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alnost serbeinly beling

popssitic dizseses, undernutriition and an undepd
S8PULCT. Clinical experisncs, however, led se te belisve that the mast
sionificant asv mhle factor wss the failure of gotis

hosplital eserly when complicetlons arcss during he

situation was likely to continue as the meternity services were developing

o

only slowly dus to fimencizl restrictions, and 1t was to be supected thet

a high propertion of confinesents vould continue to oococur in ithe home forp
Hany ¥OaID. It seemed loglicsel that an attempt

influsnce the conduct of hose delivories, and an imnvestigation wes thersfore

carried out to Pind oubt how such deliveriss sere conducted and who

attendad the patient, It wms found that the mejority of howme deliveriss
were concucted by ciﬁm@‘x&iatiuas af the pregnant womsn, but thet =
subatantial number, abosul 150, wers conducted by vomen who carriad oub
midwifery =s e profession, slthouch beving had no training. Those women

can be cslled troditional birdth stlendents or Thisg,

A study of the facilities =nd prsebtices of these TBAs showed that
they leacked both the knouledos snd souisment to carry oubt midwifery in a
safe fashion, but that sost of them were willing to receive s short training.
f breining coures for TOhg was therefors planned, and in sreperation fop

this, further investigations of their beliefes and herbal medicinss wore

carriesd oubt,. Their oeliefs and orscticss were classifisd sccording to
whether they were hormful or hermlsss which determined the atiitude to be

Laken to them during traini
medicines, twe medicines used in labour by one THA, Bescle salicifolie

gnd "Choosi%, an unidentifisd plant, were found inm lsbovstory beste to have
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analysis of the maternal deaths occurring in the Central Region of
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of the herbal medicines used by TBAs are poisonous, In another
investigation the heights of women who required Ceesaresn section for
conditions related to a swall pelvis wers compared with 2z group of une-
selected ante-natal patients. This suggested that THBAs should be
advised te refer for hospital confinement any women below the height of
150 cm, The hzemat@logical findings in a group of TBA pstients were
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in & number of ways, including the repetition of a cuestionnaire which
had been used at the very beginning of the course before any teaching
had been given. Ouring the period of follow-up the 15 TBAs performed

1,289 deliveries with 22 perinatal deaths, Most of these desths had been
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CHAPTER 1

IMVESTIGHTION OF

SJELIVERIES .

Sention 1. Place and neriocd of reasnrch.
ARSI R SRS A R L R

This thesis described the results of pesearch which I carriod
out in Balawi betwsen Uctober 1973 and Werch 1979, The inditial steges

of the investigation were conducted while I was Yedical Superintendent of

Zombe Ganoral Hessitel in southern falowi,
paprt of the research was corried oubt in Lilongwse District in central
falawi, where 1 held the sppointment of Ohstetrican and Gynesscologist at

the Kamuzu Centrsl Hospital, from Varch 1976 until March 1979,
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b of money avallable for

population live in the pursl sress and the majoriiy

of people arve subsistence T Thore sre only therse urben ceontros

{&ilmm@%&, Blantyra, mba ) with 2 populetion of 2

Yilleges are ususlly small, of spproximetely 40 to 100 weeple, and as

people cowmonly live next to thelr fields, dwellings are nol nprouped

closely together. in mpst of the countoyy eng in bthe asreas whers this

3

resgarch was conducted, de

liva

@
7}
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fanily. The people are

Fortunat
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knoung Lhichewa, the national

langue

countoy is

the majoriby of

any none=inglish woro is slaced in parenthesis in this thesis it is =

Chichews word, unless stated otheruisse
)

There are consiverable sociological simileritiss nle

v

of falawi and the psople

s Llikely

therefore that the findings in this thesis will he velid aleo for the




section 3, Ihe Health Service of Ualaui.

.

PFarb of the raﬁimﬁais for carrying out reseeprch into ths work of
Tohs is that the heslth services of Dalawi are unable bto provide an
adenuate matornity service for the entire population. fn secount of
the health services and the proscects of their further developwent will

therasfore ba oiven,

nistry of Health has overall control of the country¥s health
servicns, it dirgctly controls the Government health seTvices, and in

planning services it tskes into account the sontributions thet can be made

by the Private Hospitels Assoc alawi (PHAN)®, and the District
Council health departments.

f l5eymar national health plan wes introdused in 1973, This oubtlined
the way in which the heslth services were to be developed, and put mucn
smphasiz on the strengthening of the preventative services, in particulasr
those in the fisld of maternal and ohild h@alth,

fg a result there ﬁaa been considerable development of undor-fives®
and antee=natal clinics, and on efficient supurvisory service arrangds

This includes a systom for the issulnn of vecoines and the roporting of

statistical date, Vore emphasis has been put on the training of auxilisrios

3

end training for s clinicsl officer grade has bean introduced, this being
one step higher than the medical assistant nrado. The plen for the

provision of health services is ss followss

*  PHAW is an organisation which coeordinates the work of the
medical miseions, who are respeonsible for almost 40% of

the medical work in the countov.
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Lhe

sper

GT% mre ditficult to ohtain

o

1274 and the greportion of exoscted live births in the counltry thet

they represanted. The figures wors obtained from unpublished Sinlstry

of Heallth reports.

1973 1974 1975 1976 1977
Population 49952 ,839 Ge1004761 bB4283,101 5,405,991 5,871,567
Expectod
number of¥®
Live births 249,623 257,078 265,100 272,900 28
Hunber of
live hirths
in matarnity
units T24918 050,756 110,919 117,878 120,
Parcentapge of
axpacted live
birthe occcurring
in materniby "
unite 41.8% 43.2% 42

# The expected live birthe sere colculsted from birth
rate of 50,4/1000,

Table 2. Live births ccourrimg in

maternity unibts in Bllawi
1975=1977,

The groportion of deliveries ccourring in meternity units nust depend
basically on two factors, namely, women's cholice, end the belance

hetusen covelopment of the meternity services and the eannuel populetion

grouth which is currently The way ia which these factors will
alter is not krown, sc the fubture must be regarded ss uncertsin whatever

trond the fioures show at orssent,




It wag for this reason that the figures in Tabls 2 were not graghed, as

projections would be invelid. Howsver it is known that in many sreas
of the country the distance bebuwesn maternity units is so areat that

women cannot exercise a choice and are bound to deliver at homa,

n

rigl
that it will be many years hefore these gaps are Fili@@.

Table 3 shous nationsl maternity unit figures for stillbirths
and maternal deaths, agein obtained from unpublished Hinistry of Health

reports.

1973 1274 1976 1975 19

fumber of stille
hirths in maternity
units 25262 Fe194 44349 D551

GLillbirths in
matearnity units per

14000 births Sle1¥ J4 ek 370 2866 345

fumbar of naternal
deaths in matepnity

units 312 A 273 261
faternal doasths in

maternity units

por 1,000 births bo? BA 204 Tel
fiaternal deaths

in 100,000 ,

axpected births 125 WA 102 g5

1.0

B4

* Number of deliveriss only known, and births calculsted from
g bwin rate of 1246,

Table 3, Stillbirths and meternsl desths in
flaternity units ip Palawi 1973=1477

These mortality figures are very high, and yat asre an undesrestinmate

home and remsin unreporbods. 1% can be seen thaet the rate of noternsl
deaths per 1,000 births in hospitel is Fxlling whereas the stilibizth dste




has remeined static, The reason for this situstion is not knoun end
it is bettsr not to sopculsto,. The only figures zhich do give some

raazon to hope that progress is vccurring, are those showing the falling

rote of maternal deaths per 100,000 expected births,




Saction Se Prospacts for development,.

It can be seen that the health services of Melswi as they stand,
and sven as they are prssently develosing, seen unlikely to cope with the
pbstetric problems facing thom. But is it posszibls that the rate of
dovelopment could accelerate?

This would depend on the country¥s esonomlic DROCTeSS. Zince 1864
the total groas domestle product hag groun by 13,1 per cent per annum
at ourrent prices, or 6.8 ger certper annum at 1984 pricus. The
gorresponding growth zabtes on per cenite bosls are 183 per cent per
annum and 4.1 per cent per annum (Econeomic Planning Division, 1@?&}&.
& 10 par cent annual budgetsry increase for the health services has boen
in operation since 1973 which means that develgpment is only just keeping
paga with Inflatione #ith the sconomy alimost entipely based on
agriculture, no radical alteration in the growth rete is to be expected,
and only gradual development can be expected to continue. In 1970, 43,8
per cent of the population of the country was under 15 yesars of age
(National stetistical office 1§?3)§ g0 that the already high birth rate
of approximately 50 per %sB0 is cuite likely te rise even highere This
is likely to slow down the process of devolopment sven furthere

In brief it would be irrvetionsl to hope that the present problems are

likely to be guickly selved by an increased rate of secononic development
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Section 6., Dbstructed lsbour, A major couss of meternsl and

papinetal mortalityv.

£
)

If anyone werking in the fielc

iy
)
[
b
54
o
g
tte
£a
&%

soked what wes the mein factor which caused the cbstelpic pesults in the
countey to be poor I have no doubt that he would say it was unsupervised,
prolenged labour st home, due mostly to cephaloepeslvic disproportion.

Cartainly it was the common cccurrence of chstructed labour davsloping in

this wey plus the common cccurrence of other preventabls conditions which

coused me to consider how the conduct of village deliveries could b

influenced, end which lead to the work describad in the thesis.
The cliniczl festurss of such casses are as follows. Commonly the

history is of a lsbour which has lasted somewhere bstween one and four

t
dayse ﬁxﬁ%ugg@ by the length of her labour the patient is mentally

and physically distressed, sunkeneeyed, dehydrated and sgmebines in o
of shooke The tense, tendsr uterus with e large distended bladder end
gaseous distension in the flank tells the tale of nrolonged labour, and

her cedematous vulva and labize, sometimes sweared with herbal concoctlons,
give evidence of the prolenged attempts by her atbendants to help hare
Fetal heart sounds are usuelly sbsent and such aaﬁ&ﬁwﬁ@ are commonly
delivered by cranictomy, or by decapitation, whers the ceuse af the trouble
was & shouldsr presentation, or by lapepctomy for repal r of uberine pupture.
fior is this the end of the mattar. The long illnesses that often follow

such events are dresdful in their severity. Bacteresnia and prolongad

=ls afber dolivery.

pelvic sepsis may threaten the natientts life for w
Osteitis pubis when it ceccurs adde ssvere nain to her problems which may
include drope=foot or sven more severe obstetric paralysis, The ¥

indignity is incontinence from a vesicoevaoinal fistula, and this may be
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conbinence Trom g Techk

It may bz veaors before

pluck up enough cours

repair of their fistula(e) and gven vhen they do thare
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rmansnt digablliby,. Future stepility too is the fats
manys and this has profoundly hersful implicetions for their social lifs,

Uyspareunis Trom vaginal stenoeis may further demsge

prospects.

The high incldense of obstructsd labeour and its sffect on the

ohstetric rosults cbiainasd are shoun in sone Flgures obbaine
Kamuzu Central Hospital in Lilongws (knouwn as Lilongwe Centrsl Hospital

until 1977). See Teble 4.




1385 1868 1874 1875 1978 1877
Deliveries 1,087 1,996 39673 44914 59 049 5,310
faoternal deosths 21 23 38 0 26 29
Aate pep 1,000
deliveries 19.53 11,5 a5 Bel 8.1 5.5
5¢illbirths 8z 137 222 ig7 184 214
Rate pep 1,000
total births T8e4 684 5867 3342 35.6 39,5
Ruptursed uterus 34 23 g2 26 32 36
Rate per 1,800
duliveriss 3lel 11,5 14,2 fel Ge GelB
Destructive
operation WA 18 26 14 33 40
flate per 1,000
deliveriss fh 9,8 Tel 2.0 Gel 7ol
Tabls 4. Obstetric Filoures,
Kamuyzu Central Hospitel, Lilonpus.
References: 1965 - BIJL (19@?)5

1968 « AREON {LQ??}?




The Tigures for puptured uberus and destructive operastions
{cranictomy and decapilation) have been shown as they are virtually
restricted to ceswes of obstructed labour cccurring during attespled home
delivary. A reduction in the rete of cococurrence of these ocbestebric
disasters is shown but the actusl number occurring is sisilaz. Tha
falling rete probesbly reflects only 2 greater use of the hospitsl by the
growing urban populstion of Lilongwe, and it is contended that the numbaer
of neglected home labours ocourring in the district have remsined much
the semg betusen 19865 and 1877, Am the infant is necessarily stillbozn
in the cese of destructive opepations and almost sluays su in cases of
rupbured utsrus, 1t con alac be ssen that these conditions are responsible
for about one third of the stillbirths, Cases of obsiructed labour
where delivery is sechioved by some otheyr mesns are responsible for yet
more of the stillbirgths, Ghetructed labour is also responsible for a

P

good nunbor of the maternal deaths the mortslity pete for ruptursd whe

for example being between 20 to 30%.

Ohstructed labour is not of course the only condition made worss
by dalivery at homs before sesking medicsl advice, Sevares anaomia,
puarperel sepsis, and posteparturm heemorrhage sre just a feu wmore of the
many conditions sean frequently in advencad stages in Malswl, dus to
late attendance ‘et hospital. ¥et all of these, obstructed labour
ingluded, ssem gulte sasy Lo recognise, and certeinly all sre amenable
te trestment by fairly simple obstebric messuUres at sny district hospitals
1t woe this situstion which influenced me to lock for s way in which the
conduet of home deliveries could be influsnced so that sugh conditions
could be rescognised and trested beforve they became llfee-threateninge.
Tha best way of doing this sopsared to be to centact those people who attend
pregnant and lobouring women in the villages, end 1f possible teach thenm

some basic midwifery, It wos from this pranise thet the investigetion bagan.




Seetion 7 gutline of the thesis.

The gensral torm apnlisd to unskillsd somen who attend other
woman in labour used to be braditiomel midwife, but in recent vears the
term traditional birth atitendent or iits abbreviation TOA hes bacome wmors
COMONe These terms have boen used both to describe women who carpy
out village wideifery ss & profession, and gomen who only stbend the

lghours of their clese velatives and whe would make no claim to &

sarticulsr interest in miduifery. It will be srgued lsbtsr that these
tuo groups reguire different nemes, and it sust be stated now thet in

this thesis the term TBA refsrs only to those women who teke a particular
intgrest in village midwifery..

The mein there of the thesis concerns the development and

123

gyalustion of & training orogresme for these Thhs. The fiprsht stsn wes

to obtain some besic inforpmation ahout the TBAs of Helswl zs aloost
nothing wes known aboubt them, Tha introductory investigsbtions carriesd
out for this purnose are described in Chapter 2.

Chapter 3 goes & step further with o study of the TBA prsctices,
beliefs and medicines some koouledoe of these being considersd sssentisl
hefore plamning the progrommo. For the purposes of plannino it was found
that furthsr inforsetion wes needed on corteln subliscis. Factual
inforsetion was needed as to tha causes of maternal morteliby perticularly
in reletion te home deliveries. & study deslgnsd to provides this
information is described in Chepker 4 together with two other investigetions

preparatory te the training progranms,

Chapter 5 described the pllob treining procrseme itsslf snd the
way in which 1t wes evalusbad, Finslly Chapter & outlines o nationel

progeenme that wes designed in the light of the experisnce gained,
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The work waes carried cubt over 2 pericd of yesavs and & numbsr of

investigations into different aspecits of the subject were oftsn being

ponducted sinultansouslye 1t was thorefore ndt possible to describs
the findings in e strictly chronslogical order. The different chapters
do however resresent digtinct phasss in the worlk, Lach has boen sllobtted

its oen introduction with a review of the litersture spproprizts to the
subject or subjects of the chapter, and each section of Chapter 4 likewise
has its own introduction, This hos been done purposely in ths belisf
that it «ill provide batiter conbtinuity then 2 single inbtreductory chapter
would have donse The concluding chapber, Chapter 7, appliss Lo the

thesis as a2 wholee
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CHAPTER 2

THE MALAWIAN TRADITIONAL BIRTH
ATTENDANT .

Section 1 introduction,.

The idez of training TBAs was not entirsly new in 1873 but it
was being carried out in relatively few countries, and the bulk of the
litersture on the subject consisted of theoretical encouragement to carry
it out, rather than the reporting of successful ventures. The concept
had received considesrable support from international health agencles,
notably in the WHO Exoert Committse Rapart& on the Midwife in Matsrnity
Care (1966), and at a joint WHO/UNICEF mesting held at Brazzaville
(lBTS}g where bagic proposals for the training of TBAs were made with
recommandations regsrding the organisation and objectives and svaluation
of a programme, flore readily available texts had also included
recommendations that TBAs be trainsd or supervissd in their works
King (lgﬁﬁ)lﬁ pointed out that in the developing countries sven enrolled
midwives are not present in the numbers in which they are wanted and
until such times as they were, TBAs must be regarded as valuable members
of the medical community. King's book "Medical Cars in Desveloping
Countries™ produced a revolutionary changs in thought amongst health
workers. His ideas were summarised in twslve axioms (King {l@ﬁﬁ)}li
which ars based on the belief that there ars not the rescurces of
finance or manpower to allow the hsalth services of developing countries
to develop along the same lines as those of the developed world. An
slternative approach was needed. His expositions of the following
axioms could have been used as cogent arguments for the training of

TBEse
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King's sxiomss

NGeSe Pationts

28 close to thelr

homes as pessible in the st

alleaty chuapest,
most busbly steffed and most simply eculpped
unit that is cepebls of looking afher them

adeguataly,.

Hoe Ge 2 Some form of medical csre should be supolisd
to all the people all the timeoe
be In respsct of most of the common conditions

there is lLittle relastionshin betusmen the cost

and size of & medical unit and its therapsutie

efficisncye
Ce Mmeical cares caon bo effechive without beimg
comprebensive

»ﬂ‘

HaeTe 2. Tadical services should be orgenised Trom

the battom up end not from the top downe

he The health needs of o compunity must be

related bto thelr wanis.
o . oy VL2 .
Stewart and Lawson (1967) apgue that sesking the cooperation of

TiAs and giving them some training is the best resction we can have to

the realisation that Téls exist and are geing bo resain o Tscltor to be

reckoned with for many years to coma. They saw the TO
the base of the referrsl system of o recionel ohstetric systen,

o 1@ 2 4 =1 & b )

Beyant (1969)° , who with others carried out a study to provide
guidelines for health planpers in dovaloping countrios, could ses only
a sombre future for the ecomomic development of most develepning countries

and there is no resson why Telewl should be different from any other,




He recommends the continued use of auxilisries to man ths heslth services
in felswi, end other nﬁﬁiﬁﬁﬁ,lg and abknouledoes tha very lergs workload
which the asuiliaries slready inm Palsuwl have to b@&ﬂlﬁg &lthough he
doss not consider the role that trained TBAs might have, it seems a
logical extension of his argumsnts that TOAs would be helpful if they
could be efficiently enralled into the health Lsan.

The above refsrences thus supporitsd my conclusion that it would be
reasenable to give some ftraining to the women who carry cut homs deliveriss,
but it was necessary first to obtain more information on the subject.

At that time in Nalewl there was considersble disegresment =zs to whe
carried gut home deliveriss, The most coomonly held visw wes that it
was nearly always the mgther of the pregnent woman, or other elderly
ralatives, & few held the view that there were women who took s special
interest in midwifery and carried it out as 2 prefession, and could be
callad Tiis, I wee unable however to Tind anyone who knew or could
introduce »e to such o woman, oxcept For one wmissionapy mideifs shose
contact with & THA had besm through reporting her to the pelice for
mismanaging 2 patient in labour. The common bhelief of people working
in obstetrics or mideifery was that it would be culbe hopsless to by
and cow-operste with or tsach these somen anythinge

Thers hod been no previous investigetion of this subject in Helawd
but thers were reports from neighbouring countries. flontgomery (lﬁﬁ%}l?
writing from eastern Rhodesia, says that a native miduife or "mbuya"
(i.8, TBA) is present at all home deliveriss. Gelfand {l@%&}ls in writing
a full sccount of oregnancy in the Mashene in Rhodesia, hes similer vieuws
but says thet coccasionally the cese may be put in the hands of the

“nganga® whom we can call a divinar. Likewise, Holler (l@ﬁl}lg, writing




.

ahout the customs of pregnancy =nd child pearing in Tanganyike (now

Tenzania) implies that o tribsl midwife {iee with specizl experience

&n

is in charge of all home deliverios.

&

Although both Rhodesia and Tanzania are Bantu counbtrise, it wes not

ecortain that these customs wers similar in Galawi, Two seperate

&

investinations to obtain local inforsation on the subjscht were therafors

»

carried oub and eve reporbed in Sections 2 and 3 fallowi
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Section 2 A survey of Home Deliveriss,

The surposs of this investipgation wes zz followss

le to detorzwmine in what retlo howme deliveriss were carrzied
out by relatives of the patisnt and by This respectivelys

2o To locste some TBRs so that they could be interviswed
and gssessed for thelr sultebility for treiningg

%s Lo obtain informetion on the tvpes of condition which
gaused natisnts attempting home delivery to give up and
come inte hospital. fleso to determine whether these
might be foreseen or prevented by a treined TBA,

Debhods,.

& Tield supvey in which snguiriss could heve been mede from
village chiefs and headmen might quickly have achisved the desired results.
Ministry of Health officisls, however, would not give permission for such a
survey for fsar of causing local resentmsnt and suspiclon, The guestion
thus had to be answerad from an enquiry conducted within the hospital and
plinics.

The survey was carried éuﬁ in the maternity mkin@ms and hospitals
of Zomba and Kasupe (ﬁ&@ flachingas ) Districts during late 1973 and 1974,

At that time only 1570 of the expected births in these disiricts cccourred
in clinics or hospltals,

micwives vers ssked to collsct detelils from any patiesnt who had
initially tried to deliver at home but who had comz to hospital because
of delay or difficulty in delivering. Prinbted gusstionnaire forss uwsre
supnlied, requesting the following informations

patient's nams and villege}
nane and villege of the person conducting the

deliverys




3o

does the patient regard this person as a T8A
that is, somecone practising midwifery as a
"orofession”?
is this person a relative of the patient and if
so what is the relationship?
was any payment made or expesctsd?
what complications of labour wers prasent?
If & midwife referred a patient to 2 larger hospital she did not
complete the Torm but this was done at the rsceiving hospital,
fAlthough the fTorms were distributed throughout the districts it
is certain that mideives freguently omitied to fill them out so it is
not possible to maeke any calculstions of the freguancy of such
admissions in proportion to time cor the population at risk. Likewise,
the complications of lsbour were at times written on admission and
sometines ratrosgectivaly,'and it was not possible in most cases to check
the diagnosis of the enrolled or studsnt midwives who completed the
forms. The findings must therefore be interpreted with this in mind.
Results,
The first 100 completed forms were analysed.
The numbar of attendants who were present during labour is shoun in

Table 5.

81 patients had 1 attendsnt

12 patients had 2 attendants
4 patients had 3 attendants
2 patients had 4 attendants
1 patient had 5 attendants

Table & The number of attendants in 100 cases of
attempted home delivery.
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The complicetions noted are listed in Table 7. fultiple findings

have besn pecordsd whers epproprisiae

Rupbured ubsrus 14
Vosico=vaginal or rectoevaginal fistule 4
Signe of cbstrocted labour 42
Shock ‘ 2
faternsl distress | 4
fnaemis 3
Stillebirth (with no mention of other &@mgli@&ti@aaE 11
Neo=natal death (with no mention of other complication) V3

Other abnormalities of labour or pusrperium, wost of which

could not have besn forsseen or prevented by a TBA ia
Mo abnormelity, successful outcome ia
Teble 7 Complications which occurred in 100 cases

of atbtempted home dalivery,.

The limitetions of the details in Table 7 have already been mentioned,
and the figures are not suitable for comparison with any obther opoun of
adnissions. The perinatal death rate, for example, must hsve been much
higher than shoune

2

iting.

From the results it was not possible to say conclusively which
attandants were truly TBAs, and it was nscessary to select the most likely
ones for visting and interview. The selection process naed not be
dotailed but in gensral those who were delivering close reglatives wers
discardeds Those who were unrelated te the patient and those who lived
in a different village were selecteds 1In all, 13 attancants sapeared to

warrant Purther invastigation.
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An attempt was made to visit thess 13 attendants at their homes,
and this was successful in 9 cases,

One woman who was selected for interview only because she came
from a2 different village from the patient wss not a TBA, She had only
deliversed neighbours and relatives and did not expect payment.

Of the other 8, 7 wers practising TBAs and 1 had recently retired,
They were 211l conducting between 3 to 15 deliveries per month, and 21l
gither charging for their service or expecting a thanksgiving present
after delivery, One of them wzs a male. Four of them set aside & room
in‘thair ouwn home for deliveries,; and had some special facilities there,
while the others went to the patient's own home to conduct the deliverye.

