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INTRODUCTION

The seminar of the French speaking countries of West Africa on the ‘subject
"The Rcle of the Midwife in Integrated Family Health Services" was held in’ pakar,
Senegal, from the l17th to the 3rd of November, 1974. Sponsored by the Joint
Study Group of the International Confederation of Midwives/International Federation
of Gynaecology and Obstetrics (ICM/FIGO), this seminar was the sixth of a series
of such meetings which are being held around the world in order to assistmnutions
in the formation of plans to achieve the ICM/FIGO aim :

"To continue the improvement of maternal and child care and the quality of maternal
s ot ¥aehd Foaded "

and child life through the -inclusion- of family planning among the services provided
by midwives of -all categories in their expanding ‘role".

«;;The rationale for this world wide project of the Joint Studv Group is the need
for the health professions, particularly midwives, to be well informed and well
skiiled in ‘this increasingly important component of good maternal and child health
care., . Because of her intimate contact' with mothers during théir reproductive
period, the midwife can be a particularly effective worker in all the preventive
servites which protect the health and improve the quality of life of mothers and
children. The Dakar seminar was concerned with her expanding role in family health
in view of priority health problems in West Africa.

Participants in the seminar ware senior midwives and obstetricians from seven

countries :

- Ivoxy Coast
- Dahomey

- Mali

- Mauritania
- Niger

- Senegal

- Togo |

They were assisted by a group of experts.\selected mainly fromxthe participating
countries; by representatives of the nursing and assistant social professionsx and
by staff of the ICM.



" Several months. before the seminar, visits were made to the countries of the
‘région to egplain the purpose of the meeting and to solicit official support and
atteﬁdance. Of . thoserinvited, ‘only .two countries - Upper Volta and Guinea - chose
not to send representatives. Mrs. Kone-Diabi, ICM Regional Field Director for
Francophone Africa;:was responsible for planning and organising the seminar. She
'waénassistedlbyrothetﬁICM*staff¢and consultants and by a' local planning committee
composed of

“-fMissnPéllegrina

L) Mrsf Siga.Sene:-

1s=cMrs; Rama Gueye

- Mrs., Amanatou N'Daw

Professor Correa, Chief of the Department.of ‘Obstetrics:and Gynaecology;-

Faculty of Medicine & Pharmacy Dakar, served as Chairman of the seminar.



5. "
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* OBJECTIVES
The objectives of the Working Party held at Dakar: were aszfollows :,

To centralise all data concerning the present position ofaqatérnal a;d.éhilﬁx”
Health services and family planning and to outline.the:Scope7anq:train1ﬂ§'of .

midwives of all categories in their own country.

To identify the common basic maternal and chiid health problems and existing
needs with special reference to nutrition, familf planning, child care and
health education and the means of reaching the people deprived of these services.

To examine what professional capacities of the midwives of al? categories could

Pg;gaéeloped tosprovide for these ‘needs,

.To define broadly what should be included in the new professional training

curricula of midwives in each category.

To consider: the changes necessary for thefimplemenpatidn of a new professional

training programme, including s

* o
Government support on proposed’ changes’,

{
-Legislation,

- Training regulations,
- Curriculum amendments,
In;sexvice practice_ or refresher course,.
. Professional assoéiatiop with the tradttional‘birtp-attenaanté.

To'work out a plan for the implementation in each, country of the recommendations

made at the Working Party.



* OPENING' SESSINN

“’Représentatives ' of the' Government, the University'’ tlie medical ‘and paramedical °
proféssions and many ihternatidnal groups recognised by Senegal,, attended the open-

ing session.

Mrs. Kone-Diabi, the francophone Regional Field Director of the International
Confederation of Midwives, gave in\yer address a summary of the topics an& (iiscussions
of the Working Party and emphasised\not only the complexity and controvers of the
subject of fanily planning but also tne advantages of finding a solution for the
promotion of health and well being of‘the Family, taking into account socio7economic

conditions.

Professor COrrea, obstetrician-gynaecologist and Chairman of the Working Party, ’
congratulated the International Confederation of Midwives for their initiative in
organising such a meeting where seven African countries are given the opportunity %o
exchange their views and experiences on a number of ambitious and exciting current
issues such as nutrition, sterility and family planning.Prdessor Correa is convinced
that the midwife, the basis of our health structure and support of our culture and
traditions,'will know what material of fore}gn origin is to be accepted or rejected,

On benalf of the Faculty of Medicine an& Pharmacy of Dakar, Professor Sankale
quotes in his address ... "many factors have 'an influence on the quality of life but,
chronologically and emotionally spea#ing, theylove and care of the mother are crucial,
The mother's role can only be enacted if she remains alive, 15 healthy, has time andr
has money. All that goes towards the improvement of her physical and emotiocnal
conditions will contribute to the future security of her children and her family.
Family planning, and birth control as a contributory factor, are both irrefutably‘

identical means of social and economic development and therefore of life"e.gn

++»« "but the spacing of children is a complex problem to be tackled with lhcidtty

~and tact"l...

Speaking on behelf of Miss M. Bayes, Executivejcecretary of the International
Confederation of Midwives, Mrs. Denison gave a brier history of this organisation,
its objectives and world-wide plans to 1mprove the quality of mother and chxld health
services with emphasis on the training of traditional birth attendants.



In the concluding address, Dr. Papa Gaye, representing the Mtnistry of Health
& Social Affairs of Senegal, stressed the importance >f caring for the most vulnerable
group in our society, the mother and child. He dces not doubt the beneficial, role
of family planning but insists that professional ethics and public, authoritiesnare

the decisjve elements in deciding the policy to be adopted.
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(1, METHODOLOGY
' The progrgﬁmeggggghepqém;ngg“wgg'organisgd«q;oungkg@vg;ghggggﬁgyg‘

1. Problems and Priorities in Maternal and Child Health in Uest Africa ;

s A
’

2. Searchwfor'a;CommonmConcept«ofaFamily~Planningzfor;West73frica%1;

3. Organisation and Development of Family Health Services including Family Planning -
and the Role of the Midwife in these Services ;

4. Integration of Famili Planning in the Training of Midwives. of.all categories ;

i

5. Place and Role of Traditional Birth Attendants,. .

After the opening session, the participants at the seminar spentyg;fulLAQay‘
considering each of these major topics. Eﬁch day was divided into two;pa;ts,'”In
the mornings, technical papers were given by specialists.in each- field gnﬁxig;th
instances, field visits were made to peftinent projects in Senegal. . -These-served
as background for discussion by the participants each afternoon. For. these dis-

cussions, the participants were divided into three working groups:

Each group included representatives from each of the seven counﬁrieé as weil
as a:male:nurse.and,a social worker., These latter were inyvited to participate;in
order to:make-the ggoups;more;:epresentativeLof.themhealthiteqmg,whiphaegigt ;Autbegﬁ‘
countries of the region. Repofts of the conclusions of ;each group.were given in;.r:
daily plenary sessions b& rapporteurs elected each day by their groups. These
daily reporﬁs were summarised by the Working ﬁagty secretariat and fqggggﬁkyiigggis

for the final report and recommendations. This final report was adopted unanimously

by.the .participants.on the final,day .of the.seminar., . .

The' copference-secretariat, glectedibymghe;garticipantsvayaspqgmppgedlbﬁb
Miss, Pellegrin, Mrs, Siga Senegand Mrs. FonerDiabi.. '



REPORT OF THE WORKING' GROUPS

PROBLEMS ‘AND-PRIORITIES IN MATERNAL AND CHILDHEALTHY
' IN WEST AFRICA T

In his paper on maternal and child care in West Africa, Professor Alihonou -
emphasised the importance- ‘of ‘maternal- andichild health within the:basic: healthﬁ?

services and considered the problems on this issue from different angles.

COMMON ANGLES

There are problems:of"7!

- undernourishment and malnutrition;

infectious diseases,

-parasitism,

anaémia,
absence of reliable statistics) .

"limited means, espéciall?”in‘rural‘qréas;

~podr hygiene.

MATERNAL ANGLE

“Although it-is impossible’to giveé™an accurate percent&ge, the”birth’rate and~
maternal mdrbidity ‘are"highi !* ‘The- mortality ‘rate" is. appro&imately leper -cent: '
against ‘0.6 per cent in Europe? -

“CHILD 'ANGLE

The main problems in this category are:’ héonatal“teéanus,”resbiratory'diseééé%?
obstetric trauma, measies. A high-risk pregnancy leads to perinatal mortality
more than to maternal-mortality and Dr: ‘Papa Gaye in completing Dr. Alihénou's "
statement emphasised the fact that maternal’and’¢hild"health’was a Third'werld "
problem due to: ' |

*low inland revenue,

primitive working conditions, ‘
' - econcmic reliance on developed éountries,

- poverty and ignorance

1o



‘The reasons for. high maternal jand.child.mortality.and.morbidity;xates.are :
- lack of supervision at delivery,
- inadequate care of the baby born unde: these conditions.«

The key to these.problems is of a. comprehensive nature; includingdthe,w,
establishment of maternity clinics open to all mothers, trairing of adequate
'perspnnel, education and instruction of the population and meking plans for
health, . Although priorities are difficult to determine, a-celection must be . made
to use what is best available,

Professor Vovor is of the opinion that, although family planning.is necessary,
it is. not yet essential in our countries.. There are demaﬁds but‘;sgis;a problem

of a personal nature.

During the group discussiqﬁs that followed, .members agreed that the main
prcblems of maternal and child health in West Africa were thezseme,3§1tbougpggertein
.local characteristics existed. ‘ _

The common problems are :

1. SOCiO-ECONOMIC AND CULTURAL CHARACTERISTICS

- Ignorence of rural populations on health matters, ...

- Strong traditions prevent health education,

- Low percentage of school attendance by rural popula‘tion,ﬁ€£
- Influence of poor income and low purchasing power of’money,

- Ecdnom}c dependency.

"2, HEALTH ASPECTS

- Inadequate health services especially in.rural,areas,

- Shortage of staff and uneven distribution of personnel allocated mainly
.to.cities although.70 to.80 per, cent.of,the population,live in,ryral

. areas, ..

1. Insufficient pharmaceutical.preparations,.

- The unfriendlinress of the.health,centre,brings women to,choose the,

services of the traditional birth attendant,.

11
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‘= Insufficent transport'facil&tiéé”hnhw§06i1§5ﬁiin€31ﬁe8?5é fcles,”

- Absence of supervision.

ADMINISTRATION OF SERVICES

Health centres provide frée care-and most‘of the town'hospitils are fee*

paying.
‘Servides”are’reliable in“':i”

- Permanent institutions,

Matérnity 'hospitals,’
MCH centres,-
' Health clinics,

' Itinerant stations or mobile teams.

‘Nature of- serviceés-i-

- Gynaecological care,

Prenatal care,

- Baﬁy care,
’ Inoculations,

Deliveries,

Social serviceéw

Care is provided by i~

Physicians,
Midwives,

" = Nurses,

~1

Social workers,
Traditional Birth’Attendants:

‘The®seminar récommended that traditional birth-attendants be givef‘a proper
training and a close supervision as they take care of most deliveries ‘in rural
areas. In Togo, an attempt is being madé‘toiresélve’tﬁe problem’ by di&inq an
18 months training period to young wémen with: primary school’ education who will

then work in rural areas.

12



THE MOST DEPRIVED GROUPS

-

. These groups are :

Rural populations,

Low-income people,

Children from O to 5 years of agey--.

Mothers.

Participants agreed that ‘n areas with health gegtrea.ypart\ofathé pépulatiod
. o N % - .
prefers the traditional birth attendant because of hex availability...-

SOLUTION TO THE PROBLEMS

In order to promote a solution to the problems

and). qTﬁg;midwife‘mustvbe represented in,governmentxdecisiqn;ma&ing,o:qanigétions.
2{,_qrhe,m;§wife must be given a, polyvalent training, .

3 mTheré-must be efficient supervision,

45 The midwife must havg training in education, organisation and administration
5) .Close.co-operation qétween all members of the team is essential,.

6) The traditioga;,biréh attendant should be integrated into the health};eamf

wlg.



REPORT OF THE WORKING GROUPS

SEARCH FOR A COMMON CONCEPT OF FAMILY PLANNING
FOR WEST AFFRICA

The following people expressed their views :

A population statistician,

Representatives of the two main religions - Christian and Islamic,
A journalist newspaper columnist,

A sociologist,

Specialists - obstetrician, midwife and paediatrician.

After hiearing the viewpoints of the above, the following remarks were made in

searching for a common concept :

1)

2)

Family planning, interpreted as birth ‘control will'not solvé'the problem
of the rapid population increase in our regién (2.6 per cent per ‘year)
especially as the value of such a polidy woild not'bé seen “for‘a’long-
timey"- .

It-is recognised that better standards of living“and the'improvéﬁent in

the $tdtus of women are.accémpanied By-'smdller’families®

'The seminar then studieé‘the basis and characteristics of an African family :

1)

" 2)

43,) i

o

Broadly speaking, Africa is pro'natal and couples are encouraged to

‘reproduce : maternity means stebility for the married couple - sterility
"leads to polygamy and divorce;

Traditional rites are part of sex education;

In our so called traditioh&i societies, femily planning in both the
mspect of birth spacing and the treatment of - sterility is in practice:
Rules of conduct dictated by religious beliefs or animism are acceptéed by

all.

14



Some definite points emerge from these characteristics :

1)

©2)

)

Breast feeding must be encouraged because it contributéds to the
establishment of a close mother/child reldtionship;

From the religious point ‘of view, family planning has a ‘positive 2ffect’
when it'brings happiness to the husband and to the familys ' th% problem
of the techniques used lies with the conscience of the individual;

cot

The African family accepts family planning as :

a) Treatment for sterility;
b) Spacing of births,

and in this sense it forms part of the family health services.

must

Family planning is aimed at regulating fecundity and thereby pregnancy which
never be terminated except if the mother's health is at risk.

Family planning must :

help to fight sterility

respect the biological rhythm of the family,
: promote breast feedingL
encourage the father to take a more active part in family life, B
educate youth and adolescents, understand and recognise their responsibilites“

in sex matters.

On_the basis of the ahoye.fects; the seminar‘attempted to define the concept

as follows:
oL N

“avf

Family planning is interpreted by the midwife as the sum qf cultural,

psychological, educational, socio-economic and technical means which are freely

available to the married couple and the community - thus improving the quality of
life and giving fulfilment and harmony - thexeby leading to the birth of wanted '

children.

‘puring the discussions that followed, the question was raised of the attitude

of African governments to population growth control but in Mr. Savane's opinion -

15



the African attitude is not easy to define since each country has its own views

on the matter. The wish to limit is easier than the actual limitation itself and

it takes 20 years to get results, Countries such as Egypt, Pakistan, Ghana and
Kenya have had nothing but disappointment in their population control..liproﬁlems

of development, different from those of limitation, are poverty and ignorance. \?he
problems of population growth must be considered with a new approach if effective
solutions are to be found. Cameroon believes that it c.n still let its population
increase ; Ghana had a population policy but has since reviewed its programmes :
family planning and birth control are tolerated in Nigeria but there is no ‘government
population control policy. One does not advertise a population control policy.

Problems must be reviewed in a broad way in order to'acnieve results.,

The gquestion was raised of the possibility of reaching an intervening attitude
between the Islam and Catholic relioions.‘ Mr. Samb empnasised the fact that both
religions have heavy responsibilities. According to Abbé Diouf, the difference lies
in the means by which family life is promoted.

LN

Mrs. d'Erneville stresses the fact that Africa has had the wrong introduction
to family planning and that its ground was badly prepared. ' She underlines the '
needs for population information by broadcasting. The Senegal Broadcasting
Corporation attempted to popularise certain issues by calling on the help of =
technicians, e.g. midwives, physicians, etc. in order to'approach some taboo shbjects.

Broadcasting and popularisation of such delicate problems‘as 'sex eduoation‘and family

planning must be done with great caution.

Participants agreed that sex education should be given at school. Mrs. Savane
pointed out that schools reach only part of the population. Only public autnorities
are able to act in'a positive manner. ‘Only if sex education is understood, can it
function properly. Public authority must adopt a definite attitude. There 15 a o
psychological and pedagogical problem in that the young people of Africa are

unaccustomed to a straightforward and natural approach to sex education.'

16



REPORT OF ‘THE WORKING GROUPS

ORGANISATION AND DEVELOPMENT OF FAMILY HEALTH SERVICES INCLUDING
,FAMILY -PLANNING.AND. THE ROLE.OF-THE-MIDWIFE: IN THESE GERVICES:

The topic for the third day of the seminar concentrated on the organisation
of family planning serxvices.and their. integration within.the structure-of maternal

and child health.

Dr. Sassoun Diop Leye outlined the arguments in favour o this integration and

gave three groups of reasons :
1. MEDICAL

A.close gelationzexigts§betw§qn the,numbe::ofcpregqgncies,andwthe?maternall
and éhild’morﬁqli;y;and;morbiﬁitygratesa

2. EFFECTIVENESS

Maternity services consﬁitute thegbest@Opportunityéfor,motivation.

3. PSYCHOLOGICAL

Integration within the existing structures ensures anonymity:

Dr. chqg;ﬁgll¢gqyé¢angchount dﬁithpgnational programme of control:.of-births
inbndiiﬂgyéae;exglained;thqareasons:whichzbrought the Mali Government:to:consider
a family. planning programme..:.

- Strong demand by the population,
- Multitude of criminal and illicit abortions,

- Exhorbitant charges by practitioners which restricted family planning to the-.

+ vmore wealthy.women.:

This,expgnsion,p;ogrgmmg‘has,beénwipmactionzfornonly:ﬁwo,years,1,a§groper

evaluation cannot :therefore be. made...

In her statement, Miss Nalder emphasised the necessity of making;pnﬁgnvéntory

17



of the existing means. It is essential indeed to makelthe maximum use of resources

to meet the specific needs of our countries.

During the third 'day of ‘the’seminar, 'the group:discussions were dévoted'to
"the role of the midwife within the structures of the family health services".

‘From.a’ first‘glance  at”the three 'group ‘reports it appears:that the midwives’ -
have ‘considered their respective roles before determining the organisation 'of- the
various services.

A more detailed examination shows the fbllowing H

1, THE ROLE OF THE MIDWIFE

“The-midwives expressed:theirrroles differéntlbeut‘tﬁeﬁéix following
points were emphasised. TheurdléﬁéfﬁtheﬁmidWiféiin“?

‘= Information - Education,

- Administration,

- 'Medical and-Paramedical:'services -
- Research,

- Evaluation,
2. ORGANISATION .

With ‘a’view to increasing efficiency ‘and allowirig for poor finafcial
rregsources:and’'the infrastructure of:our’ countries;:the ‘midwives “Fecommended -
the integration of family health within the existing/structures:of ‘therr &

countries,
3. LEGISLATION

It is clear from these reports that the ﬁiéwives at 'the* seminar ‘consider
that a predominant place should be given ﬁo legislation to safeguard the
“mothérfand‘childﬂby‘defininb'thefresﬁbnsibiIitiésfdf”eachfmémber;of*thé”
health team ; they would also like to seeathe*establféhmeht'ofJan*insurance'
scheme for the protection of the practitioners in the event of complications

arising

18



REPORT OF THE WORKING GROUPS

INTEGRATION OF FAMILY PLANNING IN THE TRAINING
OF MIDWIVES OF, ALL CATEGORIES

_«The theme for.the fourth day. of the seminar was, devoted to training..

Miss -Pellegrin .presented a training programme for midwives in which family
plann;ggﬁwaq ;q;ggratedﬂ,. The reasons given for the:.need .for this trainingzarev
as follows : . the evolution of our societies accompanied by an increased demand
for contraception ; the development of the maternal and child .care concept .towards.
a broader aspect of care for the family ; the evolution of the role of the midwife,

a role which is no more restricted only to delivery. .

Miss, Pellegrin described the objectives .governing the training and gave an
example of ithe training programme in Dakar., The objective in training is pot ..
focused on family planning, .but the programme has been divided into sections with:
different. themes. in order to make the students respond o the problems of. the
family.

First Year : Anatomy, physiology, relationship, psycbplogy,Jepca‘pﬁwthelhumqp
being;

Second:YearL:\The;familygqpit;is.an‘integralnpartuof‘colLec;Lye\sqpip@y“;q“which
humanity ;is, replaced by, reproduction. Obstetrig, pediatric,.
lggis}aﬁiye,xpsygho;sociolpgiqalus;udykof the. family.;.

Third. Year : .Publié.hqaltb : Preventative measures,-education,, information.:.

