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PREFACE

Although health services throughout the world are expanding, some 60-70% of births in
developing countries still take place not with the help of these services, but with the help
of a traditional birth attendant. For many of these birth attendants, however, the help they
are able to give has been much improved by participation in a training programme. The World
Health Organization is committed to their training and deployment as a means of extending the
reach of the limited health services available in developing countries. The training of
traditional birth attendants can reduce the risk of mortality and morbidity resulting from
poor midwifery practice and, at the same time, help to improve the positive contributions of
the traditional birth attendant to maternal and child health, family planning, and other
essential components of primary health care.

Through a programme of active support, WHO is helping countries to make the best use of
the great health manpower resource constituted by the traditional birth attendants. A major
consultation on the subject, held in Geneva in 1973, was followed up by interregional
meetings in Manila (1974) and Mexico (1979), at which countries could share experience.
Since then the Organization's activities in this area have included work on the supervision
of traditional birth attendants and on laws and policies affecting them, the production and
distribution of teaching/learning packages, the sponsorship of evaluation studies, and the

publication of several reports. This book is concerned with the evaluation of training
programmes, '
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INTRODUCTION

The training of the traditional birth attendant is an example of the daunting problems
encountered in attemps to change long-established customs among the poor in developing
countries, The typical traditional birth attendant is illiterate, believes in folk models of
the human reproductive process, does other work besides midwifery, and has limited
opportunities to attend training sessions. Yet programmes in a variety of countries are
surmounting the problems involved in improving the knowledge and practice of traditional
birth attendants, with considerable success, as several of the papers in this publication
show. Traditional birth attendants constitute an important resource that could be mobilized
to help achieve the social goal of health for all.

1. - Evaluation studies

'Evidence in support of the training and utilization of traditional birth attendants is
still very limited. Decisions to embark on training programmes have owed much more to ’
imagination and determination than to the careful evaluation of pilot programmes. Several of
the papers that follow are representative of the variety of evaluation studies conducted in
recent years and illustrate the range ‘and quality of the evidence such studies can yield.

Ross's paper reviews evidence on the role of the trained traditional birth attendant in
reducing mortality from neonatal tetanus, a disease responsible for infant mortality rates of
between 5 and 80 deaths per 1000 births in developing ¢ountries. An evaluation study of the
effectiveness of dai training in Andhra Pradesh is the subject of a paper by Swaminathan,
Nadamuni Naidu & Prasanna Krishna. Evaluation of the training and performance of traditional
birth attendants in other countries is dealt with by Williams & Yumkella (Sierra Leone),
Neumann et al. (Ghana), and Tin Tin Hmun (Burma). As well as demonstrating the effectiveness
of training programmes, these studies often also reveal how programmes can be modified to
make them more effective. ‘

2. Constraints

Other papers deal with constraints on the training of traditional birth attendants. One
major determinant of the effectiveness of training programmes is the extent to which they
.take account of existing beliefs and practices. The characteristics and relevance of
prevailing ideas are the subjects of two papers: one by Recio on the Philippines, and the
other by Cosminsky on the Americas. An important constraint on training methods is the fact
that most traditional birth attendants are illiterate. The possibility of reducing this
constraint by incorporating a literacy component in training programmes is the subject of a
paper by Ryan & Kim, both of UNESCO, A paper by Walt reviews evidence bearing on the
important issue of supervision after training; the extent of the health service's continuing
influence on the quality of services provided by the trained traditional birth attendant will
largely depend on the arrangements made for supervision.

3. Common problems

Although progress in recent years has been substantial, many countries are still far
from making effective use of their traditional birth attendants. A review of trends over the
1970s found that, although countries had become much more likely to acknowledge their ‘
existence and to institute training programmes for them, it was still rare for the deployment
of trained traditional birth attendants to be an integral part of national health strategy,
even among countries where they attended the majority of births. India, Bangladesh, and
Indonesia are important exceptions. They have embarked.on programmes aimed at putting a
trained traditional birth attendant in every village. . :

A common reason why progress has not been faster is simply the logistic difficulty, of
mounting a large-scale programme for the training and deployment of such attendants.
Infrastructures are fragile. Rural health networks cannot easily accommodate the changes
required. The high recurrent costs of national health services puts a heavy strain on scarce
resources, especially at a time of world recession.

Indeed, the mounting of an adequate programme would often be most difficult in juét
those countries where it might offer the most advantages.
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The World Health Organization has identified five spheres of activity requiring urgent
attention, First, it is vital for countries where traditional birth attendants exist to make
realistic assessments of their need to train them, in the light of prospective trends in the
proportion of births attended by health professionals, and in the light of careful
assessments of the cost of training and deploying traditiomal birth attendants. Secondly,
there is a need for the more rapid transfer of experience from the countries that have made
the most progress in this sphere to those that have made the least; the Organization will
continue with its efforts to facilitate this sharing of experience. Thirdly, more emphasis
should be given to evaluation as a means of improving the contribution of experience to
effectiveness. Fourthly, more attention should be given to the contribution traditional
birth attendants could make to family planning programmes by recruiting acceptors and
encouraging their clients not to abandon dependence on breast-feeding. Finally, efforts
should be made to develop strategies that will help make the most effective use of relevant
traditional health services. For its part, the Organization looks forward to continuing
collaboration with countries in ensuring that full use is made of the potential of their
traditional birth attendants.
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THE TRAINED TRADITIONAL BIRTH ATTENDANT AND NEONATAL TETANUS -

David A. Rossl

1. Introduction

One of the most commonly stated reasons for starting a programme for the training of
traditional birth attendants is that they could be taught the hygienic care of the umbilical
cord and that this would help reduce the incidence of neonatal tetanus. Worldwide, this
disease has been variously estimated to cause from 160 000 (1) to approximately
900 000 deaths annually (2). Neonatal tetanus has been virtually eliminated in all countries
of western Europe and North America. In contrast, local community surveys have reported
rates as high as 260 deaths per 1000 live births (3) though rates of 5~80 per 1000 births are
more usual in the rural areas of developing countries (Table 1).

Table 1. Neonatal tetanus rates reported by local community surveys
in rural areas of developing countries constrasted with
selected national rates in Europe and North America

Neonatal tetanus

Continent and rate per 1000

Date live births . Source
country :
Incidence Mortality

Europe

England & Wales 1970-79 0 0 4
North America

USA 1965-66 0.0067 - 5
Africa

Senegal 1955 80 - 6

Sierra Leone 1979-80 - 72 7

Sierra Leone 1977 - 79 8
Central America

Haiti ‘ 1940-48 - 262 9
South America

Colombia 1961-66 - 78 10

Brazil 1961 83 - 11
Asia

India: Punjab ' 1960 - 16 12

India: Uttar Pradesh 1965-69 - 54 13

Bangladesh 1976-77 - 27 14

Papua New Guinea 1945-60 61 - 15

1 Former Research Fellow in Health Care Epidemiology, The Ross Institute of Tropical
Hygiene, London School of Hygiene and Tropical Medicine, London, England.
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On the other hand, in the 15 projects in the Americas studied in the Inter—American
Investigation of Mortality in Childhood (16), neonatal tetanus was responsible for only 155
out of a total of 12 674 neonatal deaths (1.2%). However, there are several good reasons why
these projects may have shown a much lower incidence of neonatal tetanus than is common in
the rural areas of Central or South America: (a) two of the projects were in developed
countries (Canada and the USA); (b) the highest total neonatal mortality rate in the
15 projects was only 38.8 per 1000 live births; (c) in six of the 15 projects more than 90%
of deceased neonates had been born in hospitals, and in no project was the proportion less
than 55Z%.

Recent retrospective sample surveys using a standard questionnaire have been conducted
by WHO in 15 countries in Africa, Asia, and the Eastern Mediterranean. These have reported
tetanus-specific neonatal mortality rates ranging from 3 to 67 per 1000 live births in rural
populations (Table 2).

In the surveys shown in Table 2 that included rural areas, the proportion of the total
neonatal mortality caused by tetanus ranged from 87 to 72%, most usually lying somewhere
between 20% and 60%. These proportions are similar to those found in local surveys in rural
areas, e.g., Teknaf, Bangladesh, 31% (14); Bangladesh, 28% (22); Colombia, 51% (10);
Punjab, India, 177 (12); Uttar Pradesh, India, 53% (13); Papua New Guinea, 10% (EE).

These figures emphasize the importance of neonatal tetanus in the rural areas of many
developing countries. In some areas where tetanus toxoid immunization is either rare or
absent, neonatal tetanus may be responsible for up to 407 of the total infant mortality,
e.g., in Uttar Pradesh, India, 407 (10) and Bo District, Sierra Leone, 24% (7), 32% (8).

Neonatal tetanus is often fatal. Studies of hospital inpatients in developing countries
have shown case fatality rates of between 407% and 90% (23-29), and one must assume that the
vast majority of those who do not receive any treatment (who constitute, in turn, the
majority of all cases) will die. Even apart from the fact that it is often unsuccessful,
hospital treatment of cases is not a feasible way of making an impact on death rates from
neonatal tetanus since it is prohibitively expensive, involving long stays in hospital, many
- expensive drugs, and artificial ventilation. Furthermore, at least some of the survivors of
treatment will develop long-term neurological sequelae (30), though these may be less common
in less developed (31) than in more developed (32) countries. The only rational policy is to
‘endeavour to prevent the occurrence of the disease.

2. Traditional birth attendants and the incidence of neonatal tetanus

The commonest portal of entry of tetanus spores into the neonate appears to be the
umbilical cord (33), though some may be infected through circumcision or other wounds (28).
Contamination with tetanus spores can occur when the cord is cut by an unsterile instrument,
of which a great variety are used for this purpose around the world, such as knives,
scissors, bamboo splits, glass slivers, razor blades, sickles, etc. (9,24,26,28,34-38).