Of the 13 sslected for intervisw, 4 could not be traced., This was
narhaps becasuse of inaccuracy in recording the name of the village,
But as they had been delivering women who wers unrelated to them, and
who lived in different villages 1t seems fairly certain thet they also
wers TBAs, Therefors, in the 100 deliveriess it is likely that 12 TBAs
were involved.

The 7 practising T8As were all asked three questions:

gould he/she like further training in miduifery?
Uould he/she be willing to work in co-operation with
recognisaed health units?
dould he/she be willing to exchange knowledge with
gualified midwives?
A11 the TBAs answered in the affirmetive to each gusstion,
At tho same time, an assaessment was made of whether the TBAs ssemed
likely to benefit from training 28 sssessed from age and apparent
intelligences. gf the 8, 1 had retireds 1 was too old, but 3 seemed

definitely capable/




of bensfiting from & training, and could enly

said that it wes possible end worbth atic

Die Lasoy 1585000,

Tha alms of the investigation Bad thus been achieved. It had besn

found that approximetely 12% of home deliveries are conducted by Tifs,

and interviews with these TBAs had suggested that they did heve some
pobantial ag Tar as training was concerneds It had 2lso heen shown that

obetructed lsbour was the commonest condition with which patients,

presented in heospitel, follouing home deliverv. This iz & condition

which should be readily recognised, and avolded by a T who has recslved
some traininge

GF ths Tacits obteined on the guestionnzire form the imporiant ones

leading Lo the discovery of the treditional bipkh stbendsn
the patisnt and her attendent were unrelstsd snd lived in different villeges.
Asking sbout payment wes loss ascoursts, 3 pstlents bDelng sitondad by Thig
gsaying thet no paveent had bheen made or wes oxpected. This mav have
been bocause the delivery hed not been sucessefully completed and the TOA
had @&mié&@ not te charge in these sircumstances,
fis most of the home deliveries are stilended by relstives it is
worth consldering shet experience they amust havse

The Malawi Population Change Survey (National Stetistical Iffice,

320 . « D e : - it
1973)°" gives figures for total fertility as 8, ancd for the netfproductive

rate ag 1811, For the zake of caleulation, however, the net reproductive
rate cen be taken as 2e It iz possible, wsing these fi togethor

with those in Table 6, tu caleulsts the nupber of deliveoriss that the
average woman wight atiend.

The aversyge women heving 8 children will heve & daughtsrs, 2 of wbhom




will live to reproduce, sach having 8 deliveries or 16 betucen them,
Using the natiocnal figures for 1977, 66.6% of these deliveries will
ccour at home, that is,; 10.66 deliveries. As a mother the index woman
will attend 35% of these (see Table 6), or 3.73.

0f her 16 grendchildreny 8 will bse female and 4 will reproduce
giving another 32 deliveries. Again 66,60 or 21,31 will occur at homa,
is a grandmother, the index woman will attend 32% (see Teble 6) of these,
that is, 6,82, making a total of 10.55 deliveries that she will attends
But sgain from Table & it can be seen that for svery 87 mothers and
grandmothers in attendance there were 48 other relatives or 71.6% as
manys T71.6% of 10.56 being 7.56, it can be celculated that for every
two daughters that the average woman rears to reproductive age she will
attend approximetely 18 deliveries in her lifetime,

This is a crude calculation and the result must be rsgarded as an
approximation of the truth, But it does suggest that 2 woman with a
large family where the daughters do not attend at a cliniec for their
deliveries, either from choics or because of ressons of distance, may
well perform enough deliveries in her lifetime to gain useful experisnce,

It is odd that in some recent writing on this subjsct no distinction
iz made hetwsen women who carry out midwifsry as a profession and women
who merely deliver their close relatives. Verderese and Turnbull (1§75}21
give the definition of the traditionsl birth attendant as a "parson
(usually = woman) who assists the mother at childbirth and who initially
acguirsd her skills delivering bables by herself or by working with
cther traditional birth asttendants®. By this definition both of the
categories mantionaed abovg can be nemed TBAs, despite the fact that a
big differencs exists between them in expsrience and in training:-
potential, It would seem a pity that separste terms have not been

found for the two groups/
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end morbidity asscciated with home deliveries 1% was

that such .11 proportion of the deliveries were conducted by ThAsa
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Later in the thesis, howsver, it is shown that in the country as
the proportion is slightly greater. it slse hes to be supposed that a

training courpe might incm the influence of TBAs and that the beneficial

gffects of their training might
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Seetion 3 Cheracteristics and facilities of ThAg.

)

Following the resulis of the

decided that a2 pilot training prog
that this should be in Lilongue District, 1% was thus necessary to Find
a sufficient number in that district so that suiteble candlidetes far
training could be sclectsd. On my transfer to Lilongwe in Mareh 1376
I began this wopk, and it continued throuchout 1878 and L1877

1t was decided to teke the opportunity of finding out as much as
possible about the TBfhs and by making the search ss thorough as pessible
ko obtain some further information as to how many TBAs there were.
Bathodse

Dupliceted forme as described in Chapter 2 Sectlion 2 Page 33, wers
gent to all the maternity unite in Lilonguwe district wiith the regueet that
they be completed whenever a petient was admitted gfter having sither

2

teied pr succended in s hose

@

dalivery. vhen comploted forws ssre
peturned it was possible to decide ¢hich attendantes wers Tihs, Also by

this time consent had baen obtainad to speak with vills hoadmen on

the subject and to ebtain the names of women whom they considersd to be
Tohse Yisits wgpe made to TBhs whose name and village had besn found
by theoss setbodse

it the wisit a full sssessment of the TOA was ma 18 Te ensure that
appropriate details wers recordad, 2 Fform with the following guestlons
pas usedie
name of Traditional Birth Attendent
tstimated agse
¥illags

Yillzgs hosdnan




Traditionsl authority,

Does she agree that she speclalises LForye O

something which she does hatbter then wost obher women in the coighbourhood?
3 -

Opes she atbend women in thelr hoos villages op do they come to har home?

v

How many does she attend - a month? or & year?
Does she keep records?

Ooes she attend patisnts from the heginning of labour, o7 iz shs called
in when thers ars csbvious difficulties or delays?
Noes she act as a singtanga® for othor types of illness?

Does she know of other traditional birth attendants in practice?

If sa is she williny to give us thair names and addresses?

How did she lsapn skills in nidwifery?

hat age wes shae then?

uhat formal education has she had?

Would she like further trainimg in midsifery?

yould she be willing to work in co-operation with recognised

healkth wunits (govsenment of PHAN)?

or even sxchange knoulsdge with gualifisd midelves?

DNoes she charge the patient?

How much?

Any other relevant information obtained on how she goes ahout her
work, what sort of facilitiss she has, how she desides which patiants
to attend and which te refuss to attsnd, or when snd how she decides
that patisnts should go to hospital.

Has she o spparate house for deliveries?

How many pooms?

Ones she have a delivery bed?

S
oy

Sing'anga is Chicheuwa for traditional medicsl practitioner or harbaliste
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very instruments?

oo yvou feel that the THBA bas potential and would gain somsthing by being

ixtywbwo TOAs were identified in Lilongwe District. Apmin it
was found that where & patient admitted to hespitel after stiempted home
dalivery, said that her atiendant was unrelated and lived in a different

villags, then the attendant almost slways turned oub Lo be & T,

then visiting the TREs it was Pound thet = careful and sympathetic

anprosch was

iody not only to obtain answers to our guestions, but

sometines to be snsbled to sgeak to them at all. Some hid

themselves in
their houses when First approsched and one or twoe ren off into the fields

banause of thelr Tesr of the suthorities. It was clesar

=

that they mostl
gonzidered themselves to be workimg illecally and were frightened of
axposure. Uscasionally repest visits were necessary bofore the full
assessment could bae made.

The informetion on bhese sixbyetws TBAs in Lilongue District plus
that on the seven practicising TBAs from Zombe District heve been analysed

togatheors

1t wos found theat the Tihs worked
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of tha nabisnt and delivering her

gither going thomselves to th
thers, or having a house or houses in ker oen home which she kept for

the confinement of patients, end vhich actaed as a static raternity unit,
¥

In this way 43 ran & domicilisry service and 26 had a

wnite g 3 sbatic unit a to offer more potentizl from the

s

view of treining and up-gerading the standa of hygiene snd equipment,

the charactaristics of the twe groups are comparsed and contrasted in the
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in 1977,

likely to be other T

survey this percentage must Do an underesticate.
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twenty-sight cherged one Welawi kwsecha or less; 17 betusen one and two
kwacha; seven over twe kwacha, and one charped six kuwacha, (1 Melawi

kuache = 0.6 pound sterling zpproximetely ). These prices compare with

hosnital charges ranoing from one kwache in &
thres kwsohs in 2 generel er central hosoitel,
Treinipg and previous sducation,

gith = ?&w‘ﬁmm@gti@ns, mentioned below, the TBAs had learned their

skills in wmidwifery from working with am older T8A, ususlly her ouwn mother

or another relabive, Thay only began attending deliveries when they
themsalves hed one or nore children. 1t sesmes that they ssleched

themselves for the work or just naturally took it up through essisting their
alisy zolative.

Bany of Lhe TBAs had as&iat&n&s working with them, the assistants
all being related to them and usually younger. It wes genseally
accented that they would continue the work when the TEA retireds

Seven TBAs had at some time worked in a hospital. Two who carried
out domiciliary deliveries snd 2 with static units had besn hospitel
servants, and 3 with static unite had had a srisf treining in mideilfery
in the 1940 but none had achisved a certificats.

Only 7 had raceived any education in school, Standerd O of the
srimary school beiny the highest level atbtainsd by any. It iz thus not
surprising thet only 3 TOAs kept any rscord of thsir work, and none did
this wplle

ment and fecilities,

Nong of thoss carpying out domiciliary deliveries had any inatrumsnts
or ecuipment for carvying out 8 dollvery, with the sxcaption of a2 razor

hlade which many owned for the purpose of cutting the cord. ty comparisong
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Fifteen of those with static units had instruments and sguipment of one
kingd or the other. Seissors and o mackintesh or a plastic shact wers
the most oor

and
ligature hurricane la

on, but pails, bouls, eneas cans and tubing, forceps, cord

ns were ownsd DY SUNS.

Saven had a delivery bed ~r couch, 56 Illustration 4, and 2 had a
table with a hols in the centre for the eecepe af blood and liguor. The
others delivered their patients on waks or on the uncoverad floore

Of the 26 with statlic units, all hut 1 had set asice a building
for their meternity worke These were mostly mud and thatoh buildings,
many being rondavels. Thers were nkhers of sundried or burnt brick, $m$&
of which had iron sheeting roofs. Five had two rooms, and & had 3 rooms
in this case 1 being for ants-natal we iting mothers, 1 for delivery, an nd 1
far postenatal petients and the ir Danlog.
Ciinicel practices.

A1l the TBAs usre herbaliste in that they gave herbal medicins
to their natients ante-natally and in labouT. A1l without exception also
treated natients for inf ertility, and many also for other gyneecoclogical
conplaints. They cara for the necnate hub do not troat childhood diseases.

Only the 1 man who was prac sing as a TBA and 3 women, malking 67 of

the total, ected as traditional doctors {sing'anga) treating sll forms of
disnact,

In the m2jority of csses the To8 looks after the labouring woman

from the cnset of laboul. They are alsc sometimes called in by the
relatives of a patiesnt when difficulty has besn experienced during & labour

heing conducted at home.

willinoness to sccept traininge
A1l the TBhs uwere asked whather they would accept a short residential

training course in midwifory to help them with their worke. Thirty (72%)
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Finally, thers is the distinoct

the THA would be mors commonly found at home when follow=un supaTvisory

Beijering, of the Lilonguwe Land Uovelopmen
BoH Supervisor for Lilongus dstrict, who halped to locs
7111 out the cuesblonnaire Torms, 1 dic some of

uncdertook the overall planning of the vorks sending

the forms from maternity units from which the addresse
preparing the guestion form used when TBAs were visiteds snd athalysing

the data
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to find out the percentage of village deliveriess as
knowing this a calculation of tha number of TRAs in the country sould be
madie

Bathodg,

It has alrsady besn

it was possible to estimate that 127
by TBAs and the remainder by rolativas

A

materniby staff
ona used in Zomba and Wachinga Oist:
who had sttemnbed village daliverye

dimtricte in Februasry 1979 as resusst

Aosulis.

gesaribad how in

four other districts

Zombs and dilegtricts
of village deliveries wers conducted
Se In Septesber 1978 1 asked the

to 112 out = form similar to the

ricts whansver they adpitied o patisnt

Forms were returned from three

5:?

3

in amalysing the rosulis ¢ sbtendunts were congldersed to be THAS
it they were unrslated to, and lived im a different village from, the
patisnt. In ane case an unrelated woman living in the same village was
identificd as "Afpican dostar?, and she was also consicered to be a TOA,
The pesults, together with tha Zomba and Mechinga resulte, are shown
in Table B. Figure &4 shows the gecgraphical location of the distric

invalved, and slso Lilomgue district,
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CHAPTER 3

THE BELICFS AND PRACTICES OF TBAS AND
THEIR HERBAL WMEDICINES,

Section 1 - Introduction,

% trainer of TBAs uwho knsw nothing about the TBAs beliefs and

practices would Find her job much more difficult. 4 study of the
subject was thersfore considered NEcessarye

There has been no published report fully covering the subject of
childbirth in falawi, but soms mention of it is made by the following
authors. In a2 study of ths social structurs of the Yao, one of the
major tribes of southern flalawi, itchell {1Q56}23 describes how difficulty
in labour is belisved to be due to the adultery of eithsr the woman or
her husband. He relates the story of z particulsr womant®s difficult
labour,; and how birthpang aonfessisﬂs were forced from her. Uhen this
was unvailing a diviner uwas bsnsulted, who indicated that the cause of
the prolonged labour was maelice felt by the labouring woman's nisce
because of an unresclved argument that they had haed in the past. The
divinsr advissd that the nisce should blow water from her mouth at the
hut door where the woman was confined in order to annul this effect,
Schoffelears '{1‘2":1&‘3)24i in writing about svil spirits and problems of human
reproduction in the Lower Shire Valley of Malawi also mentions the
confessions required of both husband and wife in cases of difficult labour,
In an anthropological study of the Ngoni of Malawi Read (1936}25 said
little about childbirth other than to mention that at z woman's confinement
she was looked after by her husband®s own mother, aided by other female
membars of the husband's family if they were present in the village.

This is becauss the Ngoni live virilocally in marriage, flost of the




other tribes in Malawi, are uxoRilocal in hablit which explains why it is
usually the women's relatives who are in attendancs,

African traditional beliefs in conmection with pregnancy and childe
hirth have been quite widely reported from other African countries,
Gelfand {l@S&)Zﬁ described beliefs in connection with pregnancy and
gynaecological complaints amongst the feshons in Rhodesia, and ths
information he suppliss might be thought to be apnlicable to most of the
gantu tribses, those of Malawl included. flontgomery (1955)17, also from
Rhodesia, gives an interssting account of cbstetrics in an African
population. However, these descriptions from Rhodesia includs many
more refersnces io megic and divipation than I encountered in Malawi, and
it would sssm that there are considerable diffsrences in this respect
petuesn the two countries. Evidence of the need for a local study is
supplied by floller (1961}lg writing from Tanganyika (now Tanzania).

He described the customs related to pregnancy in seven tribes, all of
which showed significant difTerences,

#lthough thers seems to be & case for a local study, much can
gtill be learned from other references, and, in addition to those mentioned,
descriptions of customs in Bugands by Billinogton, Yelbourn, landers
and Sengendo (l@ﬁS)ZT, and of the Ga pecple in Ghana by Otoo {19?2}28 are
worthuhile,

During the study of ThAs in Lilongwe the opportunity was also taken
to investigate the herbal remedies they uss, There ware a numbsr of
reasons for doing so.

For many years scientists have taken a@ interest in the traditional
herbal remedies of many societies throughout the world, and a number of
drugs useful to practitionsrs of uwestern medicine, like quinine, morphine

and digitalis, have been discovered in this uway, The flora of Africa is
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narticularly diverse and as yet incompletely studied, as are the
traditional herbal remedies prepared fremit, and it has to be considered
guite likely that the empirical use of the wide range of plants available
may have resulted in traditional practitioners identifying pharmacoclogically
active plants. It seems important in this sra of rapid socisl change to
investigate this field and record any relevant informetion before
knowledge of this sort held by traditional medicsl practitioners is lost
for sver.

Personal expsrience of obstetrics in Welsawi alsc provided reasons
for making 2 local study,. ks described laster in Chapter 4 Section 1,
there is reason to believe that medicines used by TBAs have toxic effects
on tha gastroe=intestinal tresct; and kidneys. If the medicines that have
these offezcts could be identifisd and the zective principle iaolated?then
measures could be taken to stop their administration and possibly a
rational form of therapy deduced.

Schoental (1972)29 suggested that toxic and/or carcinogenic constituents
nresent in the diet, or in herbal remedies used by women during pregnancy
and lactation, or given to babies, might be the causs of certain childhood
disorders and of some of the tumours encountered in developing countries,
This has not been proved but, on the other hand, many genera of plants
are known to be definitely poisonous,. There was therefore good reason
to record the plent medicines used by TBAs being trained by us and check
whathar any of them were known to be poisonous, and look for any other
sssociation betwesn them and dissase.

There was one particular asspcistion which was of interest,
Telawi, in common with other African countries, has a hich rete of uterins

rupture, and it is widely belisved by people involved in meternity care
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that some of these cases result Trom the ingestion of herbal medicine,
This belief was documented by Noller (lgﬁl}lg, who claimed that a medicine
made of powdered bark and drisd leaves of upknoun origin used by midwives
of the Bahaya tribe in Tanganyika (now Tanzania), stimulated the uterus
and resulted in cases of runtured uterus. Scientific evidence to support

3}3G and (1963}31. He carrisd

such & belief was reported by Lipton (195
out experiments on the dried berk of the tree Albizia gummifera (Gmel)
which he was informed wes the source of medicine used by z traditionsl
midwifs. Agueous extracts of the bark produced powerful contractions

in vitro in strips from the gravid uteri of laboratory animals and humans,
Intravenocus administration of the extracts to intact monksys produced
powerful prolonged uterine contractions. Abortion could be induced in
gravid rodents even when the extract was given by gastric tube, although
much laroser doses were needed when given by this routes. Toxic effects
wers studied, hut no precise abnormality wes discoversd, except for a
somewhat inflamed inﬁasﬁins in the lsboratory animals, Albizia chinensis
and Albizia grendibracteata were similarly active. dnother nlant,
Achyranthes aszpera was very powerfully abortifacient in gravid rodents
although not active in isolated utsrus preparations. 41bizis gummifera
{Gmel) and Achyranthes aspera are both listed in a "Dictonmzry of Plant
Nemes in Talawi® by Binns {19?2}32, and so it was important to check if
these plants were in use by TBAs in WMalawi,

Gilges (l@ﬁS)EE

reported the toxic effects of many herbsl medicines
in a study of the African poison plants and medicines of Northern Rhodasia
(now Zambia). He wazs, however, rarsly able to nawme the toxic prineciple.

Meverthelsss, his publiceticn sgain provided 2 means of checking for any

known toxic effects of medicines used in Walawi, In Walawi itself, an
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interesting work "Useful Flants of falawi® had been written by Jilliamsan
{l%?ﬁ}ﬁ& in which she recordsd many attributed medicinal uses of local
plants, although making nc mention of toxic effects, and it was felt that
it was worth trying to confirm her findings, and provide useful information

for people involved in the training of TBAs,
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Ssction 2 Heliefs and Pfractices,.

This section deals with the traditionsl belisfs and customs
connected with pregnancy, labour and the young infant in Malawi. The
nractices of TBAs a2re also described.
flethods.

Ty first experisnce of villags deliveries occurred shen ss a mission
doctor I was obliged from Lime to time to =sct as driver of the hospital
ambulancs,. This gave me the oppertunity to witnsss women in labour at
home, and even to deliver a baby onto the unpresared serth of a village hut,
Fuller information on the subject was gained during the periocd of research
from 1973 ornwasrds by discussions with patients, midwives and traditional
pirth attendants. I kept notes of what I lesrned in this wsy. I also
made a systemstic engulry of 15 T3is who attended a2 pilet training
programme which is described latere Finally befors preparing this
report I comoared my information with that of two midwives, Jirs. I.H.
Kawonga and irs. Re Chinyama, who had worked with me on the pilot training
PLOQramne. This description, thersfore, only includes material which I
have had confirmed either in my own expsrience or throuch discussion with
others.

Regults,

It may seem supprising that the name given toc TBAs had to be the
subject of investigation. However, in conversation a TBL is usuelly
spoken of merely as "a woman who helps mothers" or "adocotola", which is
a corruption of the English word “doctor®,. fiore exasct Chichews words
for TBA are "mzamba" (pl. "ezamba") or "namwinc" (pl. "anamwino™), but
these are used less often.

TBAs do not systematise their beliefs but they can be said to
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believe, as in common throuchout Africa, in the following types of disease,
classed according to causation: nstural diseases, manical dissases,

and diseasss caused by spirits. A desire for revenge is often the
underlying cause of the magical diseases. I belisve, though, that most
TBAs, except those who are diviners or doctors (singtanga), feel themselves
fairly bhelpless in the face of disesases caussad by other than patural
causes. They do, however, know how to placate spirites that have been
offaendad, It was not easy to draw information from them on the subject

of magic and spirits and most of the following relates to natural diseass,
Preanancy.

It is still commonplace for vyoung girls (at sround the age of
puberty) to be given a formal course of instruction by their elders on the
subjects of pregnancy, labour and child care.

A pregnant woman calculstes her gestation from the movements of
the moon. If the moon returns to the ssme phese as it was when she last
menstruated, and she then misses a periocd, she counts herself zs one month
pregnant, She expecte to deliver at the end of the tenth monthe IF

she is goino to be deliversd by a TBA she usually visits her anteenatally

A3

from the sixth or seventh month,. There is no ritual sttached to the
way in which she reguests the TOA's assistance. The TSi sess her uweekly,
sometimes on special ants;natal clinic davs. She palpates the pregnent
woman'®s abdomen st sach visit and nives her some herbal medicine, either
then or to taks home, A woman who dogs not deliver by the tenth month
iz consigdered to be in danener and may belisve herself to be bewitched.

in this cese she would go to a2 diviner rather than a TBf. TBis do also,
however, give medicine to induce labouT.

During the pregnancy the TEA will not meke special recommendations
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about the diet but it is generally believed that z pregnant women should
not sat eggs. If she does}kha Yway® out of the womb will be closed, ar
the beby will be bormn bald; both good examples of sympethetic magice
She will also not eat the meat of a cow slsughtered while orecnant, and
is not supposed to sit cross-lsoged. It is expectsd thet intercourse
will stop at about six to seven months, Vernix caseosa is taken to be
the husband's semen,

TBAs do not understand the anatomy and physiology of labour nor undere
stand the function of the placenta, Some helieve it to be 2 cushion for
the baby. They have no way of telling beforshand whether a patient will
have difficulty im labour. Short women and thoss with a history of
previous Caesarean section or stillbirth ars not considered as being at
increased risk, On the other hand, anasmia does seem to be something
that they recognise, and pallor, weskness, palpitations, dizzinsss, and
oedema are all known by some as symptoms of anddmiaae flany also
appreciate its serious significence and would send such a patient to
hcs?ital. Some are aware of the virtue of clearnliness and hygiene but
few know the rationale behind it. Trangverse lie is a feirly well
recognised condition and its associstion with arm prolapse is known,

Feasaons for delivesry at home,

The distance to a maternity clinic and the cost of clinic fees
are two of the reasons why many women still prefer to deliver at homs,
Other reasons include the belief that childbirth is a family sffair which
should be conducted at home, Also age and experience are highly regarded
in falawi and it is netursl for 2 young pregnant woman to have greater faith
in the ability of her elder reslatives, than in that of the relatively
younper women who often staff the maternity clinics. Hospitals slso often

acquire a bad reputation unjustifiably becauss they ultimztely have to




manage the difficult cases which have a high mortallity rate. Reasons
based on mysticism and magic also play a sart, notably the wish to have
the plzcenta buried safely and corrsctly. However, I bslisve that one
of the main ressons for choosing home delivery, espscially among
primigravida, is related to the belisf, already mentioned, that difficulty
or delay in labour is the result of previous maritsl wnfalthfulness.

it ssems that if 2 woman shows 8 desire to be delivered in heospitel it
may be belisved that this ils because she wants to hide from her relatives
so that they cannot witness the difficulties she expscts to have. To
avoid suspicion many a woman, who might otherwise deliver in hospital,
decides to stay at homa,

The conduct of labour at home, atbtendsd by relstives (Family 3irth Attendsnts)e.