The programme for the third year includes educatlon in contraception

uuuuuu

In,concluding,.Miss Pellegrin emphasised the need for, improvement and continuity
in sociplogical, training. ,..She underlined the diﬁﬁicq;pyLiQ‘f;pgingﬁpaedgaq§icft;gip-

ing;methpgs-gnd,,the:efore,.a<frequent evaluation.is essential,,

When he, presented his paper,,Dr..Castadot, outlined the principles to;be fxllowed

for the implementation of a training programme. for midwiyes.q@xa;;,pq;ggq;ies.

AAAAA

possible,within,the ﬁinancial reqources}available.quoEach country”mustfsplvefits
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problems according to its charactristics andneeds;.its desired professional

standards, the work to be done and its working conditions.

New dynamic methods should'bé used for training'and memory should play a
lesser part than thinking and judgment. A higher pedagogical value should be

restored to in-sérvice practice-to 'prevent students from being used ‘as’ fres-labour.

Evaluatioh ‘is' an essential featire of training.”’ ‘It is a continuing process,
introduced first ‘during school’ education ‘andlis latér used by the midwife’ during
service when she'"estimates knowledge, techniques'and ‘behavicur. - "It is not only
the concern of ‘the student but also-of the teacher.’

Dr. Martin deplores having to admit ‘to the ¢lose'-link between family health’ and
family planning. Special emphasis is given to rural areas. He. underlines the
importance’'of training polyvalent midwives ‘to fulfil the needs in Africa. '“ TheTre
are, however, some risks in' trying to be too polyvalent, ' Wider training must ‘hot’
lead to'diluted training.. Polyvalency has its limits and might 'give rise to some
superficial practices. Dr. Martin then gave' the results of a pilot training”
programme in Lagos where family health was included in the programmes of basic
training. He underlined the needs for a community approach and the establishment

of ‘'schools "without’' walls",

' 'During the discussions that followed, the question’ was raised as to.whether
family planning should be an indeperident 'service -or should be 'integrated in other
existing services. There was general agreement on the integration of family planning
In the midwifery programme ‘to be spread over the whole duration of the ‘t¥aining’.

" There were differences of opinion on the subject of auxiliary training. For
some participants, the training of different categories of personnel for one task
is a danger." Thé problem of ré-classification would no doubt''occur' should'the -
‘country havVe' énough qualified staff.  In Dr. ‘Castadot's opinion, there ‘15 o ‘néed
for auxiliary staff in a country where health services are -available everywhere but:
this is not the case in our countries, In countries with inadequate health services,
it'is advisable‘to train auxiliary personnel‘to be' responsible for certain'tasks.
This is an’ optiohal choice "ot ‘each country.

On® the 'sibYect 8¢ training ‘Prog¥anmes’, ‘a’ par»icipant warned of' the“dangers of
including more" topics: in‘thefexisting”curriculuw 1 in his‘opinion, the’fheo.etical'



part of the training programme shotld be shortened in fuvour of the practical one.
This point of view was shared but with some restrictions:’ zi.onger programmes are
essential but theoretical knowledge is vital to the training of senior personnei..
It is important that the content of the training prggramme should vary according '

to the category of nersonnel to be produced ; that the training'of auxiliary midwives
be limited to a certain number of techniques which should be repeatedly practised,

e.g. vaccinations,

There is a tendency to establish a basic training from which different groups
of students branch off for a limited period during nursing or midwifery training !
this seems to be a more economical system iikely to promote the team spirit. ' Some
‘participants said that the grouping of students did not necessarily ensure team work

and it could result in'an exceedingly ldrge number of students.

Mention was made of the imperative need for the publication of African pedagogical
handbooks, especially manuals of practical care ; such publications were made by a group

of monitors in Nigeria.’

During the group discussions, participants examined the problem of continuity in

vy f . R

the training and of refresher courses for the improvement of knowledge. L Every group
thought that the functions of the midwife should be considered in terms of thed
community's needs. But, evidently, the midwife had fulfilled some tasks for which
she was not always trained ; it is therefore important to further her training on the

following points :

'? Intensify gynaecological training-;
-"Add the teaching of sexual education ;
- Plan for teaching in organisation and administration ;
- Give pedagogical training ;
- Promote psytho-sociological training and the teaching of approach and’

e

‘communication methods ;
- Train in family planning, including contraceptivé methods ;
.= Include civic education ;
- - Intensify practical training ;
- Promote the sense of responsibilities and the notion of being partuof'the

health team.
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All countries deplored the lack of continuity in training and the lack of
refresher courses, Training cannot give everything to the-student. The participants
underlined the importance of the role the student plays in the desire .or improvement
and this is every individuals's concern. It is necessary to promote and establish

»

permanent systematic refresher courses :

- periodic refresher courses ;

- inter-departmental meetings ;
- conferences, seminars, informative travels, group discussions ;

periodicals ;

- participation in writing articles for newspapers and journals.

Refresher courses are primarily the responsibility of the midwife supported by
doctors and public health authorities and should be held within services, in traixing

schools, counties, districts and at national level.’

The'participants‘insisted on the importance of continuing evaluationtr by -

observation during training and during service :

'Nm- direct observation at ground level :

- questionnaire b

- activity reports ;

AT

- reports on individual progress ;.l'h

€

- file on discipline and behaviour.

The participants would like to see the creation of an African Federation of

Gynaecologists, Obstetricians and Midwives from the national associations already

AL

existing, or to be created

The question was raised of whether the standard of general education required

.y A%

before undertaking midwifery training should be higher and if aptitude tests should

be introduced. All answers were 'Yes'.
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... REPORT OF THE WORKING GROUPS

_PLACE AND ROLE OF TRADITIONAL BIRTH ATTENDANTS

On Friday, 22nd November, all participants and observers travelled’to Touba Toul(»v

T ot

a small village T the medical district of Khombole, 100 kilometres away from Dakar.

Touha Toul s originality lies in the fact that it has a rural maternity service
consisting of’delivery huts built by its own population and managed by traditional
birth attendants who are identified and periodically provided with refresher courses
by the Government whose primary objective was to reduce the infant mortality rate
caused by umbilical tetanus which was until then very high in rural areas.

Following the statement made by Miss Koates, social worker; on "Traditional Birth

Attendants in Senegal” and Mrs. Nassou' s statement on "Auxiliary Midwives in Togo",

3

the groups made the followingtcomments :

1. The Senegal Experiment - illustrated by the visit to the Touba Toul maternity

centre.
The facts are :

- Traditional birth attendants exist in our villages ; they have the women s
confidence and they assist mothers in more than 80 per cent of confinements:

- Their primitive methods of work can have grave consequences wnere there is
dystocia and their ignorance of the essential rules of asepsis can cause
infection;

- It is important to knuw them, to train them for simple tasks, to supervise

and control them.
The first positive result was a great,decline in the rate of neonatal tetanus,

2. The Togo Experiment

- Form an intermediate body of auxiliary midwives vho,wouldgpracticeéin rural
areas. | |
Recruit young women with CEPE generalxeducation;level ,&rainethem tor routine
tasks #(normal; deliveries, preqnancy :and; infantjcare,,preventive activities,k
—statistical data)
- The objectives are :
23.



a. To eliminate traditional birth -attendants, old and unable to adapt to
modern concepts ; '
b. To reduce the shortage of qualified staff and rapidly provide the’
’ country with sufficient health services to assist women in their

confinement :
c. “fo make ‘more time available for the training of good quality midwives i
the standard of general education required for midwifery training must

be raised and a reasonable number of midwives should be trained every

:

year,

The participants pointed out that this 1s a good solution under the present
conditions, but when enough qualified midwives ‘have been produced the problem of

rural midwives who could not attend refresher courses must be reconsidered.
The group discussions reached the following conclusions :

Traditional birth attendants exist in all our countries ; they assist more
: L f,‘ -
than 50 per cent of 'women during confinement ;

- They have a great influence in their community }
- Their advice on methods and traditional practice for conception or contraception

v K K P
[ et } BT

is an advantage ;
-foter training, the traditional birth attendant could help bring new health

concepts to her own community.
They must be integrated into the health team with junior status éﬁé, as far as

possible,amust not be employed in institutions.

- The dbjectives for their training aré as follows :
a, To abolish their inexperienced methods of practice ;
b; To give them a simple education in elementary hygiene and child welfare ;

€. To teach them some of the basic .methods of conduct of :

- pregnancy,
- labour,

te¥" 2 postenatal’ care.
483197 Tol help the: woman’ duringxdelivery 7
Vet 1S give” eleméiitary éare’ £6! the Hiew! boinlana the!mother’ (cuttand dress the

umbilical cord, care of the eyes, clean the vulva)a,:u
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1)

2)

£. To report births and deaths:insthe village for registration.

- Their area of”piacfice‘mﬁsﬁ be their own community ;
- Contgol over them must be by mobile health teams 4,
s..An on the spot evaluation of their practice will be done by the team

according,to cer;ain criteria :

Number of rormal deliveries ;

I |

absence of complications during delivery and post-natal
period ;

absence of umbilical tetanus ;

unaﬁnounced control visiés.
The solutions for the future seem to be :

For certain participants, to form an intermediate body of auxiliary midwives

.who would mostly practice, in rural areas ;

For ,others, to increase the number of pupils in midwifery training schools
. i tr. 5, YTy A “ * s . P - P [ PO S I

in order to provide sufficient health services as quickly asdpogs%blg.
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FINAL REPORT AND RECOMMENDATIONS -

ADOPTED BY THE PARTICIPANTS AT THE END OF THE SEMINAR

?he Francophone West African Working Party was organiéeé’by the Inféfnaiional
Confederation of Midwives and the theme was "The Role of the Midwife ‘in the Family
Health Services, integrated into Maternal and Child Health (MCH) Services®: " It
was neld ir Dakar from 17th - 23rd November, 1974,

This Working Party was presided over by Professor Paul Correa, Chief of the
Department of Obstetrics & Gynaecology at Dakar Univeisftyldnd Gynaecologists and

Midwives assembled from the folioWiﬂé‘ESuntrieé'%“

- Ivory Coast, Dahomey, Mali, Mauritania, Niger, Senegal & Togo.
During one week, papers, éroup work and’digéussions were related to:

1)  Maternal and Child Health in West Afr¥ica - its problems 'and iéé'ﬁrfofities;

2) Research for = common concept of family planning;

3)\'”bigaﬂisét1§nuahd development ‘of family health services and’ the rolé of the
"midwives; ‘ "

4) Training and improvement of the practice of midwives;

5) ' Place and role of treditional birth attendants.

PROBLEMS AND PRIORITIES

The Working Party underlined the common characteristics of our countries :
a) Geography : hostility-of the envirqnment{
b) Politics : subdivisions into states;

¢)  Pcpulation : underpopulated (106 million people in 6,200,000 square
kilome;res). .
- Aﬁnuallpobulation growth very high, 2.6 per cent;
- Mothers and children form 60 - 70 per cent of the population; -
- Deprived gro@ps ¢ rural population} loy~incopg group, thldfeq.from

0 .to 5 years and mothers,
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v d) 'uSocio-eéonomic and cultural factors

- Economy strongly dependent on industrialised countries;
- \Low -income;
- Primitive working conditions;

- Poverty, ignorance, illiteracy, low percentage of schdoi aitqndance;

e) Health aspects:

- High rate of morbidity and mortalitys
;- Insufficient health services;
~.Insufficient personnel made,worée by bad distribution particularly./in
rural areas; | ‘
~-Insufficient pharmaceuéicalkpxoducts;
- Insufficient transport. facilities; .:

- BAbsence of supervision.

Health problems can be summarised as follows :

Poor hygiene;

Pre-eminence of infectious diseases;

Undernourishment anid malnutrition;
wr+Parasitismg ¢
- Anaemia;

- Absence of reliahle statistics.
The participants pointed out that it was difficﬁltxto,di;sbciatefproblemsxandrd
to identify the priorities, as each country has its.own peculiarities. :.They/admittgd‘

that the fight in spite of all these negative factors is to promote family health.

To answer these health problems, the midwife, who is an essential member of the

.health.team, must receive an adequate. training -which-will.later become evident.

RESEARCH FOR A COMMON CONCEPT OF FAMILY PLANNING

In order to do this, the participants.made the.following statements:;

1) Family planning, .which includes birth control or birth limitation, cannot be
an efficient way to reduce the growth rate immediately. The effects of such
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a policy are felt over a long term period (2Qkye§;§f;gg:@gggggﬁﬂgggigpe data

which motivated such policies are outdated.

The increase in standards of living and the improvement in:the. status of women

are accompanied by a reduction in family growthui>.

On the cther hand, the analysis of characteristics and structure of the African
family was discussed and the following conclusions were'reacheﬁgg

l. Fertility is still very important in-our culture’; -

2. Traditional or religious beliefs dictaﬁe‘the behaviour of the group ;

3. Traditional Educatiocs includes-a sexual education phase practised with
initiative rites ;

4, Family planning, in the form:of :birth:.spacing -and treatmgpt=for~sterility,
is still practised by traditional methods: ’ |

Participants thought'that'family planning is to :

- Fight sterility ;

- Respect the biological rhythm of tﬁg fqmily :

- Promote breast feeding ;

- Encourage the father's participation in:family. life #i

- Educate youth and adolescents to understand and recognise ‘their :responsibilities

in sex matters.,

The use of modern contraceptives, freely accepted by the couple, requires skill
f;omvthe‘Midwife which ‘she:acquires by technical .training but: especially by

* psychological and moral .relationships between her-and her patients.

ORGANISATION AND DEVELOPMENT OF FAMILY HEALTH SERVICES - ROLE OF THE MIDWIFE

For the organisation and development of ‘Family:Health Serﬁices,‘the\participants

made two decisions :

1) In order to be efficient new structures must not be created, because of

poor huran and financial resources ;
2) To develop neglected or non-existent services such as : systematic activities

and integrate thene activites in services already existing.t:
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Ifhe role: of. the midwife'can-be'expressed"as followsta:.

a) Information - Education ;

5) ‘Ahdministrationai

c)’ Medical and para—medical services’ ;
d) " Research’

e) Evaluation.

The Working Party recommends the establishment of legislation to study and
define the responsibilities of each member of the team, standardise techniques '
ard the minimum procedures which a midwife is permitted to carry out.

The Working Party recommends an insurance scheme for the protection of midwives

where complications occur.

TRAINING AND IMPROVEMENT OF THE PRACTICE OF MIDWIVES

The participants thought that the functions of the midwife should be considerec
in terms of the community's needs. They noticed that the midwife was not always
trained to fulfill some functions therefore it was necessary to augment her training

in the following points :

- Intensify her gynaecological training“s‘
- Add the teaching of sexual education ;
‘”-‘Teach organisation and administration i

oy

- Give pedagogical training ;
e DeveIOp psycho-sociological teaching and methods of approach and communicaticn ;

L Train nidwives in family planning, including contraceptive methods N
- Include civic education

- Develop practical training ;

l»ya

Te Develop ‘her sense of responsibilfty and her awareness that she belongs to the

"‘health feam.

" All countries deplored the lack of continuity in the training and of refresher

courses to improve their knowledge.

It is necessary to have regular refresher courses in an institution. These

refresher courses are primarily the’ responsibility ‘of the midwife’supported by doctors
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and public health authorities.., The refresher courses should be held within -
services, in training schools, counties, districts and at national level.

The participants alsc insisted on the importance of a continuing evaluation
during training and during service. They would like to see the creation of an
Africar. Feceration of Gynaecologists, Obstetricians and Midwives from the na“ional

asscciations already existing or to be created.

The participants recommended their governments review the programmes in the
- b - A , . N . B x L1 PN . v .

light of the defined objectives.
Midwives should be associated with central organisations concerned with conception.

The participants suggested there should be a regional conference to studywthe

problem of the co-ordination of the programmes and the validity of diplomas.

The participants were asked if the standard of general education reguired
before pupils undertook midwifery training should be higher and whether aptitude

te ‘kaX

tests should be introduced, and they concurred with this unanimously.

The problems of revaluing the profession were debated.

PLACE AND ROLE OF THE TRADITIONAL BIRTH ATTENDANT

The participants realised that the traditional birth attendant existed and still
exists in all our countries. They assist mothers in more than 50 oer cent of
confinements. , They are usually old and have a great influence in their community.
However, the participants wished that their oareer should not be institutionalised

as their number reflects on the obstetrical standards of a country adversely.

The majority of the participating countries found it indiSpensable lnder present

Wy [SE-ANN

conditions to register and train them for simple educational and technical tasks and

to supervise them.
The future solution seems to be :
1) For certain participants, to form an intermediate body of auxiliary

midwives who would mostly practise in rural areas ;
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2) For others to increase thg‘qupﬁxéofrgggggqiin Midwifery Training
Schools in order to reach precise objectives laid down in advance
“in. a-national-planning,framework ‘and to make -rural-zones more-habitable.
The participants of the-Working Party think-that.it:rests with .each-
.country .to.experiment-and apply solutions which -are.appropriate to-

their own needs.

The participants were grateful to other members of the health team - social
workers, male and female nurses, etc. for their help in the work., . A special thank
you was made to Professor Corres, who during the week chaired the debates with
objectivity, realism and lucidity. Most participants saw.in him -the. teacher who,
behind his pafernal smile, knew how to motivate and make his pupils react.

Our thanks go also to the ICM who gave us the opportunity of confront each

other ;and.reach- a;better -understanding..

The Dean:of the Facplty.of Medicine who .afforded .us,such.comfortable working

conditions .was.also .thanked, .
Finally, our thanks go to.the-Minister of Health:who.gave .permissionforthis

Working Party and allowed midwives to update their knowledge in order to improve
their practice.
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VESVIALGE U-AMTIN0 N

.“IBéférethe close’ of theﬁseminar;.e&chaparticipant was asked-'to give-'his
personal»impressions -of ‘the ‘meeting and:his evaluation of how well’the objectives

of the r<uinar’had been met,  'Their replies'have been summarised ‘as follows :

1, DO YOU CONSIDER THAT WE HAVE ACHIEVED THE AIMS OF THIS WORKING PARTY?

' =1 YES feesstesacsse .‘4.‘;.‘.’»:1191
= ‘NO ‘.uo"’eoic';:'oeo‘o‘o:‘o‘
g .PAR'PIALLY, evde c"o‘o o’ \‘.3 !

COMMENTS :

Many of the participants mentioned the valiue of meeting todéther :andsharing -
exper.ences and points of view; the importance of the new information presented;
the*richriess 'of ‘thé discussions on*theécoﬂcept'of“fEmilyTpiannipg;" andithe new
dimension given to the role of the midwife. One person-sald’that more midwives- -
should have been included among the participants and another felt that there had
beenﬁénféitempt”éd‘imposevfamily?élaﬂning‘oﬁ’the’groﬁp:«

2, WHICH SESSIONS HAVE YOU FOUND TO BE :

Most interesting Interesting " Least Interesting
The concept of family Traditional birth .None (22)

planning (15) attendants (4)

Integration of family Auxiliary midwives A
planning in training (3)
of midwives (11) Nutrition (3)

Problems and prior-
ities in MCH (12) Training (3)

Role of the midwife .- ALl (3)

(10)

¢

Give reasons for your choice :

The most frequent comments were : the richness of the discussions on family

planninq; ‘all the sessions have responded to the realities of our ‘situations and
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to our, needs ;- familyl planning is -a new controversial and importan" subject

. traditional birth attendantsiare‘e.replitynrn our copntrﬁes‘anthQe;ryintegrgt;on).
poses real problems, One partlcipant commented that contreception was en-individual,
rather than,

Ty

a general,. problem.r

3. DO YOU THINK THE CONTENT OF THE PROGRAMME WAS OF VALUE TO YOUR COUNTRY?

- YES onuooc)ooo-oao- 20

Pratens

g No‘os-ooo'cooouul l
3 P af e o e + L) - -

. ,YES &"NO‘40-000:;.0-H ]:

If no, please explain,

One participant said that family planning exists in his country. Another said
that the problem of traditional birth attendants does not exist,in. his country.

.If yes; please comment on low'you plan to help implement the recommendations in

your country.

The majority of participants commented on the need to .encourage, qggernment o
officials to provide a structure wherein people can make a choice regarding family
planning ; the need to encourage the development of maternal and child health, services
which integrate family planning and other important health services ; the need to
inform, and motivate, the public, re,.}familyﬁplanningland later, to create a pilot
centre for family planning consultations and services .j, the, need to include family
planning. in the. training. of midw;veswg.and‘tne:va;ne of, oxganising midwifery..

asgociations to be concerned with their problems.