Alternatively, contamination can occur subsequently from accidental contact with soil,
cloth, etc., or from substances intentionally placed on the cord, e.g., earth, ash, charcoal,
cow dung, ghee, banana juice, cobwebs, herbs, salt, powder, cloth dressings, etc. (26,34-38).

It is widely believed that the practices of traditional birth attendants, who attend
perhaps two-thirds of deliveries in the developing world (39), are a common cause of
contamination of the umbilical cord. Their training in aseptic techniques at delivery and
during the postnatal period has frequently been advocated as a potential means of helping
reduce the incidence of neonatal tetanus (39- 41) If a substantial reduction in neonatal
tetanus incidence was achieved in practice, this alone would decrease perinatal mortality
rates appreciably, quite apart from all the other potential benefits of improved prenatal,
delivery, and postnatal care which should result from the effective training of traditional
birth attendants.

3. Field studies

3.1 Studies of knowledge, attitudes, and practices

In an early trial of tetanus toxoid in Colombia (10), it was noted that, among babies
delivered by traditional birth attendants, mortality from neonatal tetanus was higher for
those delivered by attendants who presided at fewer than 10 births in the study period



Table 2.

Tetanus—specific neonatal mortality rates (WHO sample surveys, 1975-84)

Population from

Number of

Neonatal mortality

rate per

Proportion of
all neonatal

WHO Regiqn which sample Year live births 1000 live births deaths due Source
and country was drawn in survey to tetanus s
All causes Tetanus %)
South—-East Asia

Bangladesh " national 1978 2 432 48 27. 56 17
Bhutan - - 283 35 18 50 17
India rural: 11 states 1980-81 23 482 16-93 5-67 16-72 17

urban: 12 states 1980-81 25 843 5-26 0-15 0-59 17
Indonesia six islands 7 1982 4 971 21 6-65 51 18
Nepal - 1980 3 346 37 15 39 17
Thailand national 1980 13 659 21 5 23 17

Eastern Mediterranean

Egypt Alexandria 1981 - - 3 - 17
Democratic Yemen (Sputh) - 1981 6 224 19 4 20 17
Ivory Coast rural: fwo districts 1982 2 307 34 18 51 19
Malawi national 1983 2 081 29 12 41 20
Pakistan Pun jab 1981 13 858 52 31 60 17
Somalia natioﬁal 1981 5 781 91 21 23 17
Sudan rural . 1982 5 117 31 9 . 31 21

urban 1982 4 515 14 5 35 21
Syria - 1981 6 762 - 5 - 17
Yemen Arab Republic (North) - 1981 5191 31 3 -8 17

- = not available.

_Ol_
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(20 deaths per 284 births, or 70 per 1000 births) than for those delivered by attendants who
presided at 10 or more births (52 deaths per 1064 births, or 49 per 1000 births), though the
difference was not statistically significant. However, the highest rate was among the

32 babies delivered by one blind attendant, 8 of whom died from neonatal tetanus. These and
other, similar observations suggest that there may be substantial differences in the neonatal
tetanus mortality rates for children delivered by different untrained traditional birth
attendants. One might predict that these differences would be related to the practices used
by the attendants in perinatal care. If training could cause them to change their practices,
this should lead to significant changes in the incidence of neonatal tetanus.

Although many training programmes for traditional birth attendants have incorporated
some form of assessment of any changes occurring in participants' knowledge and attitudes
during the training course, there have been remarkably few good, long-term follow-up studies
of whether changes in knowledge, attitudes, or, more importantly, practices persist
subsequently (39).

In the Danfa Project in Ghana, it was noted that "since training, there has been a
steady increase in the use of sterilized blades which are provided in the TBA [traditional
birth attendant] kit (from 42% of births in 1974 to 68% in 1976, according to the special
birth questionnaire reports)” (35).. Also reported was a steady increase in the use of ‘
gentian violet to clean the cord rather than traditional substances such as local herbal
remedies and salt (35). 1t is not known whether these changes were sustained after the
project ended. This information would be especially interesting since a separate study of a
training programme for traditional birth attendants in Ghana reported that, out of
38 attendants trained, 6 had never used their UNICEF delivery kit since training, although,
when questioned, they all said that the kit helped them to assist in deliveries much more
efficiently and hygienically. Five had forgotten the use of 8 or more of the 18 items in the
kit (39).

The Lampang Project in Thailand (1974-79) included the training of traditional birth
attendants (42). In 1978, 86 trained attendants and 122 untrained attendants were questioned
about their midwifery practices (43). The trained attendants achieved significantly more
"correct” answers (P<0.01) to the questions relating to: their reported handwashing
practices, the instrument used to cut the cord and its pre-cleansing, and the management of
the cord after cutting, all of which should be related to neonatal tetanus incidence. In a
separate smaller study of 33 birth attendants trained under the Lampang Project and
18 untrained attendants, these findings were confirmed during interviews with the attendants
themselves. However, when mothers of recently born infants were questioned about the
practices actually used by the same birth attendants, it was found that some had resorted to
their former practices, though they had not reported this when interviewed. For example,

5 of the 33 trained attendants were reported by the mothers not to have brought their
midwifery kits when attending deliveries (44).

0f course, given the problems involved, it is unrealistic to expect training programmes
for traditional birth attendants to be completely successful. That they can, however, have
impressive results is clear from the reports presented elsewhere in this book. For example,
the evaluation by Neumann et al. of a project in Ghana mentions the considerable ‘success
achieved in persuading traditional birth attendants to send their clients for prenatal
examinations at the local health centre. A comparison by Swaminathan et al. of trained and
untrained traditional birth attendants in Andhra Pradesh has found the former much more
likely than the latter to report that their clients had received two doses of tetanus
toxoid. From Sierra Leone, Williams & Yumkella report that tests of traditiomal birth
attendants' knowledge and performance revealed a very satisfactory level of achievement in
most cases.

3.2 Studies of the impact of the training of traditional birth attendants on the incidence
of neonatal tetanus

The ultimate test of the effectiveness of the training of traditional birth attendants
in relation to neonatal tetanus is whether or not it helps to reduce the incidence and
mortality rates. Evidence on this comes from four major sources: studies of programmes
including both tetanus toxoid immunization and the training of traditional birth attendants
or the training only, case studies, and controlled studies.



- 12 -

3.2.1 Studies of programmes including both tetanus toxoid immunization and the training of
traditional birth attendants

There have been several studies of neonatal tetanus incidence in programmes in which
traditional birth attendants have been trained as part of a more comprehensive health
programme that also included tetanus toxoid immunization. The findings of three such studies
are summarized below. ' .

Serabu Hospital, Sierra Leone, started a primary health care programme in the ,
surrounding chiefdom in 1976 (7,45,46) in which a detailed longitudinal evaluation of the
 impact was included. As part of this, an annual survey by questionnaire of all women aged

15-44 years was conducted to establish the total and cause-specific infant mortality rates
during the previous 12 months. This was cross—checked in a sample of villages against
records of births and deaths kept by the clerk of the village health team and against an
annual census. The programme was based on the formation of village health teams (which
included all the traditional birth attendants) and their involvement in a process of mutual
education and active community participation. Traditional birth attendants were trained in
improved perinatal care and encouraged to refer pregnant women for antenatal care, which
included tetanus toxoid injections. Within one year of starting the programme in 11 villages
a highly significant (P<0.001) reduction was noted in both the mortality rate for neonatal
tetanus and the total infant mortality rate (Table 3).

Table 3. Infantlmortality by reported cause of death in
11 villages involved in the Serabu Hospital Village Health Project®

1979-80 . 1980-81
(no. of live births: 403) (no. of live births: 262)
Reported cause
of death No. of % of Rate No. of % of Rate .-
deaths total per 1000 deaths total per 1000
live births live births
neonatal tetanus 29 24 72b 3 7 11b
diarrhoea 20 16 50 6 13 23
fever/convulsions 23 19 57 12 27 46
measles 10 8 25¢ - - -
respiratory disease 3 2 7 1 2 4
meningitis 2 2 5 2 4 8
subtotal ‘ 87 71 216 24 53 92
don't know/other 36 29 89 21 47 80
Total 123 100 3054 45 100 1724

8 Sources: 7; D. A. Ross, unpublished information, 1983.
Px? = 11.41 (P<0.001).
©x? = 5,03.(P<0.025).
dx? - 14.28 (P<0.001).

Since then, this reduction in mortality from neonatal tetanus has been sustained, and
the rate has decreased virtually to zero (D. A. Ross, unpublished information, 1983). Any
. case that does occur in the programme now leads to a major inquest conducted by the relevant
village health team and the community itself. Unfortunately, the immunization status of
pregnant women was not included in the evaluation, though there was indirect evidence that it

had risen considerably.

The Bohol Project in the Philippines trained traditional birth attendants as part of a
comprehensive maternal and child health and family planning programme, which also included
tetanus toxoid immunization of pregnant women (47,48). By 1979 only 1% of all recorded
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births in Bohol had been conducted by an untrained traditional birth attendant (49). A dual

reporting system (48,49) revealed a highly significant reduction in deaths from meonatal
tetanus (Table 4).

Table 4. Neonatal tetanus mortality rates in Bohol Province, Philippines?

Deaths from
neonatal tetanus

No. of

Tear live births No. per

No. 1000
live births

1975 10 260 26 2.53b
1976 11 012 12 1.09
1977 11 849 8 0.68
1978 11 949 4 0.03b
1979 (Jan.=-June) 5 643 2 0.03

& Source: 49,
bx? = 18.2 (P<0.001).

However, the proportion of pregnant women receiving two doses of tetanus toxoid also

increased from approximately 40% in 1976 to approximately 60% in 1978 (49), and it should be
noted that the mortality rates at the start of the project (2.53 per 1000 live births in

1975) were already very low.