Labour is traditicnally conducted in & hut away from the main living
guarters, although there is no specisl significance in this apart from
ensuring that the events take place in seclusion away from the patientts
husband, Even after delivery the patisnt is customarily secluded fTrom
ber husband for & period of 4 or 5 days, ob sometimes until the cord
stump has dropped off. The patisnt's mother, and other femasle relatives
uho may be involved, keep in constant attendance on her but make liitle
or no preparation for the arrival of the baby. The labouring woman is
naked and usually lebours in a squatting position, often with her
buttocks resting on a2 cloth ring (nkhata), and leaning back against the
strong woodsn pole used for pesmsihg maize (mtondo ). Uhile in this
position 2 relative in front supports her knees and angther at her back
supports her shoulders, The woman will be encouraged to bsar down as
scon ag labour begins or the membraznes have rupturedy end she will bs

expected to continue to push with svery contraction until the baby is




SIS

deliversd, The delivery of the baby's head is not controllsd in any
way, ths baby being caught, howsver, and placed in & cloth or mat put
on the floor for the purpose. This is often thrown sway later, o
attempt is made at resuscitstion and the baby is lefi slone until the
olacente is delivered, and only then is the cord tied with & strip of
cloth and cut with 3 razor blade or some sugar cene pesal, The placenta
is taken by the older woman and buried cerefully and in secret, because
of the fear that it may he dug up end used by somsone to mske medicine
for the purposes of witchoraft. The stump of the baby's cord is also
civen specisl significence end when it separates it is carefully buried
close to the home,

Should a problem oceour or thers be delay in labour this is attributed
initislly to the women being lszy and she is urged sven more forcibly to
push hard. 4lmost certainly she will aready have drunk some loczl harbal
medicine but when dslay occurs she will be given moTs. After the psssags
of more time withoubt succesaful outcoms it comes to be recognisad that the
delay is dus to ths woman having been unfaithful to her husband, Her
sttendants then insist that she confesses the name or names of her lover(s)e
1t is apperent that this is a time of tremendous peychological and physical
torment for the labouring woman. Should she in the end confess, fairly
immediste delivery is hoped Tors If she fails to confess shs may be
beaten by her relatives until she does. At times the husband iz cellsd
upon to confess his acts of adultery during the pregnancy, but if he has
any to confess he is a@forded @ greater degree of undsrstanding than his
noor wife, Should the outcome bs a maternal death this is, houwsver,
ususlly hlamed on her husband¥s unfaithfulness, Uhen confessions of

this nature have nroved unhelpful the next step is to call for thse
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assistance of = woman cutside the family who has special experisnce in
midwifsry (& TBA), or slse for & diviner whao may be able to find the
magical causs of the trouble, If thess measures also faill consiceration
will be given to taking the patient to hospital, Even then there may

be difficultiss to cvorcome bscause permission for doinc so may have to

be obtained from the patient's metzrnal uncle who is wltimately responsible
for her welfares. Hey if he is merried, will be living with his wife's
family and so may not be immediately svailable to give the necsssary
nermnission. "It seewms that in this situation men are more than willing

o give such permizsion. The prolonged delay inm the procesdings is
nrobably pertly due to the fact that the businsss of labour exclusively
belongs to the women who tend to be more conservative and lesss well
travelled than their menfollk,

THAs knowledoge of labour,

TBAs reconnise the onset of labour by palpating contractions.

They mostly regard show or ruptured membranes as evidence that it is time
for the petisnt to begin pushing, fiogt TBAs examine the patient
vaoinally with the intention of feeling if the head is presenting and to
tell how low it is, and they sssess progress in this way. Only 2 out of
15 guestioned were able to say that they had recognised the process of
cervical dilatation. Juestioned about the causes of srolonged labour
three of tha 15 were aware of the concept of cephalo-pelvic disproportion,
and 2 mentioned melpresentation. The remainder krmew nothing useful.
Une thought it occurred because the patient was lszy, 1 because the
nlacenta had blocked the wey out, and 1 bscauss the patient was pre-term.

Uhereas in village deliveries conducted by close relatives of the

patient the usual position for delivery is a semi-sitting or sguatting
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attitude, TBAs mostly deliver their pastients in the dorsal position.

Spme also cut the cord before the baby is delivered, unlike most villags
WOMEa It would seem that they have voluntarily copised hospital
practice in these respecis,. However, when the head is being delivered
they do not conmirol it or support the perineum in any way. Should the
placanta not be delivered essily, the ususl mensgement is to press oo
push over the uterus, although attempts at manual removal are sometimes
madse TBAs often owe their reputation to their asbility to do so, and
definitely are not aware of what e dangsrous condition it is. The method
of controlling postepartum heemorrchsge by rubbing up & contraction is not
known by TBAs and I met none who had any idea of how to cope with this
condition,

Hreast feeding,

There are few special beliefs attached to breast feeding.

The idea of feeding expressed breast milk from another mother to an orphan
is abhorrant to Maelswians, including trained nurses. However, if a
foster mother without & child of her own can be found, she is able %o
puckle the child after the breasts have been washed with herbal medicine.
Pusrpsriume

After delivery all women tie a2 thin strip of materisl around their
waists,. This is to help involutiog of the uterus and prevent the abdomen
being Tlabby,. TBAs agree with the practice of inserting herbs or chemicals
into the vagina to tighten it following childbirth, This is usually done
same weaeks later, however, and meny patients do this themselves without
help Trom ths TBA. domen do not cook food for their husband for one
mornth after giving birth, and many do not resume sexual intercourss until

after they have a periocd sven 1f this is over a year later, This smems







to be variable, but there is always & delay of soms months,

Care of the nscnate and infant.

Uhen the baby is delivered the TBA clears the mucus from the beby's
mouth, either by inserting a finger imto the mouth and wipino it away,
or by the sswe method but using 3 cloth, Some even do this by sucking
the mucus out gith their owun mouths.
A few appear to be awars of the nead to take special measures to
keep the baby warm, and some untrazined TBAs put premsture bebiss in card=
hozpd boxes end kesp them warm by the use of blankets and bottles with warm
water. See Illustration 7, Un the wvhole, however, vaory little is knoun
about neonatal care. In normal cases the cord is lzft alone without

medication,; but hot ashes are somstimes annlisd. Cow dung, which is

o

used in other cultures, is not used in Nalaui. If there is delay in

separation of the cord a2 dressing of leaves may be applisd. Pumpkin

fte

lesves are cults commonly used in this situstion because they themselves

o

drop off their stalk lsavino a nice clean surface,
The infant's Tontanelle is conszidered to nesd attention and
is protscted, or helped to clozs, by a small cloth cushion hung zround

>

the neck of the child. The Yao constantly asoply 2 black medicine to the

The T3ds knowledos of nutrition is poor despite all the teasching
which heslth personnel have given on this subject. Of 15 who wers asksd
gbout the causs of keashiocrkor, only 5 knew that 1t was associated uwith
insufficient or incorrect foods,. Six thought it was due to lack of blood,
two considered it to be the result of the parents® aduliery, and one

attributed it to the continustion of breast fesding after sexusl relztlione

zhips had besn rosumed,
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and i any is unverteken it is only in the immediate postepartum periocd,
Clitoridectomy and infibulation are not carrisd out in falawi,
gcantrary to some Tecent press reporis.

Gynaecological diseases,

There ars meny customs and beliefs related to menstiruation, the
digeases of women,; and sexual matters, and THis adhere to thezse. A woman
who is menstruating is a source of danger to others, especially her husband
and other men, She will net put salt in the food or put a pot on the
fire at such 2 tima,. Likewise, it is unsafe for a man toc have intercourss
with a recently deliversd woman or one who has recsntly aborted, If
intercourse does take place, the man will suffer from "chitaye™, a disesase
charactzrised by paralysis from the waist down. A man affected by this
condition is indeed in danger of dying simply because of his Firm belief
in the dissass. 4 man or woman who has recently had sexual intercourss
or is recently married is considered to be "hot" and must not touch sither
s newborn baby orechild with measles.

Infertility is the commonest gvnasecological disease treated by TBis
and many initially gsin a reputation from their success in treating it.
They may begin their midwifery work by delivering those patisnts who
conceived following treatment,

For incomplete abortion TBAs give an oral medicine and cleim
consistent good results. For threstened sbortion, = lenoth of string is
tied round the wsist and oral medicine given.

Contrsceptive advice iz only oiven when & patisnt mskes 2 dirsect
requast for ite. This consiste solely of a piece of string tied around
the waist. One Toa told me that she hunts in the bush te find & bole

in the cround which is crossed by the root of a tree. If, in the rains,
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the hole nevsr Tills with water, then string is made from the root. The

string

1)

s tied sround the waist of the patient with the words “is ths hole
was not ¥illed, so you also will not be Tilled®, The effectivensss of

the method is wyidely believed, and was once quoted to me by a student

micwife in her final examination. Cn the other hand, one TEA ssild that
she had stopped recommending this practice bscause she had found 1t gave

poor results,.

Vensreal disesse 1s recognised but syphilis and gonorrhoea znd any

vaginal discharge are taken to be ane diseass. Tise glve medicines to
increase the discharge in the hope of curing it, Repeated sbortions are

considered to be due to vensreasl disssse,

There is & belief in a disease called “"mzsungu” (or “mauka" in
Southern Walawi) in which the weman is believed to have a growth in the
vagings This im turn is suspscted if she is infertile, her child is sick
or she has vulvar itching. It can bs cured by making short incisions in
the vaginal skine Unly once have 1 sesen s complication of this, namely,
goma mild blessding from the incisions.

Discussion,
Although the beliefs and practices described sre commonplzce amonost
the villagsers of Halswi it iz my experisnce that knowlsdge of them is

guickly lost by educated townspsoplea. The average nurse or midwife is

likely to havs heard of only a swall proportion of the contents of this

b

section, Yet if she is to work with and train
that she should have an understanding of their customs, This, I balisve,
Jjustifiss this study,

It iz slso instructive to note that theg Tdhis oractice included much

more gynascology than nsediatrics, and I belisve that this should influence

L
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the contents of our syllabus and ocur expectations of what the traiped
T8A ocan doe. Although childhood disesses ars of great importance, I
belisve it to be unrealistic to think of involving ths TBA much in such
work, but that instead we should build on her interest in gynaecological
disease.

B largs number of factors were identified which have the effect of
increasing the length of time which ensues betueen the recognition of a
problem during lasbhour and the ultimste arrival of the patient in hospital,
It is not surprising in view of this that obstructed labour is such a
ma jor problem. In this connection it is of interest that the practice
of extracting confessions wes forcibly attacked by the Life President
Or. H. Kamuzu Banda a2 few years ago in a public speech. He strongly
criticised the custom declaring repeatedly that the use of the guestion
"Noaani ndani?" must end, "Ndeni?" means "who was it?%, that is, with
whom vou committed adultery.

In training TBAs it should be our aim to conflict as little as
possible with theilr system of midwifery, and in fact to encourage to the
full any good customs opr habits that they have. Customs and procedures
can be clessified as being either beneficial, haprmless, harmful or of
uncertain affect. Ue should encourage the beneficial customs, make no
comment or judgment on the harmless ones or those of uncertasin effect,
and only discourage those which zre positively hasrmful., Table 9 lists
some customs categorised in this way for the bhensfit of trainers of TBiAs.
Classifying the use of herbal medicine ante-natally as something of
uncertein effect which can be ignored is howsver a matter of expediency
rather than convigtion. It has to be rscognisad that at the present time

advice to stop using it would not be accepted,.
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Benaficial:
to be
gncouraged

Instruction at puberty about labour and child
Cares

Ante-natal examination by T8A,

Putting haby to breast immegiastely after
daelivery.

Taboo on sexual intercourss after delivary.

The noneinvolvemsnt of the hushband in matters

to be relating te labour and delivery,

ignored Uge of abdominal binder after delivery,
String tied around waist for provention of
abortion,

Harmfuls: Attributing deley in lsbour to marpital

to be infidelity or 1 _sck of coursge.

discouraged Herbal medicine taken orally in labour.

Herbal medicine on vulva or in vaoine

during or after lsbour.

Uneterile teschnicuss Tor vaginal examinations
and cutting of cord,

l.ack of oreparation of clothes for the baby.
Immediate cessation of breast feedino wshen
next pregnant.

The avoldsnce of sating eggs in antee-natal period,
The sguatting position in labour,.

Use of string arcund the waist az a contraceptive
Use of herbel medicine ante-natslly.

Herbzl medicine rubbed into abdomen in labour,

Taeble 9,

Traditionsl customs relstsd to reproduction
categorized as bensficial, harmless, harmful,
or of uncertain effact,




Section 3. Herbal medicines.

This study aimed to record the herbal medidéines ussd by TBhs, and

b

f any ware of knouwn

4

the menner in which they ussd them, to identify
toxiclity, and to make tests of both toxicity and pharmacological actione
The maln pharmacolocicel action to he sought was an oxytocic effect.
lethods,

At the beginning of the pilot training course the 15 TBAs were
individually ouestioned about the medicines they geve their patisnts,
They wers asked specifically what they gave, when they gave it and why
they gave it, and these guestions were asked in respect of the ante-natal
pariod, labour, and the pusrperium,

It wes resalised that the TBAs guarded knouledge of their remedies

rather closely and were suspicious of our encuiriss, 48 good rapport

wes sssentisl to the success of the programme, it wss only lster at the

follow=up visits when they were more certain of our good intentions that

olant specimens wvere requested. They were asked to supoly s specimen

af the leaves, flowers and/or seeds of the nlant 2s well, wherever possible,.
Jhen obtained, the leaves were pressed overnight and sent for

identification to the Curstor of the Herbarium, Chancellor Colleage,

Univarsity of Walswi. This wae initially Mr., J.H. Seyani, and then
later, fr. 3. Blackmore. vhen lesves wers not obtained the scientific

32

&
. . e e w o a 34
name was obtained by me from works by Binns (1972)°° and Uilliamson (1975)

n Malawie

Pts

which list the vsrnacular and sclentific memes of plant names
The plant specimen itself wss numbered, wrapped in polythens, and
sosted to Professor W.”. Leary, Heac of the Department of Clinical and

Experimental Pharmacology of the Faculty of Fedicing, University of Hatal.

Jetails of the sctions attributed to the specimens, and their mode of

L

adninistration were includeds
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fy suggestions Lo Professor Leary wers to test the specimens for
oxytocic actions, and where therapsutic or pharmacological effsocts ware
claimed by This to sttemot to confirm theme flso to analyse the spscimen
For known toxic substances,; and to look for toxic effects in lszhoratory

animals. 1 explained my findings (see Chapter 4 Section 1) that herbal
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medicines were associsted with gastric contents and the
vomiting of large volumes of vomitus, and requested that effects of this
nature be looked for.
Results,

ihen initially guestioned, 14 of the 15 TBRs said they gave their
natients medicine during pregnancy, 12 that thevy gave medicine in labour,
and only 8 sfter deliverv. ifhen plant specimens were asked for,

-

howsvesr, only 2 supnlied the same plant specimen as they had mentioned

when guestioned, and many gave a large number of specimens which they had

'.u

not mentioned earlier.

411 of the medicines were made from either the roots, bark or
leaves of locally mveilsble plants. These are usually orsoared either
az 2n infusion or 2 decoction to be taken orally. The dese variess from
one spoonful weekly to z cupful four times deily. Sometimes the powderscd
bark or root is teken by being added to porridge. During lsbour, medicine
is somstimes administered by rubbimg 1t into the skin of the abdomen,

Raasonz given for prescribimo medicine for the znte-natzl petisnt

e, o make the baby grow wells to maks the pregnant woman strongg

)

and to enaure an easy: labour. There is alsc z common belief that ths
"way" should be cleansed so that the baby will be free from infection, and

which has both a diupstic and 2

this ie dome by prescribing

axative action.
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labours others walt until the cerovix is
find that lasbour is becoming nrolonged.

nearly alwsys given with the intention of
or shertening labour. In the postenatal

gxpal retained products, to encourage ithe

ny TBhs give their patients medicine as soon as they beoln

fully dilsted, or until they
In labour the medicine is
oromoting good contractions

neriod, medicine is civen to

flow of lochis, or fo control

bleeding. MHost ¥BAs use & variety of medicines, but others use only one,

orescribing it for a number of different purposes on different occocasions,

A list of vsrious plants used as medicines by TBis is shown in

Table 10, This is listed alphabeticslly sccording to the vernscular

namg of the plant, as the scientific name

#here corroborsting information about the

was not known in 2l]l cases.

ugses of thes plant hes been

#

34

found in "Useful Plants of felawi" (Williamson 1975)° , this has been

. “lease ses th
inserted as a footnote, -E @

for the abbrevistions used,

gnd of the table, page 76
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Part of Claimed
Yernacular name Scientific name nlant used  medicinal
for plant uses
le
AZITONIS ? For headaches
and backache,
To hasten
delivery.
Z2e
BUUMBULUKANI Ch, 7 To improve
contractions
in prolonged
labour
e
CHEWE Che Ceratotheca ? For good fetal
sasamoides, growth, to make
Sesasum labour easy,
angolense. and to snsure
() a guick delivery
of the placenta
de
CHIBELE Che ? Toc ensurez 2 short
second stage of
labour
5.
CHIDYAYANI (a)
TSYNONYR FOR
CHIDYANKHUERE = Doliches Roots In pregnancye.
Che trinervatus (e¢)
Be
CHIgiRA (a) i:i:;zis (b) & Leaves ARubbed into the
¢ (c) abdomen to
hasten deliverve
Table 10. - Williamson (1975}3@ = An infusion of the roots

of

Sesasum angoloise is used to hasten delivery,




Part of Claimed
Yernacular name Scientific plant medicinal
for nlant name used LUSBES
Te Cissampelos For good fetal
CHILAMBE Nge mucronata (@) i growthy an sasy
labour, and a
short third
stage of labour
Be
CHODSI Che (a) Sida
scuta (b) Root In pregnancy
Gy The bark is
CHOOSI Che (a) Bark crushed in water
and rubbed into
the abdomen
during labour to
produce besttar
contractions
10, Veronia A palmful of
FUTSA Che (a) adoensis, Bark the powdered
VYaronia hark in water
amygdaling, in labour to
Yeronia nive hstter
glabra (c) contractions *
11, Rubbed inteo the
GUNDURULA ? abdomen in
labour to
hasten delivery
12,
KATITSOKOYA Uapaca in pregnancy &o
Che (a) nitida () Roots increass urine
putput
13, (Leaves Rubbsed into the
KANTOCHD sxamined abdoman to
- Root s
Chae (a) but not produce better
known ) (b) contractions
lée Powdersd reoots
KHUWO Che (a) Root taken twice

daily with 6

other roots for

syphilis

Nos. 17 25 26
35 40 41

L3
o f 34 . A
# yilliamson (1375)° = Veronia spe many medicinal uses and
includes VYeronia amygdalina zs an abortifacient.

Tapble 10 Conttd




- Clzimed
Fart of . .
Vernaculsr name plant medicinal
for plant Scisntific name used use
15, At onsst of
HAKANDA = labour to
MOCHEMBELE Chy, Leaves hasten
delivery
1s, Rhvnchosia For infebtility
MBUTOYAICHULI sp. (b} & Root and recurrent
Che (a) () abortions *
17 Robt Taken twice
MYBUAZI Che (a) deily with 6
other roots for
syphilis
Nos. 14 25 26
35 40 41
18, Boscia Rook in labour for
MFULATIRA Ch, (a) salicifolia ° Better
(b) contractions
i1g, TriumFetta Rubbed into the
MGUNDUMULA Ch, (a) tomentosa Leaves abdemen in
(b) labour to
hasten delivery
20, Branches For strencth
MIUAWI Ch, (a) and to improve
the appetite
in pregrancy
21, Ag a diurstic
BRKHADZE Ch, ? and laxative
in pregnancy
22 Cissus Soucce To relisve pains
MLAMBUZI Che (a) cornifolia I«7 in pregnancy.
(b} Source To promote
Il = fertility
Aoots
2% Indigaofera To pravent
FLIBBIKIRA Che antune?iina Root abortions
b

¥ Uillismson (19?5)34 = An infusion of the roots of Rhynchosia

sublobata drunk at ouberby,

Teble 10 = Conttd




Yernacular nsme
for plant

Scientific
name

Part of
nlant
used

Clazimed
medicinal
Uses

244
MYIEYE Che (a)

Root

Used in
prolongad
labour

2Ge

MYAYE Che (2)

Strychnos
spinosa

(b) & ()

Source
Tew
roots
Source
IT = 7
Source
111 =
roots

To treat
constipation
in pregnancy
fg a diuretic
& laxative in
pregnancy
Taken twice
gdaily with &
other roots
for syphilis
Nog, 14 17 26
35 40 41

28,
MeNKHOLOBYE
th (a)

Roots

Taken twice
daily with 6
gther roots
for syphilis
Mos, 14 17 25
35 40 41

27e ™
[TANTHIYERERE
Che (a}

Cassia (b)
petersiana

Roots

In pregnancy
for hilhap=
ziagsis

28,
NTANTHANYERERE

Ch, (a)

fisparagus
sp;  (b)

Rocts

For reteained
nlacenta

25,

TTERE Che

Strychnos
spinosa

(e)

Ta relisve the
pains of
oregnancy &
improve the
circulation

30
NTBATULE Che

Allophylus
africanus,

Aechaunosta=~
chys (c)

As & diuretic
and laxative in
pregnancy. 1n
sarly labour to
help the cervix
to dilate, *

® yilliamson (1975)°%

An infusion of the roots of Allephylus

africanus is drunk by women at time of menstrustions

Table 10 = Conttd
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Part of Claimed
Vernacular name ;;;zntlfxc pfg;ﬁ medicinal
Pop Q‘}:ant 7 use uses
3la Ozoroa Source In pregnancy
MTURUNPHAKD reticulata I = for abdominal
{or PHMTUKAMBAKGO) var, ocrispa roots pains ang Lo
Tus (a) (b} & () S8urce improvae the
It = 7 circulstion
32, Source To improve
MUKUUIKUUT Che I = contractions
(a) root
Sgurce For abdominal
1T = 7 pain
23 Cassia sp. To promote
MULAWANI Ch (e} ? flow of lochia ¥
3o Cyphostemma Given durino
MO AL ICHECHE spe (b} & () Root pregnancy
Che, (a)
35 Taken twice deily
e s Root with 6 other
NEGAKARBUA Ch a
roots for
syphilis
Mos. 14 17 25
26 40 41
36, flusa To prevent
NTHOCL Che paradisliaca Apots premature lzabour
(banana = Enge) (c)
37, Flacourtis Source For induction
NTHUNDZA Che (a) indica (b) I = of labour when
hark ovsrdus
Source To turn fetus
Il = to corrsct
presentation
38, Given at onsetb
NYANGA ZA INGA ? of lzsbour and at

Che

full dilstion
to hasten delivery

ryas 34 W . - .
*®  williamson (1975)7 . An infusion of the roots of Cassia spe
mixed with those of Hiksnia cordets is seid to be abortificient.

Table 10 - Cont'd




Yernacular nams
for plant

Seientific
namg

Part of
plant
used

Claimed
medicinal
useas

I
PALIBEKANTHU

Dicoma
kirkii (c)

Source
T
roots
Source
11 =

Source
117 =

Rubbed into the
shdomen to
improve
contractions

in prsonancy

to promote
appetite and
clean the
bladder. In
labour to hasten
delivery.

In pregnancy

to clean the
inside of the
bodys

f &N

Ve

SULULU Che  (a)

Hoot

Taken twice daily
with & other roots
for syphilis
Mos., 14 17 29

26 35 41

41
THONBOZT
CHIPETA (a)

Holarthena
pubsscens

Root

Taken twice daily
with 6 other roots
for syphilis
Mos, 14 17 25

26 35 40

42,
KAZINDA
KATUPE Che (a)

Gnidis
Nacrorrhiza
{b)

Taken in labour

Table 10 =

HoH
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Plants used by TBAs for medicinal purposes,

Pharmecolocical and toxicological studies performeds
Plants identifisd from specimens of lesves sent to
The Herbarium, University of lalawi,
Seientific name from either"Dictionsry of Plant Names

in Welawiby Binns (1972)32, or from "Useful Plants
of Malawi” by Williamson (1975)94,

Che = Chicheus
Nge = HNgoni
Tus = Tumbuke
Enge = English

For ease of cross reference an alphabetical list of the
scientific names 6f the plants is given in Table 11,




Plant number
in Takle 10

Acacia senensis 6
Allophylus africanus 30
Allophylus chaunostachys 30
A8paTaguUsS S, 28
Boscia salicifolia 18
Cassia petersiana 27
Cassia sp. 33
Ceratothecs sesamoides 3
Cigssampelos mucronatas 7
Cissus cornifolia 22
Cyvphostemma sp. 34
Dicoma kipkii 39
Delichos trimervatus 5
Flacourtia indica 37
Gnidia Mec-rorrhiza 42
Holarrhena pubescens 41
Indigofera antunesiana 23
ilusa parsdisgiaca 36
Uzoroa reticulata var. crispa 31
Rhynchosia sp. le
Sesasum angolense 3
5ida acuta 8
Strychnos sninosa 25 and 29
Triumfatts tomentosa 18
Uapaca nitida 12
Veronia adoensis i
Veronis amygdalina 10
Veronia glabra 10

Tabls 11 - BScientific names of plants used
by TBis.
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The medicines in Table 10 are all given orally unless atherwise
specified. In some cases where the nlant was not identified by examination
of leaf specimens, two or more scientific names are given because the
varnacular name is applied to plants of different genus or species,

= “ a
For examples, {tanthayerere was the vernacular name for both spscimens 27
N
. 32 5,
and 28 and Binns (1972) lists three other plants of the same nams.