4., . WHAT ADDITIONAL HELP DO YOU,NEED IN -IMPLEMENTING THE.WORKING PARTY RECOMMENDAT IONS

 IN YOUR COUNTRY?

Comments included : support of our governments ; money ; materials and assistance
of experts ; training of key personnel in family planning ; legislation ; support of

WHO .and other external agencies ; and additional seminars.

5, HAS THIS WORKING PARTY PROVIDED A BACKGROUND FOé fNTRODUCING FAMILY PLANNING
INTO MIDWIFERY TRAINING PROGRAMMES? } ‘ ' '

- YES -o-oae.booo--.. 21
- NO IR RN R I ) l
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The patticipants Who'said "no" explained that ‘fanily' planding has beeh included

in hig dountry's traihing programmes for the past’ two years\’

6. HOW HAS THIS WORKING PARTY INFLUENCED YOUR OWN THINKING ABOUT ‘THE' EXPANDED ROLE

OF THE MIDWIFE AND FAMILY PLANNING?

Almost all the responses were positive. Some said it had helped them to see
the increasingly critical need to integrate family planning in the training of midwives.
Other comments included : the harmonisation of births is not new h"we'oni§ need to
adopt more effective methods ; the discussions have given‘to‘the words “fémily Planning"

an acceptable meaning which conforms to our ethics ; I will return to work in family

planning with more courage and determination. Only one participant ' responded.’no

influence”.

7.  HOW.-DO"YOU FEEL’ ABGUT':

.Very .Useful ;.. Useful. . Not.very Useful

Organisation of the conference " 16 5 ‘0
Group discussion method 17 (o}
Libra¥y and resource‘materials 5" 8" ok

8., “GENERAL 'COMMENTS :

Almost all ‘the participarits felt' the: progiamme was too full ' (we' Should ‘have had’
ten 'days,’ ahd the time might’have been’ better planned).”" Other comments included ‘s
appreciated the high-‘level 'of discussion’'; it"'served as a refresher course ; the'
recommendations should be sent to our governments ; & seminar of this type ‘Should be”
held every three - four years and should include both anglophone and francophone
“countries:asiwelll.as ‘additional categories-of -health.personnel’ ; more'preéparaticn of:'
the participants before the seminar would have been helpful ; the resource-materials

seemed to over-influence the discussion.
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Mr. BEYE Health Service Head
, Office, Ministry of DAKAR
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Miss Astou KOATE‘ Centre of Social
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., WHO'S. OBSERVERS .

Miss Elizabeth BARTON . . .,
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Nurse-Midwife
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GROUP A

Prof, Mawupe VOVOR

Dr. BARBA

Mrs. SY ;

Mrs, C0é9 

Mrs. Suzanne AMAND

Mrs. BA née Khady SY

Mrs. Aminata SENE

Miss Marcelle PELLEGRIN

Mrs. TOURE née NIANG, Social Worker
Mr. Ibrahima DIENG, Qualified:Nurse-

“GROUP' B~

E;pﬁfiﬁobar SALL
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Mrs. Marie-Louise NASSOU
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¥5§. Amgou}ﬁ?IGg .
Mrs. GUISSE

Mrs, Rgga GUI-:!!I:‘.M2
Mrs. Amanatou N'DAW,

Mrs. Liliane NIANG, Social wOrkef
Mr. Lamine DRAME, Qualified Nurse
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'Prof. Eusebe ALIHONOU
Dr.‘Diop LEYE
| Mrs. DIAWARA
Mrs. Ramatou NIGNON
. Mrs. Camara KOﬁE
Mrs. Siga SENE
Mrs, Fatou M'BENGUE
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APPENDIX B

FRANCOPHONE WEST AFRICAN SEMINAR :

Faculty of Medicine and Pharmacy
DAKAR

17th to 23rxrd November, 1974

THE ROLE OF THE MIDWIFE IN THE FAMILY HEALTH SERVICES)
INTEGRATED INTO THE MATERNAL AND CHILD HEALTH STRUCTURES

Sunday l7th November

10.00

11.30°

OPENING OF THE SEMINAR

Addresses were made by :

- Mrs, Kone DIABI : Regional Field Director,.of. the

International Confederation of Midwives ;

- Professor CORREA : Chief of the Department of
Obstetrics & Gynaecology - Chairman of the Seminar ;

R T TR
EERE Y, S 2

- Professor SANKALE : Dean of the Faculty of

& Pharmacy ;

- Mrs. DENISON : General Secretariat of the International

Confederation of Midwives ;

- Dr. Papa GAYE : Director of Public Health, representing
R Vgl e e b
" the Minister of Health & Social Affairs of Senegal.

GREETINGS & REPORTS OF THE PARTICIPATING COUNTRIES

Methodology of the Seminar

'

Monday 18th November

8.30 - 9.30 "Maternal & Child Health in‘West;ggg%paﬁ,,) :
SPEAKER : Senior Professor Alihonou. -, Dahomey
'9ﬂ30‘- 10,30 "Problems and Priorities in West Africa"

SPEAKER : Dr., Papa Gaye - Senegal
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10.30 --11%00" ~ ‘Coffée 'Break

11.00 - 12.00 "Nutrition"
SPEAKER : Dr. Thianar N'Doye - Senegal - Chief
‘Medical Officer of the Séfégal Bureau of Food®and’
Nutrition.’ '
"Health Education, Preventive Measures"
SPERKER : Mr. Beye - Senegal - Assistant Chief
Medical Officer for Health Education in Senegal.
"Family Health"
SPEAKER : Prof. Mawupe Vovor - Togo - ‘Gynaecologist!iz
Obstetrician - Director of the Togo School of Midwifery.

12.00 - 14.00 Group discussions : "Problems and Priorities in
'Maternal and Child-Health'in West Africa".

Evening Reception

Tuesday 19th November "Search for a Common Concept of Family Planning for
West~Africa".~

8.30 - 9,30 PLENARY SESSIC
View points-of :

-"Mr. Savane : Statistiélan’- Senegal - African Institute
for Development and Planning.

- Mr. Léon Diouf : Vicar'General - Senegal’:

- Mr. Amar Samb : Islamologue - Senegal - IFAN
Director :"Professor at’the Faculty of Letters &

' Human Sciences - Director of the Islamic Institute

“of "Senegal.

“Mrs."a'Efneville’ i 'Journalist.

11,00 - 11.30 Coffee Break

11.30 - 14.00 View points of :

« i -

Lgred rey

Wy = dogy st © o Lramoveeym & m drpdoyey .
3“Mr§?‘8avane¢:ﬁ¢hief‘Editot of the magazinb.:

1
%

"Family & pevelopment" - Senegal
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' = Senior Prof. Mgbg@QGQQWFS;l : Paediaﬁfig&gg,
- Senior Prof. Fadel Diedhiou : Obstetriciaﬁ.
- Mrs. Siga Sene : Midwife..

15.30. =.17.30 - Group discussions : "Adoption of a Common Concept
and Objectives for Family Planning in West Africa".

Evening Films -

Wednesday..20th November

8.30 - 9.30 PLENARY SESSION : Reports of the Working Groups

t

9.30 - 10.00 "Organisation and Development of Family Health
Services Integrated into the Maternal and Child

Health Structures"

SPEAKER : Dr. Diop Leye - Gynaecologist - Obstetrician -

Senegal.

10.00 -~ 10.30 "Government Progrgymgigorpggrth Spacing"
SPEAKER : Dr. Bocar Sall - Mali.

10.30 - 11.00 "The Expansipn,gftMapgrnalrand Cchild Health Services"
_SPEAKER : Miss Nalder - Dahomey

11.00 - 11.30, .Coffee Break.

11.30 Visit to the.Blue Cross,

15.30 - 17.30 Group: discussions : "The Role of the Midwife in the

jFamily»Health,Services ;qgluding Family Plannihg".

Thursday 2lst November

o

8.30 '~ 9.30 PLENARY ,SESSION : Reports,of the Working Groups.
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9.30 - 10.00 "Intégrgtion'offramiiy ﬁlgnning in the Traiﬁing of
Midwives: s | | | '
g?EAKER : Miss Pellegrin - Senegal - Assistant
Director of the School ofﬂMidwifery’-nDakar

10.00'.~!:10, 30+ “"Training Programme ermprOVemenﬁ in pfactrca}ofhtheda
| Health Personnel".:
SPEAKER : Dr. Jean Martin - Expert University of
North Carolina Project.

10.30 11.00 Coffee Break

11.00 - 11.20 "Integration of Family Planning in the Training

Programmes of Midwives of all Categories".

‘SPEAKER : Dr. R, Castadot -. Expert in Training -

New York. .

11.20 - 11.40 "Midwifery Training in Ivory Coast"
SPEAKER : Mrs. Kone..- Midwife-Teacher - Abidjan School

of Midwifery.

11,40 - 12,00 "Integration of Family Planning in National Development

and Social Welfare".
SPEAKER : Mrs. Deves - Jurist of the Economic & Social.
Council of Senegal.

12.00 - 14.00 Group discussions : "Integration of Family Healtﬁ in .
Midwifery Training”.

Friday 22nd November

8.30 -~ 9,30 PLENARY.SESSION : Reports of the Working Groups.

9.30 Departure for Khombole
Visit to the *Touba Toul Maternity\r,%H‘é'spita],.
“rradition®® Birth Attendants ih'Senegqlﬂ“‘
SPEAKER‘: Miés Koate - Social Worker "
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12.30

14,3067 216v:307

Saturday 23rd November

8.30 - 9,30

'9.30

16400

1 "Rural Midwivesriq;?ogcgw;
+SPEAKER .: Mrs. Nqassou%e”Midwife‘at the Lome MCH Centre

"Lunich .

:Group:discussions. : "Place: and Role of the:Traditional
Birth Attendants"...

PLENARY SESSION : Reports of the Working Groups.

Evaluation of .the Seminar..: -

. Discussion for the Approvaliof a Final Report.

Group discussions on plans:for implementation by

indiyidual countries.

- CLOSING SEMINAR
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| ; APPENDIX C -
OPENING ADDRESS

Mrs. KONE-DIABI
Regional Field Director of

The International Confederation of ‘Midwives

As Regional Fie;d Director of the .International Confederation of Midwives, I am
honoured to greet 'you‘this morning at the Faculty of ‘Médiéine and'Pharmacy 'Sf DaKar
for the opening of the Seminar on the subject of : "The Rolé of the Midwife in Family'
Health and the-‘integration-of the service into ‘thé Maternal and Child Health'Structures”.

I wish to welcome all the participants and observers whc come from:'abréad.

During six days, 28 delegates - midwives, obstetricians/gynaecologists’ and other
advisors - representing seven West African (countries : Ivory Coast, Dahomey , Mali,
Mauritania, Niger, Senegal and Togo, will study health priorities, family health,

family planning and its direct implication in ‘our countries.

We are all- aware of the complexity'and controversy:of the:topic'ofifamily-planning

but also of the advantage of finding 'solutions."/

. The -dii of -the International Confederation of Midwives'is rieitiier to impose:its
views ‘on -government policy,  nor -to recommend any special family-planning methods' Buti’-
to help’qdvérnments,'who'éd‘desife,’to‘train midwives of all’ catégories' inorder+ts ©-
improve the Guality of dare given:in ‘the services to:the vilnerable 'groups' of -our'’,
countries with a continuing view of improving the health of mothers and children’to

the highest level.

A dynamic plan of work hé§”5ééh‘aaopﬁéa’for“thisféemihér'éo@medéidqfﬁdmorrowLQw::
18th November, e.g. all important technical papers will be follpwed by working group

discussions on five themes :

1. Définition of the Problems and Priorities in West Agrica !

2. Search for a common ‘concept pf‘F&ﬁily Planning apdfits:objecﬁivés,in wbsp

Africa ;

3. Organisation'ahd developmeﬁt‘of'Family‘Health'sérvicéstihbluﬁiﬁg Fgmiiy;;'
Planning taking into account the defined objectives and the Role of the

Midwife 1in these services ; v
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14 Integration of Family Plannirq ﬁﬁ She Ega%ning programmes of midwives
" and in the programme of refresher courses for qualified midwives,

.5, And finally, Place'and Role of the Traditional Birth Attendants.

M. -Director of PublicHealth,

' Ladies and Gentlemen,

..........

= The Senegalese Government, the Minister of Public Health -and.Social:Affairs,
the Director of Public Health who gave permission for this seminar to take
place in .Senegal;

~ Professor Sankale, Dean of the Faculty of Medicine and Pharmacy of Dakar

; . and his colleagues; |

.= ‘Professor Correa, Chairman of the:Seminar and his colleagues;.

=.All.the National and -International Experts;

- All the National and International Organisations;

- All the participants here present;

=, ALl my -midwives .colleagues who, by .giving so much.of, their .time and

encouragement, contributed to make this Seminar a-reality..

se-hastly, it will be the task:of- the participants. at the West African Seminax to
analyse 'the .present_ situation of family health.and family pLanning:in:oun,couptries,g
to suggest.new solutions to be adapted, to our traditional -socio-economic:conditions
and te'determipe-Qhe means, of doing so, taking into account -the improvement of the

health and the well'being .of .the family.:

To you all, participants at the Seminar, I convey my best wishes for a

complete-success; in. your workgand,e(happy.s;ayuiQ~Sehege;“
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-~ OPENING ADDRESS*

Professor’ Correa -

" Chief of the Departmént of Obstetrics and Gynaecology

' The International Confederation of Midwives is to be congratulated for its
initiative in organising a six day meeting in Dakar for its members. The'aim‘is

b
i N Ra S AT S oo T R LD TN

to erchange v1ews and talk about “their respective experiences ‘on a certain number

of very interesting themes with medical specialists at their side. “International
Organisations who have all encouraged and made this meeting possible also deserve

our thanks - Africans especially - whose interest in Maternal and Child Health matters
may be very close or not so close:

e 1 yould‘like to, tell Mrs. Antoinette Diabi, President of the African Section
of the lpternational_Confederationrof.Midwives.how deeply moved I am to;hgye the
honour to being,chosen‘to preside over,your work. I realise that?itjaswentirely
due to my age and to my seniority in the field of Gynaecology and Obstetrics in our
African countries and also to a sort of generous loyalty to an old Master. Would

K

Confederation.i
The essential themes. for your sessions will be :

- Maternalrand\Child,Health.;

-, Family Health J
- Training and improvement in the, practice of midwifery»in re‘ation to the

two above problems.

:Three ambitious,. exciting, and up-to-date themes on which a lot, perhaps too .

lmp‘ch,u}x_;as,,pje‘en:_said and .done around the world during the past fifteen years.

The question of nutrition, sterility, still birth or "birth spacing"” all have
an,effect on, the.well being; of the Family and its happiness,; its Health, as,WHQ

describes: it..
. 4 [ AT

It is not my intention to impose upon you a lengthy dissertation on such serious
and inflammatory subjects as Family Health but, very briefly, I would like to deliver
you my thoughts as an African and gynaecologist/obstetrician who for more than 20
years has lived closely with, and experienced, all the problems from their various

aspects : N
3
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1, It has become more and more evident; that it:is: .necessary to reSpect the‘
' independence and the freedom of option of each country. of each individual;
to exclude any constraint and externai pressure.; On this subject, all
people must think and act for themselves and by themselves in all supremacy,

PERAAK]

according to their political or social outloock and their own cultures.

2, Information from whatever source, is especially necessary in order to decide
P are v [N
freely on our choice i to act with full knowledge and without constraint. It
is to this effect that meetings such as this - regional or international - have

hs

a vital impact and achieve real results.

3. Family Planning's chance of success in Africa depends, in my view, upon‘two

conditions :

“a) "Thatﬁiﬁ‘is'really~and'honestly’a‘comprehensive“programme‘of“planning for a
“family, e.q.' a programme to fight sterility- (so'much demahded by our
'populations) as well as a programme for birth spacing,” whichever the caseé

"may be.-

b)  That our Afrivan Governments first, and donor countries afterwards, always:

" bear in mind that the regulating of births will not in itself resolve the"
serious problem of our under-development because it must necessarily and
primarily be supported by a sensible Government policy, economic and social
development and a basic sense of justice and of international solidarity.
The primary task is to improve the standard of living of our' populations,
as Baudelaire said "The threshold of natality corresponds'#ith'the:threshold

s L

1Y of poverty i one produces’ less' children when' oné’ceases to-be” poor".

It is my belief that our midwives, the basis of our heazlth structures, support
of our”cultire’ and traditions will know whit of &1l this, especially”what material of
foreign origin} 18 to be accepted or rejected because-of the ‘'wisdom-afd’ maturity  which

characterises them.

Ladies, I'wish you great success in your woirk which 18} I*feel sure,’a prelude:’

to more meetings and confrontations of all levels.in our large medical familyﬁ
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* OPENING ADDRESS -’

.Professor ‘Sinkale-

‘Dean of the Faculty of Medicine and Pharmacy

On behalf of our University and our Faculty of Medicine and Pharmacy, I am
pleased to greet you and welcome you in our building. ' “We are happy that ‘our city
was chosen as the venue for this seminar and we hope that your stay here will be
£ruitful and pleasant. : We express ‘our deep gratitude to the ‘two promoters and
organisers : the International Federation of Gynaecology and Obstetrics on the one
hand and the International Confederation of Midwives on the other and alsoc to our

Regional Field Director, MFS. Kone Diabi.

Oour work will de devoted to ‘'a frank and difficult subject : the integration ot
family planning in midwifery activities with the view to the improvement of natarnal
and child health.

The .characteristic of the practice of medicine is to serve the living, to ﬁightf
for life in all‘aspects, to multiply it, it could appear paradoxical - ‘almost an
aberration - to expect medical personnel to advocate the reduction of procreation by

limiting births. ‘But scientific progress is not without this kind of false

contradictions.

To unmask the one in which we are interested, we must prefer qualitative criteria
to the numerical and quantitative aspects of existence without falling into ‘the’ excess
of eugenics. It must also be recognised that a physician must ££ the ‘same’ time be g
concerned with life in its environment. Now, human lives should not be mulltiplied
without defining beforehand the chances and conditions for a decent survival. Health
becomes then a balancing factor betWeen the individual and his environment, therefore
petween himself and his fellow-men. |

Many factors have an influence on the quality of life but, chronologically and
emotionally speaking the love and care of the mother come- first. The mother's role
can only be enacted if she remains alive, is healthy, has time, and has money. All
that contributes to the improvement of her physical and emotional condition will
contribute to the future security of her children and her family. . Family planning
and birth control as a contributory factor, are both irrefutably identical‘means ‘of. .

soc¢ial and economic development and therefore of Life.
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But the spacing of children is a cgmplek~problem to be tackled with lucidity
and tact. Firstly, because conditions are not identical in different parts of
the world, not even in different parts ‘of West Africa ; but especially because it
brings into action a serieswof different criteria concerning man and society :
biological, medical, re{idious, moral, economic and socio-eoonomic criteria. To
give birth is an act so straightforward, so, full of consequences, thereby so full of
reSponsibilities, that the educators must be constant reminders of the moral‘
obligation of 'responsible paternity and maternity ’ It is in the secret of our |
conscience that each individual, each couple, eludes and resolves the problem of its

own proqeniture.

A T
Apart from the people involved, who can understand such intimacy better than their

natural confidents, the midwives or obstetricians? Only you know what the Africans
think of family planning 3 it is said that they are reticent, even antagonistic. In
general medical services, however, we are more and more solicited in this field
What aims are to be reached? What is finally the scope of the demand? How will
it develop? What are the motivations? The methods more readily accepted? Results
of short and long term? . How will the indispensable collaboration between the midwife
and the physician be achieved? . Many new answers are expected from this seminar.'

Through you, the voice of our countries will be heard on an international scene where

b ot

too often they are spoken for without being consulted and where too often Economics

come before Morals and Religions.

My colleagues and I feel sure that your work will be a success and will honour

ouxr University, especially because the survival of Arrica, therefore the future of

our planet,depends on the future well-being of our mothers and children.
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'OPENING ADDRESS

' .Miss Marjorie Bayes:
"Executive Secretary of the International"

Confederation of Midwives

- READ by Mrs. Micheline Denison, representing the
f

.~ -International Confederation of Midwives -

I am speaking to you this morning on behalf of Miss Bayes, :ithe Executive -
Secretary of the International Confederation of Midwives who I represent at this

Seminar. -
With me, to represent the ICM are :

- Mrs.Kone ‘Diabi, jour. Regional Field Director ;.
- Miss ‘E, Hilborn, our- Consultant :

= and :Mr: R, 'J. Fenney; our Field.Director and Director of Finance.