Also in the Philippines, a more general review of selected provinces showed that the
average number of neonatal deaths declined from 49 in 1973-75 to 41 in 1976-77 and to 29 in
1978 in provinces where 257 or less of the traditional birth attendants had been trained - an
cverall decline of 41%. In provinces where 40% or more of them had been trained, the
equivalent numbers were 41, 28, and 6 - an overall decline of 85% (49). Such figures, which
are not even expressed as rates, are difficult to interpret without knowing the tetanus
toxoid immunization rates, etc.

While the results of these studies are impressive, it is not possible to attribute them
to improved perinatal care resulting from the training of traditional birth attendants alone,
since the tetanus toxoid immunization of pregnant women was a ma jor objective of all three
programmes.

3.2.2 Studies of programmes including the training of traditional birth attendants, but not
tetanus toxoid immunization

There have been very few such studies since the effectiveness of tetanus toxoid
immunization was demonstrated in the 1960s. Programmes have, quite rightly, tended to
include immunization as well as the training of traditional birth attendants. In fact, it
would be unethical to withhold tetanus toxoid from a control group to allow such a study to
be conducted. This type of study could be conducted, therefore, only in an area of the world
in which tetanus toxoid is not yet available. There are now very few such areas.

A study of neonatal tetanus in Haiti included an annual census of the 10-square-mile
area surrounding the base hospital. As part of the 1972 census, all women were asked the
date of birth, present status, and, in the case of death, cause of death of all their
offspring. From this, the neonatal tetanus mortality rates were calculated for all periods
between 1940 and 1972 (9). The results are shown in Table 5, There was an appreciable
reduction in the reported neonatal tetanus mortality rate after the instruction of
traditional birth attendants started in 1948 and before tetanus toxoid became available
locally in late 1961, after which the rate declined dramatically. These data have been used
to support the hypothesis that the training of traditional birth attendants leads to a
reduction in neonatal tetanus (9), but it should be noted that the data are based on
restrospective questioning about events that occurred up to 30 years previously, and there
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Table 5. Neonatal tetanus deaths in rural Haitid,b

Neonatal tetanus
Period Characteristics of period . deaths per 1000
: o live births

1940-48 prior to national training programme 262,2
for traditional birth attendants :

1949-55 during training programme, prior to 220.5
availability of hospital treatment

1956-62 hospital treatment for tetanus, 136.9
training of traditional birth
attendants by hospital nurses

1963-66 immunization of pregnant women ) 78.5
clients in hospital clinics:

1967-68 immunization of women in market-— 35
places by hospital team

1969-70 immunization after door-to-door 5
invitation by community workers

1971-72 resident home visitor follow-up by 0
: hospital team .

a
Source: reference 9.

b Based on 2574 fertility histories, Albert Schweitzer
Hospital 23-village study, Deschapelles, Haiti, 1972,

was no adequate control group. Furthermore, a similar survey of the same area in 1968-69
reported neonatal tetanus mortality rates of 271.4 per 1000 live births for the period
1940-44, and of 204.7 per 1000 live births for the period 1945-49 (3). Thus, there appears
to have been a substantial decline before the start of any training of traditional birth
attendants. One may ask, however, whether a tetanus—specific neonatal mortality rate of more
than 250 per 1000 live births is credible. Unless all other causes of infant and child
mortality were very low in this area of rural Haiti in the 1940s (which seems exceedingly
unlikely), it is difficult to see how the population could have sustained itself in the
circumstances, let alone grown in number. .

A very interesting programme has been reported from the Thies Region of Semnegal (50,51),
which gives a three-week training course to women aged 35-45 selected by villages. (N.B.” It
is possible that these women are not true, practising traditional birth attendants, since, in
most parts of West Africa, such attendants are usually over 45.) After training, the women
are grouped together in one of three maternity centres, each of which serves a population of
between 3000 and 10 000 liV1ng in 5-40 v1llages. They work together in teams of 2-4 women in
48-hour shifts. :

It is not known if any population-based survey was done to establish whether the
incidence of neonatal tetanus had been affected by these measures. However, the following
results have been reported (50). During the first five years (1970-74) after the three
maternity centres had started functioning, 2335 deliveries were recorded in them. During the
same period, a review of all neonatal tetanus cases in the nearby hospital of Khombole
revealed a total of 36, only 3 of which were from villages involved in the programme. By
comparison, during 1964-65, a total: of 45 cases were admltted to Khombole Hospital, 38 of
which came from these villages. -

Either the incidence‘of neonatal tetanus had decreased in the programme villages, or a
much smaller proportion of the cases occurring in the programme villages were attending the
hospital in 1970-74 than in 1960-65. The former explanation is the more likely. The authors
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do not offer any explanation why the number of cases attending hospital from non-programme
villages had increased from 7 in 1960-65 to 33 in 1970-74. Although they state that tetanus
toxoid immunization and passive immunization of newborn children with antitetanus serum were
available in Senegal at the time of the study, they imply that coverage was likely to be low
in the study area (50). If the contribution of tetanus toxoid immunization was minor, then
this study provides fairly strong circumstantial evidence that training women and using them
as they were used in this Senegalese project can lead to a substantial fall in the incidence
of neonatal tetanus.

3.2.3 Studies of cases of neonatal tetanus

There have been several studies of hospital cases of neonatal tetanus, in which the
delivery attendant was identified retrospectively. A few examples of these were reviewed in
section 3.2.1 in which seme of the problems of interpretation arising in such studies were
pointed out. In two studies some of the deliveries had been carried out by traditional birth
attendants, both trained and untrained. In Indonesia, of 44 infants with neonatal tetanus
admitted to a hospital in Bandung, 40 had been delivered by traditional birth attendants
(23 trained, 6 untrained, and 11 of unknown status) and 4 by trained midwives (52). A
similar study in India (53) found that, of 50 patients with neonatal tetanus admitted to a
hospital in Gorakhpur, 33 had been attended by relatives and 17 by traditiomal birth
attendants (8 trained, 9 untrained).

These studies do not inform us whether the training of traditional birth attendants
decreases the incidence of neonatal tetanus, but only that it did not totally eliminate

neonatal tetanus among the children delivered by such attendants.

3.2.4 Controlled studies

A review of the literature revealed three controlled trials of the training of
traditional birth attendants and neonatal tetanus: one case-control study and two cohort
studies. The case~control study was conducted in rural Punjab, India (34) and covered
44 inpatients at a hospital in Chandigarh. The control for each patient was the first

 recently delivered child aged more than one month to whom the delivery attendant concerned
chose to take investigators - invariably a healthy infant. All the patients had been
delivered by traditional birth attendants (31 untrained, 6 partially trained, and

7 trained). However, since patients and controls were matched for delivery attendant, it is
impossible to analyse the relative risks involved in delivery by a trained or by an untrained
attendant. The study also reported that the aseptic measures taken by most of the trained
‘attendants were as casual as those taken by the untrained ones, both at the time of delivery
and in the subsequent care of the umbilical cord. Obviously the extremely small numbers of
deliveries by each subgroup mean that these worrying findings must be interpreted cautiously.

A small study of the outcome of 283 births attended by hospital midwives (18 births),
trained midwives (115 births), partly trained "bidan kampung" (121 births), and untrained
attendants (29 births) was conducted as part of a detailed study of traditional birth
attendants (4 tralned or partly trained, 2 untrained) in rural Malaysia (37). The author
reported that "there is no doubt that the partly-trained bidan kampung are e less unhygienic
with regard to cutting and dressing the cord than the untrained bidan kampung. Not only have
they discarded the sembilu (sliver of bamboo) and replaced it with a pair of scissors, but
they have also discarded the traditional cord dressings for flavine-in-spirit"” (37). The
neonatal mortality rates, perinatal mortallty rates, and neonatal tetanus mortality rates
were established for children delivered by untrained attendants, partly-trained attendants,
and trained midwives., All these rates were highest among births attended by untrained
attendants, intermediate among those attended by partly trained attendants, and lowest among
those attended by trained midwives. For example, the neonatal tetanus mortality rates per
1000 live births were 34, 12, and zero respectively. Because only the rates are reported and
the number of live births on which these rates are based cannot be the same as the total
number of births in the study, statistical tests cannot be done on these data, but since the

"rates must be based on a maximum of 5 deaths in any one group, there is no likelihood of
these differences being statistically significant.

The largest and most recent controlled trial was conducted in rural Bangladesh (22).
Nine unions (administrative areas) were randomly selected for study. In three of then,
traditional birth attendants were trained (the TBA area), in three others tetanus toxoid was
given to pregnant women (the toxoid area), and the remaining three served as the control
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area. A total of 2482 women were included in the study, each of whom gave birth to a
liveborn infant. "Of these, 713 were delivered by trained TBAs [traditionmal birth
attendants]. 771 were immunized against tetanus (two doses) and the remaining 998 were
attended by untrained TBAs or relatives and did not receive tetanus toxoid."(22)

The women in the three groups were reasonably comparable in terms of age, age at first
marriage, and age at menarche. The average number of living children, number of pregnancies,
and age of the last child were all lowest in the TBA area. The toxoid area was intermediate
and the control area highest in terms of median age of the last child and mean number of
pregnancies, but this order was reversed for the median number of living children. The
relationship between the mean number of pregnancies and the median number of living children

~ should reflect the extent of pregnancy wastage which may, therefore, have been higher in the

toxoid area than in the TBA area.

The results are presented in Table 6. (The tests of statistical significance were
performed by the author, using the X 2 test, and it was assumed in the calculations that
there were no multiple pregnancies.) It can be seen that both the total neonatal mortality
rate and the neonatal tetanus—specific mortality rate were very significantly lower in both
the TBA area and the toxoid area in comparison with the control area. At face value,
therefore, this study provides very strong evidence that training traditional birth
attendants, even without tetanus toxoid immunization, can lead to a highly significant
reduction in both the neonatal mortality rate from tetanus and the total neonatal mortality
rate. However, there are some omissions from the published report of this study (22) that
make it difficult to assess the likely validity of its results.