Some plant specimens collected were given names by the TBA which
from their meanings wers recognised as being the name of the medicine and
not of the plant of origin, These have been listed in Table 12. Three

of these also are being tested for pharmacological or toxic sffects,

Part of
Varnacular nams plant
for medicine used Claimed medicinal uses
Akalska ku For infertility in women with
beleka (z) gonorrhosa, Coincidental
diuretic action, Later,
ancther drug is nesded for
treatment of fertility.
Vavi odwala Given in pregnancye.
pakati (a)
fikazi wa Root Te promote healing in vulvar
pakati (a) ?aematc§a. The powdered root
is applied locally after the
blood has been svacuated.
futi Used ants=natally to improve the

circulzation to the mother and
fetus, flso for infertility,

Table 12 « fledicines used by T8As whose plant name is
unknown,

(a) = specimen sent for pharmacological and toxicological studies,.
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Pharmacolonical and Toxicological tests.

Thirty different plant specimsns were sent to Professor W.P. Leary
for pharmacological and toxicological tests, and these are still continuing
at the time of writing.

Those specimens which were reputed to help in labour were tested for
possible 2ffects uoon the mammalian utsrus,. Crude extracts were mads
and tested on the uterl of guinea pigs primed by being fed oestrogens over
a period of weeks. Two specimens, "Choosi® (Ne.9 in Table 10) and
"Mfulatira®™ (Boscia salicifolia) Wo.18 in Table 10 were found to have
striking effects, producing uterine muscle contractions equivalsnt to or
greater than those obtained when charmacological doses of pitressin wers
administersd to the same &issusse.

Figure 5 and Figure 6 are photocopies of smoke drums showing the
affect of 2 different concentrations of "Choosi® which was specimen NG.8
of my original collection of piants. The effect of different volumes
of pgitressin is alsc shouwn,

Figure 7 shows the effect of an extract of *Mfulatira™ i.e. Boscis
salicifolia, which was specimen No,31 of the originzl collectione.

It is not certain if “Choosi" (specimen 9 Table 10) is the same
plant as "Choosi” (specimen 8 Table 10). 5teps have been taken to
obtain further specimens of ity together with leaf and flower or seed
specimens for zccurste identification.

fone of the other specimens so tested were found to have any oxye
togic sffect.

Toxicological tests up to the oresent have Tailed to demonstrate
any toxicity with any sxtract from the specimense.

Dispussion.

It is not sasy to creats 2 relationship with a TBA such that she is
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FIGURE 5. SMOKED DRUM SHOWING OXYTOCIC EFFECT OF "CHOOSI"™ O
GUINEA FPIG UTERUS
(2 ge bark in 10 ml, Ringers solution, diluted 1 in
5 and O.1 mle useds Pitressin 0.25 ml, used for
comparison)



PIGUEE 6. SMOKED DRUM SHOWING OXYPOCIC EFFECT OF "CHOOSI" OX
GUINEA PIG UTERUS

(2 ge bark in 10 ml. Ringers solution, diluted 1 in
5 and 0.2 mle used, FPitressin 0.5 mle, used for

comparison)



FIGURE 7+ SWOKED DRUM SHOWING OXYTOCIC EFFECT OF ™ FULATIRA™
OR BOSCIA SALICIFOLIA
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willing teo impart knouledge of her medicines. Traditionally, knowledge
of the plants and methods used to make medicimes seem to be closely guarded
even from Ffellow TBAs. This explains why, although TBAs would tell me
the vernacular name, leaves for positive identification were not alusys
supplied. It probably alsc explains why such a variety of plants are
usady and why the ettributed uses of a plant were so often different.
Indesd only in the case of specimens 31 and 39 are the same uses mentioned
by different TBAs. There were also only 5 cases whers there w2s any
correlation with the uses of plants mentioned by Williamson (1975}34¢
These were mentioned in footnotes to Table 10. All this emphasises what
a large number of different herbal medicines must be in use throughout
Africa, and makes it seem likely that the majority of the medicines used
are ineffective,

That two of the plants used for improving uterine contractions were
found, at least in vitro, to have the oxytocic effects which they were
claimed to have, may therefore seem surprising. However, this is a case
where an immediate and obvious effect is expected of the medicine, a
situation which makes it more likely that empirical experimentation will
result in the recognition of an active medicine. In this light, it is
of interest to note that the specimens of plants with oxytocic effects
were hoth provided by the same T3R8, and she is one who tegether with her
husband is also a treditional doctor (sinngtenga) (see page 148). She
was the most professional of all the TBAs end her husband had 2 notsbook
containing details of the medicines and plants that he used.

The investigation of the oxytocic activity of Ooscia sslicifolia
and of "Choosi" is as yst incomplete. Tests using strips of human uterus

are requirsd to determine if they are oxytocic in the human, It is planned




8d,

to carry out tests in intact animals to determine if the root extracts

of Boscia salicifoliz are sctive when taken orslly. ©Oosciza angustifolis,
which also exists in lMalawi, will be tested as well, Further investigation
of "Choosi” (specimen 9) will determine if it is abscrbed through skin and
could he active when administered in this way, This is quite possible

as it is known thet certain plant poisons are readily sbsorbed through

the skine. This is of some significance because during the training courss
TBAs were given instructions not to give any medicines orally in labour

but were actually encourzgsd to use the abdominal applications of medicine
23 a substitute. It ssemed to me that THAs were unlikely to sccept

advice to give nothing at all in laboury and that the sbove advice, by
gxploiting a custom that already existed, was & reasonable way of maintaining
their co=gperation. Illugtration 10 shows 3 TBA demonstrating the

ritual way in which such medicine is massaged into the abdomen.

However, in view of the findings it seems wiss to advise that "Choosi”,

at least, should not be used in this way.

Tests of toxicity in the plants specimsns obtained have as yet
yiglded no positive results, but are still continuing, Howsver, one of
the plants has been reported elsewhers to be toxic. Gilges (1955)35
described the poisonous propertiss of species of Indigofera ons of which,
Indigofera antunesiana (Noe23 Tabls 10}, is amongst those in this study,
Aoots of 2 speciss of Asparagus were also present in a mixture found to
have caussd acute renal fallure by Dukes gt al (1§5§}36. The toxic
propertiss of Asparagus sp., are, howsver, doubtful. Nevertheless, there
is no doubt of the pbtentizl danger that exists for patients of TBAs from
medicines thet are either exvtocic in character or are Trankly poisonous.

1t sesms clear that any T84 programme showld include some study of the







herbal medicines being used sven if this only invelves identifying the
plant from its lesves, sseds or flowers, or using the vernacular term
to identify it from & dictionazy,. For this purpose it would be an
advantage if the trainers of TBis had an easily aveilable list of the
local plants with knoun poisonous or oxytocic properties. Such a list
has accordingly been prepared for Halawi, see Table 13.
is the number of poisonous plants is so great, it includes only

those which have been recorded as being used as medicine by traditional

doctor or TBARs in Central Africa.




Seigntific nams

ABRUS PRECATORIUS

ALBIZIA GURKWIFERA

ALBIZIA CHINENSIS

ALBIZIA
GRENDIGRACTEATA
ACHYRANTHES ASPERA

ASPARAGUS
BUSCIA SALICIFCLIA

CROTALARIA SR,

INDIGU 3k,

INDIGOFERA

SR

MARKAMIA ACUNMINATA

HARKHAMIA
OBTUSIFOLIA

PHYSOSTIGHA
MESGRPONTICUN

SECURIDACA
LONGEPEDUNCULATA

Che = Chicheus
Yo = Yao

ks = Hkhonde
lo, = Lomuwe

Table 13 =

Yerpnacular name

finimini Lo,
Kantubwi Nk,
Ulangawiu Y.
Chikwani
tMtangatanga,; Che
Mipumundo Y.

7

7
Mgwirise ndi
kakose Che

Katsitsi
Teitsie-mzukwa Ch.

Mfulatira Che
Lusyunga Ye

fyaricus namesg"

Denje Che

Mlimbikira Ch,

Kamsongols
Katsononle Ch,

fissusa
Twanambewe Che
Ualamba Nke

?

Bwazi Che
Wuguluka Che
Choosi Y.

Aption

Poison

(enteritis)

Oxytocic

Oxytocic

Oxytocic

Oxyteocic

Toxicity
doubtful

Oxytocic

General
poison
Renal
toxicity

Foison

Poison

Poison

Intraveginal
poison

Plants of harmful effects known to be used as
traditional medicine in Central Africa,
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ig mentioned in the text the Curators of the Berbsrium, Chancellor

'

dentified the plamt specimens. The

s

Gollege, University of Malawl,

laboretory investigstion of the phermacological effects of the specimens

was conducted by Professor W.P. Leary and the staff of the nartment

of Climical and Experimental Pheemecology of the Universlty of Natal,
Otherwise the work described was my own, This included collection

of the specimens from the TBAs, confirming their loczl name, and

recording their use., I also pressed the legaf specimens snd carrvied out

initial identificetion whensver possibles




CHABTER 4

PREPARATORY STUDIES RELEVANT TO THE PLANNING OF
A_TBA TRAINING PROGRAIME.

In nlanning @ training for T8As it becomes clesr that further
information was needed on certain subjects if ths correct decisions
were to be mads. The three investigations included in thés chapter
ware carried out for the purpose of providing some of this information.
Those described in sections 1 & 2 were both completed before the pilot
training programme described in Chapter 5 was beqgun and the results
were ussed in planning it, The investigstion described in sections

3 only took place during the pilot training programme.




Bbe

Section 1 Analysis of maeternal deaths in the central region

of lalawi, in 1977,
The rationale on which TBA training was being proposed was that
a large proportion of the cowmunity's chstetric problems was related
to home delivery. This belief had arisen from experisnce in lerge
referral hospitals, and it was thought that it should be testsd from

study of results in 2 defined geographical area. This prospsctive

£

study of all the known maternal deaths in the Central Region of Malawi
.aimsd to do this.

It was hoped thet the results of the analysis would be of value
in other wavs as well, Firutly, the identification of the major
causss of death, and thoss most commonly associated with attempted
home delivery would be of assistance in the preparation of a syllabus
for a THA courss. In & course where time would be limited; it seemed
gssential to concentrats the tsaching on subjects which were of proven
significancs,

Secondly, the survey appeared to be likely to have value by
providing a baseline from which to record changss in the freguency and
causss of maternal mortelity, and possibly 2 means cf asssssing the
efficisncy of a TBA programme if it was run on 2 nationwide basis.

There had never been any previocus study of this nature in falauwi.
Rendle"short {1961}37 had analysed the causes of 240 matarnal deaths
from January 1952 to June 1959 at Mulago Hospitsl in Uganda. But the
time that had elapsed since then, the distance bstwsen the two countries
and the fact that the deathsshe studied ware all from the main obstetric
referral centre of Uganda, all seemed to suggest that the findings could

not be relied upon 28 being relevant to the situation in Malawi.
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Materials & lsthods,
The survey was carried out in the Dentral Region of Walawi for

which statistics for 1977 are givens

Fopulation 24122,000
Surface aresz 35,548 kmz
Population density 60 per kmz
Percentage of population in rurzl aress 93,5%
idjusted crude birth rate  rural 5%,3/1,000
= urban 60,6/1,000

Health services,.

Health services are organissd on 2 district basis and the
medical facilities of the Central Recion in 1977 were one central
hospital (Kemusu Central Hospital), eight district hospitals, and six
mission hospitals., There were 92 othsr maternity units, the majority
being small unilts staffed by two midwives, The total number of
maternilty beds in the recion was 1,249,

Home deliveries,

62.7% of ths exnpected live births im the region in 1977 occurred
outside the maternity services., TB3As carry out approximately 15% of
thess deliveries. The remeinder occur in the pregnant woman®s own
home, where the labour is supervised by hsr mother, grandmother or other
relative, TBAs, however, are often called in by thess relatives to
give assigtance when problems arise.

There is no birth or desth registretion in Walswl and hosoital
maternal deaths are merely reported numsrically, Juestionnaire
forms were sent in late 1978 to the doctors in chesrge of the district

and mission hospitals inm the region and to the midwives of the larger




maternity units. Forms were also sent to any maternity unit from
where a maternel death wes reported in ths monthly returns. The
completensss of the return of guestionnzire forms was checked by
scrutinising the monthly return form for zll units. Information was
requested on every death occurring in pregnancy or within 42 days of
delivery, scteopic pregnancy or abortion during 1277. This is the
definition of maternal mortality adopted by the Maternal Mortality
Committee of the International Federation of Gynascology and Obstetrics
(FIGD) 1971, Every death heard of was to be reported even if it only
took the form of sscond hand reporting of & villace death. Psrmission
for autopsy is almest always refused and in this series no postemortsm
sxamination was carried out,.

Definition of terms: Paritv, there parity is guoted it relates to

the number of previcus pregnenciss of 28 weeks or mores duration, no
matter what the outcoms, but the fatal pregnancy is not included.

Clagsification of cause of deaths It was impossible in many cases

toc ascertain the underlying or primery cause of death, and so deaths
have been classified according to the mein cause of desth. Howsver,
deaths related to ooerstive procedures, and deaths related to
anaegsthesia have besen assigned to the condition for which eperation was
narformed. In the snalysis of deaths due to particulsr causes, cases
in which that cause also plaved a part although not being the main
cayse of death, are included, Some cases are therefore described more
than once and included in more than one tables

Avoidable factor, A factor was considered to be aveldable 1F it could

have been avolded with the sxisting medical facilitiss, The lack of a

faciliby was also regarded as avoideble if it could be achieved by the




gxpenditure of 2 rezsonable amount of money. The lack of widespread
advanced laboratory facilities, or lack of axpensive equipment were
not considered as avoidable. Home dslivery by itself wes not rzgarded
as an svoideble factor, if the patient spparently made normal sfforts
to resch hospital care when it was seen that she weas ill,
Rnalysis,

There were 118 maternal deaths, 112 in hosoital and six at home,
It is likely that many unreported deaths occurred at home and mortality
figures Tor the region must be grossly under-sstimated. Table 14
shows mortality figures calculated in respect of hospital deaths as well

as For the reoion.

Hospital fioures,

Yomen deliversed 424481

Live births 424533

Hospital maternal deaths 112 (4 abortion deaths)
Maternal mortality rate 2,63/1,000 live births

Regional figures (hospital and home)

Expected live births 114,103
Maternal deaths 118 (4 abortion dsaths)
Maternal mortality rate 1.03/1,000 live births

Table 14 = (Matsrnal mortality rate/1000 live births
(including deaths from abortions)

Central fAsgion of Malaule
Of the 118 deaths, informatiocn as to the cause of death was

received in 116 and these are classified in Taeble 15.
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Causses of death coded according to the internastional classification

of dissases, 1875, revision.

ICD loe Causs of death Noe

I. Infectious and parasitic disecases

011 Pulmonary tuberculosis A

I11. Endocrine, nutritional and metabolic diseases

260 Kwashiorkor 1

Y1I. Diseases of the circulatory system

428 Heart failure

[

YI1l, Diseasss of the respiratory svstem

481 Lobar pneumconia 1
485 Broncho=-pneumonia 1
486 Frneumonia, unspecified 1

A1, Complications of precgnancy, childbirth and the puerperium

633 Fctopic pregnancy v 3
634 Spontanecus abortion 4
B41e1 Flacenta praevia 7
641,9 Ante=partum hasmorrhage,
unspecified 1
G426 Eclampsia 1
B46, T Fulminsting hepatitis or acute
yellow atrophy in pregnancy 1
646,9 Unepecified complication of
pregnancy 1
648,2 fnaemis, complicating pregnancy 7
652 Malpresentation of fetus
(compound presentation) 1
653 Disproportion 3

660 Obhstructed labour 8




660.4
865, 1

6660

G66,.1

&70
673.1
6732

674

674,59

E Code

Ee858,9

Table 15 =

Shoulder dystocia
Rupture of uterus

Fostepertum hzemorrhage with
retained placenta

Other immedsate postepartum
haemorrhaos

Acute renal fzilure follouing
labour and delivery

Unspecifisd complications of
delivery

Major puesrperal infection
(unspecified)

Puerperal tetanus
Amnictic fluid empolism
Puerperal pulmonary embolism

Cersbrovascular accident in
pregnancy

Sudden death of unknown cause
during thes pusrperium

Accidentsl poiscning by herbal
medicines

One hundred anc sixteen cases of maternal
deathe occurring in the Central Region of
falawi in 1977,

is

10
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Of the 116 cases, the information in respect of geven casses
from one hospital was received late and with only the cause of deagth
supplied. Further snalysis is tharefore limited to 109 cases. OF
these, four deaths wers due to sbortion, thres to ectopic precnancy
and gix others occurred befors the esnd of the 28th week of gestetion.
The figures shown in Tables 16 and 17 show that in the majority of the
deaths the maternity services had no influence on the pregnancy in the
ante-natal period, nor in labour until a problem had already

gstablished itself during home delivery,.

Moo %
Attended ante-natal clinic 33 32
Never zttended ante-natal clinic 42 41
Not known 28 27

Table 16 = FAnte-natal attendance in 103 cases of
matscn@ludeaths after 16 weeks'! gestation,

Noe %
Delivered at homs 21 22,8
fttempted but faziled home delivery 28 304
Hospital labour and delivery 37 40,2
Full details not knouwn & GeS

Table 17 - Home or hospitsl delivery in 52 cases of
maternal death where lsbour occurred,

Sgventesn pztisnts were considered moribund on errival at

hospital, and four died at home without ever attending hospital,




In only ona of these cases, that of fulminating hepatitis was the
condition incurable,

fiveidable factors

Table 1B lists all the avoldable factors, dividing them into those
caysed by the patient or her home environment and those where the

medical services were responsible,

Patient and home snvironoment

Dalay =2t home 38
Use of herbal medicins 15
Refused adnission 1

fadical services

Shortage of blood 4%
Tedical staff factors 30
Mursing staff factors 26

(5taff shortage 1

Delay in cerrving out an order &

Fzilure to use cervicograph 3)
fmbulance service ingdequate 17
lack of telephone 1z
Poor equipment or facilities 5

Table 18 « Avoidable factors in 109 maternal deaths,

In addition to the factors listed there wers 12 other cases where
actual or attempted home delivery took place and had a2 detrimental
affect on the patient's condition. These patisnts could not be

considered at fault however as normal efforts to resch hospital were
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made when & problesm occurred, Of the 38 cases of delay, the dslay
occurred during labour in 24 cases and in svery case it seemed that
death could have been avoided if the pstient had come to hospital after

fallimg to deliver within 12 hours, Shortsoe of blood was a factor

(a4

n 4

Pore

casas and in 20 of thess it appesred te be z vital factor. To
domonstrate wmore clearly the effect of these factors, the three none
praventable deaths (heart disesse = 2, fulminating hepatitis - 1),

the 13 cases where theres was no avoldable factor, and the five une
explained desaths were excluded, In the remaining 80 casss madical

and nursing staff factors and petient factors were grouped sccording

to whether they were causative of dissase, that isy; ervors of
commissicn actually worsening the patientf®s condition, or non-causative,
that is, srrors of ommission having the effect aof falling to help the
natient to recover. Sgventesn of the mediczl and nursing errors were
considered to be causative, comparsed with 35 in the case of the patients.
The patient factors considered to be causative were nearly all ceses

of abnormal delay at home either in the face of prolonged labour or
heemorrhage and thiz emerges as the most important factor of all,

Tasle 19 shows the place of death in the 109 cases,




Home 6
Rural maternity unit 3
Uuring transfer to district hospital 2
Hission hospital with doctor 23
District hospital ig
Central hospital 30

Table 19 = Place of death in 109 meternzl desths,

The main causes of dsath are now enalysed ssparately, with an
gmphasis on the effect of actual or attempted home delivery and omitting
dotails of hospital manzgement.

Hzemorrhaoe,

There were 28 cases where hasmorrhage was the main cause of death,
gight being of antesepartum haemorvhage, eicht of retained placenta and
tuelve of postepartum hasmorrhage.

intg=partum hezemorrhage (8 cases).

3even of the ceses wsre of plescenta praevia, and on® could not
be classified. Delay by the pstient wes an avoldable facteor in thres
CaSE8.e The heemoglobin of the latter twe were 8,10% and 3,00%
respactively.

Reteined placenta (8 cases),

Six of these deliversd at home. One died at home, and ong was

2

moribund on sdwission, wo delzved inm comino to hospitel, arriving

i3

i

36 hours and 48 hours after delivery. Septica@emis occurred in both

f

P ot om mrmel i P
F these and was par

i)

lv responsible for the ocutcome,
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Postepartum haemorrhage (12 cases)

Attempted or actual home delivery played a role in five out of
the 12 cases. Two women died st home, both of whom had had the opportunity
of coming to hospitel, Another patisnt who had dslivered at home uwas
moribund on arrival. Two others attempted home delivery. Uns had an
obstructed labour with a deed fTetus, but had 2 spontaneous delivervy soon
after admission and then died almost immedistely with a post-partum
hagmorrhage. A patient who had spent 48 hours labouring at homs, had
the labour terminated by caesarean section. She had taken herbal
medicine. Postepartum haemorrhegs cccurred but the main aveildable
factor wes that nursing staff delayed in reporting this and tha poste
operabtive shook,

Ruptured uterus.

fiineteen deaths were classifisd as bsing due to ruptursed utsrus,
and ruptured uterus also occurred in & cass where death was classified
25 being due to abortion. There were thus 20 deaths out of a total of
105 cases of ruptured uterus, Only 18 caeses are avaeilsble for anslysis.

None were due to rupture of a previous caesarsan section scar.

s
]

[

rity was known in 16 One (6%) was 2 primigravids, seven (447) were

ara 1=2, three (19%) were para 4=7, and five (31¥) were para B=10,

o

Cight patients rupturad their uterus at home during attempted homs
dgelivary and four others because of the dslay due to sttempted home
delivery. Only three wers known to have taeken herbal medicine., The
length of labour a2t home was known approximatsly in aix of thess 12
cases, namely 36, 42, 48, 485 72 and 96 hours.

Ubetructad labour.

The cases described here include any where labour was allouwed to




continue in the face of obstructioe whether dus to cephelo=pelvic

~

disproportion, malpresentation, or any other cause. U[sses of ruptured

utarus wers not includsd,. Thers were 18 casses available for snalysis.

Thay had been classified as shoun in Tabhle 20.

Obstructed labour (all due Shoulder dystocila 1
to cephalo-pelvic disproportion)
& Sepsis of chilbirth
and puerperium 4
Disproportion 1
Accidental pofsoning
Postepsrium haemorrhage 2 by herbal medicines 2
Melpressntation of fotus Pulmonary embolism 1
{compound presentation) 1

Table 20 = Classification of cause of death in
18 cases of obstructed labour.

-

Sixteen patients attempted home delivery, one did not, and in
one case this information is not recorded, The length of labour at
home known approximately in 11 casss was 14 hrs. In one case, 24 hrse
in twoe 36 hrs. in ons, 48 hrs. in Tive, and over 48 hrs. in tuo.

Two were maribund on arrivel and five ngave evidence of taking herbal
medicings.

Delivery was schisved ss shown in Table 21,

10 ceesarean ssction 1 internal podelic versicn and
braesch extraction

3 vacuum extraction 1 zssisted breech delivery
1l cranioctomy 1 died undelivoersd

1 cleidotomy

Table 21 - liethod of delivery in 18 cases of obstructed
labour,




The secondery causes of death in most cases were either obstetric
or posteongrative shock or sepsis, ilsus or ansemia.

Poisoning by herbal medicing,

TBAg in Faelawil give their patientg herbal medicines during the
ante=natal period, and while in labour, The medicines are mostly
made from roots or bark, Seven patients were classified as dving
from accidentzl poisoning by herbal medicing. The diasgnosis in each
case was made purely on a clinicel basis. It was in sach case ths
diagnosis or provisicnal diagnosis of the doctor who looked after the
patient, Four cases occurred in mission hospitals and three in
district hospitals. B8ix gf the cases had enough in common for a
clinical gyndrome {o smerge.
ls A patient aborted at home. Sheg then became constipsted and took
local medicine to relieve this. Vomiting and severe diarrhosa followed,
The dizrrhoez stopped before sdmission but the vomiting continued. She
wags found to be dehydrated and to have albuminuria. Anuria occurred
and she disd of zcute renal failurse.