.iThe International ‘Confederation of Midwives celebrated its Golden;Jubilee:.at
its '16th International Congress which was held in Washington D.C."in:1972. Our.::
global activities, however, really started in 1954 when the first WORLD congress

for Midwives was .held.in.London.

At .this Congress,. a very. eminent.-American Obstetrician; the late:
Dr. Nicholson J.:Eastman,:gave a wonderful and inspiring .inaugural address in.which:
he told’us' of the'worfd‘situation with regard to-maternal ‘and child health .care. .
Thisraédress was 'a challenge .to ‘all: midwives '‘and-especially «to -our newly reformed
organisation .whose:activities had-been in abeyance .since .the beginning of. World-War:

Two.

fa~.Dr.;Eastman .revealed .that,  in some countries,:90 .per .cent of .women had.no. -7
professional atténdance "during their‘maternity cycle /and:were:delivered by.
traditional birth attendants, relatives, or just old women of the village.

In looking at ‘the:African Continent- only, it .appears .that between:65:.~t70: peruﬂym
cent offthe women-are ‘treated -in this.manner-at.delivery: uc+ln.other parts.of ithe World,

the proportion increases to 80 and 9C per cent ; this applies especially to the

Philippines.
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Dr. Eastrsn urged professional midwives -to:be:prepared to do everythfng in
their power tn iﬁprove'midwifery training and practice in the interest of mothers
and babies, . In the same interests, they should 'accept and help to instruct their
less forcunéte colleagues who haye };F%}e’or‘po.tra;niqq: “‘Tbis‘app%ies to almogt

every part nf the world.

Fortunately, at the same time, the International Federation of Gynaecolog and
Obstetrics was thinking on thé same lines. During 1ts General Assembly held in -
vienna in 1960, a study group was'set up to.examine in detail the training and practice
of midwives. The ICM contacted the World Health Organisation to see what could be

done to improve the health and status of women during their pregnancy and delivery as

wall as the ‘health of.their babies.

With muttval co-operatiszn a JOINT Study Group was formed by the International.
Federation of Gynaecology ani Obstetrics and the International Confederation of

Midwives.

Our first joint effort was to collect data on ‘the ttraining and practice :of
midwives and maternity nurses throughout the world: -After intensive 'researchta
report was published in 1966 under the title "Maternity Care in.the World".:giving
information on 174 countries of the world and on 75 per cent of the world's
population. This was the first time an internaticnal-survey of midwifery training
and practice had ‘ever been published.:

The Joint Study Group is a very representative body composed:of- an:equal .number.
of midwives and obstetricians from all parts of the world and where each continent
is duly represented. Since its beginning in 1960, the World Health .Qrganisation
(WHO)' asked to be represented, later followed by the International Planned Parenthood:
Federation (IPPF). More recently the International PaediatricAssociation have
joined us and the United Nations Children's-Fund.:(UNICEF)., which .we greatly admire, ‘.
expressed their desire to be represented in:our Joint'Study Groups:rand.have now also. -

become assoclated with us.

The report: "Maternity Carefiﬁ*the*World?nwas:presented;to;theﬁ14£h~1nternational
Congress of Midwives /iniWest Berlin/in -1966,and:was ivery wellireceived.:

A European Conference was held in London in March 1969 where 21 cduntries were
represented -by obstetricians.»midwives. representatives;of -statutory .bodies " n:
“paediatricians; etc.-i*:Although=uthis was«not«arfamtl;‘planning conference,: in; most -
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of the papers presented, family planning had an important part ; this was a clear
indication that our hopes of seeing this subject integrated into midwifery programmes
were quite justified.

In African and in Asia, traditional birth attendants are highly esteemed in the
communities they serve and they have a considerable influence on the inhabitants.

This regard can only be enhanced by official recognition.

'The work they do is of extreme importance in their own locality and to the nation
as a whole. In the general interest of mothers and children who depend upon them,
professional personnel must be willing to help and instruct those with little or no
training’ in normal midwifery practice until siich time as there is enough professional

personnel to serve everyone.

It is essential that traditional birth attendants be included in the expression
"Midwives of all Categories" ; they are a category of personnel which plays an
important part in maternal and child health at this present time and will do for some

time to come.

It is of supreme importance to the good of the community that all categories of
midwives should be instrucred in family planning methods and services available -in
this field.

Let us unite in our efforts now with the existing personnel - qualified or
otherwise - to give the families we-are responsible for the hest services, possible

and the benefit of planned parenthood.“

A lot has been ‘'said this year about ‘population explosion in the world.\;.wl
all have a role to play in this field. Over population inevitably brings - social
unhappiness, unemployment and food shortages. These conditions. apply everywhere
in the .world and it is certainly the mothers and children who suffer most as a

result of them.)

Othér working parties have been held since our EuropeanMSeminar - one in Ghana
for the‘anglophone West African countries, one in CostaJRica;for the Central XAmerican
countries, in Cameroon for the francophone Central African countries and in Kenya
for the anglophone East African countries. In 197Slweuuill have the great pleasure

of going to Columbia to hold a seminar for the Southrhmerican countries.
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Our next International Congress of Midwives will be held from 213t-28th June
1975 in Lausanne, Switzerland. The theme chosen for this Congress is "The Midwife

and the Family in the World Today". All aspects of this theme wil}jbe\qcvered
and this will thus give us every opportunity to discuss the improvement of family

life througt family planning.

The year 1975 will also be the "International Year of the wOman". I hope,
that we will have the opportunity to focus attention on her supreme role of
"Mother" as this is her most important role in the World. I hope that this sepinar
will be an opportunity for all the organisations ;ecognised by theif governments to
become members of the ICHM so that the joint efforts of every;country eontribuselto ”
the promotion of health and of the quality of life of mothers and children throughoué

the World.
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. OPENING. ADDRESS ',

. Dr: Papa Gaye:
pirector of Public Health -

Representing the Minister of Public Health and Social Affairs

At the beginning of this University year, the town of Dakar will have already
been the focal point for thoughts on medical matters for a period of two weeks.
Yes, during the past week it is here, in this lovely amphitheatre of the Faculty: .
of Medicine and Pharmacy, that the first Session of Refresher courses in medical ..
pedagogy for teachers .of the French language took place. Thig. intrigued our .
attentive population-and gave them.interest in the philosophy,-of -Aesculapius..

Immediately afterwards, the midwives and-gynaecologists/obstetricians of the
West African countries take their place. They have decided to congregate as frem,
today to.discuss the improvement of their professional activities so that mothers. :
and children, family and society, together.combined in the same pious solicitude,

may enjoy. more security and more happiness.

.z Once more, Senegal - commonly called the land of meetings and dialogue - will;

. have, answered to its vocation.

. The International Confederation of .Midwives has already held a similar session
at ACCRA from-7th - 16th December, 1972 for the anglophone West African.countries ;,
and-at YAOUNDE from 28th.September - 6th October, 1973 for the francophone Central .

African countries.

The meeting starting -today, completes, so to speak, a vast.enterprise of
mobilisation of -a professional body whose activities are.decisive for. today's.goclety.

.-The President .of ;the.-Republic at a.recent European Cquncilwsaidg:;Hln“tpp,midqﬁ
of. cyclones ascending from.all horizons, the apparent fragile destiny ,of the World, is

in our, hands, i...;we must .only believe and have . .the will to do'.
~To believe and to.have the will .to do!  Ladies and gentlemen, your belief.in,

Man's supremacy and your will to work bravely to relieve suffering in order fq;;gggh‘
at last the promised lands, this is what brings you here today and ennobles you.
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The Midwife is primarily the African feminine elite ; it is therefore her
imperative duty to play an exemplary civic and social role. The deliverer of
medical care, she constitutes a solid-and irreplaceahle link in our chain of work
and the main support in our activities; Esteemed confidant, obstetrician and
pediatrician at tge same time, the midwife is the incomparable agent who prepares

the venue for a future citizen and who does her utmost to steady his first steps
into life.

Heér -active efforts are, therefore, essentially focused on the family, around
individuals as fragile as mothers and children. Have we not recognised very'
early and almost unanimously in the Third World that mothers and children form the
most vulnerable group whose protection must be our main concera in order to Jscrease
the morbidity and mortality rates which affect this group rapidly?

" - Ladies ‘and gentlemen, there are many indications that the Family Health concept
was' born by ‘giving-.a lot of thought to the ways-and means of resolving rationally-
the ‘problem of public health, that is to:'say; as efficiently as is possible with." "
limited resources and with modest facilities for intervention. I would like to say
straight away that this term indicates without'doubt a multi-disciplinary action
with four aspects : curative, of course, but alsc preventive, educative and social.

It ‘is important, however, to underline the tew concept in this approach for actual
better family health, the ultimate objective being in fact the total happiness of the
Family, the important unit of society. This new concept is linked with the difficult
problems of human genetic-and demographic expansion. But this needs to be explained :
if we try to regietcr the misfortunes' affecting the ‘vulnerable group represented by
the mother and child about which I spoke earlier, what do we usually £ind? Obstetric
risks and pregnancy complications for the mother. For the child : dystocia, the -~
whole ranje of infant infectious diseases as well as the predominant problems specific
to our countries, weaning and malnutrition. Until recently we have often forgotten,
perhaps because of their complexity and aiso, it must be said, because they are a
trifle sacrosanct - the serious problems which prevent, sometimes traumatically,

the ‘happiness of some families and which are related to stexrility or'to an excessive
number of children (I am thinking of mothers of eight, ten or more) ‘and also of too
frequent births which ruin the mother's health ‘and endanger the survival of the off-
spring. I will pass over the tragic series of unwanted pregnancies in silence ;

as' you' know théy*lead'td‘illé@ai“hbdriion,ﬁto“cfime’én&‘ﬁq’éuiclde ' ‘'what more can

I ‘say?
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Human reproduction considered at individual -and family ‘level -has:séme ‘hude /-
repercussions on the happiness and the well-being of our. fellow-citizens.: : At 'io
rnational and international levels this phenomenen assumes bigger dimensions when
it is revealed that there are threats of overcrowding.in the world where the -
population 'today-is 3,500 millions and will double. in 30 .years.time. :

It is not for me to start a pro or anti natalist debate here, I leave phis'to
individuals -who can speak with more authority.than-I.: I.only notice that *humanity
is asking.itself questions on the subject. ..The. fact that the.United. Nations: has -made
1974 :the ,World Population Year and.that they organised recently.in Bucharest .the First
World Conference on Population, points to a very obvious proof of:.ithe 'concern.in::

everyone's mind.

My purpose - cur purpose - since we have opened a week of study for midwives -
is to look back and concentrate on the preoccupations of the members of the family,
this sacred social unit which must be the object of our complete and loving solicitude.
How can we efficiently assist it, either to fight an abominated sterility and thereby
contribute in the consolidation of marriages by helping the birth of wanted children
or to encourage mothers to space their pregnancies to avoid them being too close to
one another or eventually to wipe out the nightmare many exhausted mothers have of

the eighth, ninth or tenth pregnancies?

Ladies and Gentlemen, our valiant colleagues, under the dynamic impulse of the
International Confederation of Midwives, will consider and consult on the best way to
prepare this programme which cannot be without the co-operation of the physician,
guardian par excellence of the physical health and mental balance of his fellow
citizens. 7he true question is indeed a sort of planning of parenthood capable of
contributing to the well-being of the family and thereby contributing to the r%ﬁl
happiness of this fundamental unit which is’ the priceless crucible of our social

values and our dearest ideal.

During these days of consideration and reflection and, later when our own
Governments have decided on the best means of implementing the programmes, two
fundamental considerations must constantly be in your thoughts aﬁd guide your action.
The first is of an emotional nature : never must the new power which entitles our:
profession to use the means and techniques to intervention to modify the,:h§5?5~9f~ 
births be used to bxihg about the dissolution of morals. This 'is simpiy a matter f

of professional ethics.

The second consideration is OI responsiplllty : your action will not serve a
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policy decided at national level. Such.a-policy.must: be prescribediby-those"who
have official power to make decisions.on’the-matter..'

It will fall, I have no doubt ‘about it, on those:responsible for health.services,
helped by voluntary .associations for the wéll”being=6f the “family, ‘to .se€ ‘that ‘thesé:’
principles of loyalty and professional conscience are respected.

‘.Ladies ‘and Gentlemen, on these recommendations and in the'name of the Minister ‘.
‘of :Public .Health, I declare the Francophone Seminar of West Africa on the ‘Subject :
THE. ROLE OF THE MIDWIFE  IN THE :FAMILY HEALTH INTEGRATED INTO ‘THE.MATERNAL AND CHILD

HEALTH. SERVICES" open.,:
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APPENDIX D
MATERNAL AND.CHILD HEALTH IN WEST AFRICA
Senior Professor Alihonou

.Chief in:Obstetrics and Gynaecology of the Clinical.
Department of the University, Cotonou, Dahomey

I - CONCEPT OF -HEALTH .,

o Honoured delegates, "possession of the best state of health.he is able to
reach constitutes, one:of the fundamental rights of any. human being whatever his
race, his religion, his political opinions, his economic or social condition"
and ;I-am:reminding-you that "Health is an entire condition of physical, mental

and social well-being and does not only consist of absence of illness or infirmity.

.In the same series of the World Health Organization (WHO) frem which I drew
these first .sentences for your consideration, one of the 22 functions allocated
to the-World Health Organization still is: “to promote action for the health and
well being of mother and children and to encourage their ability to live in

harmony in a changing world".

II - MATERNAL-AND CHILD -HEALTH..ASPECTS- (MCH) :

2. Amongst:the activities.of the health services in every country,.Maternal,
and Child. Health (MCH),occupiesgan'important.plagg;,and-sg,i;_shogld,ﬂfo:w

different .reasons:

a). »For”the children:of today to become the adults ,of . tomorrow, . to(giveﬁ
society the services.it.expects, to, receive from them,,thegstate must be 80_
organized to make them physically and mentally capable; human capital, 1s .and
remains the primary wealth of a country. This brings us to the second group
of reasons which militate for a leading place,for maternal and child health in

tpe health: services.

rb)+..In:our. countries: thexe is a,consistent- waste of. human resources due

to infant-morbidity. and mortality, ox with. associated maternal morbidity. .
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To be convinced, one has to look at a graph where population is divided
into age groups plotted against specific mortality rates according to age.

When reading ‘this graph (which I-would suggest you do 'with me) we note
that:

'~ 28 per cent of the overall deaths occur in children under one year of
age (0 - 11 months) which represents only about four per cent:-Of‘the.

population.
-+ -’13 per‘centvf ‘the ovérall'mortality occiifs’invchildren Between-the age

ARy g

of 'oné“and“fout) ‘which” represents ‘12 per cent of ‘the population.

©756; over 40 per cent ‘of'‘the overall mortality occurs in’ ciifldren between:

'0"and“four years of age or 16 per cent of ‘the population.

"' Other statistical’ sources assert that out of 1,000 children.born 'alive, 300
ma&Jdie before'the‘ége“of five and the remaining 4/5 who.pass-this critical.age"

drag ‘out' their lives suffering the sequelae of malnutrition or®parasitosis: '

¢) The third reason comes from the establishment:of ‘facts-'reported v

this afternoon:

- the chances of survival of chil&féniﬁofniin”develop;ng'gountg;es‘.
are poor, ‘especially in West Africa. The under one year age group is a very
fragiié’gi&upj'ﬁighly subject to-the 'sequelae of illness and to death brought
about by ‘theseé: -But if children constitute the-most vulnerable age.group
of the population, the parturient woman also constitutes a most:¢ulnerable
fraction of the population; 1let us think for a while of the heavy burden
pregnancy and breast feeding imposé on the system.- Mothers and children go
through' some ‘critical periods of life during which more’attentiontshould be:

given‘to them:-

- wWeéaning period, ‘1 - 4 yearsy
- échool age period, 5 - 14 years, decisive period for the: physical,
and mental development of the individual;
= Adoléscent périéa,fiSVL*19?§@ais;>hcbompanied’by hormonal:disturbances;
- 'pPeriod of full wotking 1life,’ domeéstic and-sexual ‘activit: 7p320, -1 44,5 ¢
years (births, abqrtions, venereal diseases); '
- Menopause period, more critical for women than the'corfééponding

period is for men, 45 - 49 years.
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d) Finally the fourth reason which is one .of the most:characteristic
in the population of our countries consists in the strong preponderance of the

young and the women., .

Mothers and chi}@gqn constitute 2/3rd and possibly‘3/4th,pf.the population i?

certain African countries.

Finally we must point out that children, in the vulnerable age group,
women, fragile at certain periods of their existence are both subject to extremely
rough living conditions imposed by an unmerciful human ecology.

For these reasons, it is imperative that in Africa more than anywhere else
'{maternalvand'child care is recognized as being a distinct enﬁity which must
ﬁave particular needs defined and assessed in order to establish, develop and .,
maintain the services capable of satisfying these needs,which can be summarized

as follows:

- to provide the best. conditions for women. to achieve happy motherhood;

:~=,to..put an end to the.avoidable loss of human resources.
Honoured delegates, Ladies and Gentlemen,.after this perhaps lengthy intro-

duction showing the importance and the place of maternal and child health in
health services, I will now start the.third part of my talk:

IXI - THE PROBLEMS OF MATERNAL AND CHILD HEALTH IN WEST AFRICA OR, THE .

CHARACTERISTICS OF MATERNAL AND CHILD HEALTH (MCH) IN WEST AFRICA

I will give the general characteristics leaving it to each delegatior .
to tell us during the group discussions the characteristics relevant to their

own countries.

thhoﬁgh mother and child have some specific characteristics which
distinguish them from the rest.of the population, they participate, however.
in.its health problems; we therefore consider the health problems common

to the population as follows:
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- Maternal health problems; -

- Child health problems;
- Factors having an influence on the outcome of pregnancy.

77 1," Health problems common ‘tS “all’sectidns of the population "’

consist of:

a)%' Undér-nourishment and malnutrition. '
Nutrition plays'a fundamental role in health- héwborn, children;
adolescents, pregnant women and nursing-mothers are particularly sensitive

to the effects of malnutrition and under-nourishment.

The major part of -avoidable deaths 'may be attributed to’ the combined ”

action of malnutrition and infectidus diseases.
b) Infectious diseases such as:

"“z-Malarid’ which ericourages” p¥ematurity'and'<i'débilitates’ the' mother; ~
- Measles and whooping ‘couigh predispdsing to’tuberciilosis, oredifficult
‘to diagnose in a child;
L parasitosis of the intestine.”

c) Dental condition of the population.

d) Another aspect of the health problems of our countries common to the
whole population is the absence of data and reliable statisticsi “it is’only..
with an accurate knowledge of the situation that problems can be solved;.. this'.
already stresses the importance of collecting data and the importance that

should be given to this.

In addition to the absence of reliable data in order to evaluate' the'

situation on the spot, we must add:

-} ithe" donditions’ in which our' populations 1live:“: the major part of:our-
‘poptilations 1ive in rural' areas with'low incomes, a’Fudimentary educatitn
level and in very poor hygienic conditions; :

- insufficient basic hea;th structure;

- insufficient resources‘fe.'health personnel (quantity as well as quality).
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2. ‘Maternal Health ‘Problems

' These are:

- Maternal morbidity;

- Maternal mortality.

a) Maternal,morb}d%txi
This group consists of the diseases linked tc pregnancy and maxbid conditions

related to the puerperium.

Morbid conditions related to pregnancy:

- pregnancy sickness;
- toxaemia of pregnancy;
- antepartum haemorrhage;
- shock
"~ infections;

o T "‘~a}ﬁ
- complaints associated with pregnancy (anaemia - infectious diseases).

Morbid conditions in the puerperium (neglected dysotic:. and precipitate

deliveries;pathologic ‘postnatal conditions)
These are amongst the most common in our countries:
~ traumatic complications during delivery:
rupture of the uterus;
vulvo-vag;nal tears;
traumatic bladder ihjury;
- complications in the thi;d"sﬁhée'of'labour;
- pathological aspects of puerperium;
- anaesthetic accidents and inefficient resuscitation.

All these morbid conditions end, either by recovery, or pe¥manent '
- sequelae, or death and this brings us to the second problem of maternal
health.
b} Maternal Mortality Rate
s thernumber of women who die as a result of pregnancy per thousand
e o ’
live births:
No..of Maternal Deaths
No. of Live Births

R =
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We do not have figures concerning the maternal mortality rate, in Africa; note
for record that it was 1,4 per thousand in 1936 in ff&ﬁéa‘zﬁa“fﬁsﬁlgi {s today
0,26 per thousand. It is most certainly above the rate of 1,4 per thousand
in Africa.