'

(a) No pre-intervention information is presented. The fact that several demographic
characteristics of the women were similar in the three areas and that the nine
unions were assigned to the three groups at random decreases the likelihood of the
three areas being substantially different in terms of neonatal mortality rates by
each cause before intervention. On the other hand, the lack of pre—intervention
data means that at least part of the differences observed between the three areas
may have predated intervention. It should be noted that the proportion of all
deaths due to neonatal tetanus in the TBA area (4 out of 17 = 24%) was only
marginally lower than the corresponding proportion in the control area (24 out of
85 = 28%). Obviously this may have been due to the training of traditional birth
attendants having reduced neonatal deaths from other causes as well as tetanus.
Alternative hypotheses would be that the areas differed substantially before
intervention, or that the detection rate of all neonatal deaths was higher in the
control area than in the TBA area.

(b) No information is given on the criteria for the inclusion of women in the three
study cohorts or for exclusions. For example, if women in the TBA area had
previously been immunized with tetanus toxoid, were they excluded?

(c) It is not indicated how the live births, neonatal deaths, and causes of death were
identified, whether the method used was similar in the three areas, and whether any
checks were performed for observer error within or between findings.

(d) The time interval between the training of traditional birth attendants ard the
study is not stated, and no details of the duration or content of the training and
supervision are given.

(e) It is not clear what other health care services were available in the three areas.

Even if all these potential flaws in the study did not lead to biases sufficient to have
altered the results substantially, it is important to note that the results appear to be
based upon those individuals within each of the two intervention areas who were actually
subject to the intervention (see above). For example, all 771 women in the toxoid area study
group had received two doses of tetanus toxoid. In a service programme, some women in an
area in which tetanus toxoid immunization was made available would receive two doses, some
one, and others none. Thus the study's results relate to an ideal situation in which total
coverage is achieved, rather than the more wsual situation in which coverage is only partial.



Table 6.

Neonatal deaths in the three areas of a field trial in rural Bangladesh@

Control area TBA area Toxoid area
Cause of death Neonatal deaths . e Neonatal deaths s e Neonatal deaths g
. Significance Significance Significance
c c c
No. % . Rateb test No. % RateD test No. % Rateb test
Tetanus 24 28.2 24.0 1, 2 4 23.5 5.6 1 1 3.3 1.3 2
Birth injury 13 15.3 13.0 3, 4 3 17.6 4.2 3 9 30.0 11.7 4
Respiratory distress
syndrome 12 14.1 12.0 5, 6 2 11.8 2.8 5 9 30.0 11.7 6
Respiratory infection 17 20.0 17.0 7, 8 4 23.5 5.6 7 8 26.7 10.4 -8
Others 19 22,4 19.0 9, 10 4 23.5 5.6 9 3 10.0 3.9 10
All causes 85 100.0 85.2 11, 12 17 99.9 23.8 11 30 100.0 38.9 12
No. of women 998 713 771
2 Source: 22.
b Per 1000 live births.
¢ Key: 2, 11, 12 P<0.001
1, 10 P<0.01
9 P<0.05
3, 4, 5, 6, 7, 8 P>0.05

_LL__
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3.3 Discussion and conclusions

In countries where traditional birth attendants are numerous, the theoretical case for
training them is strong and includes the argument that their training should lead to a
reduction in the incidence of neonatal tetanus, a disease that is strongly associated with
poor perinatal care. With proper training and supervision of traditional birth attendants,
it should be possible to ensure an improvement in hygienic care of the umbilical cord both at
delivery and during the postnatal period. Since traditional birth attendants perform a large
proportion of deliveries in most developing countries, their training in sufficient numbers
should make a major contribution to reducing the incidence of neonatal tetanus, as well as
having other very important effects on the health of both mothers and infants.

As this review has demonstrated, evidence that, by itself, the training of traditional
birth attendants does lead to a reduction in neonatal tetanus incidence in practice is by no
means conclusive. None of the relatively few studies which have been published on this top1c
to date stands up to detailed methodological scrutiny, though the vast ma]orlty are
encouraging rather than discouraging.

The need for further research on the effects of such training that could stand up to
scientific scrutiny would appear to be compelling. It is essential for more rigorous field
studies to be conducted on the long-term effectiveness of training in changing the knowledge,
attitudes and practices of traditional birth attendants.

Two longitudinal intervention-control studies of the training of traditionmal birth
attendants currently in progress in southern Sierra Leone show what could be done
(Edwards, N., personal communication). In the first, a group of urban-trained attendants are
being compared with untrained attendants in a prospective cohort study. In the second,
attendants have been randomized to receive either rural-based training or no training, and
then followed up. The data being examined include infant mortality rates, neonatal tetanus
mortality rates, antenatal clinic attendance rates, and the number of family planning
acceptors recruited per attendant. However, such studies are both time-consuming and costly,
since they involve keeping very large numbers of women under surveillance for several years.
It may be possible to use a retrospective case—control study design to test the impact of the
training of traditional birth attendants on neonatal incidence in areas where some attendants
are trained and others are not. This would probably be much cheaper and less time—consuming
than a longitudinal cohort study. Whichever study design is used, knowledge of the
immunization status of the mothers will be essential, as this is a major potential
confounding factor.

Although tetanus toxoid immunization can be viewed as a potential confounding factor in
the type of epidemiolological study described above, it is, of course, a potential strategy
for preventing neonatal tetanus-in its own right.

There is conclusive evidence that tetanus toxoid immunization, either of all pregnant
women or of all women of child-bearing age, can eliminate neonatal tetanus (3,10,15). The
major problems with tetanus toxoid immunization are logistic. . It requires a_lz;gz:écale,
efficient infrastructure, if it is to succeed in bringing viable vaccine to a sufficiently
large number of recipients. Such an infrastructure does not always exist, especially in the
rural areas of developing countries, which are both where most tradltlonal birth attendants
practise and most of the world's population still live.

Obviously the training. of traditional birth attendants and tetanus toxoid immunization
are not mutually exclusive strategies. In fact it would seem logical for the training
programmes to emphasize the importance of tetanus toxoid immunization and teach the
participants to encourage women to receive it. This might be achieved by referring women to
antenatal clinics, by persuading women to assemble for mass campaigns, or by having the birth
attendants themselves take a more active role in immunization. It is advisable to employ a
strategy of combining tetanus toxoid immunization and the training of traditiomal b1rth
attendants in the prevention of neonatal tetanus.

Perhaps the most important study that should be conducted on the health impact of the
training of traditional birth attendants, therefore, would be one in wh1ch the impact of
tetanus toxoid immunization alone was compared with the impact of a programme combining
tetanus toxoid immunization with such training, to establish whether the addition of the
training component was associated with an incremental decline in tetanus-—specific neonatal
mortality or total neonatal mortality.
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In conclusion, it should be stressed once again that the improvement of practices
affecting the umbilical cord is not the only potential benefit from the training of
traditional birth attendants. The training programmes include many other components such as
identification and referral of at-risk pregnancies, management of labour, management of
delivery, maternal and infant nutrition, etc. (41), all of which would help to improve the
health of mother and child, if training and supervision were effective.
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AN EVALUATION OF DAI TRAINING IN ANDHRA PRADESH

M. C. Swaminathan, A, Nadamuni Naidu & T. Prasanna Krishnal

1. Introduction

The traditional birth attendant, termed dai in India, plays a very significant role in
midwifery practice in almost all developlng‘countries. It is estimated that the dais deliver
50-60% of the infants born in rural areas of India. Apart from considerations of tradition
and culture, the dai's nearness and easy availability to the community make her the most
suitable person for or conducting deliveries in rural areas. In addition, she plays an
important role in providing assistance and guidance to rural women before and after delivery,
including domestic help during the prenatal, natal, and postnatal periods.

India -is among the developing nations that recognize the traditional birth attendants'
important contribution to the community, and it has initiated training programmes for them in
an effort to integrate their services with the existing health infrastructure in order to
provide better maternal and child health care. The main objectives of these training
programmes have been: :

(a) to improve maternal and child health services in rural areas so as to reduce infant
and maternal mortality, by equipping dais to do their work in a systematic and
scientific manner; and

(b) to involve dais in family planning as a means of promoting the concept of the small
family as the norm in rural communities.

The scheme for training dais was first introduced during the ‘second five-year plan 'in
1957, with UNICEF assistance, as a central sponsored programme in the '‘area of maternal and
child health. The scheme was continued in each of the subsequent five-year plans up to’
1977. During the fourth plan (1969-74), the scheme was transferred to the family planning
programme., '

In the second five—year plan (1957-62) about 15 000 dais were trained. Another 12 000
were trained during the third plan (1962-67). During the fourth plan (1969-74), as against a
target of 40 000, only 16 500 dais were trained. The total number of dais trained up to
1977-78 in the fifth plan was about 65 000, During the sixth plan (1978- 78-83), the aim was to |
ensure that there would be one trained dai for every village in the country.

In the past, the duration of the training course for dais was 6 months; they were paid
a stipend of Rs 3 per day, and they were not provided with -maternity kits. Perhaps these
factors partly explain their lack of enthusiasm for training. However, the fact that a large
number of them voluntarily underwent training was a clear indication of a positive attitude
towards the organized rural health services.

Since the fifth five-year plan, the duration of training has been reduced to one month.
Only 2 days a week are spent at the subcentres for instruction, demonstrations, etc. '
Trainees spend the other 4 weekdays in the field under the active supervision of female
health workers and health assistants. The stipend has been raised to Rs 300 per month, and
at the end of training each trained dai is provided with a maternity kit free of charge. In
addition, she is entitled to receive a payment of Rs 2 for every delivery she conducts,
provided the case has been registered at the subcentre, primary health centre, or maternal
and child health centre.