Ze A pare 5 was admitied at 28 weeks'® gestation complazining of severe
ahdominal pains for tweo days., The abdomen was distended and there was
albuminuria,. The next day she had a spontansous delivery of a live
pramature baby. The day after she was found to be in shock. HNaso-
gastric suction produced 1 litre of fluid initizlly and green and black
gastric contents continued to be sucked up. in the last four hours of
life there was completes anuriae.

3¢ A primigravids was swasiting labour in z mission hospital. She
became favered, complained of generaslised sbdominal pain, and had
diaprhoea. After four days of this, she went inte labour and was

delivered with minimal blood losse. Howsver, she seemed weak, and on
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questioning admitted to having takesn 2 cupfuls of herbal medicine
daily for two deys. Gassous abdominal distension was then noticed

and within an hour of delivery she became shocked, Nasogastric
suction was begun but she died 14 hours later, Bacterial shock might
have explained this except that no source of infection was identified.
4, A para 8 began vomiting at home and took herbal medicine for ssven
days to treast this. The vomiting houever continued. She then went
into labour and after two days labouring at home came to hospitzl.

She was in shock and continuously vomited a dark fluild said to be
similar to the medicine she had been taking., Uther herbal medicine was
seen in the vagina and on the vulva, She was dehydrated and snaemic
and there was intrauterine death. An internal version and breech
extraction was carried out and 2 macerated fetus delivered.
Decapitation would have been better. She died without coming out of
shocke

5. A para 6 delivered a first twin at home and cams to hospital the next
day with a shoulder presentation of the sscond tuin which was still
alive. An easy caesarean ssction was performed. 8n the first post-
operative day she started vomiting & brownish black fluid, On the
second dey she becams pyrexial and died while still vomiting brownish
blood=grained vomitus. 4 nasoe-gastric tube had not been passed.
There was no proof that she had taken herbal medicine but the doctor's
diagnosis was poisoning by herbal medicine.

6. £ para 5 had a retained placenta after home delivery, {lanual
removal was performed the next dey in hospital, 0On the 6th post-
operative dey she developed a pyrexla of 38%¢ but was othsrwise well,

Uhile sitting outside talkinc she suddenly vomited green fluld and died.




The taking of herbal medicine wes not proven, but it is known that
it is commonly taken even by patients in hospital, fylmonary
embolism, the other possibls diagnosis, is extremsly rare in Malszwi,.

In all of these cases arguments ccild be put forward for othsr
possible diagnoses but as stated accidental poisoning by herbel
medicine was the diagnosis or provisional disgnosis of the doctors who
looked after the patients, and in 4 of the six cases I was able to
gpeak to the doctor concerned Tor confirmation. The clinical picture
that emerges is one of a toxic seffect on the gastro-intestinesl tract,
with vomiting in 5 caeses and abdominal distension in the 6th, and
disrrhoea in tua. In thres the large volume of vomitus was commented
on, this together with its description as brown or black in colour is
suggestive of an scute dilatation of the stomach. fAensl faillurs wss
the terminal event in two,

The suspicion that some locsl medicines have a toxic and paralysing
effect on the gastro=intestinel tract, in particular on the stomach is
reinforced by the findings that of the seven other cases in the ssries
where the teking of herbal medicine was admitted, but desth uas
classified to another ceuse, vomiting was a feature of the condition in
four,; snd two of these wers sald to be vomiting large amounts. Ancther
developed paralytic ileus and two litres of fluid were removed whan a
nogo=gastric tube was passed.

The history of another patient who took herbal medicine but whose
desth was classifisd te other causes is worth describing. A& para § who
had delivered twins at home came to hospitsl three ueeks' later in
terminal renal failure,. Her vulve was badly excoriated by ths use of

local medicine and for want of ancthsr clear cause renal damane caused




by herbal medicine has to be suspected. #An alkaleoid containmed in &
herbal medicine caused z similar death from renal failure in a none-
nregnant patient in the Kemuzu Centrel Hospital in 1978 and acuts
renal Teilure csused by herbsl medicines in Central 4frica has been

. . . 36
documented.by Dukes, Dukes, Gordon, lynors, Heinberg & Uavidson (1969)

Sepsis of childbirth and the puerperium,

Thirteen patients died of sepsis snd in thrse others sepsis
played & rols, so that sixteesn cases are analvsed. Infection is zlmost
iﬂVariabls in ruptured uterus and thase casss are not included.

There were three casss of pusrperal tetanus all following home
deliverve It is not clesr as to whather the pztients delaved in
coming to hospital once symptoms appesred. Unhvgienic home conditions
alone are to blame. One was known not to have sttendsd ante-natal
clinie, and in two this informabtion was not recordsde 1t cannot be
seid thersfore as fo whethsr routine tetanus immunisations st antes
natal clinics would have prevented thess deaths. Of the other casss
of sepsis, infection apnpessred to occur at home in eight cases, in
hospital in three, and in two the source was nol certain, The types

of delivery are shown in Table 22,

Loasarsan section 5
Cestructive operation 2
Vacuum extraction Z
Spontanecus delivery at home 6
Suontansous delivery and retained placenta at homa 1

Table 22 = Method of delivery in 16 casss of maternsl desath

complicated by =sepsis, excluding ruptured uterus,.




This shéus that no patient who had a spontaneous delivery in a maternity
unit died of sepsis, 0Only three wha ceme streight to hospital =2t the
onset of labour died of sepsis; and 2ll had caesarsan sections.
Anaemis.

Only cases of preeexisting snasmia are considered here, ansemia
secandary to blood loss being excluded,

Six patients died of anaemis. The heemoglobin was known in four
cases and was 3,2G%, 3,70%; and in two patiasnts 5,20%. In four other
patients anaemia wes pecorded as being a relsvant factor.,. 0Uf these
ten, only three had attended ante=natal clinic. Thres died in the ante=-
natal period before lsbour and seven after delivery. Two of those
died suddenly immediately postepartum and one in the same way just after
an abortion, emphasising the danger of the postepartum period in the
very anzemic patisnt,

Abortion,.

s
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Four dsaths were classified as being dus to abortion, Thi

1)

about 1 per 10,000 deliveries, which is & fairly low incidence. In ocne
cass the death wes dus to uterinme rupture, this ocourring during
induction of 2 missed zhortion. The threes others were all spontsnsous
abortions. All thres patients delaved hefore sesking medical treatment.
Sepsis was well advanced in two before admisgsion, Une of thess coses
developed a fascal fistuls after leparcotomy and 2 furthsr two laparote-
omies wers cerrisd out at a district hospital. Referrsl to the Ceniral
Hospital was indiceted after the first ooeratlon, but it is not certain
whether the petient would have accented this advica, The last patient
had been blseding Tor 12 days befsra_admissian. Her Hb was 5,20
There were six other deaths associated with sarly pregnancy or

abortion but they were clas=ified according to their mein causss these




being: accidental poisoning by herbal medicines, broncho-pneumonia,
heart failure, ansemia, pulmonary tuberculesis and unssoecifisd
complication of pregnancy.

Cetopic preognantye

There were three deaths, which gives a death rate of 0.7 per
20,000 hospital deliveries, One patient dslaved for several days
after ths onset of symptoms and was very ill when she arrived at
hospital, She proved to have the rate condition of an infscted tubal
DTEegnancy. Delay was the only avoidasbls factor.

Anaesthetic deaths,.

Three deaths were esssociated with complications of anaesthesia.
This gives an anassthetic death rate of 0.7 per 10,000 hospitsl
deliveries,

Cagsarsan section,

There were 21 deaths associated with, but not necessarily due to
cassarean section, The percentage of hospital births carrisd out
by cassarsan section was 3.1%,

"ssociated and fortuitous deaths,

Using the classification suggested in "A Report on an Enguiry
into Maternal Desths in Scotland 1965«1971%, all the cases alresady
analysed can he clazsgified as *pregnancy deaths®. Seven of the
remainder can be classified as 'associated deaths®, namely two cases of
sulmonary tuberculosis, one of kwashiokor, three of heart failure and
one of cersbrovascular accident in pregnantcys. Finally the three cases
of death due to pneumonia can be classified as 'fortuitous deaths'.

None of these and the few remining miscellaneous ‘pregnancy deaths'
are discussed further as the numbers are small and the avoidable factors

fau.




Until desth certification is made compulsory it will be
impossible to analyse all the maternzl deaths in zny specified arss
of lealawl, and the exact proporiion ot them related to home delivery
will not be knouwne It is suggested, however, that the very numbars
reported in this survey are a matter of concern and themsslves warrant
the introduction of any oublic health messurs which hss a chance of
improving the situstion, Hopefully TBA training will prove to do so,

The survey has provided useful guidelines on what subjects deserve
most attention in 2 TBA tsaching syllabus, Teaching on the danger of
prolonged labour at home, post=partum haemorrhage, ante=parium
hagmorrhage and hygiene in lsbour can be sesn to be prioritiss. In
contrast, eclampsis, abrupticeplacentze, znd sven abortion ars not
umerically of much importance and could be given less attention,

The number of deaths from esclampsia prevides the one big difference in
these f&sults from those of Rendle-Short {i@ﬁl}z?, thers being 1 in
118 desths in this seriss and 15 from eclampsie and toxaemi@ from 240
deaths in flulago Hospital,

dhat should bz sald about herbal medicinss during & TB? course?
Strong advice against such medicines might cause lack of rapport with
THis, Advice to give nothing orally in lasbour, but to substitute the
local abdominal application of medicine, which some TBAs do anyway, is
a reasonable compromise, They should, howsever, be told of the

poseibllity of advesrse effects from orpal herbal medicine, one of which

is vomiting. advice to stop the uss of medicines with this effect would be
sound, Unfortunately TBAs often look upon vomiting and diarrhosa

following the taking of medicine as evidence that the medicins is working
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well, ihet can be learned from this repnort howsver iz that where it

is suspecisd that herbal medicine has been takesn there should be early

recourse Lo nasoegastric suction, and this should he persisted

until very normal voluwmes of gestric sspirate zre being returned,

This needs to be coupled with effective replacement of fluid and salt

losses by intravencus drip. It was agparent in many cases reported
in this series that this latter fact wss not well apprecistsd and that
replacament was inadeguate,

Secondly, some herbal medicines have a toxic zPfect on the
kidneys, and it is advisable to meintain accurate urine ocutpul records

s0 that the correct menagement can be beoun as soon as oliguris OCCUrS.

This Snalysis of Maternel Usaths hes been accepted for publicetion
in the Zsst Afpican Journal of fMedicine, in an expanded version

containing alsc z description of the managewment in hospital,
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Section 2. Paternal heloht and the incidence of Caesarsan Section,

It is knoun that thers is an incresssed incidence of cephalge
nelvic disproporition in small somen, and that this results in them
having s higher rate of Caesarean section than women of normal height,
For this reason it was nlanned to teach TBAs to measure their natisnts
and encourage smell women t0 go to 2 matsrnity clinic for their delivsry.
However, it was not certain what the criticsl height should bes. To
heve chosen too low 2 figure would have meant an increassed risk for a

oy

number of small women who would have sttended the TBA for deliverv.
To have erraed the other way might have meant that THfs would be expected
to refer such 2 large number of their patients that they would have
hzaen discouraged and have been likely to ignore the instructions, Mo
survey of the bheightes of oregnant women had orevicusly besn conducted
in Walswi to give guldence, and therefors the following invsstigation
wss conducted,
lfethods.

The ante-nstzl carde of 300 comseputive patients sttending at
the none=paying clinic of the Kemuzu Central Hosoitasl in 18977 were

@mined and the natient®® heiohts recorded,

1)
p4

The case notes of natiente delivering in the hospitel in 1977
were sxamined to select 50 consecutive patients whose heights were
known, delivering by Cassarean ssection for onz of the following
indications: cephalo=pelvic disproportion, contracted pelvis
including =lective reneat Caesarean saections for this reason, and
prelonged labour. The heights of thess patisnts were recordeds
Resulis,

The mean height of the ante-natal patients wss 5 Ft.0.81in.

(154.4 ome.) and that 6f the pstients cdelivered by Czesarsan section uas
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4 fte 10,6 ins. (148,83 cm),

The range of haights @f both groups is shown in Figure 8,
The number and percentege of the vatlsnts in both oroups thet
were under 4 Ft, 10 ins. (147.3 cma), 4 ft. 11 ins. (149.9 cme),

g

5 ft 0 ins. (152.4 cm) and 5 ft, 1 in. (154.9 em,) are shown in Table

23,
300 50
Ants=natal Capsarean Section
Patlents Fatients
No. age. Noe Yans.
Under 5 ft, 1 in.
(154,9 cm,.) 128 4247 39 78
Under 5 ft, 0 in.
(15244 cme ) 75 25 340 &0
Under <4 fte 11 ine
(149,9 cme ) 47 15.7 20 40
Under & ft. 10 in,
(1473 cme ) 26 Be7 17 34
Teble 23, The number and zercentage of antee-natal and
Caesarean section patients whose heights fall
below certain figures.
Uiscusslione
Faving oatients who sttend snother clinic wers excluded from this

atudy. being generally of & higher socic=economic status they would
probably have had a higher sverage hsight, but they representsd only
1 ¢ 14 of the deliveries in thse hospital and anly 1 ¢ 102 in the

-

diagtrict so their exclusion must have made little difference to the



108,

The ante-natal patients whose hsights wers recordsd may not be
representative of the population as 2 uhole, nor of the natients who
attend TBAs, whose management the results were intendsd to auids,

They were, however, the most readilv accessible groun to use fFor this
DUTPOS8.

To have selected a group of patients who hed delivered in hospital
and locked st the cutcome in relation to height would have been the
best anproach, and would have given the additicnal information of the
chance of nesding 2 Cassarean section for the indications mentioned
for women of different heights. Howsver, ths hsights of manv natients
who had not attended the hospital ante-natal clinic would not have
heen known and st the group would not have besn much more reprcszntative
of the population of oregnant women. Likswise, some [assarean ssction
patients could not be included in this serizs because their height was
not known,

Bearing these deficiencies in mind the results do ssem to provide
deta from which 2 decisicn can bs made. If 211 pstisnts under & T,

(15244 cm,) were to be refsrred, the TBAs would have to send anoroximately

4]

25% of their patients for delivery in hospital, but at ths sams time
these would contzin spproximately 6070 of the patients fromtheir clientele
who would require Caesarsan section for reasons connected with a small

pelvis, If they sent patients of under 4 ft. 11 in. (148.9 cm. ), the

fioures would be 15,79 and 407 respectively fig it seemed unlikely

L)

that the TRA would zccept the advice to send 2550 of her patients to
hosnital it wes considered that under 4 ft. 11 ins. (149,% cme ) was the

hest compromise,
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Section &, The TBA and routine drug prophylaxis. &

hagmstolonical study,

Introduction,

One problem which has not been resclved, and on which no work
has been reported from elsewhere, is whether it is necessary o
desirable for the TBA to be supplied with drugs to dispense to her
oatients in thes anteenatal period.

The guestion of whether it is nescessary to dispense iron and
folic acid routinely at ante-natal clinics is open to argument.

However, it is not within the scope of this thesis to enter into a full
review of the literature on this subject.

Lawson {19?1)35 states the generally accepted view that iron
medication is usually renuired in the tropics, particularly where
hookworm infestation is heavy, tlsoc, that in areas of endemic melaria,
prophylactic anti-melarials are necessary to prevent anaemia from
hasmolysis and that, similarly, supplementation with folic acid is
usually indicated. In the absence of a local study on the astiology
of pregnancy anaemia and in the face of both hookworm and endemic
malaria, it has been the prectice in Melawi to follow such teaching.

Howsver, although this may be deemed an acceptable routine for
matermity clinics, it cannot be aasumed thereby that it should be
practised by TBAs, There would be considerable danger of ipcorrect
therapy being given, and the cost of maintaining suppnliss would be highe

This investigation which was carrisd out with the help of Dr. defe
Tozer, Pathologist, Uusen Elizabeth Central Hospital, Slantyme, Melsui,
was thersfors planned to compare the haematological findings in TBA

and anteenatal clinic pationts. From this we hoped to determine
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whether the patisnts of TRAs are at a significant disadvantaoe in not
receiving the iron, folic azcid and anti-malarial therapy azs routinely
dispensed at ante=natal clinics in Malauwi,
flethods,

3ingle blood samples were taken betwsen Uctaber 1878 and February
1878 by me from patients in the Lilongwe OJistrict either awalting
delivery or attending ante-natally at the home of ong of three TBAs,
and from similar patisnts at the five maternity clinics clossst to the
homes of these THAs,. The ante-natal and delivery fees charged by
the TBAis were similar to the clinic fees, Ngither the TBis nor the
staff of the maternity clinics wers warned of the visit. Blood was
taken from the first patients examined who wers of 32 weeks? gestation
or over, Those with twin pregnancies were excluded. Splenomegaly
was recorded whan present,.

T84 patients were asked if they had slso atbendesd & meternity
clinic and any medicstion received there was recorded, Maternity clinic
patients were asked if they had bsen referred from a TBA and their
medication also recordeds

Twenty ml. of venous bleood was taken from each patient. Heemoglobin
microhaematocrit PCU, thick snd thin films were =ll done the same day.
Serum was stored desp frozen until sent, usually within two wseks, to
the South African Institute for Fedicel Research, Johannesburg, for
serum iron, folate and 312 estimation.

Results,

Tuenty=seven THA patients and 38 clinic patients were examined and
compared for age (in many cases estimated from appesarance and
circumstantial facts), parity and gestation. The distribution in

both groups was similar, The mean values which are also similer are




recorded in Table 24.

Total i#ean age Mes fean gsstation
No, in yesars parity in ueeks
TBA patients 27 24,48 3,27 35.86
Clinic patients an 22,92 2,92 36644
Table 24. hge, parity and gestation of TBA and clinic patients,.

fio clinic patient had attended or been referred to 2 clinic by &
TBA. This could have resulted in a biased sample if a patient had
been referred on grounds of anasemia, A11 patients lived in rural arsas
and there was no epparent differsnce in the socic=sconomic status of
the two grouss.
Patients prescribed prophylactic medication are deteilsed in

3

Table 25,

On iron On folats On anti=
malarial
Totsl
NOe Yas No Yes No Yes Ny
TBA patients 27 5(5)% 22(20)} O 27(26) & 22
Clinic patients 38 34(30) 4(4)  22(21) 16(13) 32 6

# The figures in brackets are the numbers who had ssrum levels
getimated, 411 except four clinic petients and one TBA patient
had serum 812 levels estimated.

Table 25, Prophylactic medication given in pregnancy to
TBA and clinic patients,




112,

Patients were considered to be haematologically normel if

the following criteria were satisfied:

Mmol/litre; serum folate 2 5 ug/litre; serum a12>/ 400 pg/mls

malaria parasites (iPs) on thick or thin films;

zgbhnormality on thin film,

summarised in Table 26,

Hb 2> 10 gi's

>

no

serum iron 11

no other significant

Those who fell below these levels are

Other sige

nificant
Serum Serum  Serum abnormal-
iron folste B, . ity on thin
1lumol g 4BBng film
Total Hb /litre /litre /ml [Ps+ microscopy
N0, 100%
TBA
natients 27 3 10 2 2 0
Clinic
patients 38 6 5 3 2 0
Total no. 65 10 g 15 5 4 0

Table 26,

TBA and clinic patients,

Summary of haematclogical abnormalities in

The final table rslates thes abnormal hasmatological findings to

prophylactic therapy.

Ses Table 27.
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TBA patients Clinic patients

Ho < 10g% 5 5
Aeceived any or all
of, iron, folate,
antimalarials U 3
Mg 4+ 2 2
Recelved anti=
malarials a 2
Serum iron

€11 umol/litre 3 6
Rgeeivesd iron 1 3
Serum folate
< 5 yg/litre 10 5
Received folate 0 1
Serum 812

£ 400 pg/ml 2 3
Received vit. 312 a g

Table 27. Prophylaxis relatsd to haematological
abnormalitiesin TBA and Clinic patients.

Discussion,

This small survey was hased on circumstances as we found them in
the field. They wers not always ideal, The standard procedures in
maternity clinics in Meleawi is to prescribes prophylactic iron, (180 mge )
and folic acid (750 mcg) daily given in divided doses, and chloroguine

300 mge base weskly, As Tahle 25 shows, this is not always dons, due
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usually, to irregular supplies. Cven when sunplies are availsble, it

is not always certain that the patiﬁnﬁ takes her medicine, Two

1

patients allegsdly on antie-malariazl prophylaxis nevertheless had a

parasitasmia end of nine patisnts with & low serum iron, four were

anparently taking cral ircn. But as ws are only trying to compare the

effect of one set of working conditions with another it is not relevant

to try to show what sctusl medication was received. The findings that

heematological abnormalities occurred in approximately the same proportion

of TBA patients as clinic patients (Table 26) and that prophylactic

medication did not alter the incidence (Table 27) are therefore valid.
Serum Tolafe levels are the only excestion to the latter statement.

These are not the best indication of folate stetus in pregnancy, but it

is interssting that of 22 patients prescribed folate supplemsnts, only

one had a slightly low serum level, In contrast, of 43 not rsceiving

folate, 10 had s low lovel, “lso eclinic patients had significantly

higher serum folats levels, p € 0,001 than the TBA patients. But it

was not the purpese of this investigstion to show such an association.

It was clinicelly significant findings op differences that were sought

and as none of the patisnts had a serum folate level of less than 3 ug/

litre, which we belisve to be the critical level, or a periphersl film

suggestive of megaloblastosis, it can be said that no difference of

significance was Found hetwesen the two Qroups. It can therefore msrely

he concludsd thet the natisnts on medication had sionificantly higher

sarum Polate levsls, but thet it was not possible te show whether this

waes of benefit in preventing anzemia. However as in most populations,

only 1 to 2% of pregnant women develop megaloblastic ansemiz, the small

sample studied was unlikely to contain & significant number with overt
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mecaloblastosis. These findings on megaloblastic asnsemla must
therefore be regarded as preliminary onlye.
iio conclusion can be drawn from the vitamin 810 results, In
L

any casa, Jhitfield {lgéﬁ)gg has shown that low vitamin B,. lesvels do

iz
not represent true tissue deficiency of the vitamin but are a secondary
result of folate deficiency. The findings that the patients with a
low vitamin 612 levels all had serum folats lavels of 6,0 mg/litre or
less may result from this essocistion between the two factors.

gf the 10 patients with anaemia, i.e, Hb below 10 g% 7 had a Hb
above 9 gi and thes lowest of the remaining three, two of whom were
clinic patients, was 7.8 gie This patient had 2 grade 1 splenomegaly.
Four other patients had splenomegaly but none were anaemic although one
hed a parasitasmia,

In both groups of patients none had a seriously low Hb, none had

g very low serum fTolate of BiZ' dith one exception, none had & very
low serum iron {( £ 8 umol/litre) unless she was also anaemic,

It is therefore concluded that under present conditions in the
arsa of feleawl studisd; TBA patients are not at a serious disadvantage
heematologically compared with clinic patients, It seems likely that
this will be true For many other areas and countriss as wsll,. It is
suggested that, rather than involve the TBAs in storing and dispensing
iron and folic zcid tablets with all the attendant hazards that this
involves in a rural community, it would be better to teach them simple
clinicel aids to the recognition of anasemiz and to refer ansemic

patients to the maternity clinics.
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The assistance given by the staff of the South African Institute
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Acknoylednementis,
for fHedical fdesearch in carrying out the serum level estimationsis

acknouledged,

My role im this investigation was as follous. 1 initiated

the investigetion and drew up the plasns. I personally took all the
blood specimens, and examined the patisnts both at the TBAs® and ante=-
natal clinics, The heemoglobin, PLV,; and thick and thin films were
carried out in the laboratory of the Kemuzu Central Hospital and 1
arranged this and at times assisted with the preparation of the films.

Oz, Tozer's role was to arrangs the despatch of the serum to
Johannesbury, and to carry out microscopic sxamipation of the blood
films.

The final plans for the investigation were decided in consultation
with DOr. Tozer. The rssults were analysed together, and the original
draft of the report prepared together. The finasl copy of the report
was prepared by me.

4 paper on the subject hes been presented for publication with

me as fFirst author.
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A Pilot trainino programme for TBAs

Section 1

Introduction

# pilot treining programme for a number of T8As was plannsd with
the intention that its effectivensss and cost should be recorded and
analysed. It was intended that thiz would be of assistance in the
development of a national training programme, The literaturs referrin
to TBA training will first be reviewed with séme comments on its
relevence to the situation in Helawi, In the second pert of this
introduction a review of educationsl methods for illiterste people is
srasented,

lels Litersture referring to TBA trainino.

dork in othar countriess,

Tha results of two guestionnaires carried out on behalf of UHC
give an idee of the extent of TBA training throughout the world,
Verdergse and Turnbull (1§?§)QQ report that of 64 countries that reslied
to a question about TBA training, 24 (37.5%) had an existing training
programme, as against 4@ (62,5%) that had none. OFf the 24 countries
conducting treining programmes (data is given for 20), nine sre listed
as reguiring either an ability to read snd writs or an elemsntary schoaol
caertificate Tor admission to the programme and five of these show that
women of 21 or under, as well as plder womaen, are accepted for training.
These facts suggest that these countriss are selecting younger village
women who could not strictly be called TBAs, Only two of the countries
ware from Africa, and the course in Togo which was for 18«20 yeareold
nirls with slementary school certificate and lasted 1824 months could

certainly not be described as a course for TBAs,. The Central African



Republic with 2 3J-week course fTor nractising TBSs cbvinusly is a
penuine TEA courss.
Another gusstionnaire completed by 18 countries in Africa wes
N 41 . —
resorted by Imca%?e (1978 ~, In this case seven, or 3%%, of the

countries contacted reported training schemes, There was considerable

varisty in tesching methods, In Ghana, for sxampls, TOAs were brought

o

pgether once avery two wseks fTor sight ssssions, wheress in 3Jisrrs

te}

Leone 2 J-=wsek COoUTSEs WSS TuN. Neumann, Ampofo, MNicholas, Ofosue

. . - am s E2 L - = . s .