3. Child Health Problems

a) Infant morbidity ‘
The six main causes of infant morbidity in our regionare':

- respiratory’infécéléﬁg;

- gastroenteritis;

- malaria;

- parasitosis of the intestine;

- measles and other infectious diseases;

= caloric-protein malnutrition which endangers the intellectual development

and the growth of the child.
To be thorough we must mention the risks caused by pharmaceut;cal'products

and ionization radiations.

b) Infant mortality-
The number of infants who die in.the first year of- life.per thousand.

live births:

No. of Infant Deaths’
No. of Live Births

1,000

R

, The average infant mortality rate is estimated at 24 per thousand in
francophone West Africa (in 1973). It is estimated at 12,6 ber thousand in

Sweden and 21;7 per thousand in France.

‘The infant mortality rate indicates the state of health and hyglene
of a definite population.,

‘Ihfant mortality is divided into neonatal mortality covering the first
28 days of life and the post-neonatal mortality covering the first years of
life. '

. The most dangerous conditions during this neonatal-post-neonatal period

are:
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: ~'mepnatal tetanus. -’ responsible for half ‘of the nechatal :mortalityin
7 certain countries of -our region; -

- obstetric trauma;

- prematurity;

.- respiratory’infections;

- gastro enteritisj -

<

- infectious diseases such as measles and whooping ‘cough.:

In- the one''to four' year ‘age group; thefcéuseefof mortality can he listed
in the following order:

-~ respiratory diseases;

- malaria;

- malnctrition;

- gastro enteritis;

- tuberculosis;

s . accidents. 1

If todayfinféntfmortality'hhs decreased in industrialized countries it' is'!
because these conditions have been '‘controlled, the environmental hygiene and infant
nutrition have been improved. The remaining infant mortality rate is partly due
to perinatal mortality which these countries now fight., Perinatal mortality
affects the period between the 28th week of gestation and- the seventh day of the
life of the newborn; it is the”sun of still births and deaths during the first
week of life. 1In industrialized countries with a high socio-health level, the
anoﬁnt of perinatal deaths®is used rather. than the amount of maternal deaths to

indicate the quality of maternlty care.

+'It'is' for this reason that during the last years we have witnessed the
definition of the concept of pregnancy at high foetal risk. We have not,
‘hfortunately, gohe that far in our countries;"'tthe.infant mortality rate is
still high becsuse of the late aspects of postnatal mortality. We must
however aleo'éaopt this new concept of identification of ‘pregnancies.at risk:-

justifying a routine treatment and more ‘immediate attention.”d

Such a concept has the advantage of reminding us that child health
has a close relation to mother s health and that is is by giving the mother
the necessary care that we can solve the health problems arising with‘“theh

‘ newborn and the infant. even before its birth.
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yThqgggggng;gl;mqg;ality;rateg(PMR)pgiven,1nu;965 varies between countries
from 18h3’pef thousand (Bulgaria) and 824per7thousahd live births (Mauritius).
In our countries, a 69,9 per thousand PMR has been registered in Gambia.

The rates of 40 to 80 per thousand live births are frequently found in

developing countries when the 18 to 30 per thousand rates are those of .. -

industrialized coun;rieshA

,Ladies and gentleman we.will now,study.the fourth element of.maternal

and child health problems.
They are:

4, Factors Havingtdn Influence on the Outcome of Pregnancy,:.

Thanis to the statistical techniques of analysis with multiple, variables,
the following factors could be isolated as being elements of influence on perinatal
morbidity and mortality as well as on the mortality rate.. They. are:  ..; -

- socio-biological characteristics of the mother-.(height, age, parity, .

soclo-economic conditions);

- poor past obstetric history;

= .period of gestation;

. = welght of the foetus at the time of delivery.

; ..a)-  Socio-biological characteristics of the mother. .

They are essentially£
Height - age - parity and socio-economic conditions.

+  Height: ,The perinatal death risk is greater: for children: whose: mothers
are short..
- Parity:, At equal:age, perinatal risk is lower for the. second and;the, third
pregnancies;. -1t is-higher during the fourth and the following:.pregnancies ; -
(exceptvin higher .socio-economic groups): and it stands, at gp‘intq;mééigpyflevgl}

between these two positions for the.first pregnancy..

RISK e

Extract from .
"World's Health"
Magazine,
January, 1974

Number of births
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“PERINATAL MORTALITY RELATED TO THE NUMBER OF PREGNANCIES
(Merger)

In Great Britain it has been shown that perinatal mortality increased
by 54 per‘cen}‘from the fifth pregnancy; this is partly explained by a high

proportion of premature births.

In Korea, the perinatal mortality rate increased from 69‘per thousand )
at the second birth to 168 per thousand at the ninth birth. In Canada it is shown

T

that the mortality rate increases regularly with the number of births.

The maternal risk is also increased by the number of births, this risk is
slightly higher during the first pregnancy than during the second and the third;
M A PR R

it increases for each of the subsequent pregnancies and very rapidly from the

sixth.

It has also been shown that a correlation exists between a high parity
and complications of pregnancy: placenta praevia, heemorrhage, obstetric trauma
complications, prolapse of the umbiiical cord, attitude of the foetus or

mal~presentation.

The incidence of certain disorders such as diabetes mellitus is lihe}y

PEF RN : g ICARE)

to increase with parity; as would pooxr nutrition and difficulties in breast

feeding, the interval between pregnancies or the Intergeneric intervaiu

Perinatal and infant mortality rates are at their iqwestIWhen‘the



gap between the end of one pregnancy and the beginning of the next one is two

te three years; the infant mortality rate increases as the Intergeneric .

Interval shortens; the rate is at its highest when the gap is below 24

months between pregnancies (inadequate weaning, malnutrition). Other studies have

shown that interval of more than six years can bring about higher risks.

Maternal and child health risks
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There is a correlaton statistically significant’ between the number of -
pregnancies and the maternal and child mortality rate. A high infant mortality
rate is associated with too frequent pregnancies; because of this high mortality
there is a desire to increase the frequency of pregnancies; this weakens
mothers and ‘makes them more vulnerable; it is a vicious circle which must

inevitably be broken up,

%

The age of thermother- At equal parity, the perinatal risk increases
"‘f A M

rapidly when the mother is over 30 years of age:

Infant mortality is higher when mothers are below the age of 20 and over thé
age of 34 Whatever the parity, the late intra-utero mortality rate increases

with the age of the mother.

Some ‘congenital anomalies are asscciated with a relatively advanced '
age. Mongolism or Down's syndrome has an average incidence of one case in

2,000 to 2 500 live births, but one out 0of 300 in the case of women between
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(o] 20 25 30 35 40 45 50 55 .. Ages:,.

For the mother the mortality risk is higher before the age of 20 and after
the age''of 30~35." It'is minimal between the ‘ages ‘of 20 ‘and '30.

Socio-economic conditions: The maternal’ and perihatal risk isfnighér'“
3’:.'7%;‘. .o . , ' [ R \ S en R I N Yy
in''the less fortunate classes of society; it decreases ‘with the' improvement of'
the socio-economic level and under the influence of the’ deévelopment of the medicc

social and administrative infrastructure.

b) Past Obstetric History

With an abnormal past obstetric history (abortion, foetal death,
toxaemia, low birth weight) there may be a' risk' of perinatal mortality in

subsequent pregnancy.

¢) Period of Gestation

Z complications occurring during pregnancy increase ‘the perinatal
mortality risk (toxaemia of pregnancy, ante oartum haemorrhageb
C- prematurity and post-maturity are factors which increase the
perinatal risk; )
- anhnnfavourable intra-uterine environment (maternal infection and” "
toxic conditions) predisposes to foetal perinatal'risk}“and'this especially’

if there is a subsequent difficult labour.

d) Infant Birth Weight

The perinatal mortality of.babies weighing:2,500:gr.: or..less is:30:t0;35
times higher than that of babies weighing over 2,500 gr.

Ladies rand :Gentlemen; Members of -the-Health Team,:at -the end of; thisgm
third part of my talk, it appears that Maternal and Child Health Problems



are numerous and of variable importance. The maternal and child mortality

rate which we are studying are the results of avoidable causes such as

malnutrition, under-nourishment and the complications linked with ‘pregnancy

and the puerperum.

The high;rate of infant mortality is also due to later componeﬂts which
industrialized countries have already been able to overcome. These countries
are now fighting the perinatal problems linked to congenital malformations and

genetic problems.

This shows us what our priorities must be in.the search for solutions

to these probletis.

The study of factors influencing pregnancy. show us, and help us to .
undexstand the improvement, which birth control can bring to maternal and infant“
- morbidity and mortality rates. ,

IV - SOLUTIONS

Mr, President, it is our duty as members of the health teams as much as it ,
is the duty of our governments to f£ind solutions to maternal and infant health

problems which have been stated.

These solutions will consist of comprehensive methods through which the
objectives of maternal and child health can be reached e.g. on the one hand
to improve the outcome of pregnancies and the health of women of childbearing
age, and on the other hand, to increase the chances of survival, groyth and,,
development of children.  So, we now reach the foprth part of my lecture‘V *

in which we contemplate the following:

- Maternal and child health activities;
- Organization of maternal and child health services especially :

on the«improvement -and better. conditions for a successful -outcome.

l. Maternal and Child Health Activities
These~are classical specific ‘activities, already customary<and:common ;
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to various health sectors and also more recerit activities.

a) Specific and.classical activities:

- care and supervision of the parturient woman;

- supervision of delivery;

- postpartum care;

-~ immunisation against certain infectious diseases;

- supervision of the growth and development of the childy

- treatment of. the sick; '

- referral nf sick patients to well-equipped health centres;

- record keeping.

Care and supervision during pregnancy:'"Prenatal‘supervision and
consultation should occur during pregnancy if'possible at monthly or twice
monthly intervals at the beginning and the end of pregnancy. This consists
of recognising and treating the pregnancy complications, anaemia, threatened

abortion and infectious diseases.

Supervision of delivery: Ideaily, deliveries should take place in
maternity hospitals. 'We"must aim for this as socio;economic progress’permits’
but actually we are far from it; we are thereforeﬁforced to admit that
non~risk deliveries (i.e. undiagnosed previously) be carried out at home by an
auxiliary personnel integrated into the health team, trained and supervised.
Priority maternity beds will be given to cases where risk is anticipated;
let us remember that the risk factors are age, parity, weight of the mother
{minor risk between 50 and 70 kgs), height of the mother (high risk if the -
héight is below 1,50 m.) socio-economic factors; poor past obstetric history,

pathology associated with pregnancy, tomplications occurring during pregnancy

To follow our enumeration of the maternal and child health activities,
I quote:

This means primary vaccination as well as re-vaccination;”;Itfis'thég
administration of BCG, anti-smallpoxvaccine, of immunisation’against::’'
. diphtheria, tetanus ;- ‘whooping cough and poliomyelitis.at the'third ménth.’
. of 1{fei "'t 1§ a1sd the ‘immunisation given-agdinst measles and yellow<fever:

[

This vaccination ‘service is available:to the mother in case:of "tetanus.
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This constitutes one of the maternal and child health activities. ,.It .
consists of checking the weight graph.

All the abuve activities constitute preventative ‘activities; --they

must be associated with:

Treatment of the sick

enables a rational follow up of mothers and children; ‘the file must be
simple and open to the personnel; it is important because it will make

the planning of future activities easier,

In considering these important specific activities we must not foraet
certain particular aspects of the maternal and child ‘health activities.

They are:

~ the promotion of an informative health programme in order to
identify the problems of mothers and children, to plan, establish and
evaluate the current activities;
!-~school hygiene;

-~ common institutions: creches, organiZations for handicapbea‘

childreh and adoption.

b) Health Activities commori to various Health Sectors

' The maternal and child health benefit from activities w#hich help
b YRS o4 ‘ ! , e . .

resolve the healthAproblems of the whole population.
They are:

Health Education.

The health education of the family is one of the most efficient .
instruments of reducing the maternal and child morbidity and mortality
rates.. .There are many different possible methods (integration into different

school education programmes or active discussion by social groups). I must

point .out-that in our countries, personal contact, is.the.best means.of .


http:means,.of

inflvencing 'concepts; attitudes;‘bBehaviour; mass media hHas: ofily ‘limited efficiency.

It will be mainly focused on nutrition, breast feeding, hygiene of the
gﬁvi&onmeht (habitat,~watEr,'evacdétion’offréfuse)y*fight”agafﬁstviﬁféttibhé

diseases.

I must insist, even if it bores you, on health education which constitutes
a short cut for'us; * it will -enable us to reach-the. lowest health level"in -the

shortest time,- taking into account our limited means.

Other 'activities of which’ maternal: and child'health benefit:.
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Training schools must be developed; - the number of personnel must be
increased, diversified, taking our resources into account (there must be
no hesitation in training and integrating the traditional birth attendants into
the health team); in-service training must be established and promoted. The
training given to the members of the health team must guide them directly
towards'the problems of public health, particularly towards those of their'’

own countries.

Research must aim at finding immediate solutions applicable:to our
health problem.

Amongst the services common to various health sectors, we must finally

quote:!
‘Legislation’
which, by reinforecing, must improve the quality of services.

Legislation relatingto matérnal’ and child healthucovers.the;following
areas: ‘ t
A7lsie rpgigtrationvof 'births-and deaths and nétification.of-cises of:
diseases;

- qualification of the personnel and authorisation to,pxactise;oq

, aﬁpgoval~6f health institutions;


http:notification.of

Bel publiozhealth measures .to protect the;population (medical consultation- ..
at the beginning “of the school year, legislation for working mothers).

‘Honoured participants, you will.allow meFto end this. chapter on.materpal.
and child health activities by touching on the subject of recent activities

in maternal and child health.

I would: like to talk ,about’ the health espect‘ofnfemily‘plaphipg.

¢) Recent Maternal and Child Health Activities (Health aspect of

Family Planning)

I have named the health aspects of family planning and the subsequent
services maternal and child health activities. The health aspects of .
family planning are linked with changes in reproduction rates; some:

pregnancies are avoided or postponed, others are made possible by the

treatment of sterility.

Indeed, the health aspects of family planning comprise the following
activities:- spacing of births - which must take into account the health of
the mother- as well as that of the father and the other children;

- gterility;
- preparation for parenthood;

- sex education.

and the administration of other services of which members of the family can.
benefit during family planning consultations (detection of. certain genital
diseases; direction of the patients to specialised health centres; ., genetic

counselling).

2.:-OrFganization of:Maternal” and-ChildrHealth .Services

Honoured audience,-it ‘would be vain.to_ enumerate maternal,and.child health
" activities, and to establish them without providing them with a soliad

organization, -



I will not-go_into the detail of the organization, but.Isshall.simply
emphasize .the conditions required for a good organization, in ather words, the.

conditions necessary for the -success of maternal and child activities... ' Thev
are:

a) The necessity for a preliminary inventory of resources. the
country s potential, as well as the identification of the
needs of the families.

b) The adaptation of the services within the .country.to meet..

these needs.

‘The health ‘services for mothers and children will be more favourably
acéépted by the population 'if they are adapted to its sodio-cultural heritage.

One must always try to choose the type of services best suited to fulfil
the fidéntified needs within specified financial limits which, 'of necessity, leads
to 'a’'third condition:

c) The need for plans to define the priorities from which the short,
medium and long-term objectives can be drawn. We, will determine

these objectives more precisely in ouantitative terms.

d) . The necessity to revise the structures periodically in order to adapt
them constantly to the socio-economic standard of the country and;

consequently to the new needs which might occur in the population.

?ﬁﬂThe;systematic and continuing research for the best.possible means.for

t

action - adepted;to.different situations - is a guarantee of . success.

e) ‘The necessity for a multidisciplinary approach to .the maternal and.
infant health problems.

“Phis maltidisciplinary approach must be realised withif tHe health 'Services
as well as within other sectors of thé nation; *“it can becone“a”realfty”5y36re§ting
consultative groups including members of the various medical specialities
(pediatricians, gynaecologists,nurses, midwives, social workers)'and -members of
various governmental services - (ministry“c:- education; agricultirefand “inférmation,

of planning and finance).
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¢ «£) :The .necessity for the integration of maternal and child health services
into health ‘services; the maternal and child health services must be ‘the ‘kernel

ofivother health services and mustfndt‘be isolated from them.

It is within the existing health services that maternal and child health
activities must be organized- by doing SO we will avoid the wastage of the
inadequate human and material resources available, in doing this, a unique
network of equipment, personnel and transport can be used in the most

economical and comprehensive manner.

The same concern for integration creates the fusion of the curative and
preventative services, the maternal health services with those of .child health

and produces improved efficiency.

The last two, of .the above mentioned conditions are sasily explained because
maternal and child health problems extend beyond the framework of gynaecology,
obstetrics, pediatrics, child welfare and genetics. Mothers and chi.idren,
although thev have some specific characteristics, participate in the health

problems of the whole community.

‘g) Necessity to work in a team and to have gocd management of the .u

health team.”

The functions of each member of the team must be well defined so that
the ‘various'members are not'in @ach other's way‘and‘so that their “usefuliess
is equally distribiited. Each member ‘of the team must’'be able’ to-assume
full responsibilities for their work and to take the necessary measures
when the problems occurring are within their field; "‘this conception of the

health team makes everyone an equal partner. -

h) . The necessity .to have, enough. polyvalent personnel resources capable
of satisfying the,needs of the mothers.as well as.those of  the children.

i), The necessity of a goodradministrative,organization oﬁ the

services including well defined functions, at ,central,. intermediate and

peripheral levels.
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V - RESULTS "

‘Ladles ‘'and'‘gentlemen, it is not enough to recognize the’health problems
and to find solutions even if they are the best possible ones, but‘wé must:always
~try*to evaluate the results obtained. Without evaluation, it is'not possible
to know if the above ‘objectives have been reached;’ the parameters which enable’

us to evaluate the activities are:

- the extension of the health services, this means the geographical
coverage' of *health activities 'in’ addition’ to'the’ number ‘of-individuals receiving
these services. ‘

- the maternal and child morbidity and mortality rates. In order to
appreciate these’ parametres an empiric’ observation of the’data accumulated
by the record system of registtation of births and deaths may bé used. Such
information must be given by regular reports. The’'data collected by sampling
system must be established within the norms of viability and validity.

Finally, some controlled studies can be done. This ig the only way for
the ‘above‘hypothesis to be carried out with certainty. (A public-health
measure is applied to ‘a particular situation and a comparative study is made’

between the experimental area and other control areas).

Mr. President, honoured delegates, members of the health team, what will

-~

be the conclusion at the end of the survey of such a vast and specific subject?

In our countries, the identification of the maternal and child health

problems is almost achieved, even if it is not accurate.

The answers to these problems are also foreseenf‘\What we are miesing
is correct information and this is due to the lack of well organized
gstatistical services. We also lack the means, but do we use those available
rationally? It appears not. It is for this reason that it is urgent at
. this time to establish for ourselves a more efficient health service

administration. The lack of evaluation is another crucial gap in our

system.
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Honoured delegates, the establishment of a health service capable-of.
fulfilling the minimal needs of the major ﬁart of the population musémggﬁ”
our constant concern and nothing must be spared to protect our human capital.
.We must search for new contributions, new activities which may help.to
improve the standard of health of the age group and the section of the population
which is mést vulnerable, I mean.by this, mothers and children.

Mendouse said, and I quote:

"The quality of a'popplationfvariesﬂin\direct ratio-with the amount .
of dedication spent on its yquthf end of quotation.

Mr. President, honoured delegates, let us act, for our governments and
ourselves to bring our maternal and child health services closer everyday

to our-declared aim, and I.quote:

"In the best available way, every child should live and grow in a
family atmosphere, feel loved and secure in a healthy circle, should be
properly nourished, his health cared for by providing him - among other, things,
- with the necessary medical attention and he should be taught the,

elementary elements of hygiene" end of quotation.

Allow me to add that it is desirable that every expected pregnancy

should be a wanted and well-conducted pregnancy._
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PROBLEMS, AND PRIORITIES IN MATERNAL AND CHILD HEALTH IN WEST AFRICA .

- -

Docteur Papa Gaye
Director of Public Health, Senegal

INTRODUCTION

1. West Africa is part of the Third Worldwhich is often represented with the -

.following characteristics: -

low national revenue

illiteracy of the majority of the population

primitive instruments and poor working‘conéitions

economic reliance on more developed countries etc. etc.