Today, trained dais in rural ‘areas are in a position to undertake voluntary work in
maternal and child health family planning, and nutrition in the community. Auxiliary nurse
midwives and lady health visitors are required to provide them with technical support and
guidance on their day-to-day activities. The tasks expected of the dai are:

1 The authors are attached to the National Institute of Nutrition, Indian Council of
Medical Research, Hyderabad, India.
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(a) to register every pregnant woman she contacts at the subcentre or primary health
‘centre;

(b) to provide antenatal, natal, and postnatal care to mothers;

(¢) to educate mothers so that they attend a nearby subcentre for regular check-ups,
tetanus toxoid immunization, and nutrition education;

(d) to ensure aseptic arrangements for home confinements;

(e) to refer pregnant mothers to a primary health centre in the event of any
complication or any problem beyond her competence;

(f) to educate and motivate mothers on the concept of the small family, and advise them
about the availability of family planning services at the subcentre and primary

health centre;

(g) to educate mothers about breast-feeding, weaning, immunization, and spacing between
children;

(h) to report vital events relating to mother and child to the health centre concerned;

(i) to educate every pregnant woman to take iron and folic acid tablets as prescribed;

(j) to inform mothers about the availability of medical termination of pregnancy;

(k) to coordinate her work with a subcentre for early registration, regular tests, and
check—ups of mothers and children, postnatal visits of health workers and health
assistants, and family planning motivation; and

(1) to apply for replenishment of the maternity kit, when necessary.

2, Objectives and methodology

The authorities responsible for the dai training programme, which has been funded by the
United Nations Fund for Population Activities since 1978, required its effectiveness to be
evaluated after an appropriate period. The Government of India entrusted the evaluation to
the National Institute of Health and Family Welfare.

The main aim was to evaluate the quality of the dais' training, their present
functioning, changes in their practices, their collaboration and coordination with health
service personnel, and community perception of their services. Another aim was to assess the
performance of health workers in relation to the training and technical guidance of dais.

The evaluation encompasses dai training in the 16 major states of the country. This
report deals with the study conducted in the state of Andhra Pradesh. A uniform methodology
was adopted for all states.

2,1 Sampling design

At each stage of selection, a simple random sampling procedure was followed. 1In
Andhra Pradesh the districts of Medak, East Godavari, and Anantapur were selected, From each
district 4 primary health centres were selected. On the basis of the available records of
each of the 4 centres, the villages in its area were categorized into 3 groups:

— The headquarter village of the primary health centre

— Villages with subcentres

— Remote villages (more than 5 km from either the primary health centre or a subcentre),
Sampling frames were established for both trained and untrained dais for each category

of village, respondents being selected as follows: 1 trained and 1 untrained dai from the
headquarter village; 2 trained and 2 untrained dais representing villages with subcentres;
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and 3 trained and 3 untrained dais representing remote villages. Also interviewed were
district medical and health officers, district public health nurses, medical officers of
primary health centres, auxiliary nurse midwives, and mothers delivered by dais. The number
interviewed in each category and other details are given in Table 1.

Table 1. Selection of respondents and numbers interviewed

I. Total number of districts: 23
Selected districts: 3: Medak, East Godavari, and
Anantapur
II. Name of district Total number of Selected primary
’ primary health centres health centres
Medak 15 4:; Atmakur, Mogadampally,
Tekmal, and Pullur
East Godavari 28 4: Obulanka, Kotikesavaram,
Kundur, and Indukurpet
Anantapur 22 4: Chenna kottapalli,
Kottacheruvu, Roddam, and
Rolla
III. Type of personnel interviewed Number Number
expected interviewed
. district medical and
health officer/district
public health nurse 3 3
. primary health centre
medical officers 12 12
» auxiliary nurse midwives/
female health workers:
trainers 24 17
non-trainers 24 ‘ 16
. dais:
trained ‘ 72 .67
untrained 72 67
. mothers delivered by
the selected dais 720 637

2.2 Data collection

One senior investigator and two junior investigators were assigned to each district.
The investigators stayed at the headquarter primary health centre and visited the selected
villages, using the centre's vehicle. During the survey the investigators were frequently
monitored by the authors of this paper. Most of the data were collected with the help of
6 standard schedules. Because the training programme was suspended during the period of the
survey, observation was limited to the kit and other training and educational materials.
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2.3 Problems in the field

The investigator had to devote considerable time to establishing the list of trained and
untrained dais in each primary health centre. Apart from this, no other difficulty in the
collection of data was reported by the investigators.

The investigators reported that, in all places surveyed, the primary health centre's
staff, the dais, the mothers, and the members of the community were very cooperative,

3. Profile of dais

Data on the age, marital 'status, religion, caste, education, family occupation (main and
secondary), and income of both trained and untrained dais were collected and then analysed
separately according to training status and type of village studied. For none of the
characteristics studied were any significant differences, observed, either by training status
or by type of village studied. A general profile of all the dais studied is presented in
Table 2. —_—

Among the dais studied, 597 had stated that "dai" was their traditional family

occupation. Most of the others said either that they had made their own way into the
profession or that they had been introduced to it by close relatives who were themselves dais.

Most subjects reported "dai” as their main occupation. Twelve per cent were landless
agricultural labourers, and around 27 were farmers. The secondary occupation of 45% of the
dais was found to be that of landless agricultural labourer; the rest were housewives or
engaged in household industry, etc., when not acting as dais.

The average monthly income of the family was found to be Rs 200, ranging from Rs 50 to
Rs 1000. Most of the families (46%Z) had an income of between Rs 100 and Rs 200, and around
227 had one of between Rs 200 and Rs 300.

4, Organization of dai training

4,1 Targets and achievements

According to the medical officers of the primary health centres, 75-100% of the target
for training had been achieved in all three selected districts over the 3-year period 1978-81
(Table 3).

4.2 The trainers

Of a total of 33 female health workers interviewed, all but 2 were currently married or
had been widowed. All of them had school beyond middle-school level, and many had higher
secondary education. Their average length of service was 11.5 years. Only 5 of them had
fewer than 5 years of service. No differences were observed in the profile between the
trainers and the non-trainers.

Out of the 33 health workers selected for the study, 17 had had experience of training
dais. A total of 59 groups, each consisting of between 15 and 28 dais, had been trained by
these workers. One or more groups had been trained by each trainer, and the majority had
trained more than 4 groups.
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Table 2. Profile of dais

Number surveyed : 134
Trained H 67
Untrained : 67
Mean age (years) : 42,7
Marital status:

currently or ever married : 100%

widows : 28%
Average number of living children : 4,2
Educational status:

illiterates : 927

others : 8%
Traditional family occupation as dai - : 59%
Experience as dai (years):

mean : 12.4

range s 3-15
Monthly income of family (rupees):

mean H 200

range : 50 - 1000
Religion:

Hindu : 85%

Muslim : 4.57

Christian : 10.5%
Caste:

middle caste : 50%

scheduled tribe : 26%

scheduled caste : 21%

high caste 3%




Table 3. Targets and achievements with respect to number of

dais trained

(medical officers' responses)

Districts

Year Medak East Godavari Anantapur
Targets Number % achieve- Targets Number % achieve- Targets Number % achieve-
trained ment trained ment trained ment
1978-79 26 26 100 19 19 100 28 28 100
1979-80 26 26 100 15 14 93 21 21 100
1980-81 18 18 100 25 19 76 18 18 100

_LZ_
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4,3 Selection of dais for training

In all three districts surveyed, it was reported that a complete list of dais in each
village in the area was available. Fifteen of the trainers reported that a list of dais was
available at the subcentre level. According to the medical officers of the primary health
centres, existing guidelines were used when selecting dais. Age, experience, competence,
popularity with the community, and residence in remote villages were the main criteria. The
female health workers also considered competence and popularity with the community to be the
main criteria used in selecting dais for training. The fact that no complaint or
representation was received by the authorities from any source about the selection of dais
for training indicates the extent of community support regarding the choice of candidates.
However, in one of the districts, the untrained dais complained about their omission from the
course. The authorities were able to explain to them that they would have to await their
chance. '

The female health workers had been the dais' source of information about the training
programme in most cases (79%), and most of the dais who underwent training (77%) stated that
these workers had also been mainly responsible for motivating them to join the training
programme, It is of interest to note that dais who had already been trained were mentioned
as the source of information in only 1.5% of cases, and in only 21% of cases was the
community mentioned as a factor motivating dais to take the training course.

4.4 The training process

To help the trainers in their task, copies of guidelines and schedules had been
distributed. The guidelines stated that the total duration of training for dais would be
30 working days. Each dai would attend the primary health centre or subcentre twice a week;
on the remaining days she would accompany the female health worker on home visits. The
training lasted 4 weeks. The frequency of each type of training (e.g., home visits), as
reported by dais, is shown in Table 4. Most (90%Z) of the trainers said the frequencies were
as prescribed in the guidelines. However, the data in Table 4 are not consistent with the
guidelines,

Table 4, Frequency of each type of training
(percentage breakdown of dais' responses)

Type of training

Frequency
Classroom Home Clinical (subcentre/primary
teaching ' visits health centre) teaching
daily 32.3 0.0 ' 30.9
twice a week 44,6 35.1 16.4
more than twice a week 23.1 . 64.9 52.7

Information was elicited from dais and trainers on the content and methods of the
training course, According to the trainers, the topics dealt with during training were:
aseptic measures, general health check-ups of mothers and children, immunizations, management
of labour, preparation for home confinement, and family planning methods., Their responses
showed that the training programme emphasized the importance of sterilization of instruments,
personal hygiene, immunization of baby and mother, preparation for home confinement, and
family planning methods like the oral pill, the intrauterine device, and the condom.

However, less emphasis was placed on the need for regular antenatal care and check-ups, the
importance of a balanced diet, and the health of the baby. The differences in emphasis
probably reflect the normal perceptions, attitudes, and practices of the female health
workers and show the need to improve the trainers' awareness of the importance of some topics.
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According to the trainers, the method used most commonly to ensure that trainees had
acquired sufficient skill and understanding was to ask questions during and after the
lessons. Not infrequently the trainees were also observed by trainers when conducting a
delivery in the field. Other methods of evaluation included discussions, practice
demonstrations, and oral tests at the end of training. The primary health centre medical
officers involved in the training also evaluated the training programme, using such criteria
as the number of deliveries conducted after training, performance as reported by auxiliary
nurse midwives, and performance as assessed by personal follow-up of trained dais.