Amaah and Jurapa (1974) listed details of tresining for sesversl eastern
countries showing that India, Indonesia, Malsysia, Jest Pakistan,

¢

Philiopines and Thailand have trsined considersble numbers of T3As,
liuch smphasis has been put on their role in prometing family nlanning
. . : . o ey 143 . .
in those countrios. Dwivedi and Rai (1971) " describe the dais (TBAs
of India), but their role, socizal pesition, and practices zre so different
to that of the Nelawiaen TBA that it cannot be certsin whether experience
in Indls would be of relevence in the planning of 2 programms in
Africa, except in oeneral terms. In fect, the central ooint of their

* 2 :

article concerning training methods did

:

seem relevant and is cuoted later,
Aeports of TOA programmes in Africa are few. Villesge midwives

~t

o in the Sudan since 1921, and the history and present

o
o
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gtatus of this unigus trzining progreamme was described by Hayoumi (1976)

This began as 2 simpls courss for established TBAs but over ths years

hag developed so that now a Semonth course is given, for women aged

el

18«25 yepars of age. The trained village

micdwife esrns her title and can
measure blood pressurs, carry out simple urine tests anc dispenses simple
modicines,. Despite the sophistication of the programme many of the

training methods do have relesvance toe a T9A programma,
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The remaining African literature on TBAs cemes from Ghana,.
N 45 s , ; ‘ . .
Neumann gt _al (1974) 7 published a list of guidelines which they, in
the Danfa Rural Health and Family Planning Project, were intending to
follow in an investigation of the work of TBAs, and this was very
similar toc what had already been carried out by me in Malawi, They

alsc similarly plannad a training programme and planned to eveluste it,

In another publication from the Danfa projsct, Nicholas, Ampcfo, Ufosu-
“mash, Asante and %eumanﬁ {lﬁ?ﬁ}éﬁ described the characteristics of
Ghanaian TBAs,. There were closes resemblances to the THis in Malawi
except that in Ghana 48 were men, and that there were clearly msny more
TBAsy the ratio of TB4s to population being 1 te 137. Also in Ghana
the TBA does fewer deliveriss, males averaging B.5 and femsles 4.4
deliveries per vear, These differences will be likely to result in
diffsrent technigues of training and supervision being zppropriate,

Some furthsr information to be gsinsd from these and other sources

on parbticular points are mentioned bslowe

Crosnisation and “lans.

1Y} g tvé? - 2 »
Yerderese and Turnbull (1875) make spscific proposals in great

detall but their report is so couched in the languags of the professionsl

planner thet it is difficult to understand and make use of it,

hmpofo, Micholas, and Amonoo=Acquah (I.EJ'Z’S)&6 guoted the sugpssted protocol
for study of traditional midewives in the Danfa Uroject, but most useful

of all references was the simple proposals made from the joint WHO/

Unice? mesting in EBraszzaville {i%?ﬁ}g. Under the headings oroanisation

nurpose, objectives, supervision, operation, perticipating agencies

and eveluation, this sets down a straightforwerd plan of action.
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Cultural factors,

The training of THAs involves the intrusion of peopls and ideas
from one culture into another, The more the trainers know of, and
understand about, the culture of the villages and TBAs with whom they
ars working the more likely they zre to succsedd Cultural practices
in connection with pregnancy and birth, in rural tropical arsas of ths
world are described by Read (lgﬁﬁﬁﬁg, and she contrasts the sscluded
home delivery accompanied by the support of near relatives with the
anxietyeproducing situation of the strange and impersonal hospital
gelivery. Kelly (lQSﬁ}SS, an anthropelogist, in writing sbout mide
wifery training in Pexico, emphasises the nssd to define the cultursl
backpround, analyse it and spply the findings in planning the training.
Three main points smerged. Firstly, there should be avoidance of
unnecessary conflict with existing culturel patterns and this should be
50 net only in a T84 programme, but probsbly in hospitsl practice as
welle This would enables the TBA and petient to visw the hospital
facilities with more tolerance. Secondly, elements of the local
culture which can be seen ia be beneflcial should be exploited. Thirdly,
the practices of the locel midwives which sre positively harmful znd
whlch do nesd combating should be delineated,

Kelly also recognised one particular cultural habit which I
think of great significsnce; that is the tendency of the THA fo await
God's will in difficult cases in the belisf that the cutcome is
nredestined, This has to be combatad and the TBA enabled to recognise
pases which are beyond her capacity, and which should be referred ta
a doctor, Neumann ggmgéa(lg?&)SE mention how the proper handling of

the placenta and the way of cutting or deessing the cord may be
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important to the patient, and the fact that certain foods and herbs
may bemandetory for her before and after delivery. Clearly there
should be no intsrference with local practices of this rature unless
there are vary gO0d TB2SONS,.

Lenal aspects of TBA practice,

Thae lzpal position of TBAs throughout the world is confused.

In Africa only six out of 1B countries sampled recognisesd TBAs
52 , . , . ) ,

(Imoagene, 1976)" , and from 64 countries throughout the world
H \HSS i L of 2 2 omem -+
Verderese and Turnbull (1875) report 26 or 40,6% giving legal
recognition or some form of registration in selscted heaslth units,
and six different forms of this wers recognisabls,

Syllabus of 2 training course,

The details of the syllabus for training TBig should be determinad
with rspard to the common obstetrical problams of the locality
concernads

The generel principles and subjects to be included can be gleaned

]

from reading *Training and Supervision of Traditionsl Birth Attendents?®,

2 publication of the WHO Regional Uffice for Africa (1975)°°.

(544

5

Verderegse and Turnbull (1975)7 " published a syllabus tuenty pages in

=]

length and including such subjscts zs asuscultation of fetal hesart tones,
performing dipstick urine testing, and identifying the side sffects of
contraceptives, These and other suggested topics appesar to me Lo be

b

quite beyvond the capsbility of a T34, end the syllabus in genersl o

nesd much simplification, The syllabus which was designed for use
in falswi is shown in Aopendix I,
The status of the TIL,

The TBA's status in socisty has been the subjsct of some wiiting,

with attention paid to thres aspects. Firstly, the TBit's traditional




status before trainings secondly, the way in which the community
consider a tralning programmz to alter her statusy and thirdly, the
gffect that the trainer's attitude has on her statuse

Kelly §l§56}§8 points out that the TBA's response to trazining
and her ability to give zdvice that will bs accepted by her clientels
may vary with her position in the community. She belisvaes thalt the
social position of the TBA might be 2 consideration that could influence
the declsion as to whether a THBA programme should be develeped in s
narticulsr ares or not, Neumann et 2l (19?&}55 concurs with this
vigw and feel that some probleme in THA programmes may have resulted
from insufficient studies of their influence znd socizsl status, In
Maelawi the situsiion in this respect gives little causs for worry, as
TBAz are highly regarded.

On the subject of the community®s attitude to a training
programme, Dwivedi and Rai (l??l)QZ report their beliaf that the
failure of a2 THA trzining programme in Indis was partly due to the
community being unaware of thes value of the programme, and guols some
families as sven refusing to zcoent the services of 2 trainmed TEA,
This is 2 useful reminder that the views of the community must be
considersd and sven intentionally influenced if necessarve.

Can the TRBA's treiners and heslth workers influsmnce her status?

Can improved status give improved resulis? It seems that both thess

A

- . PR P
susstions need positive answers. Dwivedi and Rei (1971) obtainad
hetter resulis, not only by taking regarc of the community, but after
changing their attitude, as implicit in their statement "our sim was

noct to reduce the dai to the role of an smploves, but to develon in her

the pride of being a2 dignified worker®. It is only possible for staff
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o act in that way touwards TBAs if they themsslves wholsheartedl

4

belisve in the progremme, and it msy be nscessary to spend tims

£

convincing not only would=be trainers but other staff who will come

in contact with them. This may not be ezsy,. Neumann ef al (197&j57

£3

quoting from snother source, report researchers in Pakistan having
difficultiss in cenvincing some government health service cersonnel
(mainly obstetricians and gynascologists) of the potential benefit of
utilising THis,

Read {1956}53 writes of how prestige may be scquired in
traditionsl sccleties, and it ssems clear from what she says that the
ney associztion which treinsd TBAs form with aducaied people and urban
secciety through their training is bound to incresse their prestioe,

It seams to me much more likely to have such an effect if TBA
supervisors zct in 2 frisndly mennsr when visting & TBA, praising her

sfforts in front of others and acting liks a colleagus, rather than a

Loervisol,

<]

Incentives,
The cuestion of whether or not T8As should be given any incentive
Lo sncourage them to participate in treining schemes needs careful
thought. Unwanted precedsnts have to be avoided. Verdsress and
‘ \ 89

Turnbull (1975 list a number of pussible incentives including simple

necentives

|

of attendance, cash
and even 2 modest salary. However, thaey had no information as to the
impact such incentives had had on the performence of TBAs. In the

. s . . s 3G o
unsuccessful programme described by Dwivedi and dal {(1371) TB4is had
reccived 2 certificates, sometimes a delivery kit and sven a stipend.
Sut it was a chenge in aztitude of the training staff, plus other
educational efforts aimed at the community which achieved success in

the end, and not extrs incentives. This still tells us howsver very
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1ittle about incentives and their efficacy, and it hes to be

.

concluded that it iz a virtuslly unexolored subject. doms studies

of the effect of incentives on the TBAs performance in femily olanning

ave hnen carried out and will be menticned later,

-y

work

fwsluztion

Surprisingly, snother aspect of THA training progre
nes been ouibe ignored is that of evalustion of the resulis, Haumann
e 5 00 . o = . R -
st al (1374) mention the lack of information on this subjsct, and

search of the litersture I was unables to find eny report giving

s

meganingful results such as zlterstion of perimstal or msternsl mortalitby
rates, the number of deliveries conducted befors or after treining, or

the number of referrals made by the TBAs,

'S

In Agia, TEA training programmese have included instruction in
the subject of family planning or childespacing,. Aogers and Solomon
£ v BL . cras . a1
(1975) reviewed the femily planning activities of trained TE s in
India, Pakistan, Indonesiz, Welaysis, Phillipinmes and Thailend. The
Tias® only functions wers to recrult women for the nationsl hsalth
service programme and in some countries to follow up their clisnts ta
gncourans continuation. The verdict on their potentisl in this Tield
wzs one of guerded opbtimism. It is of intersst though that cash
. : : 62 - . s ,
incentives were reportad as resulting in Improved performanca,
although in one reported case only tsmporarilye

The role of TBAs in family planning in four of the countries Just
mentioned, nemely, Indonesia, Malaysia, Phillipimse and Thailand, uwss

fully documented in & publication edited by Peng, Keovichit and

- B3 . .
fieelntyre (1974) , reporting on the procesdings of an internstional
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seminar, Problems identified in more than one country ware: ouick
waning of enthusissm resulting in reduced recruiting within 2 short
time of the treining coursey and the physical inability of older
Bis to cearry out the villsgs visiting required of them in this role.
Thare may be 2 lesson to be learnsc from this that thoss TBAs doing
domiciliary deliveries might find their snergiss sasily exhaustsd if
attendance at @ training progremme increased the amount of work they
were called upon to do, It is of interest to note zogain on the

subject of incentives, that in one place where no incentive was paid,
thers were better rgsults than in another where thers wes a cash
incentive,

In comparison with India there has been very 1littl

T8is in family planning werk in Africa. Imoagene (l%?ﬁ}ﬁQ, in his
survey of T8/ training programmaes in 18 Africen countries, mantions only
Liberia znd CGhans as using TBAs as family planning motivators,

tfricen TBAs may have ussful potential for such work, howsver, Nicholas
et a1 {l%?ﬁ)éS finding that TBAs in Ghans had mors interesst in promoting

family nlanning than one might have expected. Half of the TBhs
interviewed had advised women to postpone pregnency and a surprising

numbar of them had knouledge of the standard contraceptive measures

available,
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le2, Lducational methads for illiterste people,.

N

Thar

i
F o)
»
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] general musrenzes thase days thst the task of
tzaching people of traditional societiss, especially if they are also
illitsrate, iz not easy. It is certain that teaching methéds as
usad in schools and colle
totelly ineffective,.
Another fact generzlly rescognised is that the accestance of neuy
nractices in medicel treatwment does not as 2z rule involve 3 chenge of

idoas about the csuses of illness. Read (i@ﬁﬁ}ﬁm touches on this
subjsct and guotes the opinicn of a Neorth Indian Health Cducation
Bureau as follous @
¥ine can scarcely expect villesoe psople to change
their whole cosmology simply to sccord with the
cutlook of a modsen doctor or public health worker
svesccees e shall have to accept the inevitable
fact that our technigues of cure and prevention will
z sccepted irreationslly,
it was an swareness that we were likely to sncounter this sort of
difficulty in the T8A programme that stimulated me to make some study
of communicationms and education aporopriste to traditional pesoples.
In this fisld the writings and thoughts of Faulo Friere ars first
to come fo mind, But it wes in =n account of the use of his methods

in nutrition education by Therese Orummond {19?1)6? that practical advice

was best obtained. Friere ssess a didactic form of education as almost

1

o0
o

immoral and has said & "a situstion in which soms men nrevent other

]

from sngaging in the process of enguiry is one of vioclence. The means
used are not important: to alienats men from thelr own decisiong-

meking is to change them into object8, From this it follows that he
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advocates educatieon by problemeposing, and by dialogue of a group
with a tsachsr, so that the psopls themselves sssk gut the reality
of the situation, and finally reach zn awareness of what action they
as a community should do to rectify the problem. Friere¥s methods
includes the identification of whalt he calls limit situations in the
community's 1ife: that is, situations which they cannot resolve and
hence have becoms faltalistic ebouts By facing them with an illustration
of this and encouraging group interaction the peopls themselves can
achisve a new awarensss of their situastion, and realise that they
could do something about it. This had obvious applicability to our
wish to make TBAs aware that the had rssults of their msthods of mide
wifery wers not inevitabls. It seemed clear thet if they could by
this method reach the conclusion thalt co-operation with us by referring
difficult cases would be bzneficial to their community, then we would
indead have bsen successful,

From Friere'®s point of view training of T84s can be seen to be more
than simply the act of tesching a2 fsw elderly women about technigues
of miduifery. Carried out without due thought it could constitute
a cultural invasion, which he points out is more likely te end in
domination of the people rather than their liberation,. In contrast,
he recommends ;ultural synthesis which can be achieved by the uss of
dialogue and an attituds of sharing and lesrning with the peopls.
These are concepts that ars a2 little difficult to crasp and put into
action but they did influence the aporoach taken to the training
DLOQTamme,

Despite having a commitment to the above approsch it seemsd
inevitable that some of the TBAst® deenly held cultural beliefs would bs

challenged, In their hook "“Lomnunication of Innovations®, Rogers and
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Shoemaker (1971)69 describe other innovations attempted in developing
countries, and make it plain that this would be so, They also show70
that the rate of adoption of an innovation is related to its compatability
with the cultursl beliefs of the society, thus emphasising the need to
examine the content of the programme carefully from this point of view,
They describe some further factors which can influence the chances of
success, one of which71 is the extent to which the client (in our case,
the TBA) sees the change agent (the trainer) as being similar to, or
homophilous with, themselves, The more their beliefs, values,
education and social status are different, and the more heterophilous

the trainer is, the less likely they are to accept the teaching thay
receive, The ideal TBA trainer would thus be a midwife who had had

a village background, was at least as old as the TBAs themselves, and
was herself a mother,. Empathy, defined as the ability of an individual
to project hersélf into the role of another, was clearly another valuable
asset to be looked for in a potential trainer of TBAs. Rogers and
Shoemaker make a generalisation72. "Change agent success is

positively related to his client orientation, rather than to change
agency orientation". Putting this into practice the trsiner should
see things from the TBA's point of view, regarding h=rself as a friend
of the TBA's with the role of helping her ovsrcome difficulties, rather
than as a hospital worker intent om changing the TBA's practice,

The nature of our teaching and the way in which we handled our
material was of rslevance too, The degree to which the TBAs perceived
the new ideas as being of relative advantage73 to them would effect the
extent to which they adopted them. Thus, for example, it was determined

to project the idea of referring patients to hospital when difficulties
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arcse in labour, in e way which showed what sdvantages it would have
to the TBA, and how she would thersafter always have a happy successful
outcome, whils we relisved hsr of the trauma and upset of failure.

The camplexity?é or the degres to which new ideas are perceived
as difficult to understand and use also effects their rate of adoption,
and it wae necessary tc ensure that unnecessary details were omitted from
the teaching programme.

Andreas Fuglesang (19?3}75, another writer on this subject,
stresses, like the othsers, the need for communication to be an exchange
of information, conducted as =z dialogue end on & bhasis of equality.

In his book "fpplied Communications in Developing Countries® he vividly
portrays the nszture of concrete thinking?ﬁ which is common among
illiterates, and the difficulties this poses for the field worker,.

He, more than the other writers, is zble to offer some practicsl tools
which help to solve the communication problem, He points ocut that
the stage in the devlopment of concepts that 2 person has reached will
determine his ability to understand nsw teaching, and that certain bssic
concests ars often not developed in illiterate peopls, Thus they have
difficulty over ths concept of conservation of mssz or guantity, so

that if a particular object or gquantity of fluid chenges its shape, they
are unable to see that its maess or volume has remained unchanged. Thsy
are likely to say that it has become either smaller or bigger. It can
be sesn that this would cause considerable difficulty when TBAs wers
taught zbout ante-partum or post-partum haemorrhage whesre the volume

of blood lost has great significence. They have a similar problem in
conceptualising area, which one can readily imagine might make the under-

standing of cephalo=pelvic disproportion difficult, Even the concept




of a straight line can be shown by simple testing to be something new

to them, and it thus is nol suprising that the significance of a line
being sither vertical or horizontsl is beyond thelr comprshension.

How then could TBAs be taught to measure the height of their antge

natal patients? That the illiterate has & limited ability to count

is an observation easily made by anyone working with them, but Fuglesang
makes the point that this is linked again to their failure to under-
stand the concept of conservation of numbers, that is, that ths number
of the objects in a group remains the same regardless of how they are
split up or moved about,.

It is clear that the possession of such concepts is essentisl
to the proper understanding of any form of extension programme be it in
agriculture; nutrition or midwifery, and that the traziner or expert must
allot some sessions in his proogramme to the gtructuring of concepts,

The same tests with which the lack of thess concepts can be demonstrated
ars one means of doing this, as the development of concepts tends to
soccur as a result of the brain being stimulated by exposure to related
problems,

Yet another problsm found amongst illiterate people, espscizlly
those hailing from a dull rural snvironment where there has been little
stimulation, is pictorial illiteracy?7. It mekes sense that the
ability to learn to read picturss is not inherent in us, but lsarned
through practice. The characteristics of drawinés and even photographs
that cause confusion nead not be elaborated, but Fuglesang's conclusion
is important, He shows that of all forms of illustration "hlock out®
phntcgraphsTg, that is, photograchs with all none-gszential details

eliminated, ares the most sasily understood, and that if visual aids ars




found to be essential in & treining programme, then they should be

of this forme
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Section 2 - laterials & lMethods - Detaile of the pilet training

Rrogramma,

Betwsen Jenuary and fay 1878, fiftesn TBAe from Lilongwe District
were glven a course of training at the Kemuzu Central Hospnital,
Lilongue. They were taught in four groups of three or four, and gach
course lasted two wesks. They were given fTree transport to and from
the course and free board and lodgings during the course. No cash
incentive was paid, but they wers supplied with same'equipment at the
end of the course, o

The teaching was held in 2 simple room close to, but isoclated
from, the hospital's maternity unifk. Apart from chairs, the room
was furnished snly with the items that a TBA's delivery room usually
contains = a bed and a simple cupboard, The equipment that the TBA
was to be supplied with at the end of the course was kept in the room
and freguently handled and used during the course so that they became
familiar objects. |

Following the residential course, each TBA was visited at home
on three occesions during the next nine months by one or more of the
peopls who had trained them, Further training wes given at these
visits. A4 fourth visit was made betuween elight and mnine months afier

the residential course for the purpose of assessing the results.

Selection of TBAs for training,

The following criteriz were used.
The TBA should have her own delivery unit, and not simply
be doing domiciliary delivsries,
She should do at lsast six deliveries pser monthe
It was also arrangsd that those attending should be from

locations fairly svenly distributed throughout the district,.






Selection and preparation of trainers.

Four midwives wers selscted as trainers, two of whom were also
public health nurses, The extent to which they were homophilous with
TBAs was considsrsed when making the choice, but motivation and availsbe-
ility for the whole project alsc played 2 part in the making of the
final choice, I scted as co-ordinator and leader eather than a
trainer,

Teaching methods,

To prepars the treiners for their task a seriss of mestings were
held in the two months befare the courss. The background to the course
was explained to theam, and trainimg methods bassd on the material in
Chanter § Section l.2 wers devised. UOur attituds to the TBA's praétices
and the ways of avoiding cultural conflict were discussad.

Teaching was carrisd out in a varisety of ways including discussions,
practical work and demonstrations in the wards and labour room of the
hospital, play acting, story telling, and alsc some straightforward
classroom teaching. Almost no visusl zides wers used. Jhen blacke
board dreswings were used thsy were used with care to ensure that they
wers undarstood,

Lusstionnsirs,
4 gquestionnaire was prenared to obtain information about the
TBA 'z worklosd and results, her knowledge of midwifery asnd the herbal

medicines she was in the habit of using.
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This was very halpful in acguainting the trainers with the TBAg
belisfs and knowledge, and influsnced them in their teaching and use
of the syllabus,

It was intended that this would also act ss 2 tast of both the
TBA's capacity to learn and our ability to teach, Therefore the
ogugstions were ones Lo which we hoped that THAs would know the answer
at the end of their training. A trainer went through the guestions
with each TBA in private and in a frisndly fashion in the first day
ar two of the course, before any tsaching had bheen given, This was
repeated nine months after the coursse, in the TBA's home, by the same
trainsr using the same words as on the Tirst oceasion. By giving
the TBA a score for the answers it was possible to meke an assessment

of what knowledge she had retainsd,

The answers were marked in the following way @

J was awarded for an answer that was totally wrong or
dangerous,

1 wes auvarded for an answer that displayed some knoulsdge
but was not as good as the "correct™ answer

2 was awarded for answers that were as good as cor bebfter
than the "corrsct® answer.

The gquastions,; the "correct®™ answers, and some further guidance to

scoring in particular questions, are shown below,




Jugation

Ansuesr

‘hat is the lsnoth of a normel

lzbour?

From 6 to 18 hours,

(4 correct answer need

not use the tsrm hours

at 211 but may be described
by phases of the day)

How long is it safe to keasp =
patient in labour before sending

her to hospital?

1 day, or I night, or

12 hourse.

If your patient bleeds hesavily
zftar delivery in what wsy can vou

stop or slow down the bleeding?

Rub the uterus to keep it
hard. Put the bshy to the

breast,

Yhat typas of patisnt do you
consider difficult to manage in

labour?

Army 3 good ensusrs, for
axanple, primigravidae,
very young patisnts,
small women, women who

are bleeding sto,

Uhat abnormalitiss in labour make

you refer the patisnt to hospital?

Any thres good answars,
2,0, prolonged lsbour, arm
presentation, transverss
lie, cord presentation or
prolapse, vaginal blseeding,

inability to pass urins,

Do yvou help the patient to deliver
the head of the baby? If ves, what
do vou do to help her? If no, no

furthsr question,

{, No, or a usseless or
dangerous procedule,

1, Useful procedure but not
correct.

2. Put pressurs on ths head

to pravent sudden delivery,.

Help the head te extend.
Tell her not ko push too

harde.
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Uuysstion

hnswer

How can you tell that & womsn is

making good progress in laboup?

Cood contractions., ODescent

of the head,

Zhat do you do if the placenta is not

delivered guickly?

Keep the uterus firm and
send the natient to hospital,

Put the baby to the breast,

in your experience, what are the

causas of stillbiprths?