This situation is often reflected in medico-socio aspects by the
persistence "of the pathetic triad:

N
- Poverty
- Ignorance

-‘Illness

2. West Africa comprises roughly 16 countries with a surface of 6.2OO?OQQékn2'
and 106.000.000 inhabitants.

3. The Countries of West Africa Heuéucertain characteristics in common:

a) 'The environment Nature is in some parts still wild and

R "

to the breeding of vector agents in infectious diseases.

b) Political aspect: It is a group of small republics, some

territorially vast, some of a rather average surface area but almost all,:
except-Nigeria, have a small population.and with the exception: of‘Liberia,héve,

only recently .acceded to independence.
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c) ' Socio“~economic' aspect All Countries aré backward in sécial |
matters (education, health) and in economic affairs:‘® very low standard of living,

production of raw materials exported at a low price and import of manufactured

goods at a high price.

d) Mothers and children form a very vulnerable group representing from

65 to 70 per cent of the population. It is in this light that health problems must
be examined. To identify these problems as a whole, in order to determine tHe -
global level of health of the nation, numerous and various health indicators:,

are used. They can be classified into three categories: indicators of resources,

indicators of recults, socio-economic indicators.

(L) Indicators of resources

(- food ration (quantitative -4ndicatory
(- percentage of animal proteins against overall proteins (qualitative

Nutrition
Indicators ( indicator)
(- percentage of starchy-cereal calories in the overall consumpton
( (qualitative indicator)
(-~ percentage of the population supplied with drinking water
( (equipment indicator) T
Indicators

£ Medical (- number of people per physician (medical rate)
or Medica (- number of hospital beds per 1,000 habitants

Equipment (- public health expenditure per inhabitant

Indicators o
Health ser-
vices ) ‘
utilisation

~ percentage of deliveries in maternity hospitals
(- percentage of deaths medically recorded

(i1} Indicators of results (or of situation)

. (=~ specific mortality rate per disease
* (- morbidity rate per disease v

Strictly

Health (- parasitism index

Iggicatora~ (- average index of the gravity of trachoma (classification"in‘“*
( T2, I, II, III - Mac Callen and classification of Assad-& Maxwell -
( Lyons) _

[}

(- Average birth rate

(- gross mortality rate

(- average weight increase of the _woman durin pregnancy
égdtﬁ:tors (- infang mortglity rate g
stats of. (- still birth rate and infant mortality rate, from O-to- 27 .days,
nutrition ( (or neonatal mortality rate)

(- post-neonatal infant mortality rate’ (28" days to-12- months)

(-~ mortality rate from one to 5 years

L.
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- percentage of recorded deaths of children between one{and"
f.ve years

- mortality rate due to infectious diseases

- proportional mortality rate (Swarcop index)

- expectation of life at birth

- expectation of life at a certain age
- health indicator of mortality

' The easiest and most important indicators in under-developed countries”

are:

- the infant mortality rate (completed, if possible, by the
. onc to five year old mortality rate)

(1ii1) Socio-economic and culturai indicators

national revenue per inhabitant

school attendance. rate
percentage of the population able to read and write

percentage of the male population working in agriculture, .

I - MATERNAL AND CHILD HEALTH.: THE PROBLEMS

Since one sector of the medico-health activities must be considered
in this talk - e.q. the health of mothers and children’+~we will limit ourselve
to only a few problems. ~We could for instance keep the morbidity and mortality
rates. Our statistics are still not perfect (no services rationally '
‘organised exist).. But we know that these rates are high for mothers as well
as,pnildrenﬂu;Tnese‘factsJconstitute problems that must be resolved..

To.do, this, We must know the cause of death. - It is therefore.

important to raise questions in order to qageithis~task‘easierg

l..~,Moxrbidity and mortality rates are high
Why? - :

Because:
a) Most mothers are delivered without .proper, supervision.

g?Y?The children born under these conditions do not in addition receive
propergégre:!

Why? .

:c) Important mistakes of general and nutritional hygiene’are made*
'everyday. ’

Why? w2
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2. Let us answer those three questions:

a) and b) because our health coverage is poor.

“ S R B
Health covarage means the overall basic structures, the mobile units, the
personnel responsible for the implementation of these services. This reshlts'in

providing care, e.g. the administration of services.
Here we must explain the $.S.0. and its reorganisation.

) Important mistakes are made because:
,'- cn the one hand parents are ignorant

-~ on the other, they are not informed

_ In this way'we’ immediatéely and clearly see’ the steps to’ follow. We
must: -
(1) * establish an. adequate medico-health'coverage.
(11) 'educate and inform the population

Dt T . \ . ..
II‘ﬁ,MATERNAL AND CHILD BEALTH : THE PRIORITIES

| koa} everything becomes difficult. Once the problems have been set out, we
must act and in order to act we must have resources. It is therefore important
to record the resources available and to establish a hierarchy of the problems
to be solved (which will be calleﬁxthe sifting out of ‘priorities). ' These -

‘priorities will receive most of the resources available.

It is difficult to sift out explicitly -the. priorities:in: maternal “and .
child health mattere because the problems are almost always linked and

en,erfere with eacq other.
‘Let us shggest' an order of priorities:

- enable the maximum number efvdelivefiES to bewsuperviee&,'this'
means: -
- maternity centres within reach gTouba-Toul)
-~ adequate personnel (midwivee, traditional birth attendants,
. UNICEF ————) training of traditional birth attendants)
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_ hédlth’education’and’ pEaventivendaiEing!
- vaccination
- dietetics
- family planning counselling”

- improvements ©of the“staﬁdard of living.

CONCLUSION

But it happens that these facts must be conducted in accord because a

programme’must:be harmonious, especially when"mediéo-heélth,is concerned.

- .rThis means we must adopt a relatively new step-which happens:to-be.

the only one to solve-our problems. It:is planning:«

- planning in space:

- planning in time

Yourmay well-imagine that each of .our African.countries has.an

appropriate programme of activities jealously guarded.:vI.refer you.to-it..
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ROLE OF THE MIDWIFE IN THE :FRAMEWORK :OF -NUTRITIONIN -WEST.AFRICA

Dr. Thianar N'Doye.
Director of:'BANAS' in.Senegal-.:

I - TOPIC

A. NUTRITION

In.this statement, we will confine ourselwves to adequate nutrition,
services and programmes, referred to as adequate nutrition programmes, and
set aside nutritional research which has been done for almost 20 years to make
nutrition a functional and affective discipline in this Western part of our,
Continent. However, adequate nutrition proceeds from experimental action
which calls for the cooperation of the midwife, wise woman, wife, mother, -
practitioner. In the same way, teaching has not, up to now, for reasons, .
to which we will return later, given all the results we might have expected.
As for applied research and experimental action,;~it does not exclude the.:;?
participation of the midwife. So, to summagize,4purewspontaneouggrgutine

is one of the limiting factors which characterizes our under-development.

My intention is not to lecture you on nutrition; it would not come up
to your expectations. It seems to me, however, useful to link it with
activities which are part of your role and support it. Adequate nutrition
services are numerous and increasingly varied. In this particular sphere which

we are at the moment considering, we must mention the most usual aspects.

Investigations_and enquiries: These are about food consumpton, dietary
habits, their evolution and tendencies, costing and minimum diet to support
life and nutritional clinics. These investigations and enquiries are very
important, with particular reference to the manner of‘feeding children;
these investigations and enquiries have been, for example, the basis of our work
entitied: "Guide on weaning diet in Senegal" conceived with the invaluable
cooperation of Mrs. Aicha N'Doye, State Midwife, the Misses Diatou and Fatou
Camara, State Registered Nurses, Mr. Alphonse Coulibaly, Secretary and Dietary
Investigator. Above all, they give us the opportunity to increase our’ knpwledge

to enable us to teach others.

.86


http:actions.it

My acquireduknowledge~ofpnutritionuis.not?so,different~f:oﬁ,whﬁt;hést’
always been done in the village. Why didn't I recognise it-sooner? ;Because the

pointiis:not only: to know but:to.-be aware of it.

Experimental action: Firstly, the study of educational efforts into.a well-

balanced diet richiin calories to support life, diet during pregnancy and the
perfection of the technique of nutritional supervision particularly during
pregnancy and infant. feeding especially during the first three years of life

in order to aid nutritional recovery and prevent malnutrition.

Consider the growth curve of the child and his psychometor development &s
like the path of a rocket in orbit with the same chances of success and the same
risks of: failure according to the initial strength of propulsion. Our .
grand-mother relied.-on "n diaoc" and compared with it the "bourget" is of,
little consequence.- This experimental action with the cooperation of all- of .you
has helped in the creation of our national technical standard chart of applied -

nutrition, adequate for maternal and child care in Senegal.

Dietary technology: is a domestic experiment, a rationalisation.of
traditional recipes, industrialised and individual, to improve new food, local
food for the children such as the "ferelin" now being developed in Senegal,
"superamine"”, "fifa" elsewhere, the purpose being - once the value of its
scientific content is proved - to re-estabiish in this field our spirit,
our traditional genius without which it is futile to hope and protect the
health of-the African Family.

1+ 'Let us enumerate the:other activities: training of teachers, .education,
of the population through radio, television, studies with audio-visual
apparatus, brochureﬁ;»films,vslides;.etc...33nutritionalIeducqtionh more. ..
especially as-lacking' fuller master-data: and. because - of thé'habits and
traditional feeding habits of«the populations,. the teaching; methods used
up to now remain inadequate. I intervened about this subject. at.the, UNESCO, .

meeting which has just come to a close. It will be quicker to mention them,

rather enlarge on them.

‘From the:‘grouping -of activities on adequate .nutrition-programmes,’we;

will retain:.:
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- The: programme ofmnutritional*and'heaith;pibtéﬁtioﬁ‘foraﬁhé vulnerable
Lgi:ouf)s in- Senegal;-* . ' N '

- The programmes: women - mothers - childreh‘"UNICEF".in*Sehegal:in“the%.
Thies region, UNICEF - TOGO";

--Health, drought, nutrition UNICEF-WHO-CILS, Mrs. Marie'T., a UNICEP.-

' Nutrition Consultant who has previously helped me in BANAS;

- Nutrition, basic health service in Senegal (FPatick)', Nutrition (SSP) ;-

' =" Nutritional recovery IPS-BANAS in Senegal. Aristide Le Dantec Hospital;
- School meals (kindergarten and canteens) in Senegal;

- Communities: boarding schools,. sports clubs, jails, etc... calling upon

' 'the midwife as a community worker. '

The growing number of these programmes in many of our states, explains
and justifies the policy of our respective gcvernments which'tends’to’
amalgamate them in one coordinated national work, under the'same technical
supervision as is the case in Senegal. Relationships with' the population:
are most vital. We may remember from Boston, three years ago, that the
best argument to persuade a mother against a new pregnancy is the reassuring

knowledge that the two or three children she already has will be well:fed
and in good health.

B. ENVIRONMENT : WEST AFRICA

If the division between forest and savannah, the micro-ecology, the
ethnical differences, the dietary customs oppose unity of identification of
the activities and programmes we can still establish progressive standardization

of methods, made easier by technical exchanges between our'states and the

excellent relutions which are«estaﬁlished and are improving between the
dieticians of our district and even of .the whole of Africa during our

frequent meetings. In fact,:African nutrition is one, Africa is one.

Only variances exist.

. At the same time, in the fiel of nutrition, accepted ‘efforts:and .

means used to put these into effect, the English-speaking countries are as a
rule way ahead/ofwfrenchkbpeakingﬁcountries.' This' must be emphasized:as:the latter
occupies the Sahel. The six qouqtries concerned which share the vast-Sahel,

whose popuiations were recently ﬁhirsty and hungry and whose children died
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in great numbers of marasmus depended, at times, on dietetic aid.;ﬂtt“has rained,

with God's help, but the children will continue to die of dehydration on the banks
of rivers which<everflow - ironic’ destiny. But why?

Altheugh né; as'e‘érefessien; knoé'how neéessery it’Is‘té’give‘éiéﬁild‘é
drink more than the population, we know nothing about the efficient consexvation

of pure water in the tropics.

Most certainly, the full diet intake of the savannah reglon is better than
the intake of the forest region because the cereals are four or.five Eiﬁésymrwﬁt
richer in protein than tubers are, but the sauces meaé more expertly and being |
richer in ‘the 'forest region compensate £or' this. " Theibahdnean sauces are the
most ‘advanced in 'the world. After all, “it ‘might Be better for us to live i{A the

foréét reg'ion.~

II - THE MIDWIFE

A. WOMAN - WIFE ~ MOTHER

This image is from my teacher, Professor Tremolidres “that the family is
united around the father who'is the provider, the mother who is the feeder,
the childfen who are eésentially the consumers" - I might &add though 'in Africa
the mother is too often the provider, the father ‘feeds his family very‘litélet

and ‘the children are too numerous.

The ‘African, bringing herself up-to-~date, Knows ‘these reversing
'réles’: *‘mother becoming provider, father feeding his family very little 'and
children Being even bigger consumers. And so, the wbnah;§?responsibility‘
is to be the feeder with her breasts, her hands, hér heart and her lové. “and
with care ghe Wiil make the child, not an object, But a token of lpve. He
stakes his whole 1ife on his feeding habit, ﬁis’ﬁeﬁésféﬁrxf‘bresent and future.
A Béby'diiéé"ﬁékéfféi 16ve ‘than because 'it iéyhhndryf”‘ﬁo We'aldayé think about
the consequences that arise from a scene where the mother feeds her child,
smacks him, raises her voice and where the father is angry Wh;t more could I
say? Only that the pregnant woman who often cries will see her child unhappyw
all his life.
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.B.: T IPRACTITIONER".

It will be enough to say in this paragraph that every good pedietrician
e . A AT FEIIRAT T L

is a dietician. That the contrary is not true is to the pediatrician's benefit.
In.all cases, every midwife is a _dedicated pediatrician and dietician.

IIT - ROLE OF THE MIDWIFE

A. IN HEALTH-CARE

'}ghe)activities\and prooremnes nentionediaboye ooint“out to_gou‘tneﬂleeengé
the specialized services.of the hospital, services of basic heelth, maternal end
child health centres where the midwife does not make the mistake of confusing ,
artificial infant feeding and weaning, complementary feeding and snpplementary
feeding. Without doubt, there is so much to do to increase the number of
these posts and, in due course, to draft the midwife there. It is time that
the hospital and the maternity hospital adapt themselves to the medical needs
of our countries and cease to be tumours in our national proyinces. So far
as nutrition is concerned, pregnancy is marked by under;nourisnment, anaemia, if
it is not the immaturity of the young‘girl‘narried&et an early:ageypefore
developing all the physical and physiological proofs of her maturity.
Consequently, there are jfumerous miscarriages, observed in the primagravida
and also many deaths of_first—born and seqond-porn children. We prevent these L
abortions with Ephynal Roche and Luctogylen: not forgetting that these products .
belong to the vital fatty acids. I shall not talk about vitamin therapy as
preventive medicine pecanse~tpey are found in goqrvﬁood. As we can see, the
preparation and dietary supervision during:éregnancg is at stake. «At.this,P9;“F'
the sacrifiee of tne pelican, legenderyqor otheryise, would be too much end !

not .gnough,,

On this point, our awareness is sqc& that in future we will consider our

PiHY e

varipus ills to find remedies by going back to the inexhaustible source of our _

African;medicine,

B.  EXTERNAL COOPERATION

NS

Everything which concerns.the fanily‘must‘be'familiar to_you.\ The
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* best'icooperation-iiust involve'you'with the social workers’and edicationists;.
primarily with'the' grand-mothers;® guardians of5éé*muchgaﬁééétrél*kﬁdwledéé:)
but whom we distrust if they:interfere’too ‘much, ‘with -motivators’ “school= "
masters, *agents’of -rural development, in’'short, not only with -many*other 'agents,

but also with all.

C. NECESSARY TRAINING

We are far from it. Whereas the midwife remains the.woman looked‘upon -
with authority by the population, 'she is'in process’of:becoming less informed-
about nutrition. Here the credit gdes to the instructors and social workers
who number 'in their training close to thirty hours per year, per grade,- compared
with ten hours for the midwives. Fortunately, pediatrics lessens this
deficlency. The glory will also go to ‘the domestic science-teachers and the

rural instructors.
Refresher courses should be more appreciated by those who are more
responsible, the senior midwives. Nevertheless, there are exceptions

too well-known to be mentioned, too numerous enough to even "prove'the rule.

D%/ ~REFORMS AND 'PERSPECTIVES

The.competent authorities are actually well aware,of .all .the above. Three,,
chapters will hold our attention: .radical change of the programmes, specializat!

and post-university training.

Programme changes: Neither tradition nor the desiﬁe for equality of
diplomas can resist the necessity for change. The problem is to envisage
this reform before it is promoted. 1Indeed, these changes must be patienély
elaborated and do not occur spontaneously. They are beginning to take sﬁape'

in thé,field which concerns us.

diet."The model here is Latin-America with the school of nutrition, INCAP

in Guatemala which trains dietician nutritionists to the standard of a
bachelor's degree in three years. As for the midwife, it would mean a_regonversi
because of the personnel needs demanded of us. There are no regular nﬁtrié}on_

courses opened to her. To my knowledge, there is a one-year course in the’

01



Netherlands, a two-year course at. the University«of;Ibadan in Nigeria.for,English-
speaking people, a short term course of nine months in,Igfael, which a country. .
like Senegal could copy. Another possibility, often-unkﬁown,,is of: external
programmed training courses; an attractive possibilit§,:bn;gonditionuthat¢

the trainees have beforehand been impregnated with the:problems in a specialised

department in their native country.

in that,..for our countries, it must meet more clearly defined requirements for ‘
our -needs. Training suited to our needs does not exist and specialist- teachers.s .
in that field are lacking abroad as well as in our own .country. Multi-disqiplipéry
nutriion which has become so functional in our. country retains its fundamental;
principle in the Faculty of Science rather than in the Faculty of Medicine as: .

it is.in Sorbonne.. In France, some Faculties of Medicine have at their disposal

a "nutrition unit" like the one at Nancy. Ours offers an optional module to:

the fifth-year students.We have every reason to be satisfied.

IV - CONCLUSION.

application. Was it not necessary to explain the part of the midwife on the
subject of nutrition within the framework of-Western'Africa? However, the "
‘questions and answers in which we are going to proceed will be, 'I'am sure,

more edifying.
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HEALTH> EDUCATTON*

Ibrahima Beye
Assistant Chief Medical Officer of the Health Education
Bureau at the Ministry of Public Health
and Social Affairs of Senegal

I~ INTRODUCTION

I.was asked to prepare, in a relatively short time, a talk on, Health
Education in your honour. Even at the risk of being incomplete in preparing
this talk I could not refuse such an offer which is the proof of a certain,;,
awareness of the importance of the educative aspect of medicine, therefore of

Health Education.,

.., The term is not new; durihg the decades that preceded our natlonal

independence, those who held the power at the time took steps to safeguard
their health., .

We have not forgotten the endless circuits made'by the teams of general
hygiene mobile service and prophylaxis (SGHhPl aimed specifically towards
prospecting and the treatment of large endemic diseases which decimated the
population of our African countries malaria, trypanosomiasis, onchocerciasis,

r

cerebro-spinal meningitis, small*pox, yaws, tuberculosis oo

We also remember the health agent of urban centres with coercive power
who visited houses to impose a fine on such women who had neglected to clean
the canary or to fill in a puddle in which some mosgquito larvae floundered.\v

. . ST N 5 - S ’ T

We finally remember this field worker with no proper training who rambled

‘about'the town spreading panic within families.

We cannot totally condemn the acts of those teams, of this’ agent, of
this field worker who, during the critical periods of the existence of our

Agran ey

societies brought assistance in the conditions we all know.
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~Theee‘ideas already indicated- a new: form: of: action in health}services that
was not only to ensure the protection of the health of some privileged people,
/'but also to supply a whole community with health education necessary to its

survival.

II - DEFINITION OF HEALTH EDUCATION

What is health education?(

Pierre Delore, one of the pioneers in this field, gave this definition:
"Health Education is not so much the transmission of certain’ideas, documentation...
than an‘ integration of the data on hygiene in’evEry&éy life; -it-is a behaviour
an attitude towards life.". l

It is an integral part of the general education and being so”’important’
it has first place within its structure because one must live and especially
one must learn to live ‘even before intellectual education is started.' According
to Delore it still remains: "the learning of" laws leading to a“héalthy” life" ~
to make the whole Man whose somatic components and psychological aspects do hot'
betray the World Health Organization s concept of total health as being
physical, mental and social well being.

My own definition would be ‘a process whose final goal is to change
attitudes and behaviour, in order to acquire the physical, mental and social

well being.