5. Various beliefs and practices noted by trainers

The trainers were asked to state any strange beliefs and practices they had observed
while giving training to dais. To judge from the responses, it was not uncommon for dais to
believe that mothers should restrict their intake of food and water before and after
delivery, should keep themselves active doing domestic work to ensure a safe delivery, should
give birth in a poorly ventilated and dark room "to avoid air getting in", should not
breast-feed on the first day of delivery, should not accept immunizations (on the ground that
they were useless), and should not take iron or folic acid tablets since (the dais believed)
they caused "hardness" to babies.

The trainers also reported that, commonly, dais used unsterilized devices to cut the
cord, cut it only after the placenta had been expelled, gave castor o0il to newborn babies,
and believed that "averting birth is a sin".

6. Efficacy of training

The effects of training on the performance of dais were assessed by questioning trained
dais as well as trainers. Information on the guidance and assistance received from
supervisors, particularly in relation to the problems encountered during and after the period
of training, was obtained from the supervisors themselves. All the trainers had sufficient
experience and competence to undertake the training, and their attitude towards training was
very favourable. They perceived it as a means of improving maternal and child health
services by promoting the use of aseptic techniques and better management of normal and
difficult labour. 1In their view, the most important functions of the dai were early
identification of complicated cases and other preventive procedures during pregnancy, and
promotion of family planning.

The trainees reported that almost everything relating to the better functioning of
maternal and child health services had been explained or had been the subject of
demonstrations. Very few dais stated that they had not been instructed in the registration
of pregnancy cases (3%), check-up procedures (1.5%), the anatomy of female organs (4.5%),
referral procedures (4.5%), care of the perineum (4.5%), care of the newborn (3%), family
planning methods (1.5%), the reporting of births and deaths (1.5%), nutrition for mother and
child (1.5%), and immunization for mother and child (3%). On the other hand, larger
proportions had missed demonstrations of the testing of urine samples (33%), the preparation
of an enema (16%), and the use of family planning methods such as jelly and foam tablets
(65%). It is relevant to note that a good proportion of the trainees (30%) stated that one
of the improved midwifery practices taught was the need to observe aseptic techniques and
personal hygiene.

6.1 Tests of attainment

Nearly 90% of trainees stated that oral tests had been given during training, especially
on care of the cord, aseptic techniques, etc. However, much smaller proportions reported
that demonstration tests had been given. Only 40% reported having been given a demonstration
test on conducting normal deliveries., There seems to be a need for more tests in the form of
practical demonstrations of the knowledge of trainees. Even if delivery cases are not
available for demonstration, pregnant and lactating mothers can be utilized. There is thus a
need to improve the training of trainers on these aspects of testing the knowledge and
practice of the trainees. The same applies to the preparation of lessons. Nearly 35% of the
trainers stated that they had not prepared lessons, explaining that it was unnecessary for
them to do so because they were experienced personnel. The knowledge, attitudes, and
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practices of trained and untrained dais were assessed with regard to aseptic techniques,
prevention of sepsis, and immunization ion of babies. The results showed that trained dais were
significantly more likely to boil the cord-cutting instrument ‘and take steps to ensure ure the
immunization of babies.

6.2 , Performance assessment

The average number of deliveries conducted in the 3 months following the end of training
was reported as 5 by trained dais and as 3.5 by untrained dais. Most deliveries were
conducted without the help of the local female health worker. However, the proportion of
trained dais who reported the presence of the health worker (20%) was double the proportion
of untrained dais who did so (9.5%).

As a result of their training, it was expected that dais would provide better antenatal
and postnatal care to their clients. In the event trained dais contacted an average of
5.4% of their clients during the early months of pregnancy, whereas untrained dais contacted
an average of 3.5%. Trained dais were also more likely than were untrained dais to report
that their clients had received two doses of tetanus toxoid (72% as against 51%),
prophylactic treatment for anaemia (67% as against 28%), a regular check-up at the subcentre
or primary health centre (45% as against 15%), and advice on various other aspects of
antenatal care.

The proportion of dais reporting that they had referred cases to subcentres was
significantly greater for trained than for untrained dais, though referrals were rare for
both groups. The details are shown in Table 5. Trained dais were also more likely to report
the motivation of mothers to accept sterilization (48% as “against 24%), though they reported
few referrals for the pill, intrauterine devices, or condoms.

Table 5. Referrals of mothers by dais in preceding year

Percentage of Average number of cases
dais reporting referral ;eferred by each dai
Trained Untrained Trained Untrained
Referred to:
subcentre 43,3 16.92 5.22 3.32
primary health centre/hospital 11.9 9.2 3.75 3.90
private doctor 6.0 1.5 - 5.00 3.50

P<0.001.

Information on the practices of trained and untrained dais at the last births attended
were also collected from the mothers concerned. The findings presented in Table 6 suggest
that training did indeed improve the advice given to mothers about antenatal care. According
to the mothers, trained dais had also been more than twice as likely as untrained dais
(74% versus 34%) to boil equipment, more likely (92% versus 76%) to wash their hands, and six
times more likely (57% versus 10%) to use scissors to cut the cord.

Questioned on the subject, 95% of the mothers expressed satisfaction with the
performance of their dais, both trained and untrained. This is probably because dais
traditionally look after the needs of pregnant mothers and are easily accessible, “whether or
not they have been trained.
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Table 6. - Percentages of trained and untrained.dais who advised
- mothers about antenatal care, as reported by mothers

Subject of advice Trained dais Untrained dais
tetanus toxoid 51.7 25,13
prevention of anaemia 46.6 19.14
home confinement 69.8 54,48
regular check-up 49.3 23,34
personal hygiene 18.2 65.92
feeding the baby 80.9 69,52
care of cord 82.4 73.82
immunization . 70.2 47.48
family planning 49.0 27,28
a
P<0.001.

7. Relationship between dai, health service personnel, and community

7.1 Dais and health service professionals

It was reported that 100% of the trained dais from villages with primary health centres or
subcentres, and 92% from remote villages, were in contact with primary health centre staff,
usually the auxiliary nurse midwife. By contrast, only 63% of the untrained dais from
villages with primary health centres or subcentres, and 44% from remote villages, were in
contact with primary health centre staff. ’

Dais were asked to state their reasons for contacting health service personnel. The most
common reasons were to register women for antenatal care, to obtain help with complicated
deliveries, and to learn how to manage difficult labour. It is interesting to note that
16% of the trained dais contacted health service staff to learn how to manage difficult
labour, compared with 10% of untrained dais.

Data were collected from mothers on visits of health workers, at the request of dais,
during deliveries. It was clear that trained dais were more likely than untrained dais to
request such visits.

Dais were asked to state the type of help they gave to health service personnel, Among
trained dais, 24% said they helped in the registration of women for antenatal care, 137% in
conducting delivery, 6% in the immunization of mothers and children, and around 5% in
postnatal care following deliveries conducted by health workers. In contrast, 61% of
untrained dais said that they did not give any help to the health worker.

Dais were asked to say why they sought assistance from the health service. Of the
92.5% of trained dais who had sought help, 21% said they did so for cases of
bleeding/postpartum haemorrhage, 10% for unspecified complications, and 57% for other
reasons, mostly related to maternal and child health. Of the 52% of untrained dais who had
sought help, 12% said it was for cases of bleeding/postpartum haemorrhage, 9% for unspecified
complications, and 28% for other conditions mostly related to maternal and child health.
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Both trainers and non—trainers said they had good cooperatlon from all the tralned dais,
but 3% of trainers and 38% of non-trainers said they were "not getting cooperation” or had
"no contact” with untrained dais.

Of trained dais, 54% said they informed the health worker of babies needing
immunization, 30% said they accompanied mothers for immunization of babies on the clinic
days, and 80% said they checked later about the immunization of babies. All the percentages
were considerably lower for untrained dais. It was observed-that dais were not able to state
the proper reasons for enquiring about immunization, which suggests a need to educate them
about its benefits.

A substantial proportion (42%) of trained dais reported problems in getting their kits
replenished.

7.2 Community perception of the dai's services

Only 13% of dais said they had any problems about the acceptability of their services by
the community. According to the mothers interviewed, dais were virtually always available
when they were needed and their services were satisfactory.

Asked to state the reasons for their satisfaction with the services of a dai, 63% of
mothers attended by trained dais and 53% of those attended by untrained dais gave such
reasons as. "looks after me properly and is helpful", “cooperative, affectionate, and good
natured”, "family dai" or "related to family"”, "easily accessible”, etc. The same proportion
(27%) of mothers attended by trained dais and of those attended by untrained dais said they
were satisfied because of the care given ven at delivery by the dai, and mentioned such reasons
as "executes delivery nicely/early/smoothly”, "takes good care of baby and mother”, etc.

Most (63%) of the mothers surveyed said they had known their dai for more than 7 years.
A further 20% had known their dai for 5-7 years.

Although most (78%) of the trained dais said no professional jealousy had been shown
towards them by untrained dais in the v1llage, 21% said such jealousy was present.

8. Payments and incentives

The majority (84%) of trained dais reported that they received a stipend in the range of
Rs 250-300 during training. Others received less. The timing of payments varied from
immediately after training (24%) to three months after (27%). A minority (30%) of the dais
said they received an incentive from the primary health centre for registering women
receiving antenatal care. Only one dai reported having been paid (about Rs 2) for actually
providing. antenatal care, and most had received nothing for providing postnatal care.

The average amount received from mothers attended by trained and by untrained dais for
delivery services at the last birth was Rs 6-60 and Rs 6-70 respectively.

When asked to state whether they had given anything in kind for the dai's services,
73% of mothers attended by trained dais and 68% of those attended by untrained dais said they
had not given anything in kind for services rendered at the most recent birth. According to
20% of the mothers, remuneration in kind consists mainly of grain or clothes.