O, o good answar,

{. Less than thres good
anNSWers,

2. Three good answers 2.0
prolonged labour, braech
delivery, shoulder
presentation, cord
presentation, bleeding

th ntg=

from the vagina sithe:

]
W

natally, or intra-partum,

that hygisnic msasures bo you take

at the bsginning of labour?

ash yourself and the patient

Provide z clean bDed or mat,

Uhy do vou think it is important
for the patient, end the miduwife

to be clean?

Dirt harbours germs which

cause infections,

that gauses conjunctivities?

0

Germs carried by flies.

{1

Touchino the syss with dirbty
hands. Infreguent washing

of the face,

How do you tell if 2 woman is

short of blood?

+ MO corract ansuer,

Jsdema onlyve

L]

o
1
2. Pallor of tongue or hands,

or oedems.

Uhat do vou do for a woman who is

short of blood, i.2. she is pale?

Any twg of the following
agpswerst: send her to
hospital or ante-natalglinic.
Encourage her to take the
medicine from the ante-natal
clinic, Advise her to sat

meat and green vegsltables.




Jusstion

Answer

fUhy do soms women blssd from the

wagina before they go into

The placenta is in front
of the head, or in ths

lower sart of the uterus,

Ihat do you think ceuses some
yomen to spend 2 long time in

labhoun?

Any tuo of theses baby's
head too big. Pelvis
too small, Poor

contractions,.

uhat illnesses mey follow a very

orolongaed or difficult laboup?

Any two of the following
ANSWers s

Urinary incontinence (VVF)
Qifficulty in walking
(obstetric paralysis).

Pugrperal sensis,

Do vou feel thebt vou cen tell
sometimes sven before labour that
2 woman iz going to heave difficult
labour, from her history or
appearance? IT yes, how do you

3

know this?

Apy two good 8nsuBTS 8«0
higstory of previous difficultys
having stillbirthg having

to go to hospital after
failing to deliver &t homag
small staturey leg or back
deformitys very voung girls

glderly primigravicdas,

If you can tell before labour that

a woman iz going to have difficulty,

what do vou do?

Send her for hospital

delivery,

How can you tell bsforehand that
when the mothar goes into labour
the hand or arm will come down
fizst?

Feius felt to be iyving
transversely across the

utarus,




fuestion . Answer
bhat advice would be good to give Any two Qood SnSYUBDS S.Qe
o 2 waman to help her care Tor a kesp 1t warm by clothing

vary small (prematurs? baby? it and wrapping it up:
feed it often; take it to
hospital,.

uhat is the cause of kwashiorkor? 0. Urong snswer
1e fMention of insuffieient
food onlye.
Ze lention of insufficient
food like beans,; grounde

nuts, fish or meat,

™ ey

Jhat types of food would you give to 0., Wilk and phala (porridge)
a child of one year old? onlya
1la
Ze Any type of food properly
nrepared so that the
child can swallow and
digest it. Should
mantion fruit, vegetables

and Tish or meat,

Some of the conclusions drawn in this study are also based on
the answers which the TBAs gave to the following guestions at the
beginning of their training.

How many deliveriss do you conduct per month?
Is the number of deliveriss you zre carrying
out increasing, decressing, or staying the same?
How many patients did you refer to hospital last

ysar?
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Syllebus.

A ayllabus for TBAs was compiled before the first course and
altered according to the expsrience geined during it and subsequent
COUTSES,

The final syllabus is shown in Appendix I, Despite having a
syllabus no formal programme of lessons was prepared ko snsure that
it was covered, The informal method of teaching to be used, and
the need to tailer treining to the needs and undsrstanding of the
individusl TBAs and to repeat lessons militated angainst the latter
approach, However, in order to maintein 2 record of the subjiect
covered, and to allow us to plan the progremmes day by day, a record

-

ard as shown in Figure 9 wass used, 5t the end of 2z tesching session

0

(%

he traimer would tick the subjiscts mentioned or demonstrated
practically so that the extent to which a subject had besn covered at
any time in the courss could sasily be seen,
fany of the aspects of midwifery were clearly bevond the ability
of the TBAs to understand or utilise, and such subjects were carefully
avoided so that they would not cause confusion. These included the
following:
Usighing the patisnt ante-natally
Blood pressure and hyportansion
Pulse rate recording
Fetal heart rate recording
A faw noints in connection with the teaching are mentioned below,
Main fims,
The main aim of the teaching programme was to ses that the TBA
understood that her role is to deal with healthy women who can deliver

healthy babies sasilye.
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During the ante-natal periocd,; she has to bs able to select une
healthy women, and ths women who mey have difficulbty im delivering,
and these should be referred for hospital trestment and dsliverve
In labour she has to recognise when a labour is going to be difficult
and again refer the patient gquickly to hospital,.
For those whom she delivers she has to understend the nesd for a
clean snvironment and the safe way of conducting labour and delivery,

She also has to know safe methods of caring for babiss, and to be able

to recoonisse

min thet when a baby is unwell 1t necds to bs referrad
to hospitals

She should come to fesliss thaet 4if she comducts her practice in
this way she should have excsllent results and will be giving her
natients excellent service,

Thiz emphasis on referrsl of abnormsl czses is possible because of

the reesonably widespread health services that exist in Malawi. Although

there are not vet encughfasilitiss for the delivery of 211 women in
hospital, there are zdequaste facilitiss for the treatment end delivery
of women with problems,.

record for traditionsl birth attendants,

were taught dueing the courss to use a form to record the
results of their deliveries, sse Figure 10, The form wes designed
initislly without columns for the dete and patient’s name as it was

known that most of the THAs were illiterate. Howsver, all the TBAs
were able to find some relative who could reszd and write to help keep

their records, and so the columns wers addeds The TBks had to be taught

whe

how to use 2 pen or pencil, most of them finding it difficult sven to

iw]
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The column “"tried home delivery First" was to be tickad when
the patient had attendsd the TEA only when delivery in her ouwn home
sttended by her relstives had failed. Thile was intesnded to emphasise
to the TBA that she should not sccept this petient for celivery, but
that she should give her all possible sssistance in travelling to
hospital, The trainsrs looked for svidence of this on their Tollowe

up visita, The next four columns record the resullis of the delivery,

with gtillbirths and desthe after delivery bheing recorded together as

W

THAs were teught to distinguish abeortions from
gtillbirths but were taught to record any neonatsl death in the pesrinatsl
Colufne As the TBAs! patients g¢o home two or thrse devs postedelivery

it is helisved that most of thoss recorded orccurred within the first

M

saven days of lifs,. The trainers again enguirsd zbout this on their

-

visits, The column "went to heasgital® was ticked when the TBA referred

M{,

the petient to hospital and did mot conduct the delivary. Finally,
two columng were used fopr recording the kenpth of lsbour in days and
nights, a tick standing for one whole day or whols night respsctively.

The TBAs were taught to refer a petisni once she had spent either =

nd that thersefore

0

whole dey or a whole night labouring without success
as a rule only one of these columns would be tickeds This resulted
in referral some time betwesn 12 and 24 hours after the onset of labour.
fnaemia,

is an aid to the diagnosis of asnaemie an "Ansemia Recognition Chart™*

produced by the Voluntary Health Association of India was used, see
tllustration 12, The pales mucosee of the anzemic patient are easily

recoynised by compaering the colour with the photographs. it was stressed

% Available from TALC, Foundeticn for Teaching Aids at Low Cost,
30 Guilford Street, London UCIN 1EH,
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thet when a patient was referrsd for ansemlsz she should be accompesnied
by heslthy relatives who could act sz blood donors.

§'§§ lhzhaa

wall ruler with 2 transverse bar at 150 om. wes supplisd to the
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d to the wall of their maternity unit, sse

could astand under this without touching
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then she had to be sent to auwzit labour in hosaital.

TP4s were each supplisd with some hasic

(’EE Illustration 1@& which they had practised using, a measuring rod,
ang record books, B ofull list of this eguipment, slightly modified

spendix 11

by the experience chtzined in the course, iz shoun in

fooistration,

Aocording to the laws of Melawl, enyone may practies an African

mlawil to

stem of therepeutics provided he or she is recognised in
be duly trained in such practice. This is taken toc mean that a THA
racognised in her community as having scguirsd skills in midwifery is
frase to practise without breaking the law,

1t was decided therefors that there was no nesd to provide

0

a TBA who had underTgons the course of trsining under discussion with

any legal licence {0 practics. pen register was begun

e

for recording the names of "trained” . this bheing meintained by the

2

Chief Hursing Officer an bshalf of the Sscretary of Health, AlBo,e @

o]

“tatter of Attendance” was printed for pressntstion to the TBA at the

end of the courss, sese Illustration 15,
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tost Analysis

An sccount was kant of all sxpenditure during the programms,
Items suppnlised from Government stock were costed and entersd in the
sccount book,

A record was kept of journeys mads, snd milesge recorded on
some rapresentative trips so that the approximats mileege coversed in

the procramme could be calculaited.



Gesulis - Ngsessment of tha pilot treining orooramme.,

Jeme eight to nine months after the course its effects were
assessed in the following ways:
cral guestioning, using 2 set questionnaire;
analysis of the records kept by TBAsg
carzy¥ing out an inventory and checking the
condition of their ecuipments
zagsssment of their skills at the follow=up

sita,

e

W
These sssessments plus some more subjective impressions are
renortad,
The results of = cost anslysis of the course srs szlso reporbed,

duestionnasire - Results,

The scores achieved by the TBis befors their training and then
nine months after the residentisl course ars shown in Tahle 28

Nine months aftar

Before treining Ltreining course

Numbar Fercentage Number Percentage
Correct ansuers 81 24,1% 178 537
Intermediate answers 135 4042% 110 32.7%
Urong answsrs 120 35,7% 48 14,3%
Not asked) 9 - 9 -

Table 28 = The results of 23 guestions on midwifery
asked of 15 TBAs,

The individugl TBAs scores were examined to sege whether her answaers

had improved or not. This showed that 2 betbter answer was given in
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166 cases, an sguivalent answer in 147 cesss, and & worse snswer in
23 cases. Every TEA had improved her oersonal total scors. Tuwo,
houwasver, had scored less than half of fhe possible totsl,

Of the five with the lowest scores when the cuestionnaire was
first used, thres were in the bottom five the sscond time, and
similarly of the five with the highest scorss the first time, thres
were still in the top five on the second occasion,

Cbetetric flgurss and resulis,

This analysis is based on some questions which the TBis answered
of the beginning af their treining, and on the records which they kept.
A tyﬁicai completed record chert is shown in Illustration 16.

Twelve of the TBAs kept these record charts well, Three did not keep
sood records but by bringing them up to date at followeup visits it was
nossible to obisin & fdirly asccurate record of the results of 211 15
TAs over an average pericd of elight monthe per TBA, from the completion
mf‘thgir residential courses,

At the beginning of the course sight said their work was ine
creasing, six decreasing, and ons said it was siatiomawy, At the end
of the followeup period only 11 were asked this guestion, but 21l said
their work was incressing,

At the beginning they estimated their worklead, and for all 15
togsther the estimete was 1,452 deliveriss per ysar. 1,289 deliveries
were recorded during the follow-up period after the course, from which
it can be forecasted that they would deliver some 1,930 patients in
the yeaTe

There wers no maternal deaths in the pericd under studv. In the

records kept by the TBAs, 1,289 deliveries were recorded with 22 peri-




il B /5‘&
AL
it/

ff'Sr tgg
2 g
F2AL %t




. £

natal deaths. This gives a rate of 17.,1/1,000 deliveries, (Figures

4}

per live births cannot bes given as the number of twins wers not
accurately recorded). it the followe-up visits, which wers svsry
7 ta 3 months, the THAs were asked to give details of any perinstal
death that had occourred, In almost every cass thsy sesmad to have acted
orractly and most of the deaths were apparently dus to prematurity, or
were maceratsed stillbirths ovr were due to pnrolonged labour that had
scocurred before the TSAs help was sought, in view of Lthe rzther poor
vescriptions which the TB8As were sble to give these deaths could not
howsver be properly analysad. The nerinatal dsath rate of the &
maternity units closest to where the TBAs work, was 27,4/1000 deliverias
(55 in 2,005 deliveries) over the same period,

In the year befors the course the TOAs estimated that they had
referred 106 patisnts to hospital. Howsver, “referred” may be the wrong
word to use as many made it plain that they simply refused to look after
the patisnt(s) because she was already in bad condition and did not
assist her to get to hospital, In the sight months after the course
thay racordsd 59 referralsy or an sverage of 88,5 per year.

The 59 referrals made included ante~natal patisnts as well zs those
in labour, fiost of these patients eventuslly came to the Kemuzu
Central Hospitel whers 1 saw them, although I was unabls to maintain s
complete record of them, From what I szw the commonest reasons for
referral were anaemia in ante-natal patients, & history of previocus
Lagsarean section, lsbour complications snd puerperal infections. It

is known thst none of thess referred patients died in hospital, as all

]

meternal deaths were the subjsct of snouirny a2t a regular staff masting.

's cowld write, but a short note, written by someone

r
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eise on thelr behalf, aluays accompanisd ths patients, A& typlesl
referral note is shown in Illustration 173 the patient referred to
arrived in hoepitael at 28,00 hours one svening having gone into labour
at the T8A's during the oreceding night. A compound presentation and
was

a contracted pelvis were found; deliveryaby Caesarsan section and
mother and baby did well.

On some occasions the TBAs personally accompanied their patients
to hospltaly sven in the middle of the night, and some visited their
patients in the poste-nstasl periocde Excellent personal relationships

were sstablished betuwsen the TBAs and the hospital miduives,

Inventory, and condition and use of eguipment,

A11 the non~sxpendable equipment that had been issued was
nraesent, when an inventory was carried out,
Cleanliness of the eculpment and the delivery room and SUCToOUNde
ings was satisfactory in 13 cases and unsatisfactory in two coses,
411 the hurricane lamps were in uss, although paraffin was often
in short supply.
The delivery kils wers being fully and oroperly used by 12 but
three were meking inadequate use of it,.
In general, the squipment had been well looked after.
411 the TBAs had bpsen issued with 8% clawmps for clamping the
cord after birth, and seven of them had been issued with a cooking pot
and a paraffin stove with which te sterilize the clamps by boilinge.
The others were to sterilise the clamps in their own pots on & wood Tire.
Followeup left us uncertsin as to how often the clamos were being
sterilised and the cost of, and difficulty in obtaining, paraffim

rather raduced the valus of the stova,




Continuous assesament of skills.

At the follow=-up visits any one or more of several methods
of assessment were carried out, For example, postenztal mothers and
babies were checked, deliveries were observed, and the TBAs ability
to correctly palpate the uterus waes checksd, All but two of the THis
appeared to be putting their training to good practical use. It was
noticeable, howevery that many wers not using the messuring rod nob
referring patients to hospital whose height was below 150 cme. If they
had done so, many more then 59 pstients would have been rsferred,

One TBA, whose performance was in many wsys good. presented an
interssting problem, She was the only one of the 15 TBAs who acted zlzo
as a traditional docter (sing'angs) for the trestment of all diseases,
Her husband was alse a traditional doctor and betwsen them thev ran s
fhogpital! consisting of Pour huts in which 20 or more patients would
stay while receiving trestment. WHany of these patients appeared guite
sariously i1l aes, for example, the boy shown in Illustration 18 who was
suffering from severe anasmiz. Only very occasicnally was I able to
succeed in having such a patient taken to hospitel for oroper trestment,
snd it became chvious thet co-opsration with tredidional doctors would
he more difficult then with TBAs. She and her husbend werse not only
herbalists, but alsc acted as diviners of the cause of disease believing
that disease could be ceused by witcheraft and magic. She was sald to
be very succasaful in the treatment of infertility and during the training
course had to be allowsd home to run her infertility cliniec which she
held on Sundays,. Deenite her training, her bellef in the supernatural
still affectsd her maternity work, in that instesd of cervying out

abdominal palpation as she had been taught she continued to divine the
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nosition and state of the fotus. This she did by having her patient

lie with her hesd towards the only window in her small hut, Then,
holding 2 mirror under her =tm, shs raflected the light from the

window onto the patient's bare abdomen, meanwhiles sprinkling some watery
‘medicine® around the umbilicus and palpzting in that region with ths

tip of her fingers. Illustration 19 shows hsr in ths nrocess of doing
thise Becausg of her faith in this method she had not developed her
s¥*1lls in palpation and was worse at this than other T8As, Uhile seeing
ante-natal patisnts with her I comparsd my findings with her magical
methods, and was able to prove the superiority of normal methods of
palpationd On that oeceasion anproximately 30 patients had come for
ante-natal examination, among whom were some nobsworthy natients, Two
patients with a history of previcus delivery by Ceesarezn section attended
but both were attending ante-nztal clinics elsewhers and claimed that
they fully intended to deliver in haospital, Another patient was one
vho was attending 2 paying clinic that I ran at the Central Hospital,

and in fact she attended me at that clinic in the afterncon of the same
daya She eventually delivered in the paying meternity unit. These
patients, it sesemed, had come only for the protection which they believed
the TBAs methods affordsed them sven if they delivered elsswhesre, OF

more concern wsre two other patients, one of whom had clinically obvious
pulmonapy tuberculosis, and another who came as an emergency with a very
severs attack of bronchisl ssthms,. The patisnt who had tuberculosis
refused to lat me arrange investigation and treatment, and the asthmatic
zlso preferred to stay with the TBA for treatment. The TBA herself

had full confidence that she had medicine which would relieve the asthma,

ze she had trezated the same patient successfully many times before,.
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There was one case only which compensated for thsse worrying ones,

this being a woman whom thes TBA pressnted as someone she wished to refer
for hospitel delivery becsuse her baby was too big, The woman was

142 em, tall, with a contracted selvis and undoubted cephalo-pelvic
disproportion, and she was willing toc return with me Lo hospital thers
and then,

General impressions of the effect of the course,

There wes clear svidence that the course stimulated mast of the
fBQs to improve their work and conditions, Before the course, all but
onag of the TGAs delivered their patients on the ground, but after it,
six of them had labour beds constructed zlthough no mention had been made
of this being necessary or desirable. Also much bhuilding activily was
stimulated by the course, many of the perticipants having since extended
or improved their pramises.b

One very important point is that the TBAs were uniformly very
happy to know that their work was recognissd and legal and that they were
not in danger of being imprisoned for carrying it out. This was made
very clasar by two THis ab the lational Seminar on Primary Health Care
held in Lilongwe from 30.10,78 to 3.11.78,. In reply to questions, they
gxolained how, bsforehand, they had believed themsselvss to bs working
illagslly and that they had been very reluctant sver to gend a patient
to hospital however bad her condition. If esventuzlly a patisnt had
to be taken to hospital they would enjoin the patient and her relatives
not te mention their name, Training and recognition had made an
gnarmous difference and greatly relieved them of their Tears.

Cost analysis of tha pilot training DT0OTENNG,.

The 15 TBAs trained in the pilot progromme were responsible for



vear, which is equivalent te the workload

of five rurzal maternity u

comparas the actusl costs of treining and equinping these

nits sach steffed by one midwife. Table 29

the pilot programme, and the sstimeted followe-up cost, with the capital
cost of bullding and souipping five rursl meternity units, and training

the enrolled nurse midwives to run them, plus the yearly running cost

-

for such 3 unit,.

15 traditional birth 5 matsrnity units
attendants carrying out carrying out 2 age
2,000 deliveriss/year ﬁglivariesfyaar

Capital

Ke costs Ke
For training Transport 1,487,808 Far faternity unit
& equipping (7 visits) building K30,000 x 5 150,000,00
TBAs matearne
Fguipment 700,00 ity Equipment:
units & KS,000 x & 25,000,00
Food : 105,00 training
midwives, Treining:
Staff-time 798,00 KLsBU0 % & 9,000,00
K 3,080,500 K184,000,60
funning
cogts Ka Aunning
costs Ke
Follow~  Transport 850,00 Orugs
up KZ,080 x & 10,000,00
visits Hgfreshsr
COUTSa= Eoulpmant
staff T 00 & maintane
ances
Food 20,00 K140 x 500,00
Staff=time
1 midwife per
units
Kot x & 4,000 98
840,090 K1lé,500.00

1 Kwacha = £0,56

Table 29 = Comparison of costs betwsen TSfs and Standard
Maternity Units,
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Transport costs were based on an sstimated average journey (going
and return) of 25,75 miles to visit one TBAy at a rate of K.0.55
per mile. Lilongws District is fairly tvpical of other districts
and transport costs elsewhere could be expected to be comparabla,
Seven visits are included in the cenitzl costs as fallowss

Une sach for identification; invitetion to attend courses
collection for course; returning from courses plus three
Followw-up visits,

Staff-tipe for capital costs are based on the apsroximate amount of

time spent by various members on the training programme, as follows:

Public health nurse 12 weeks
Tnrolled nurse/micwife 14 weeks
Obstatrician 2 waeks

Gtaff=time for follow-up is based on the estimates:

Enrolled nurse 3 wesks

Public heslth nurse 1 usek
Mo gllowance i1s made for the ohstetriciants tims, that is my time, in
the followeup because, althouoh it was considersble, it was for reasons
of assessment of the programme which would not be nesded inm future
OrogTATNeS,.
o cost for esouipmant for TEAs has been included in their recurrent
costs as by presant plans this would be minimal,
Mo zeoouraste figurs was available for the cost of training of miduives,.
The figure shown was arrived at by a computation using the cost of their

zlhowance 28 2 bese, this apparently being 2 recognised method of

caleulating treining costs,
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Section 4 Discussion & Conclusions.

The assassment of this pilot project has been more thorough than
any previously reporised assessmant of a TBA programme. It would however

hove boen desirable if 2 longer period of followm-up could have baen

| oub, and continued assessment should be part of futurs
Nrografings.

I+ will have besen ssen that the subjsct of family planning received

it}

hJl S W §
little

ttention in ths syllabus, Thers were two resscns for this,

socisty is vary prongtalist in its views and TBAs are no
excention. Although they do on raguest provide "medicine” for

conbracentive purposes, they do this seldom, and would have no interest
in nromoting femily planning. Secondly, senior civil serpvants in the
finistry of Health belisved that it was not the wish of the Life
President that family planning facilitiss should be sromotsd, and it
was most unlikely that a syllzbus including much sbout family nlanning
would have met with approval,.

The TBAs that took part in the programme wers not completely
regprasentative of all TBAs having besn selected hecauss thay worked
from a stetic unit and carried ocut a2 certein minimum number of deliveries,
For a really objsctive assessment of the prospects of success in a

national programme 1t would have bsen bestter to have picked the

3,

srticipents in 2 rendom Tashion. Nevertheless training those with a

1

>

large number of deliveries may have made it masier Lo
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not training wess likely to be a successful venturs,
The ouestionnaire method of assessment was only used sfter much
thouoht becsuse it was realised thet the method has the drawback thet it

cannot he directly related te the results as actually experienced by the
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patient, It does however have the advantage of being an objective
method, and in the case of the TBA programme it provided valuable
information for the trainers, It may be thought that some of ths
questions were phrased in such a way that the TBA could easily answer
what she knew we wanted to hear, while in fact her practice would be
different, This may be so but it was difficult otherwise ta find
out if they actuslly knew what we wanted. The first two questions in
the questionnaire which are open to such critieism, were in fact used
to obtain information on how the TBAs talked and thought zbout time,
Nevertheless, experience with the questionnaire led me to belisve
that it could be improved, and 2 sugoested guestionneire for future
programmes 1s shown in fAppendix IIl. As the TBAs did not score 100%
in the guestionnaire at the end of their training, it can be ssen that
we. wers not totally successful in our teaching. HNevertheless,; the
results suggest that the TBAs as a group had passed their exam,

It is interesting that the lowest scors at the beginning and second
lowest at the end was that of a young woman who was still doing her
apprenticeshin as a TBA working with her mother. Ths mother had been
the one selected for attendance at the course but had sent her daughter
instsad,

This instance, and the tendency for an individusl TBAt's results
to remain sither low or high, might be thought to show that previous
gxperience is a significant factor in the results, and that this would
therefore be something to look for in selecting TBAs for training.
However, the results could just be a reflection of basic intelligencs.

Selection based on sither factor could well be mistaken in that training



inexperisenced or less intelligent TBAs may be more importent in that
their natural practices may be more harmful,

Analysis of thes answsrs to sach gusstion were of intersst ag it
showed where teaching had been successful and where unsuccessful,
The two subjects least successfully taught wers the trestment of
anasmis® and menagement of retained placenta. Such a system of sglfe

trainers
appraisal would clearly benefitAcarrying out a succession of coursese

It was not intended that the perinatal mortality rate achisvad
by the TBAs be sctuslly compared with that guoted for the local
maternity units, as the twoc groups of patients involved are selected
differently, and indesd the maternity units figures would include
oroblem cases referred by the THAs, But it dogs show that the
genaral trend is at leest correct, with the TBA lower doun on ths
referral chain achieving bstter resultse. I believe their results
can be considered to be satisfactorye.