III - JUSTIFICATIONS

There is a quadruple aspect to the justification for Health Education:

1. From an economic point of view, the'expenees'incurfed“tévsefeguara health
constitute a fruitful investment and the best of savings as it is for the
protection of man against the aggressions likely to affect his well-being
which would thereby reduce his cepacity‘fpr economic deveiopment;' Let us

think of this peasant who by ignoring the benefit of preventative quinine



therapy, .is subject,to ceasless. attacks»of malaria which leave Jhim heipless for
several.days.preventing him.from, any effective participation in the.economic
improvement of the nation.

Let us also think of this woman constantly preoccupied by the health of
her child stricken with the dangerous measles developing in an undernourished
system. Her contribution to the economic development is therefore annihiiated
by JtHe’ fact that - she devotes all her time watching over this child.

2. Health education is also justified because of its efficiency; a
‘propaganda sensibly conducted encourages the individuals to improve their -
attitide and their behaviour.

3. It is further justified because preventative medicine, which is its
essential substance, is less costly than curative medicine. Georges Duhamel
£0¥mulatéd this concept in striking and picturesque terms: "Every therapeutic
aétffé a battle and a battle costs a lot, even to the winner. To destroy the
eﬁeﬁyf’that is to say the infectious germ, it is sometimes necessary to ravage
the invaded territory. Most of the active medicaments are horrible: they brinc
calm and safety but at what price! Some of them stir up our afflictions before"
they rescue us; they travel through the system chasing the enemy, ransacking
burniﬁé, and consuming everything on their way like an army of old troopers.
There will always be sick persons to ldok after but the future of medical
sciences, however, is in the prevention of disease. Prevention is not an
I.0.U. to the system; it is a victory won over frontiers; it satisfies

science and‘ethics at ‘the same time.," .

4. 'Finally; ‘for our countries, it is justified By the- insufficiency which
have beén recorded in'many fields:™ budgét, personnel , health structures,

medicaments.

- It is eviden: that in the actual context of these countries, a naticnal
budéet entirely devoted to the Department of Health would not be sufficient
to stamp out 'the diseases that assault us., The" volume of e budget:allocated
to heaithfééiviéeé is therefore not'as important’as’th&-action taken by:thoge:.
servicés”ifi-order 'to- practise ‘a 'policy of:- preventative medicine- ‘sensibly

conceived;‘ “it’is'crudial o encourage 'the individual to - change ‘'his' attitude
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and’ behaviour as -we “know that'it*is useless to 'spend- extravagantly ‘on cdre if; -
when he is-cured, the’ individual goes«back ‘toi the’ conditions ‘that were-the : dduse

of his illness.

v < PRINCIPLES- -

Health education follows some rules and.principles.whose yiolgpiqn;iney}teply

brings failure:

1. It.must have a realistic and practical aspect as it concerns man's life;
it is built on truth even if it hurts private interests. It is a science,of
action which refuses to be confined to routine, alienating conformity and

sterile policies.

2. ..The mission of health education is to confer on individuals a positive
outlook to health, to inculcate the notion of ;esponsibilit& for his own health
and other people's, to inculcate the notion of solidarity in order to bring:him
finally to participate in an active way in the protection of the. health of the

. community of which he is a member.

3, Health education is not "revolutionary"; it takes into account the .

traditional values, exploits what is practical in them to try to improve
living conditions of the population.

4. It is supported by methods and means. adapted to the conditions of
the environment, its psychology and the level of its education. We are
concerned with learning, with making one understand by explaining as many times
as is necessary. We must convince, change the minds in order ;oihsve,tpgai R
cooperation of the population. For this, the health educator must have ,a.deep..,
knowledge of the environment and of the psychology of the community to be
educated.

‘<We realise that this work is not one of the.easiest; there are no
immediate results and they, are not spectacular. . quy“qiffiqglties.willjﬁeyeh
to be faced, they are called: . ignorance, sceptgcism,;indifference,ﬂrpyt§ge,
prejudice, egoistic, interests. .$t31$ a long, texm.work s;@ed‘st?pu;;di?gﬂs,
healthy society for the future.
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V - OBJECTIVES,

. . s} ! .
_In order to reach this aim, the Health Educator. proposes-the following ., .

objectives:
T ARaCR A A .

1. To enable those who ignore it and to remind those who have forgotten
it to acquire sufficient knowledge of the_human body, its harmonious
functioning, the principal diseases and their causes, the ways of maintaining
Mgood;health,;of training the system to be resistant, of fighting against the,

causes of diseases.
j : v‘ N
2. To-create a new concept of health and illness within the communityt
X . ) . ) [ v )

3. Eventually to bring everyone to change his behaviour, his habits, to.

take the right step in order to maintain good health and to participateﬂ,
towards the improvement of the health-capital of thenation with the observanceﬂ
of the basic_rules of healthy living.

VI - THE HEALTH EDUCATION AGENTS .

1 Thisvhealth education mission falls on all .the perscns who are in contact,
with the population and who, because- of their activities, play an educative
role towards them. physicians, midwives, ‘nursing personnel, school teachers,,
intermediary senior perscnnel, senioxy personnel of youth organisations and ) .
ofﬂstructures,for”community development, they are all concerned and they must,

4

fulfil their role in which educatiye activities will. be integrated.

. N s . ' ) ! Al

It is-in the hospital, at the health centre, the maternity’hospitalq thb
maternal and child health centre that the ill and those who accompany ‘them are«
proved to be more receptive._ ‘1t is there as well that physicians, midwives and

nursing staff can exert an unquestionable influence«upon those who, have placed

their -entire confidence,in them.

ﬂe now reach,the theme of .your, seminar. Place and Réle of the Midwife
P

N T

Hn the Maternal ana Child Health Services and in the Family Health Services. The
S 78 N

tas 1y LRt A T

role and. place: of the midwife are defined in terms of the actual health naeds.
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The most ancient of the medical professions is most probably midwifery as
it is contemporary with Man's venue on Earth. Some traditional birth attendants
imoued with their empiric knowledge associated with an astonishing skill have
sometimes being successful in dealing with dystocia, cases that should hévé;ﬁéigr

the concern of specialist surgeons.

With the accession of modern medi<ine, their }dhnéer'sidté&f;athé‘miaﬁi§as:g
have taken over by bringing the changes so desired’ in the care of parturient "

women. But the midwives of old times were more characterized by their obsﬁétrf&é-

gynaecological competence - objective of the training programme of the paét o

than by their genuine disposition to look after the health of mothers and
children. Seen in this light, the role of the midwife is obviously contrary to
our actual concept of public health in this field. A new generation of midwives
has emerged; without trying to start a quarrél between past and modern, one
must recognize - at least for Senegal - the happy adaptation of the training

o our generation to the health problems of the nation. A midwife is no longer
only a deliverer of babies practisirg in a maternity hospital, she is rather a
polyvalent agent of the health team within the fundamental health services.
Equipped with a sound knowledge in pedagogy, her contacts with tne community
have become more open; she goes on practising her speciality but she is ai;o a
preventative agent. Her new qualification broadens her possibilities of
intervention. She is now able to organise group discussions, to lead educative
talks, to use a whole range of audio-visual aids in order to communicate with
the masses. She knows how to receive and elaborate a straightforward educative
programme, discuss its contents and ensure its implementation. In this wanner

she becomes the qualified agent for the promotion of famiiy'health. 1s thié'hol‘

the essential role of a health educator?

VII - CONCLUSION

I°will end on a ‘sentimental note hut also one of hope by calling for -
your help from the bottom of my heart because I pelieve in educative heaith
action; you also believe in it, I am sure. Africa which {s waking up after
a millenial dleep needa more than ever your contributions of which she is already
assured to ralse her up to tha level of stzong Nations where men,, liberated of
health problems thanks to - sensibly conducted educational programme, will devote
all their efforts to build a better soclety. .
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POPULATION, DEVELOPMENT AND FAMILY PLANNING IN WEST AFRICA

Landing Savane
' Head Office of Statistics, Senegal

Ehe;xgpgdudemggraphic increase of African.populations -consitutes;:one of:
the,maiﬂgspbjectq of controversy of -the past years,

The ,problem is to.know what affects such an increase.will have.on economic-

and social development aspects.
-In West Africa, there are three different attitudes to this.problem. .y

Some countries (Ghana, for example) cdnsider that the rapid ;ngreﬁgpﬁpf‘
their population constitutes a major slow down in their development and have

decided to adopt an official policy of birth control..

Other’countries (Gabon, Cameroon, Ivory Coast, for example) consider that
the rapid increase of their population constitutes a favourable factor:to their

economic expansion and they have a pronatal policy.

Most countries of the Continent and of the West African,region.do,npgﬂ
officially show any major preoccupation in population problems..and do;notrtry

to influence demographic levels and tendencies.

Our purpose here 'will be to discuss in‘a,comp:phena}vg”waythe'ggguéqpioqé
development relation and from there we will identify what place family planning

must occupy, in our countries..

Firstly we will outline the better -aspects of demography .and demographic.

tendencies :in Africa and the factors. explaining.them,-

We will then identify the problems population brings to the economic
development: in various,countrieg.“vFinallyzye;willloutlinedQheagole;ofjfamily
planning, as, we,understand it;in the;hMrican environment and more generally

‘the role, .of: population. policies.
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I DEMOGRAPHIC LEVELS AND TENDENCIES IN AFRICA

In the field of demography, what is characteristic in Africa is the

particularly rapid increase of its population.

Imdeed, with an annual increase rate of 2,6 per cent, Africa comes second
at World level, behind Latin America (2,9 per cgnt). There is however an
important difference between these two countries: - in Latin America, the birth
rate is nearing the level of developed countries whereas in Africa it remains
very high (31 per thousand); this means that if this tendency persists we
may expoct in the future a demographic increase rate to exceed that of Latin

America and to reach or exceed the record rate of -3 per cent.

May I'remind you that a rate ©f 1 per cent'means that population will'
double in 70 years, with a 2 per cent rate it doubles in 35 years and with

3 per ‘cent it doubles in about 23 years.

We will now outline the two main components of the annual ‘increase of “

the population, e.g. natality and mortality.

‘a. -Natality -

It varies enormously between countries and regions. Natality rate per

country: reaches a.maximum'of 50 ‘per thousand in Niger and a minimum of 25

per 'thousand in Mauritius.

All the surveys made in Tropical Africa confirm the existence of a

large disparity between fecundity levels in different regions.

In one of his studies, R.A. Henin concludes that:"the possibility
of an increase in fecundity must be considered when a modernisation process
starts". “'To this effect he quotes some factors which actually 1limit .
fecundity: malnutrition, poor health, a hard working life, hard .rates of a:‘:
abortion and sterility, traditional practice of birth spacing etc.

¥ On''this subject, another demographer; ‘Romanink, had already estimated:

that the normal fecundity rate ‘that could be recorded for'the ‘future in-Africa’
- is more likely to correspond to a natality rate of about’ 60 per. thousand.-
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b. Mortality

2. It 18 alqo:cha:acterizéd by a large disparity and varies between eight
per thousand for Mauritius and over 29 per thousand for Guinea, Bissau and

Zaire.

The general use of vaccines, sulfonamides and antibiotics can hélp
decrease this mortality rapidly to a level near that of developed countries.
‘Fifteen years of independence howéver have not enabled the African countries
to-make decisive progress in improving the health of populations. We may even
face an increase in the mortality rate in some countries (especially the countries
of the Sahara coastal region) which is connected with insufficiency and decadent
health services ag well as particularly unfavourable ecological conditions.
In spite of this it is certain that if public health policies are sensibly
rearranged, the different countries of the region could succeed in bringing

down the mortality rate rapidly.

"Indeed the.indications linked with mortality:confirm the amplitude of-
the.tasks to be accomplished (mortality in.general and infant wortality-the
.highest in the world, expectancy of life at birth the lowest of .all,.etc.):
but it is certain that recovery is possible and recovery could lead, without

birth limitation policy, to an annual increase rate of thraeae to four per. cent,

which is enormous.

Although demographic data is not quite accurate in Africa, the levels
and tendencies indicated above seem, in the opinion of:all the researchers,
near enough the truth. We may therefore expect that at the:.end of this .
century. tche population of.our Continent, which was 257.million inhahitants

in 1960, will exceed. 600 million.

ov: . In the light of these perspectives of demographic evolution plus the actual
difficulties:of development, acertain' number.of.African countries have been
brought' to  adopt: or. tolerate . a programme: of:birth control. .Without going
that far, an increasing number of countries-tolerate-family planning activities
more and more. It is as well to understand why and to try to define the concept
offamily planning:in:Africa 'so:that it:is'really.at the.service of the
.Sﬁpbpﬁlation without having xOO?muchrhopé bf development and improvement of -
family health.
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11 I PULATION PROBLEMS IN AFRICA

The two main demographic phenomena which one usually. relates:to certain

important development problems are as follows:

- The rapid demographic increase had a tendency to aggravate certain

social problems (education, health, work, etc.).

- The rural emigration which tends to'depopulate .the country to the:benefit.
of the town thereby prejudicing-.the development of agricultural production:and:

.- worsening the socio-economic problems already great in cities.

The second aspect is usually analysed in the context of the strategy of
development as a whole and more especially of the ability of governments

to urge efficient rural development.

It i8 more and more recognised that by improving the standard of life
in rural-.areas significantly so that it more nearly approaches the conditions
existing in towns and also by gradually eliminating socio-economic disparities

between countries and-social groups, it will be possible to resolve - the rural’

emigration problein.

In this respect, the experiences in the UJAMA villages in the United
Republic of Tanzania present a true picture with certain limitations.

Inter-African migrations in the Sahara countries without littoral.drain..:.
off their population in the same way.- The first aspect (rapid demographic
increase) has been apparent for a long time and still appears. to. the ‘eyes::.
of many economists and demographers as being hot go strictly relevant to. .
comprehénsive politics. Although it is more and more recognizad that
{1t 18 necessary to place population problems at;the centre of the comprehensive
policy of economic and social development, the emphasis still remains on
specific measures to be taken in the field of-demography and the belief. -
ir. & solution to development problems which must be primarily demographic.

Emphasis is put on the fact. that with a rapid increase of:the population:.
a larger amount of economy will have to be:devoted:to social needs  (accommodation,

SR
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schools, roads, methods of production, etc.) instead of investing it on a

larger scale on the improvement of productivily.

It must. also be emphasized that the. active group of the African population
(people between the ages of 15 and 64) is rel;tively spall in comparison with
the dependant group which constitutes a relatively high percentage; this
means that dependence rates are high because.children -, not work and their.

output would not balance their consumption.

A policy of birth control as a main element of. an efficient strategy, for
development is.finally suggested.

Besides these neo-malthusian points of view, other researchers have

adopted a completely different approach. Mr. Samir Amin, Director of

1.D.P., maintained that "Africa is underpopulated and has proved that the -
failure of development strategies actually implemented in the Third World. .
countries is primarly due to their insertion in the World capitalist system.
From this angle, it is the World capitalist system which by its control over
the economy of African countries imposes a kind of inoperative development

whilst it exploits our raw materials as well as our cheaply paid labour to the

sole- benefit of,Wegtern‘capitalist gocieties."

Under development appears then to, have political and economic, causes ,

rather ihan gsocial and cultural. .

In order; to recreate real dynamics for development and break FW3§L5¥°P the
actual halting:place which is . essentially a period of: “"development of .the. -
under development" ve must start to break off the dependence relations which.
1ink us to the West, to stimulate solidarity between Third World countries and

.to implement a development policy primarily based on the maximur utilisation of
all the material and human resources available for the benefit of the country p
itself and the population. An effective priority should also be given to social

" justice:in evsry particular country.

We.-are therefore faced with.two.entirely;different.apprqaches.ueach of

them ddnvolving a.specific strategy on. . population matters...
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III FAMILY PLANNING AND POPULATION POLICY

In Africa, family planning generally means the ust by couples of
contraceptive methods in order to space c. limit births. -On the other -hand

it means to fight sterility.

This definition appears more acceptable from the ethical, social and

cultural point of view.

‘The fact is however, that more ‘and’ more'yourig women assent’to” contracepticn
outside marriage: more and more countries accept birth control methods

(abortion, sterilisation, etc.) that we dare not speak of yet in our West

African countries.

The fact is that on a social aspect, unwanted pregnancies create dramatic .~
situations of which the multiplication of illegal abortions is but one - °

aspect.

In spite of all this, there is more 'and more evidence of evolution'in
the countries-'of the region. Private clinics are tolerated and initiatives are'’

sometimes taken a% official level for the promotion of family planning services.:

At international’‘level, relatively ‘important funds are available to-

encourage all initiative in favour of family planning. -

In’ these circumstances, it is more than ever important'to define'what
we - Africans - understand by family planning and what kind of:programmes. .

ws wouldlike’ to promote.

15 At Hational level, the demographic objectives of a country:can be

achieved by the definition of an ‘adequate population policy. -

"population policies can be defined as legislative meagures - administrative
programres and any other éovernmental action assigned to modifying the ten-
dencies ard the édtﬁéﬁéompogitidxofthe population and the interest ‘of -the'
community and the national welfare. -Numerous aspects‘of-the~pubi1c.poricy;andd:

social changes in general have an impact on Gemographic tendencies. A
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population policy covers above all the aspects of the policy meant to oppcse
undesirable demographic inéidences in a world policy and in other social forces."
This definition from the International Encyclopaedia of Social Sciences emphasizes
the fact that we are dealing with a conscious attempt from public authorities to

act upon the demographic variable.

Mz. Leon Tabah, Director of the Division of the Popu)ation Aat the United
Nations states as far as he is concerned that "fhe lack. of action or "laissez
faire" ng Qg”qlmgthod of action by abstention, and therqﬁpze a po;iqy_.
"Anq;;é_gaqt_in Africa, our population policiés in almost all the Weatggn, ,
.countries are limited to a "laissez faire" policy which originates i
fundamentally from the conviction that no demographic solution to our developﬁent
Q;Pblemstgg possible. We must admit that the failure of such policies in

léAnx,copnygies of the Third World is a concrete example of a negative attitude, .

;“,Fb;a way, family planning programmes appear more and more as sqgial‘
programmes. whose main objective is to help wcmen to space or avoid_thq,p;eqnanqtes

they do not deaire for various reasons.

However, in Africa, it is emphasized thaﬁ these prograﬁmes should'be‘v
inteqrated into the maternal and child health services and that the accese of
women to these agrvices should be controlled. There is especislly a desire
to give #p.impp;tant place to the fight against steriiity.

But beyond all these problems which are the subject of ; eonaensus, oﬁﬁerr
problems must. also.be raised which are just as controversial. Can a woman_alohe
decide to practise contraception? Should yQung women under certain circum- .
stances (which temain to be defined) assent to family planning? What place Sex
and Family Education should be. given within our changing societies?.

It is Jor,us to have discussions on ,all these points in order to find

the solutions, conforming to the wishes of ‘the African masses and to the

requirements of a harmonious development. . |
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VIEW POINTS ON FAMILY PLANNING

Mrs. d'Erneville

~ Journalist and Director of Broadcasting
and Television ?rogrammes in Senegal

- When they hear the words "family planning” the large majority of'hfrieen
women automatically see dismal, morbid pictures - not to generalise -”tﬁeyﬁh
think of abortion, risks, death! ... But still, the word planning sheula
inspire ideas of harmony, method, quite contrary to anarchy and disorder; as
for the word family it should on its own reassure since, without childreﬂ,'f

thielword is meaningless.
BN ‘

In Africa, a child is a gift from God, a blessing to the family and
happiness of the parents. In a traditional family, the father is always proud
to count his offspring especially his sons, who will carry his name and continue
the 1line of descendants but he also relies on the girls for future alliances
with'houses' of good descent, influential or rich men. Children, as extra
labour, increase the father's wealth especially in rural areas because they _
helr to cultivate supplementary land gained from the bush. Even in ¢ities, where
they are at the moment a source of hard social problems, children are psychologicelly
well accepted because some o).d superstition well anchored in the minde, even 77
modern ones, prevents the subject of family planning tc be put clearly; ‘family’’
planning was not well introduced in Africa by its promoters and was often‘”“:"‘

mistaken for a rigourous control of births.

Nevertheless, the concept of birth limitation is not new in° Africa; “in
mary eocieties, different ‘methods are used, the most common being the' separation
of husband ang wife durinq the breast feeding period, generally two" years,
which the mother uses to recover her health after the strain of preqnency“‘
and delivery and also to feed the baby well, massage him, cuddle him, teach him
to walk and speak; somehow, the utero-eymbiosie goes on and the child"
flourishee ... When she goes back te'the'conjugel couch}'the'wife ig
psychologically and physically prepared for another maternity.’ Polygamy '’
enables the man to support this lengthy absence.

