
tion of un-
necessary res-
trictive measures

Enact measures to
govern the TBA's
practice within
certain bounds

At central level

In general,
expectations
should be realis-
|tically modest

Teaching should be
simple and grounded
in a knowledge of
the beliefs, values,
practices and
working circum-
stances of the TBA.
Modern methods
should, as far as
possible, be ad-
justed to tradi-
tional ones rather
than vice versa
(refer to Chapter 5)

In the preparation
of manual and
teaching aids,
utilize personnel
with knowledge,
understanding and
experience of the
realities of work in
rural and/or
economically
depressed communities
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Elements involved

Functions

At all levels of
health services

7. To consider ways

and means of supporting
the status of the TBA in
the community and of
ensuring the use of safe
methods of maternal and
child care and spacing
births.

8. To teach health pro-
fessionals to understand
the traditional beliefs,
values and practices of
the TBAs, their positive
and negative contribu-
tions to health care,
and techniques required
for the accomplishment
of (5) and (6) above.

Structure

(iv) Recognition in
training timetables of
the demands made on TBA's
time by seascnal,
religious and occupation
circumstances

(i) 1Institution of a
system of rewards for
TBAs that would motivate
their acceptance of
necessary changes in
their practice

(ii) Enlistment of the
support of community
leaders (formal and
informal) and of the
community at large for
necessary changes from
traditional practices

(iii)Financial alloca-
tions for implementation
of training courses

(i) Community-based
training for the pros-
pective trainer-supervisor
of TBAs (refer to Chapter
6)

(ii) Refresher courses
according to need

(iii)Production of
technical manuals for use
of trainer-supervisors

(iv) Development of
materials and techniques
to help professional
health personnel under-
stand relevant socio-
logical and anthropo-
logical findings. The
purpose is to help pro-
fessionals bridge the gap
between modern and tradi-

tional ways of thinking

Constraints

Lack of suitable
teaching aids for
trainers and
trainees

Because of the
overlapping of
roles of midwives
and TBAs, mid-
wives may resist
such practices, re-
garding them as
likely to diminish
their professional
status

Proposed tactics

Involve the TBAs
themselves in the
preparation of both

Arrange schedule
according to the
convenience of TBAs

Regulations defining
boundaries of the
TBA and health
workers' operations
may be helpful

It is important to
ensure that measures
adopted in relatioen
to rewards will not
have the effect of
alienating the TBA
from her community

Use of all available
means to educate and
inform the community
so as to reduce the
reluctance to change
traditional
practices (refer to
Chapter 4)

Create courses for
the training of
health personnel,
preferably in rural
areas
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Elements involved

Functions

9. To set up a super-
visory system to
sustain and improve
performance

(v) Inclusion of tradi-

Structure

tional health practices in
the basic educational
curricula for health
professionals, as well as
participation in ex~
periences that will pro-
mote understanding of the
problems they will en-
counter when they are con-
fronted with subcultures
of rural or economically
depressed communities

(i) Assignment of super-
visors. Supervision of the
TBA will usually be the
responsibility of primary
health workers: nurse,
midwife, auxiliary health
worker, etc.

(ii) Definition of func-
tion and responsibilities
of supervisor

(iii)Designing a super-
visory programme for the
TBA

(iv) Establishment of a

referral system and health
care provisions for clients
of the TBA

(v) Follow-up and assess-
ment of the TBA per-
formance, carried out in
the village and at the
health centre. Supervision
should encompass the
general functioning of the
TBA in the community and
all aspects of her per-
formance as a health care
worker

(vi) Follow up and assess-
ment of trainer-supervisor
of the TBA by competent
health staff

Constraints

Long distances.
Poor terrain.
Inadequate trans-
port

Proposed tactics

Group meetings,
instead of
individual meetings
with TBAs

Use of mobile or
village clinic

Involve the com-
munity in efforts to
solve physical
difficulties
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Elements involved

Functions Structure Constraints Proposed tactics
10. To provide adequate (i) Provision of class- |Limitation of funds|Apply for adequate
material resources. rooms, hostels, facilities| and too great funding from
for practice, manual and | dependence on ex- national and local
other educational aids, ternal assistance |resources, with
transport, water supplies,| (A problem with maximum recourse to
etc. ) external assis- improvization

tance is that if
it is withdrawn,
projects depen-

dent on it tend

to founder)

(ii) Allocation of funds
for salaries, allowances,
expenses, rewards

Encourage villagers
themselves to
finance supplies
and equipment

(iii)Arrangements to en-
sure that supplies and
equipment are appropriate
to local needs

(iv) Arrangements to avoid
failure or delay in pro-
vision of supplies and

equipment
11. To ensure judicious (i) Problem-oriented
use of resources. management and maximum

delegation of respon-
sibility to peripheral
or local level

(ii) Maximum information
exchange within the
system and relevant
agencies, national and
international

4. Evaluation and Studies

Purpose: To measure system performance against specified criteria for effectiveness,
efficiency and acceptability and to extend the boundaries of scientific knowledge
useful to programme planning and implementation.