The follow=up study of the use made of eguipment did not convince
me that the correct uss was being made of the paraffin stove, and cooking
pot for sterilising the 8 inch clamps. It was therefore decided that
all thres of these peices of eguipment should not be issusd in future,
and that instead the TBAis should be taught to tie the cord directly with
tape. Training to cut the cord with 3 nsw razor blade, instead of

scissors also seemed sensibla,

The legel status of the TBA which sessmed st first to be a source
of difficulty and one that might hinder the develapment of the programme
was in fsct not a problem, In my opinion the government of a country
where TBAs exist has three basic options, assuming that it wishes to do

more than just ignore the issue of TBis and their work,

* The ansemia recognition chart shown in Illustration 12 was
introduced late in the programme and ssamsc to bs an
improvment in our teaching methods,.
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ls It can make the practice of midwifery by TBAs illegal,
2. It can formally recognise their existence by legalising

their activities, and this can include licensing them, or

leaving them unlicensed.
3. It can recognise the existence of TBAs by engaging in

co-opperative efforts, such as training, but without

formally legalising their worke
This latter option would also enable a government to rsgister TBAs if
desired,; at a later date. This last approach, including registration
is what has been adoptsd in Malauwi, Registering, unlike licensing does
not mean that they have actual legal recognition and the lettsr of
attendance issued to the TBAs alsc dogs not imply this. It was
considered however that some record of this type had toc be offered.
It was also hoped that it might act as an incentive for other TBAs to
come for trazinings

In view of the difficulties we had in changing the practices

of the one TBA who was also a traditional doctor, it has to be concluded
that where TBAs are practising traditional doctors more difficulty may
be expected in teaching them, However, in view of the large number of
patients dealt with by this particular womsn and the grave responsibilities
that shs accepts, it seems especially valuable that there is now some
contact between her and the hospital services. I do not think that
such women should be excluded from TQA training coursss in thse future.

As the guslity of the service given by a TBA cannot be as good as
that of a trained midwife, it was necessary to compars the costs of
providing both services. A TBA programme is only a logical choice if
it is more readily svailable by viturs of being cheap. Neumann gt al

(1974)79 mention the need for cost analysis of pilot studiss of this



nature,; and this analysis is similar to whet they recommandsd,

As capital costs are usually met by direct grants, the sctusl
cost to the country is best calculated from the recurrent costs,

From the figures obteined and assuming that a group of 15 TBAs
and 5 maternity units each carries out 2,000 deliveries per year, the
cost of one delivery by a TEA can be calculated as 0.47t, whilst the
cost of a conventionzl maternity unit delivery is K7.25%, Houwever,
since sach maternity patient pavs Kl.00 for her delivery at a small
maternity unit, this latiter cost can be reduced to K.6.25, This still
means that for the cost of one maternity unit delivery 13.3 deliveries
can be performed by a TBA,

The true figurs may be even more in favour of the TBA as the cost
of transport and supsrvision in the recurrsnt costs for maternity units
could not be galculated and was omitteds As a result of the pilot
study it can be concluded that TBAs welcome training, are capabls of
learning and zpplving new skills, and that this results in an acceptable
standard of nrimery maternity care where ths alternative is no cere &t
all, It has also bean shown that it is chsap snough to be readily

available.

My own work and that contributed by others in this chapter is as
fellows,

The training was mainly done by four nurss micwives, under my
supervision. I welcomed the TBAs and spent several sessions in
discussion with them (partly via an interpreter) trying to emphasise
important pointse I visited sach TBA st least once, in most cases
twice. during the followeup to the courss,.

#KL,00 = 0.6 and 100t = Kl.00
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The delivery record form was designed by me but drawn by an artist
from the health extension department,

I drew up ths gusstilonnalre but discusssed the wording and
content with 2 medical statistician. The gusstionning was carried
out by the trainers but I checksd thesisuers and marked them myself.

A committes of the Ministry of Health, of which I was 2 manber,
was formed on my instigation to deliberate and approve the plans for
the pilot programme. The committee discussed the criteris for
seglection of the TBAs, the contents of the syllabus, and the squipment
to be supplied but made little slteration to my recommandstions, The
decision about registration and thes letter of attendasnce was mads by
the committee.

In the cost analysis I obtained help from an economist working
in the Malawl Ministry of Health, who provided the figures for the
gcapital and running costs of maternity units. Otherwise, the work and

calculations wers my ocwh.



CHAPTER 6

BLANS FOR & NATIONAL PROGRANME FOR

TRAIWNING TBAs IN MALAWI.

The aim @f the pilot training programme was to calculate the
suitability of training TBAs, and to gain expsrience that could he
used in planning a naticnal programme,. The plans that were drawn up
are presented below,

The plans had to conform to the existing structure of the heslth
service in that the personnel involvad had to be staff already in
gstablished posts,; and work in eech district had to be coe-ordinated
with the district medicsl officer who is in overall cheroe of all
health activities in his district. it had to be assumed that no
personnel would be recruited sspecially for the programme.

The plans outlined in this chapter were sent in the Torm of a
nropogal to the Secretsry for Health in Malawi in February 1979,
They were later accepted and are to be implemented with finmancial

assistance from YUHD and Unicef,.




Sgetion 1 « GCeneral Aims,

A national fraining programme should aim to give a course of
training to every practising TBA, except to those unsuitshls because
of extreme age or other factors.
Completion of a course of training would not give the TBA the
right to be employed by the government or to receive any pav, She
would receive benefits from the course only in as much =zs she uwas
supplisd with certsin items of sguipment. SugeessTul completion of
the courss would be recognised by issuing a Letter of Attendance, and by
the entering of the TBAs name on an open register meintained by the
Secretary of Healths
There i1s one subject which will require further study before a
decisicn can be made, and this is in conmection with the TBAs who anly
attend labour in the patient®s home, and do not have 'meternity units?®
of their ouwne
It seeme likely thalt such TBAs will be unable to reach s high
atandard of hygiens in the management of their cases and the trainer will
find it more difficult to tell what guality of service they asre rendering
to their patisnts. This ig, however, the way in which trainsd TBAs work
in other countries and so it should not be regarded as totslly unsuitable.
Nevertheless, z pilot project could be run in which TBAs working in this
way are encouraged to set up a delivery room at home,. They could be
taken to visit the *maternity units® of other TBAs to give them some ideas.
If the projept were successful the method could be adopted widely.
It should be possible to train the relatively small number of TBis

in Melawi within about thres vears. Follow=up, and refresher courses
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would have to be meinteined for an unlimited period of time. Having

trained all the TBAs it would be possible to consider the training of
family birth sttendanis, perticulsrly those women with s large number
of deughters, The feesibility of this could be assessed by a pilot

training programma.
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Section 2, Personnel and b descriptions.

The personnel necessary for the implementation of the programme

would bes
Numberp Crade of staff
suitable
Mational co-ordinator 1 Community obstetrician
or MeCeHe madical
afficer
Aegional co=grdinator 3 Public health nurse
District co-ordinator 26 Public health nurse
Stats registered nurse/
midwife
District supervisors about 2 or 3 per Public health nurse
district Community nurse
Enrolled nurse/midwife
*PHAT M.C.Hesupervisor
Local midulves Mot known Enrolled or state

certified miduives
The job descriptions of thess personnel follow:

Matiopal co=ordinator,

This post ought to be held by a doctor with 2 background of
clinical experience in chstetrics, but it would be prefsrable that he be
working at the Ministry of Health headguarters. His work as national
co=ordinator for training TBAs would not be his full=time occupation,
His tasks would include contrelling the vote for the programme, making
nolicy decisions about the syllsbus and other mettsrsy guiding end
supporting the regional co-ordinators; and arranging naticnuwide health
sducation about TBAs,

Regional co=ordinator,

This post could be held by the district M.LeH. co=ordinator
provided she was a midwife, and was completely free from nursing duties
%  PHAN is the recognised abbreviation for Private Hospitals

Association of Malawi, which is an organisastion that coe
ordinates the activities of the medical missions.




within the district hospital,. Her initisl job would be to orosnise
the identificetion of TBAs in her district and maintein z register of
thess, By visiting the TBAs =2t home she would be able to intersst
them in the training programme and make the necessary arrancemenis,

She would play a major role in the teaching and in running the course.
Followeup of the TBAs weould also be her orimery pesponsibility, but as
ons person is unlikely to be able to establish a2 proper relationship
with more than azbout 20 TOAs she will have to be assisted by one or two
other district supervisors,

District supervisor.

This is the term piven to midwives carrying ocut the long term
supervision of ths TBis. ke the TBAs often ask for technicael help on
problems of midwifery, the suparvisor has to be & midwife herself and
this job could not bs done effectively by lower grade staff like home=
craft workers, The district T84 co=ordinator will herself be a
supervisor of about 20 TBAs, and she would allocate the rssponsibility
of visiting other THAs to the other supervisors. The type of staff
suyltable to be TBA supervisors would be the district M.C.He coe-ordinator
or midwives involved in mobile works The responsibility of appointing
staff to this role is that of the district medical officer, working in
co=operation with the regional TBA co-ordinator. The supervisor should
2im to wvisit esch TBA every three months to svaluate the TBA's work,
give further teaching and maintain her supplies,

Locel miduivese
The midwife working =zt the maternity unit in cloest proximity
to z TBA slso has 2 role to play in her supervision. First of all,

it is often difficult to find the way to TBAs' villages and if a
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particulsr supsrvisor was to leave her post it could be 3 matter of
somg difficulty for the replacement supervisor te locats the TBAs under
her cars. If the local midwives are in contact with the TBAs this
would not be a problem, yhere possible then, the supsrvisor should
take the local midwife with her on her supsrvisory visits and involve
her in the work as much as possible. The miduife herself will
probably be involved in handling the cases refsrred by ths TBA and
should always treat her with respect and kindness, 4s an altsrnative
to the district supervisor meintaining the TBA's supplies of sxpendabls
itamg, the local midwife could do thise In this case the TBA could

ba given the responsibility of celling to collect thaese herselfl,
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section 3. Segusnce of implementation,

The following is a list of the verious stages and activities that
are required in implementing 2 nmationel training programme. It assumes
that ths finance is available,

le Collsboration betwsen fMinistry of Health and PHRE officisls

on the proposed programme.

[
@

fippointment of netional co-ordinator and regional cos
ordinator.

Je Familiarisstion visit of the co-ordinators to TSA work in
progress in Lilongwe district,

g

dig Wotification of interssted bedies about the programme:
BsGe inistry of Loeal Government
Hinistry of Community Development and Sgoial
uUglfare
falawl Nurses' end NMidwives Council
Walawl Red Cross

e Anpointment of district co-ordinators,

Ge Hational Seminar on TBA work, This could bs run by the
international Confederstion of Nidwives, who can provide
pergonnal for such a seminmer. This should be atiended
by regiconal and district TBA co-ordinators, obstetriclans,
PHAW officials, district medicsl officers, PHAN medical
gfflcers; selsclted senior nursing staff, selected health
inspectors.

Te Selection of district supervisors,

8e Regional seminars on THA work, run by national co-ordinator

and regional co-ordinators. These should be attended by
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district TBA co-ordinators, district TBA supervisors,

selected nursing and midwifery staff, selected hszalth

medical
w had not atisndesd the lational Seminars.
9, Identification of TBAs by district coeordinators. This

could be made easy by arranging natiomal publicity and

Congress Farty of

18, egional co-ordinator and district coeordinator
with district medicel officer to plan e district programms,.

1l. 3Selection of venus(s) for training coursss by district
medical officer.

12, of district medical officer and district co-ordinator
with local officials (se.g. district commissioner, officials
of League of felawil Women, officials of fMalawi Congress
Party) to explain the aims of the programme.

13, Imitial training courses, Trainers to be chosen from reglonal
co=ordinator, district coeordinstor, district supervisors and
local midvives,

ld, with local lsaders (2.9, chiefs, church lsaders, local

Party officials) to explain the purposs of
TBA training.

%, Further teeining courses

®

16, GSupsrvision of trainsd TBie,
17, Aefresher coupsses Tor TOAs at intsrvals of 2 years,

18, Imclusion of work carried

ot
e
@

at national lesvsl,

20, Pilot training programme Tor Family Birth Attendants.




CHAPTER 7
CONCLUSTON

The TBA training carried out in Malawi is the first of its kind
1 o 5 r~ e [l n 3 A ~ P 18
in 3outh, Central, or fast Africa. Although Gelfand (1956)" and
others had written about TBAs,; their training was not considered.

s 30 S . s . P .
Stevenson (1964) described the existing health services of falawi
and proposed a way in which they should be developed but did nob maeke
recommendstions about the use of TBAs or traditional practitioners.
Nows, as a result of ths work described, the Government of lzlawi has
commitited itself to develop 2 programme to include all the TBAs that
can be identified throughout the country,.

It has been shown in this thesis that this should be possible at
reasonable cost and that it should lsad to imoroved obsteiric resulbs.
The two main aspects of the programme which I belisve need further
investigation are: firstly, the cuestion of whether T8is who at
present carry out deliveries in the patisnt's own home should continue
to do so, or whether they should be encouraged to build specizl
maternity units in their own homesi and, secondly, the advisability of
the TBA being issued with 8 limited renge of medicines.

4 number of countries in Jest Africs also have TBA training
CTOQremmes, However, te my knowledge only that in Sierra Leons, where
) . - 81 . . o : . . .
Williams (1979) " has carried out a study of TBAs similar to minz in
flalawi, is the programme planned on a national scals. A group in the

. . s " .82
Danfz Aural Health Froject in Ghana (Ampofo gt al, 1877 ° are also
running a comprehensive programme Tor TBAs, but it is limited to the
project area. These two training programmes are recently established,

but Liberis hes been training TBis since 1982, and in June 1979 I was



eble, by means of a travelling scholarship, to visit Liberiz to study
ths orogramme thare, It still covers only part of Liberia, and its
results have not besn evaluated but it was possible to learn some
lessons from the experience gained there,. A few of these wlll bhe
mentionad,

The length of the course in Liberie is = . longer than thst in
falawi, lasting for four months. The extra cost of this iz met by
asking the TBA's community to support her finmancially during the COUTSE,
and by leaving the T84 to arrange her own accommodation in the village
or town whers the trazining is held, t ig thought that morals
remains higher when the T34 lives in lodgings rather than in hospital
accommodation, and that the course being more leisurely proves less
exhausting for these middle-aged or elderly women unused to the teaching
situation, This could be trisd in Welawi, althouoh it is possible
that Helawian TBAs would be umwilling to lesve their practice for this
length of time. T8A2 in Liberia who live reasonably close to maternity

cliniecs are wtilised by providing asgistance on a2 voluntary bhssis during

ante-natal clinics. This not only helps the trazined staff but provides

an opportunity for the TBA's educetion to be continued, and alsc
demonstrates to the public that the TBA and the clinic staff work in
gooperation with each other. To snsure good attendsnce at the vearly
refrashar courses TBAg have thelr maternity kits replenished on
attendance at that course and at no other time, This has resulted in

a 70 = BO% attendance rate, Two problems encountered in Liberia in the
past are worthy of note. At ome time young women who had not been in
prackice as TBis were taken for training in visw of the zpparent greater

length of service that they could offer. However, when thesy returned



to their villages they wers not accepted in the role of a T84 and the
training was in vain,. Alsoc, at some point in the past soms TOAs uwere
takan intc paid employment by government and mission hospitals, either
becauss of acute staff shortages, or because of pressure by a person
of high stending in politics, This has rssulted in repeated reguests
by TBAs, village chiefs and politicians for other T8As to be placed in
paid employment,; which the government has been unable to do. The
policy now Is that TBAs should never be given paid employment but must
ramain in private practics,.

The training of TBAs is a good sxample of primary health care
which is now being recommended as the most sultable approach to the
health problems of developing countries, It is worth considering how
a TBA progremme, particularly that which is planned in Melswi, would
fit with a primary health cere programms, Primary health cere is a
fairly new concept. It was only In 1975 that the 28th UYorld Health
Assembly (WHO 1976)83 adopted a resclution to "urge member states to
take the necessary steps to develop and implement plans of acticn in
the area of primary health care, leading toc the provision of =
comprehensive health cars system to the total population®,. In Africa,
primary health care has a different meaning than it has in the developed
countries. It is & new hsalth zoproach intendsd to be implemented at
the community lesvel, Any of a variety of measures mey be taken,
depending on what is ectually needed in that community, but the measures
should be simple and effective in terms of costs, techniogue and
organisation. They should also be acceptable to the people in need

. . . s 4 s e B4
and should help to improve their living conditions (WHO 1878) .



1706

The hasic unit of such a programme is the orimery health ecare worker,
a man or woman selscted by the local community suthorities to deal
with the heselth problems of individual people and the community.

A national seminar on primary health care was held in tlalavi in
1378, and one of the Tinal recommendations of the participants uwas
that primary hsalth care workers should work in any of the following
fielde = education, nutrition, food production, water supplies,
sanitation, dizease control,; maternzl and child health, basic curative
medicine and other rslated fields (lMalawi Government 1978)85. The
trained TBA can be regarded 8s 2 primary healih care worker, and this
was recognised by the participants of the seminar who recommended that
the role of the TBA should be recognised in primsry hezlih cars work,

Howsver, while supporting the conecept of primary health care,
I do not belisve that the TBA should be integrated too closely with the
proposed programme in Velawi. Tohs slready have a definsd rols which
keeps most of them busy encugh and further tasks might overburden them,
Also, many of the problems that still remain to be overcome with the
development of the primary hesalth care worker programme are not a
problem, or have already been overcoma, in the case of TBis, For
gxample:

there is ne problem in selection as TBAs already exist;

there is ne need to explain their role to the community

as ths community already understand it:

there iz no problem in remuneratlion as a sysiem is slready

functioningg

znd there is little need for furthsr triale or pilet

arggrammes as one has already bsen rune
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Finally, T8As nsed followeup and support by midwives whe can
answer the technicel guestione they ask, while primary health care
workers require the support of specially trained community development
agsiztantis,

Therefore, while a TBA training programme is a form of primary
health varey; I belisve that it can be run independently and that its
introduction does not need to await a full primasry heslth care
programme,

It seems appropriats to finish by repeating the semtiments of the
two TBRAs who attended 2 session of the national seminar on primery
health care in Malswi, which has already been mentioned,. These women
each gaeve a vivid account of what it had meant to them to realise that
their work was recognised by the authoritiss and that they wsre not
working illegally. Thay deseribed how in the past they had lived
with 2z constant fear of being discovered, and how they kept their
oroblem petients in labour for days before daring to let them go to
hogpital for delivery. Mow they were proud of their new skills and
position, and relieved to know that the hospitals ware thers ready to
help them in case of difficulty. It mey be that the main valus of a
TBA training programme is the healing of this breach between TBAs and
the mediecal and nursing professions, rather than any technical skills
which the TBA scoulrss. In any case, it is hoped that the findings
of this thesis will encourage others elsewhers to undertake the training
of TBAs and that this will result in increassed safety for the pregnant

women of the developing countries.
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Introductory sections
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Anmtomy: uterus, cervix, placents, membrenss, licuor.

Physiology: Tunction of slacents

cervical dilationg moulding of the feizl head,

Hygienss the thesory of beacteria and bacterial infections including

refuse end Tlies =28 a source of disease; necessi

house, clean bed, clean sheebts, clean hands and fingez
clean patient; sunlight =2 s disinfochant,

Infecticus conditions:
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Clean sebtery bathing roow for setilents; lighting when delivering at

nighty hurricens lswg as part of pideifery kity pit latrins for

avoidance of worn infection and for sanitery disposal of nlacents,

Antgenatal

Recognition of pregnency symptoms and signs.

Recognition of simple ailments of pragnancy, treateent and advice,

Events in the first, secend snd third trimesters of pregnancys
growth of the uterus; palnation of felal parts; recognition

of multiple pregnency; recognition of bresch pressentation,
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Usliverys as

orotection for the

porinaun:  deliveny of shoulders,

Cutting the cord: stegiliby ¢ ahrumants,

2

Moutine cers of healthy babys dey and o

£

gir mother's al

Third sbage: delivary of placanta only whon dealt with,

fepuscitetion of ssphyxisliec

mputh to south respiretion.

Pastenatel check of mebhers check fundusy check Tor blesding and
Lears.

haferrales the TBA sheuld e sble to recoonise snd refer petients
with the follouwing protlemst patients wuho heve alreedy Teilled

to deliver in their ocen home and who ave calling on the services

af the TEA for help with this preblemg

axplain mechanisn, means of recoonition,
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Yoet TBAs have very little souipnsnt wi

unrk, ond also lock many basic awenities, Afier they

course of treining 1t is therefore necessary 0 sudoly them with a

alduifery kit and some ordinary household ltems.

The TEA hersslf should be expected Lo provic

namaly §
Hatbting for ante-ratal and postenstsl mothors to sleen o
A delivery bud, couch or mabe

A pupboerd or tebls for storing squipment,

A

under four hesdings

’«ﬁ)
&

1. Boternity unidt furnishings: flanketks e 29  baby bDlonkelbse 23
ke | g
turkish touwels « 23 laroe mebtel buckeb: large bowl: hurricens

laopy poveffin cane

Ze Hidwifery kit:

o

contalned in

alpost 21l that is reculred.
I%s contents =sre: kidney bDasing 82% wml. voluws: grongs bowls = 2
plastic sxrony plastic oouchs

apparstus for sdeinistration raebal Lube,

latex rubber tubing, straight nylon commector, tubing clampg
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glass dropping bottle; scrov cap glass botiles - 2 (for cord
ligature kept in methylated spirits); nailbrushy absaorbent

cobbonenaols 113 gramy sterile gouze pads - 203 slestic soap

The Unlesf kit does not conbain cord ligaturs. & suitseble

locelly svalilable tace shoulo be taught

to keep this soeked in methylated spirits,.

3e fppillery souipment:  measuring pod with a bar Flxed al 73 4

anasnia reocegnition chepbt: vrecord cherts for deliveries; vrecord

hook for snte-nobal vislise

d4e¢ Eupendaile iltens: peraffin « 4 nallons: mathylated spirits -

allpoint nens « 3,
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The aim should be to meks the TBA ressonsibls for renswlng the
supplies of these itewms hereelf. The only items the treinsr should have

to pewissus at follow-un visite srs vocord charvts and booldse.
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APPENDIN T11

B dusstionnaire Tor TBAs undergoing trsining
The first session of traininc should be regarded as an onportunity
for the treiner to lesecn sbout the aititudes, nractloes and knowledge of
the particuler THAs she is Lralninge. This can be dons by conversablon,
but mey also be done using o formsl list of guestlons, If the answers
are recorded and the guestionnaire repeated some bime afisr the completion

a ” 45

of treining it will sive the trainer some idea of how

P
Q
5
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5
o
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b
@
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5
B
5

2

has been, /A siople way of mapki

TOWTOng answuery

I for a paptislly covrect answsry and 2 flor 3 currecht answsre

Some sugoested cuestions are listed:

o

dntee=notal Sgetion

e

1, How can you tell that a women is pregrnant?

Ze Hiow can you tell iT a women iz short of blood?
3, lUhat do you do for a women who is short of blood?

2

4e iy do some women blesd from the vagine before they go inte lsbour?

e bon vou somatimes bell even before lsbour that man is geing to

.

have a difficull labour, From her history or appearanca?

.%s

If vou cany, how do you know thi

dhat do vou do for such 2 wowmen?

>

G, Can you tell beforehsnd that vhen the mother goes into labour the
hand op arm will come down FPipst?
If ves, hew do vou know?

7o

i
*«m

hat medicinesdo you give to your patients in the ante-natsl periocd?
fhen do you give 19

why do yvou giwe 1L7
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Labour Sectlon

2e

Te
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1z,

Bhet ceusses some wopen to spend a long btime in labour?

How long would you keep s patient in lebour before sending her to

hospital?

£

Houw can vou tell that a woman iz = ahoun?

ihat arse

Uhat prepersiions do vou make when & womsn flpet srrives in lshour?

What sbnorsalities of lshour have vou mel thet made it necessary

cause a btesr of the perlinsun?

Uhat do you do about 1079

Do vou help the pabtiont to deliver the hosd of the baby?

If yes, what do you do to help hex?

How do vou 8eal with the copd?

How do you deliver the plecenta?®

dhat do you do if tha siﬁﬁ@ﬁt@ is not dellversd gulckly?

If yvourpstient bleeds heevily after delivery do vou koow of any way

to stop the blesding?

Postwiatal Section
RS RS 4 X2

Le

Ze

3

e

de

]

fihat illinosses may th

giffigult labour?

-3 S PRI B £3
after dellverpy?

a woman bleed

b - o ‘3
Lhan usual?

the bleeding continues for lon

Py
?

ihat types of pedicime do you glve to vour natlents after delivery

hen do you give 187

gy do you glve 107
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1. shen do your pationts
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2, Uhat problews cen ocour with the

bigth?

3, iHow would you help e woman to look after a very
baby?
4o Hihat types of food would you give to e child of one year oLy

5 ihat is the cause of kwashiorkor?
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