9. Further training

Only about 20% of trained dais expressed a need to undertake further training, but most
of the trainers said there was a need for retraining. Suggestions about its duration varied
from a week to 3 months. Seven of the trainers said the dais needed retraining after an
interval of 3 years or more.

Most of the female health workers, both trainers and non-trainers, expressed a liking
for the work of training dais, and most of the trainers felt competent to do so. The one or
two who did not like this work said either that it was an additional responsibility without
remuneration, or that they were too young to give training to elderly ladies.

According to most of the trainers, the methods and techniques adopted for training the
dais, including methods of evaluation, were adequate.
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10. Conclusions

In the state of Andhra Pradesh the annual number of dais trained at each primary health
centre was small. However, the target had been achieved. The selection of dais for training
had followed prescribed guidelines, the main criteria being competence, popularity, and
location in remote villages. Experienced, willing, and competent personnel had been involved
in the training, and in general they had followed the guidelines provided for the purpose.

Stipends were paid more or less regularly during the period of training. However,
payment for deliveries conducted by dais in cases they had registered earlier at the primary
health centre or subcentre was said to have been irregular. While the facilities for
.teaching, such as seating, etc., were reported to be adequate, some problems had been
encountered with regard to the supply and availability of maternity kits, teaching aids, and
materials such as fetal dummies or dolls.

While lectures and explanations were utilized by trainers, more emphasis seems to have
been given (sensibly, in view of the educational level of the dais) to practical
demonstrations, particularly with regard to the anatomy of the female organs, the conduct of
delivery using aseptic techniques, and commonly used family planning methods.

In accord with the guidelines issued for the training programme, oral tests were used
for evaluation, together with practical tests in the case of subjects such as management of
labour, family planning methods, and the testing of urine samples for albumin and sugar.

The effect of training on the dais' subsequent performance was mainly assessed by
questioning trainers on their observations, and mothers on their experiences. The findings
indicate that:

(a) Contact between dai and health worker increased considerably after training,
particularly in connection with the delivery of maternal and child health services
such as the registration of pregnant women, antenatal and postnatal care,
management of labour, immunizations, care of the newborn, etc.

(b) Wwhile the training programme emphasized the use of all the commonly available
methods of contraception, except for jelly and foam tablets, and while the dais
seemed to be fully aware of them, they were not able to do much to encourage the
use of these methods. On the other hand, they appeared to have been relatively
successful in motivating women to accept sterilization,

(¢) The collection by dais of data on births and deaths showed no improvement as the
result of training. However, more careful follow-up studies would be needed to
yield valid conclusions on this point.

11. Recommendations

Though the programme envisages the training of popular and experienced dais, it may be
necessary to imitiate training for young women in the area, who, though they may not be
popular and experienced, are willing to undertake training either as a means of entering a
traditional occupation or even as preparation for a new one.

While the study indicates overall satisfaction with the availability and use of
facilities, training needs have yet to be fully met, particularly in terms of educational
1ids like fetal dolls, dummies, models, etc. It is of course necessary to make adequate
provision for stipends, accommodation, payment for registered deliveries, ete.

Although flexibility should be permitted in choosing the type of training programme and
its content, most training should take place outside the classroom, in actual field
situations. In cases when this may not be practical, the use of role-play should be
emphasized. However experienced the trainers, the available guidelines should be followed in
the preparation of lessons and the programming of training. 1In this connection it may be
helpful to provide trainers with a suitable manual.

Training should give more emphasis to promoting up-to-date attitudes to family size,
nutrition, and other matters that have a bearing on the overall welfare of the family.
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The study makes it clear that the follow-up of training was very poor. The period
immediately after training is crucial to its success: trainers have an opportunity of
moulding the knowledge, capacities, and practices of the trainee to suit local needs.

Because there was no such follow-up, there has not been an appreciable change of attitude
with respect to many aspects of maternity practice. In view of the availability of community
health guides in the villages, there is scope for improving the delivery of maternal and
child health care by coordinating the efforté'of dais, community health guides, and health
workers. Job specifications listing their tasks should be clearly set out. A simple manual,
adapted to the low level of literacy among dais, might be useful.
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AN EVALUATION OF THE TRAINING OF TRADITIONAL BIRTH ATTENDANTS
IN SIERRA LEONE AND THEIR PERFORMANCE AFTER TRAINING

Belmont Williamsl & Fatu Yumkella2

1. Introduction

In Sierra Leone, only about 30% of the population can reach the centrally organized
health services; the rest depend on healers, native doctors, herbalists, medicine men, other
traditional healers, and traditional birth attendants, It is estimated that the traditional
birth attendants conduct about 70% of the deliveries in the country, without any assistance
whatsoever from scientifically trained nurses, midwives, or doctors.

The traditional birth attendants are very influential women in their respective
communities, and it became obvious that they could have an important part to play in the
reduction of the mortality and morbidity rates for mothers and children, if given some basic
training that would help them to improve their skills and so make them safer in their work.
It was felt that if they were persuaded to observe strict cleanliness at all times,
particularly at delivery, and took proper care of the umbilical cord at.delivery and after,
these steps alone would drastically reduce the alarmingly high incidence of neonatal
tetanus. Also it was thought that, by encouraging the early detection of abnormalities in
pregnancy and labour and early referral of patients with abnormalities to more skilled
personnel, training would reduce the high stillbirth, perinatal mortality, and maternal
mortality rates.,

1.1 Decision to train traditional birth attendants

In 1974 the decision was taken by the Ministry of Health to identify and train
practising traditional birth attendants. A 3-week training programme was drawn up by the
then Director of Maternal and Child Health Services with the assistance of the two midwifery
tutors and the senior specialist paediatrician. UNICEF agreed to provide a stipend for the
attendants during the training course, and a simple midwifery kit for each of them at the end
of it. Each of them would also receive a certificate.

It was decided that the training programme should be conducted at district level, that
no more than 30 traditional birth attendants were to be trained at any one centre at any one
time, and that there should be 3-4 teachers for each set of 30, It was also decided that the
course should be held at two centres simultaneously twice a year. After considering the
farming and harvesting times, March and November were considered the most appropriate months
for the course. .

Since most of the traditional birth attendants were illiterate, it was decided that the
teachers should be professional midwives or nurse/midwives, fluent in the language of the
attendants and familiar with the customs and beliefs associated with child-bearing,
child-rearing, and other traditional practices. After the teachers had been identified, they
were fully briefed and grouped into two sets, one for each of the two ma jor languages
(Mende and Temne)., The first course was held in November 1974.

1.2 Recruitment of candidates for the training programme

About a month before the training course was scheduled to start, the District Officers
of the districts from which candidates were to be drawn for training were informed. The
chiefs and headmen were asked to nominate practising traditional birth attendants for the
course. The course was also announced over the radio in the various languages. Before an
attendant was accepted for training, she was interviewed at the district or provincial
headquarters by a panel consisting of a health service sister and nurse/midwives who would be
involved in the training and subsequent supervision. The first week of the 3-week training
programme was devoted to maternal care and the second to child care and community health, the
emphasis throughout being on the practical aspects of the work. The third week was devoted

1 Chief Medical Officer, Ministry of Health, Freetown, Sierra Leone.

2 Medical Demographer, Ministry of Health, Freetown, Sierra Leone.
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to more practical work and family planning, as well as visits to some homes, health centres,
maternal and child health centres, and other places of health interest in the community. At
the commencement of the training, a questionnaire was completed for each participant, to
provide baseline information about herself and her work. Two very simple questionnaires on
the evaluation of the training programme were completed for each participant at the end of
the 3-week course.

1.3 Supervision of traditiomal birth attendants

Supervision of the trained attendants was difficult from the start. They were expected
to report to the nearest district hospital each month to replenish their supplies and, at the
same time, to keep in touch with other health service personnel, in particular the health
service sister and nurse/midwives who were their supervisors.. In the event, numerous
problems were encountered, and supervision was always inadequate.

1.4 Evaluation of the training programme

The need to know how the programme was progressing and the impact, if any, made by the
trained attendants in their respective communities eventually led to an evaluation of
approximately 50% of all trained traditional birth attendants in the country, with the
support of UNICEF and WHO. The general objective of the study was to assess the
effectiveness of the tralnlng programme and the subsequent impact of the trained attendants
on community health, -

2. Methodology

2,1 Questionnaires

Separate questionnaires were drawn up for the’ tradltional birth attendants themselves,
and for community leaders, mothers, trainers, and supervisors.

The questionnaire intended for the attendants themselves reflected the need to determine
the suitability and acceptability of the training arrangements (place, duration of training,
period and time of training); the knowledge retained by the attendants following their
training; their actual performance or practical use of the knowledge imparted during
training; their role in the community in terms of recognition and community cooperation and
support; their working relationship with other members of the health team; and the support
they received from the health team.

The questionnaires addressed to community leaders and mothers were intended to
investigate the performance of traditional birth attendants and their acceptance by the
community, while the questionnaires for trainers and supervisors consisted of items designed
to assess those individual features of the training and supervisory processes that might show
where changes should be made in the programme.

Accompanying the questionnaire addressed to a sample of traditional birth attendants
was a protocol comprising a set of 19 practical procedures which each attendant was asked to
demonstrate to the interviewer. These procedures were designed to simulate actual delivery
conditions as closely as was practicable, using midwifery dolls provided by UNICEF.

2.2 Sample design

The total number of traditional birth attendants trained up to December 1980 was 631,
unevenly distributed within the districts, With the exception of two districts (Moyamba and
Pujehun, where there were 16 and 12 of them respectively) a systematic sample of one
attendant in two was drawn from each district. All attendants in the Moyamba and
Pujehun Districts were included. This procedure yielded a total of 336 persons, or
approximately 53% of all the trained traditional birth attendants in the country. Of these,
313 were actually interviewed, giving a response rate of 93%.