(Elements of strategy are included in Chapter 7: "Evaluation" and Chapter 9:
"Conclusions and Problems for Future Investigation".)

A model of a matrix which expresses in a concise form basic elements of the infrastructure
needed for the training and utilization of the assistance of traditional birth attendant in
maternal and child health care and family planning services is included as Annex VI.

For clarification of some aspects involved in the implementation of a strategy, the
following points are further elaborated.
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3.3 Team work

An effective programme for Traditional Birth Attendants requires close team work among
several categories of health workers and professionals with special preparation in adult
education and social sciences. . The size and the composition of the team may vary according
to the needs of a particular situation and the limitations in the categories of available
personnel. Because of different backgrounds, ideas, skills and experience, team members
should possess some common characteristics: (a) all must know and understand the social
structure of the rural community and the life of its people; (b) all must be willing to accept
the responsibility entrusted to them and contribute; (c) each member should have a basic idea
of what fellow members are doing and carry out his part in such a manner that it supports the
work of all; (d) each needs a basic belief in the team approach.

Multidisciplinary team work is more than a division of responsibilities among the team
members. It is a sharing of functions. Where a multidisciplinary group of workers are
involved, as a team, in the training and supervision of traditional birth attendants, over-
lapping of services may necessarily be expected and must be accepted by all members of the
team, Some activities assigned as responsibility of the nurse-midwife or midwife may at
times be undertaken by other members of the team. The nurse-midwife or midwife may also
assume, on occasion, responsibilities assigned as the work of a health educator, medical
officer, sanitarian, auxiliary-midwife, etc., depending as stated above on the size and
composition of the team and the needs of a particular situation.

3.4 Incentives or rewards

Attention should be directed toward providing some sort of incentives or rewards to the
Traditional Birth Attendants who are assisting the maternal and child health and family
planning programmes, to ensure their continued cooperation.

In evaluating various possible incentives, consideration should be given to cost; whether
they bring about the desired behaviour; whether they may further other social goals.3 A
good starting point to decide on an incentive system that will prove effective in securing the
cooperation of Traditional Birth Attendants would be to ask community leaders to choose
between alternatives.

Rewards or incentive possibilities are material goods or those yielding social benefits.
They may be given to the Traditionmal Birth Attendants or to the community,

Examples of material goods which may result in the Traditional Birth Attendant's
cooperation with maternal and child health and family planning services are: providing a near-
by water supply, improving housing, providing clothing, agricultural supplies to improve
farm practices, recreation facilities, etc, Those which may foster social changes are:
transistorized radios or television sets given to the village, which might help change attitudes
including attitudes toward family planning, opening up communication for the village and
providing transport facilities, education for existing children (providing schools, teachers).

These incentives may represent to the Traditional Birth Attendants a symbol of prestige
and may be a valuable line of cooperation with health programmes.

A word of caution is needed concerning cash incentive payments, as they may have a
negative impact in maternal and child health and family planning programmes. Disadvantages
of this form of incentive are: Traditional Birth Attendants may become motivated by money, so
reducing the reassuring quality of their services; the balance the people have achieved in an
environment where they rely on mutual aid in cases of need may be disturbed by financial
inducement; interest in money benefit may result in the disregarding of the real benefit of
family planning programmes; cash incentive systems are open to criticism of bribery and
could cause jealousy and distrust among Traditional Birth Attendants. Experience has
demonstrated that delay in payments or stopping of the allowance have dampened the Traditional
Birth Attendant's interest and have had an adverse effect on programmes.
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Before a full-scale incentive programme is launched, pilot studies and field trials are
essential to test ways in which the various forms of incentives really influence the Tradi-
tional Birth Attendants to cooperate with health measures. A study of various reward systems,
through field experiment, so as to maximize the efforts to recruit family planning adopters,
at the highest degree of cost effectiveness, is included by Rogersd among priority topics for
future investigation of Traditional Birth Attendants and family planning.

3.5 Legislation;‘ regulation; registration

One important question that needs to be answered by countries undertaking the training
and utilization of Traditional Birth Attendants is how the centrally organized system of health
care can regulate their practice. Considering that the Traditional Birth Attendant's
activities are sanctioned by custom, tradition and rituals that are part of community life,
the introduction of new legal restrictions and regulations may seem irrelevant to their way of
doing things and may disturb the delicate balance achieved by the local population.

A review of available data from 64 countries with regard to legal status, identification
and registration, and freedom to practise of the Traditional Birth Attendant shows a wide
range of situations (refer to Chapter 2):

(a) Traditional Birth Attendants donot have any legal status but are free to practise
in their respective communities.

(b) The practice of the Traditional Birth Attendant is controlled by a regulation of
the health agency, and a register of them is kept.

(e) The Traditional Birth Attendant is not covered by any legislation. However, the
health agency, through training courses, specifies their duties and responsibilities.
She is provided with a certificate that identifies her as "registered and controlled by
the Health Centre" and that is revalidated every six months.

(d) Registration of the Traditional Birth Attendant is purely on a local basis at
maternal and child health centres, where there is control and supervision of Trad1t10na1
Birth Attendants' activities.

(e) Traditional Birth Attendants are not allowed by law to practise in locations where
a trained midwife is available.

(£) Traditional Birth Attendants have no right to practise under any circumstances and
they may be punished by law if they do so.

In many countries, midwifery practice is governed by legislation. Most of these laws
take into consideration the traditional factor wherein the principle of restricting the
practice of midwifery to qualified personmnel is applied, while provisions are included to
allow those who have not yet received training to continue for a certain period of time to
practise in areas where there is lack of qualified persons.’

3.5.1 Legislation - pros and cons

It is recognized that it is not only the right but the duty of the State to pass such
laws or ordinances as may be necessary for the preservation of the health of the people.
Hence, the passage of laws for the preservation and promotion of health in general, and the
protection of the health and well-being of mothers and children in particular, is essential.
With regard to the control of the practice of Traditional Birth Attendants, however, education
of the public must precede any legislation, so that the demand for safe delivery practices
will come from the people themselves. Setting rules of conduct and action, commending what
is right and prohibiting what is wrong, through legislation, requires personnel to follow
closely the activities of the Traditional Birth Attendant and to see to it that she is
complying with the law. Considering the various factors that come into play in regulating her
practice, it is deemed that positive laws, which guide and improve her practice rather than
restrict her, should be encouraged.
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3.5.2 Identification and registration

Considering the limitations of the Traditional Birth Attendant and the milieu which she
works, it would be difficult to apply the force of the law to regulate her practice. Her
identification, through community leaders and her clientéle, keeping a record of her name,
personal circumstances and activities, may suffice as a means of making her conscious that
the health agency is concerned with what she is doing. The maintenance of a list of
Traditional Birth Attendants at the peripheral level of the health service will also serve
as a basis for training and supervision. As explained by Grad, registration is a device for
record-keeping and for information purposes. Persons engaging in particular occupations may
be required to "register" with a regulatory agency. This means that anyone is free to engage
in the particular activity, but that having entered in it, he is under an obligation to inform
the agency of that fact, to tell the agency what he is doing, who he is and where he is
located, so that the agency will be able to supervise and control the activity from time to
time,

3.5.3 Regulation through permits

A permit is defined as an official authorization to practise or perform an act not
necessarily forbidden by law, but which is not permissible without such authorization. It
involves the imposition of conditions on an activity. The regulation of the activity of
Traditional Birth Attendants is achieved by placing conditions on the granting of the permit.
These conditions may involve training and experience, age, or any relevant factor to ensure
that the applicant will carry on her task in a manner acceptable to the regulatory agency.

With this background information, health administrators concerned with the programme of
training and utilization of Traditional Birth Attendants will be in a better position to
consider ways and means of regulating her practice. It should be borne in mind, however, that
education of the public and the Traditional Birth Attendant herself must accompany or should
preferably precede whatever measures are adopted to regulate her practice.

Mr J. Fenney, Field Director and Administrator of a Joint Study Group of the International
Federation of Gynaecology and Obstetrics (IFGO) and International Confederation of Midwives
(ICM) in a conference held in Ghana in December 1972, cited the experience of the Govermment
of Great Britain who, in 1902, awarded a "licence to practise" to 12 300 untrained midwives.
Simultaneously, a training programme for midwives was be§un, but it took 45 years before the
last untrained midwife ceased practising her profession.

In conclusion, stringent legislation and compulsory measures to put Traditional Birth
Attendants out of practice should never be applied, since, even in the presence of trained
health personnel, people in rural areas, until they have reached a certain level of socio-
economic development, will rely on the Traditional Birth Attendant because she is part of their
cultural milieu., '

It is considered necessary, especially at the peripheral level of health services, to
maintain an up-to-date list of the Traditional Birth Attendants, with name, location, other
personal characteristics, and previous training (date and place) duly indicated. This can
be done in cooperation with the formal leaders in the locality. After training, her
certificate of training may serve as a temporary permit to practise, renewable after a certain
period of time, if performance is satisfactory. Agreements worked out with local community
leaders and Traditionmal Birth Attendants themselves, setting out what ought to be done to help
mothers and children attain better health, will serve as a more effective safeguard than any
legislative fiat,
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