Since only a pilot study on the opinions of mothers and community leaders was planned,
they were interviewed on an ad hoc basis. By the end of the survey, 162 mothers and
115 community leaders had been interviewed. Of the 13 trainers, 12 completed
questionnaires, as did all the supervisors,
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2.3 Selection and training of supervisors and interviewers

Eight field supervisors and 21 interviewers, selected from each of the 12 districts and
the Western Area, participated in the training. The supervisors were health service and
midwifery sisters, while the interviewers ranged from health service sisters to maternal and
child health aides.

‘The actual training programme, which lasted 8 working days, was organized by the
Demographic Research and Training Unit, Fourah Bay College. In order to provide the
supervisors and interviewers with realistic field experience, face-to—face interviews with
traditional birth attendants not in the selected sample were organized under the supervision
of the Unit's staff. Community leaders and mothers were also interviewed.

2.4 Data collection

As well as being supplied with pens and a midwifery doll, each interviewer and
supervisor was notified of the dates of local events in the country in order to facilitate
the estimation of ages, when necessary.

Data were collected systematically in the villages included in the sample, and the
interviewing team returned to the district headquarters only when all traditionmal birth
attendants who could possibly be traced had been interviewed. Additional items such as
torches and candles were supplied for use when interviews -had to be conducted at night. By
the third week of March 1982, interviews had been completed for all districts, bringing the
total duration of data collection in the provinces to 2 months,

2.5 Data processing

All data on traditional birth attendants elicited by the questionnaires were edited in
the office dealing with the evaluation for consistency and completeness. Responses to
questions on antenatal care, postnatal care, family planning, and the use of delivery kits
were grouped into those assessing the attendant's knowledge and those assessing her
performance. Scores were then assigned to each question under its respective category.
Scores were also assigned for practical performance. Each attendant was therefore given an
overall knowledge score, a performance score, and a practical performance score. For
purposes of comparison, the scores in each category were expressed as percentages of the
possible total score,

3. Results

3.1 General characteristics of traditional birth attendants

The religious and educational pattern shown by the 1974 census results for the total
population of the country was also apparent in the study: 74% of the traditional birth
attendants were Muslims and 857% had not had any formal education.

Over 70% of the attendants were more than 50 years of age, and 18% of them were 70.
Most were currently married, and almost all had been married; 447% had had 4-9 children, and
22% had had 10 or more children.

Of the 313 attendants interviewed, 51% had practised for between 10 and 25 years, and
21% for over 25 years. Most of them (75%) claimed to have been taught the craft by close
relatives (mothers, grandmothers, aunts, etc.) and 16% to have learnt it from friends and
others; 9% said either that they were self-taught or that their craft had been "a gift from
God".

All except 4 of the attendants included in the sample were members of the local "Bundo
Society"”, and 35% of the members held significant positions such as "Digba", "Sowae" or
"Caretaker” in the society. The Bundo Society is a secret society, and it is customary for
girls to be admitted to it at the age of puberty. In many of the various tribes of
Sierra Leone, those who have gone through or belong to the society enjoy enhanced prestige.

Many years ago the girls stayed in the "Bundo Bush" for about 3 months, during which
period they were taught home care, child care, mothercare, and husband care, and it was the
rule that they should be circumcised. At present, the girls remain in the bush for barely
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3 weeks and all that seems to be done now is the circumcision, which is performed on girls as
young as 5-6 years, To know the details of what happens in the society, one would need to
have gone through it. ‘

The Digba and Sowae are the heads or leaders and initiators of the society, and there is
a distinct hierarchy among them. Besides being members of the local society, 51% of those in
the sample were engaged in alternative occupations. Of these, 417 were either gardeners or
farmers, and 10% petty traders. A substantial proportion (38%) were herbalists claiming to
cure sick people with traditional remedies.

The above findings confirm the established profile of the traditional birth attendant as
an elderly village leader who, having practised for several years, commands considerable
influence in the community.

3.2 Training arrangements

There are two separate categories of training arrangements for traditional birth
attendants. The majority are trained by the health service. A few are trained by the
community health staff of the mission hospital in Serabu in Bumpe Chiefdom in the Bo
District. Training is provided by the health service at district headquarter centres each
November and March for a continuous period of 3 weeks. The mission hospital staff in Serabu
provide 2 hours' basic training each week for 12 weeks in the trainees' own villages or
nearby villages, followed by continued supervision and periodic refresher courses.

Responses to questions on the duration and time of training showed that ‘all of the
16 attendants interviewed who had been trained by the mission hospital approved of its
arrangements, Of those trained by the health service, most were satisfied with both the
duration and time of training. On the other hand, most of them said they would prefer a
duration of 4-9 weeks. ‘ ' ‘

3.3 Antenatal care and delivery

Since most traditional birth attendants carry out deliveries in their own or nearby
villages only, one would not expect a very high delivery rate. Table 1 shows that 66% of
them carried out between 1 and 10 deliveries in ‘the 3 months preceding the interview.

Table 1. Percentage distribution of traditional birth attendants by
number of deliveries in the 3 months preceding interview

Traditional birth attendants

Number of deliveries Number Percentage
distribution

0 ‘ 21 6.71

1- 5 118 37.70
6 - 10 ‘91 29.07
11 - 15 ‘ 38 12,14
16 - 20 24 7.67
21 - 25 5 1.60
26 - 30 ) 6 1.92
31+ 8 2,55
not stated - 2 0.64

Total ‘ 313 100.00
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An attempt was made to investigate the action taken by traditional birth attendants with
regard to breech delivery and retained placenta. The results are given in Tables 2 and 3.
More than 507 of them claimed they would refer all breech presentatiomns to hospital, while
407 said they would carry out the delivery,

Table 2., Percentage distribution of traditional birth attendants
by the action taken with breech deliveries

Traditional birth attendants

Action taken

Percentage
Number distribution
send to hospital immediately 177 56.55
attempt delivery; if difficult, refer to hospital 8 2.55
carry out delivery 125 39.94
do not know 1 0.32
not stated 2 0.64
Total 313 100.00

Table 3. Percentage distribution of traditional birth attendants by action taken
when placenta has not been delivered after one hour

Traditional birth attendants

Action taken

wmber  Jercenrese

pull at cord 0 0.00
rub uterus 5 1.60
put hand into uterus 3 0.96
tie weight to cord 1 0.32
transfer to hospital 167 62,94
rub uterus, then transfer 14 4,47
tie cord, then transfer 7 2.24
rub uterus, tie weight to cord, then transfer 54 17.25
other combinations 29 9.26
not stated 2 0.96

Total 313 100.00

In the case of a retained placenta, 637 said they would transfer the patient to hospital
immediately, while 177 would rub the uterus and tie a weight to the cord before transferring
the patient to hospital. About 1% felt they should put their hand into the uterus to
withdraw the placenta.

Considering the lack of effective transport to nearby clinics in addition to other
ecpnomic restraints, the very high percentage recorded for attendants saying they would
immediately refer the patients to hospital should be viewed with suspicion. (Undue delay in
referring such cases is of course bound to prove fatal.)
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Registration of the newborn is one of the major requirements emphasized in the training
of traditional birth attendants, and questions about the types of record kept for the newbormn
were included in the questionnaire. The majority had kept records but of varying content.
Over 407% said they recorded date of birth, time of birth, sex, and name of parents, but most
had failed to record one or more of these four vital items. Surprisingly, only 23 of them
recorded whether the baby had been born alive or was stillborn.

3.4 Postnatal care

The treatment given to newly delivered women is shown in Table 4, Thirty-one per cent
of the attendants reported giving some kind of native herb, and 25% reported giving modern
drugs in the form of ergometrine, aspirin, or paracetamol. Approximately two-thirds of those
questioned claimed to give postnatal care for between 1-2 weeks, 19% for under a week,

Table 4. Percentage distribution of traditional birth attendants by treatment
given to newly delivered women

Traditional birth attendants

Treatment given

Number Percentage distribution

no medicine or herb 121 38.66
native herbs only 97 30.99
ergometrine, aspirin,

paracetamol, or any other

pain-killer . 77 24,60
ergometrine and herbs 1 0.32
other 15 4.79
not stated 2 0.64

Total 313 100.00

3.5 Family planning

Although most of the traditional birth attendants said they approved of family planning,
their knowledge of modern contraceptive methods was limited. Of the various methods, the
pill was best known, followed by prolonged breast-feeding, intrauterine devices, and the
condom, in that order (Table 5).

The attendants' "approval"” of family planning was not reflected in the number of mothers

- they had referred in the 6 months preceding interview. 1In fact, as Table 6 shows, 427 of
them had not referred any clients during that period.

3.6 Referral of abnormal cases

When obstetrical problems arise that are beyond the competence or resources of
traditional birth attendants, they are expected to refer them to the health service.
According to their responses to a specific enquiry about referrals during the past year, 507
had referred 1-5 cases, and 197 had referred 6-10 cases. .
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Table 5. Percentage of traditional birth attendants who knew each of the various methods
couples might use to prevent pregnancy?

Traditional birth attendants
Method known

Number Percentage of total number
prolonged breast—feeding 117 37.38
abstinence 75 23.96
pill 212 67.73
condom 78 24.92
intrauterine device 108 34.50
injection 34 10.86
traditional 102 32.59
spermicide 8 2.56
diaphragm 29 9.27
withdrawal 4 1.28
rhythm 1 0.32
none 48 15.34

2 Total number of traditional birth attendants = 313,

Table 6. Percentage distribution of traditional birth attendants by number of
women referred for family planning in the 6 months preceding interview?

Traditional birth attendants
Number of women referred

Number Percentage distribution

0 130 41,53

1 16 5.11

2 17 5.43

3 20 6.39

4 23 7.35

5 15 4.79

6 20 6.39

7 5 1.60

8 8 2.56

9 0 0.00
10+ 54 17.25
not stated 5 1.60
Total 313 100,00

& Total number of traditiomal birth attendants = 313,