Infant mortality, moxe often caueed by ignorance of the most elementary
rules ot hygiene, devastates families but it is almost always attributed to-

U
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the jinn's malevolence, the evil spirit, the bad aye or the spell cast on the
mother to be or the new born (yaradal in Senegal). 1In these cases, the woman's
: r;ih worry ic to regain her psychical balance by a new pregnancy, a baby being
not only the guarantee of an accomplished feminity but also and chiefly the
.8ymbol of luck and prosperity, When the planning system is less rigid, too
frequent pregnancies (neff in Senegal) can weaken the mother's health and make
the baby fragile as he must relinquish breast feeding to the advantage of the
baby still in utero. It is said that he has "stolen the milk that does not
Belong to him" and this explains the effects of rickets or of kwashiorkor.

. .It may seem pretentious of me to speak of all these facts in front of an

. audience of specialists but, as we are searching for a method of harmonizaﬁion
for the African family, of its adaptation to modernismwithout going against the
fundamental principles of our society, the positive and negative aspects
-supporting favourable activities for the popularization of family planning in
;:Africa. should be identified.

.« It is first of all a matter of intuition, tact and thorougn knowledge of
the environment. . The special characteristics of family planning aspects.in
Africa must be seriously studied and the women's attitudes, their outlook
on.1life, their prejudices and even their reserve must be respected. The = .
success of the operation depends upon first contacts. Any misunderstanding on
the aim pursued - planning of births and not their limitation - must be .. .
avoided by clear and precise explanations. The qrgqpents for economy genegg}ly
bear no weight on women who, being religious and fatalistic, believe that
."every mouth God has opened, He will £111:!" They must therefore be
convinced ,with concrete examples taken from their own environment; . one must
appeal: to :their .common sense and they must.not have imposed on them what is..

contrary to.-their ethics.

Sex education exists in Africa but it is practised in .an almost esoteric
way, irn the same conditions as Initiation. Those in charge of yorng wWomen's
education -have thn community's confidence and thanks to their great experience
-din :social matters of the group they are above suspicion of misinterpretation
..of .the.principles to ba taught. This is never the case when an outsider is
concerned however willing he, is and however knowledgeable in pheae crit;qg;;

fields of sexuality and of male/female relationship.
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It is probably too early to advocate sex education at official level in

 schools, social centres. We know that even in Europe, in Zrance for example,
the parents and the public's reactions to sex education integrated into school
programmes are not always favourable and that the uncertainty,reserve and
disagreements make it difficult to implement these reforms. For our children

- girls and boys - however, it would be desirable to awake them to sex realities
and the problems created in this field at an early age because ignorance of -
these matters, and especially hypocrisy conceals some truths concerning the ~
life of a couple. The primary notions of family planning must be given to
the youth, nct by a lecture on ethics, but by advise on "the precautions to take
not to have a child" and especially by explaning the responsibility assumed

by two persons who decide to bring a child into the world. . It is not enough

* to conceive in good physical condition, one must think of the future of this new
“* human being in a world primarily hostile where the chances of survival are °
minimal. The mothers-to-be mrust be taught of the obligation they have, from
the very beginning of their pregnancy, to be responsible for the life of this
little man, the mcst fragile amongst the new born in the world. The wonderful
story of the transformation of the embryo to a real human being - a genius or a
modest citizen - this lovely realisation of nature, can become a tragic event
if all the rules afe not respected. The primary objective of a meeting such’

as this and of confrontations retween professional and lay people must be the
education of the largest number of these essential problems. Everyone seems
" to know the facts but scme are surrounded by theories right'or wrong which
makes it difficult to popularize the principles accepted by the medical ~
profession and especlally by those ir charge of promoting family planning

in Africa.

" A‘close collaboration should exist-between ‘those who, in the ‘secrecy i
offtheir surgery, search untir ingly:for the most''suitable formulae:for o
the improvement of human life and those who will be their ‘spokesmen 8o : '
that they all feel involved in these researches and they implement the results
“for ‘the improved well beirig of the family.

2 e e v
" pericdical meetings between specialists of ‘the medical profession ‘and:'.
journdlists make it possible to keep the public informed on up-to-date health
education matters. We all know that in our countries everything new:and.which

might seem in opposition to the rules cf tradition or Religion is suspicious.
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~ In order to avold confusion between.the ideas of.contraception, planning and
control of births, physiciqu,{m;dwives,:fap4ly planning advisers and
journalists must, without discouragement, cooperate and persuade through the

use of newspapers, f£ilms and broadcasts.

In our changing society where there is disintegration of the family

unit, where anxiety replaces placidity, where materialistic aapects have nin
become more important, the mission of enthusiastic educators 13 to be 1ucid.
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" CATHOLIC VIEW POINT

Abbé Leon Diouf
Vicar General - Dakar

AIM

First, how do we interpret the question asked of us?

We understand we must search for agreement on the meaning to be given to

family pl&nninq and on the consequent action to be taken in collaboration

with all the people involved in the development of our countries.

I - WHAT IS THE PLACE OF THE CATHOLIC POINT OF VIEW IN THIS SEARCH

The catholic point of view cannot and does not ignore the analysis of
the situation. The analysis and prospectives of the economist, the psycho-
sociologist, the physician, the jurist, the journalist, etc. even constitute
an indispensable basis for catholic thoughts on the matter.

These analyses and prospectives raise however a problem: the morality
of behaviour towards family planning. In other words, the question is to
know if the behaviour adopted or advocated, whatever the merits of its

economical, psycho-sociolougical or political motivations, is morally justified
according to human credibility.

11  WHAT IS THE CATHOLIC'S RESPONSE TO THIS MORAL PROBLEM

Above all, the actual idea of family planning is for uﬁ ﬁighly positive.
The place of birth and growth of the human being is the family and this'thould
be made a perfect environment favourable to the integral development of each
of its members and to the individual in each member. This 1mpliea‘the use Sf
all the means contributing to tlie happiness of people, body and soul, B
including the management or control of all the means for an harmonious

develoopment.
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Where human fertility does .not run into its specific obstacles, which
are sterility or the seliishness of the couple, family planning embraces

a right and even a duty of control over fertility.

The woral question we have to answer concerns then the manner in which

Ve ag

this control is operated to conform to man’ 8 entire credibility.

You know the catholic point of view on this subject which xadically
excludes contraception from the control of human fertility, that is to say
any act directly opposed to the conception of a human being a8 weli as
abortion and any sort of homicide: infanticide, euthanasia or suicide.

To be still more precise as far as contraception is concerned you know
that our catholic point of view only accepts as morzlly valid the method
based on the rhythm inherent in the genetic Zunctior: of the human being.

III ~ ON WHAT IS THIS POINT OF VIEW FOUNDED

It is dependent on the catholic concept of humanity and of conjugali'
love which is specific to it, such as:

1, K"fully“human'iove,'thatvis"to'say‘both sensual and gpiritual, a’
life of instinct and‘sentiment but also of will;

. 2. A complete lo‘e by which "the married couple share generously

everything without un(aa reservation or selfish calculations

3. A faithful and exclusive love till death "for better, for worse“:

3

4. A fertile love "which does not end in the communion between husband

+

and wife, but which is destined to continue the creation of new life
S. Finally, a love which has responsibility towards fertility.

(Nr“Conjugal love reflects the Love of God, the primary Source of Existence..

Morally, a married couple must respect the characteristics of conjugal love

as linked with fertility and the creation of new life.
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‘ﬁdtwthis way, the question of contraception can be interpreted as a
single'fundamental problem raised by divorce, abortion and infanticide,

each in its own way.

' rhé question of divorce i3 indeed that of rights or rather of the absence
of rights husband and wife have over continuing love which is the pre?requiéite
for procreation. The question of abortion concerns the illegality of the

'couple 8. disposal of the fruit of their love still in utero. And that of
infanticide is the illegal disposal by husband or wife of a newborn child.’
’ Going still deeper, the question of contraception is whether or not husband
and wife have the right to obstruct the essential connection between making”
love and the possibility of creating life, although human love is more than

just the transmission of life.

. As you know, our catholic teaching denies the individual,"either as a
private person cr as a political power, the right to make an attempt against
the essential connection between human love and procreation. - And this becanae
Man is not the Master of this essential relationship, but God, and human love
is a reflection of His Love which is given freely. ' '

CONCLUSION : A FUNDAMENTAL OBJECTIVE MUST BE PURSUED : HUMAN EDUCATION

This teaching on family planning is proposed by the Catholic Church
not only to its members but also to any individual as the road to authentic
and integral Development of Man. As a moral teaching it is not a reatraint
but a call: a call for integral poaitiveneas in the individual and integral

genuineness of his love.

Having regard then for the specific conclusions of scientific disciplines
in family planning matters and laying foundations on theae conclusions as
scientific data of the problem, the Catholic Church makes an appeal to ‘all for

man's education in conformity with his credibility.

It ie a matter of universal education, adolescents discovering humanity,

'»but also adulta who must constantly readjuat and check themselvea in tne face
wyo i Lo

of multiple and rapid changes affecting humanity.



By doing so, the Catholic Church, with concern for all the specialists in
family planning matters, is aﬁaie of thé great obstacles which may occur and
do occur on the road to'human reality, The Catholic Church, therefore, does not
condemn the people but refuses in the name of the individual to justify herself
morally on the failures that the acts of cohtraception, abortion, infanticide and

divorce constitute.

Indeed, these failures are no others than atagea, painful ones really,

‘OA a’bzogressive advance towards reallstic livlng.
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ISLAM AND FAMILY PLANNING
(Répdff of the Seminar held in Rabat)

Amar Samb
I“.F.'A'.'N'. Director

Professor at the Faculty of Letters and Human Sciences’

Uﬁ&ér‘the aegis of{the’International Federation of'Family Planning - Middle
East Region and North Africa a seminar was held in Rabat (Morocco) from 26th to
30th December 1971 in order to examine the Islamic point of view on the social
changes faced by the Muslim family, as well as on family planning, abortion and
sterilization. There were 69 specialists in attendance from 23 Islamic countries
and representing the various juridical schools and muslim sects: orthodox
theologians, doctors in Shiite legislation, physicians, sociologists and

demographers.

This is the statement published during this seminar and which seems to accept
the principle of birth control:

"Work papers dealing with various fields of specialization were presented.
‘Members of the congress discussed and deliberated at length. A number of opinions
stated by learned Islamic theologians and specialized scholars in this field

were heard. The deduction was that there are laws in the Islamic religion that,
 from permanent concepts and undoubted convictions, give the family the possibility

to acquire adequate happiness and to preserve iis integral existence which con-

stitutes a solid foundation and the true kernel of a powerful Muslim nation.

From the belief in such a mission where responsibility fell upon the

participants and, through a well balanced view which unites the provisions
of the Sharia, the essence of the Islamic legislation and the undeniable
scientific realities at the same time, the Seminar considers that: '

a) - Islamic legislation, thanks to its provisions regarding family
entity, takes into consideration the necessity to protect, organise and cuarantee

its well-being so that weakness or incoherence do not affect or threaten its

structure.
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Besides the arguments from the Koran, the Padith and the statements from
famous theologians, the group in favour convinced the opponents that the ways and
means permitting the realisation of Islamic objectives change, develop and
improve in time as ‘well as in space and that they do not effect the unchangeable

character of the essential Islamic principles.

They examined the problem from the point of view of polygamy, the new
conditions resulting from modern industrialization, the dangers inherent in |
unrestrained growth of the World population (six milliards in the year 2 000),
and the progressive decrease of economic resources. Some said: ‘"It is preferable
to have happy, healtly and educated children than to. have melancholic, ill and
illiterate children”.

They made us understand that the essential purpose of Islam is the happiness
of the individual in this world and his felicity in the world beyond, the well- '
being of the family, the security, strength and stability of the government and
that well-managed family planning would insure the implementation of these

objectives.

The discussion, which was’ lively, dealt with the social legal, religious.
demographic and medical aspects of the question. Verses from the Koran and state-
ments of the Prophet were interpreted and emphasized differently by both gsides:
the detractors and the partisans. But the justifications brought by the partisans
clearly prevailed; let us quote as an example the justification from the

representative of Lebanon

"There 1s no doubt that the immobility of civilisationbis contrary to’
the spirit of Islam and to its philosophy of rightful ambition which is
well-known. An example of this is the powerful influence of Islam on a B
‘primitive Arab society transforming it into a model society of human e

;progress, at the level of human relations in addition to’ materialistic

improvements.f

The representative of Indonesia, after quoting the verse 185 Chaper 2 of

the Koran, e. g..'"God wants you to be well off, not hard up" draws from this

fundamental principle the following remark:
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'"Family planning which is designed to make life easier for people cannot
“" pe considered as prohibited under the Islamic faith. As a matter of fact, to
our knowledge, there is no verse in the Koran or text which_forhkiserplicitly
" a married couple to limit the number of children they can have ... The well
being of the family is the essential condition for a health social
existence ... It is not difficult to imagine and to think that those who
have grown in'a health family - materially and morally - are happler in

many ways than those who have lived in an unhealthy environment or in a

,'dieunited family "

Some participante reminded us that a new definition should be given to the

family which has become more condensed rather than diffuse as previously In
reconsidering this concept, the family is seen as a unit composed of the parents
and the children when at the”heginning, apart from those, it included grand-
parents, brothers, sisters, relatives and parents ~in-law., With re-structurization
due to evolution, the family is the basis of the structure of the nation

and the great community.

From the arguments of the partisane of family planning, various solutions

can emerge which we wiil examine eucceseively

v

1. The Azl Method - coitus interruptus. The existence of this anti-

contraceptive.method practised at the beginning of Islam was recognised by all:_
participants at the Congress at Rabati It is, although limited, synonvmous’with.i
birth control. This corporal union without emission was meant to avoid a -
pregnancy or to postpone it in order to have a wider spacing between births.
To a fellow who did not want to have children with his wife, the i
Prophet would have said "Unite yourself with her without going to the end"
Al Jabir told the Imam Malik "We practised the Azl, that is to say the o
unfinished union,lin the Prophet 8 time. He taught us this and did not forbid
it,
The Asl was the way to limit the birth of children. Mahomet permitted it
explicitly.“ If his contemporaries had known - as men of the twentieth century
do - more efficient methods, the Prophet would be entitled them to use them.;‘_
2. Tying of the Fallopian Tubes -Shortly after the beginning of the Islamic
era”, says a delegate of West Pakistan relying on the opinion of a learned jurist
Chaff ed-Din Abidin, "the Muslims heard of a new method which consisted of stitching
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the tubes. Muslim jurists raised no objection against this method which was

considered similar to Azl and was even approved "

3. Prolongation of the Breast Feeding Period - This remains a relatively

.safe anti-contraceptive method. It is an indirect invitation to observe spacing
between births. The child "is weaned only after two years of age" says the Koran
verse 14, Chapter 21, "the mother", verse 15 Chapter XLVI, "carries him from
conception until after the weaning period, when she has fed him at the breast for
a total of thirty months". These announcements of the Koran indicate once more
how Islam is anxious not to endanger the security and the health of the mother

through too frequent births.

The Prophet emphasizes this holy recommendation in the following’termsr
"Al-Ghal (relation with a woman while she breast-feeds her child) is similar to '
a rider thrown off his horse during a battle and crashed under the feet of |
other horses. Do not therefore kill your children in secret." Consequently?'
the fact that a child is conceived while his mother is rearing another one is

considered by Mahomet to be a crime.

4. The Practice of Monogamy - Many particioants mentioned that polygamy

must remain an exception based on man's capacity to act with justice towards

his wives. According to Islam, a man may marry simultaneously four women at’

the most, on the condition that he treats them fairly and impartially otherwise“‘
he must marry one woman only. It is an injunction of the Koran (Chapter 4, |
verse 3) “If you are afraid of being unjust’ to orphans do not marry many
women, two, three or four, amongst those that you like., If you are still afraid 7

of being unjust, marry only one"

Commenting on this verse, one of the delegates of Lebanon affirmed:
"Equity consists in the absence of preference, in the way the women are treated".
This is impossible for a human being. Furthermore, this is confirmed in verse
28 which says: "Even if you are very careful it is impossible to be equally
fair to your wives". This is why the Druzes keep to monogamy which is in '
-accordance with the verses of the Koran as it is impossible to be impartial

inferno."
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He adds that this disagreement may directly or indirectly influence the
whole community, its composition and its criteria of existence as well.as the

politics and the economy of a nation.

According to the same delegate, some . Arab countries such as Egypt, 4
Syria, Tunisia and Lebanon have impoeed monogamy. Turkey hae also declared
polygamy illegal

: ’ ' N TN o . . . : T : : L ' o
However, a woman's sterility or her inability to have sexual relations

is considered to be a valid reason for the‘juetification ofrpolygamy.

The dehgate for Nigeria declared that Muslims who believe it is their .
duty to marry simultaneously various women eimply ‘mani Eest their ignorance

of the Islamic religion and that another proof of their ignorance would be

to attribute this false belief to Ielam.

Other Muslim countries require from the polygamous man to produce a written
consent from his first wife for another marriage. With the absence of this

evidence, the husband cannot take other wives.

One of the participants said: "Although polygamy is rather more an
exception than a rule in Islam we must pcint out that many, perhaps the o
majority of the Muslims who practise it, have grossly abused it ... The woret
is that there are polygamous Muslims who share one bedroom with their wives and
their children. Quite often, the wives must cope with life on their own and more
especially the children suffer enormously from lack of care and attention._ They

are deprived of an education and good maintenance which ueually leads to poor

health."

S.A Abortion - Thie meana of birth control raised a lot of controverey

and paeeionate diecuseione. The delegate of Western Pakietan eaid that the )
following question was put to Muslim jurists "Ie abortion permitted after :
conception?” This is their answer: "Yee, it is permitted until the embryo .
is completely developed and this occure 120 days after conception. o .;

They based their theory on a Hadith of the Prophet who eaid that it is“
after the fourth month that the angel ineufflatee spirit to the child in hie-

mother 8 worh.



.b) -Islamic legislation, thanks to the provisions - registered in the Holy
Book and the Sunna, in addition to thoue ‘that can be deducted in accordance with .
authentic methods and effort, the Ijtihad - enables the family to examine all

the renewed conditions and to find in them some sound, and positive solutions..

¢} 1Islamic legislation enables the Muslim family_to_be”self-critical;inv.d_ﬁ
dealing with the problem of birth of children, if it either leads to .an increase
or..reduction in the number of children. 1In this way it will have a right to treat
sterility and to determine the non-fertile periods by sure, legal means.

d) Re: sterilisation, the seminar adopted the opinion of the Islamic
Research Centre and of the Honourable Ashar (Islamic University of Cairo .~
NDRL) which is that the recourse to sterilisaticn is not permitted to married
couples or to others.
e). Re:> abortion, defined as being the‘act of taking the foetus from the
uterus in order to dispoee of it, all the learned Fakirs if Islam are unanimous
that after the fourth month of conception, abortion is forbidder, except in case
of absolute necessity to safetuard the life of the mother. However, even within
the four months of_gestation, the general view is that at whatever the stage .

of conception abortion is forbidden, except to save the life of the mother.

. Therefore, there is only one question what is the Islamic position with
regard w human ecology, habits, traditions, social values, behaviour towards
family problems and the judgement this religion makes on evolution? Does it approve,
tolerute or adopt evolution whether or not it is contrary to God's orders and
rules, or whatever .the degree of opposition to Islam in so far that the fundamentala
rules and principles of this religion, .as well as its objectives, remain unchanged?

) According to the nature of the answers given, the participants split into .
‘opposing groups on one of the aspects of this changing life, e.q. family planning._
Both parties drew their arguments from the Koran, the Hadith (statements attributed

to the Prophet) or from statcments of_well-hnown.theologians.
I read 13 of the papers presented at the Rabat Seminar and the group favouring

family planning constituted the majority by far. There were, for example, four

Lebanese who presented a paper each and only one was against.
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' One of the representatives of Kuwait, Dr. Hathout, devoted all his address

to this problem on the medical, social and religious aspects.

avoid the spreading of diseases or of hereditary defects. It would be a prevention
against ‘the birth of monsters or of anencephalics due to uterine infection. He
recalled ‘the too sad catastrophe of thalidomide, this pharmaceutical product - -
created to relieve pregnant women but which consequently proved to ‘cause deformity’
or mitilisation of the foetus. Indeed, thousand of babies came to this world '

with missing limbs.

He advocated abortion in case of inoeet} rape, abduction of'ninore or mental
deficiencytj On the other hand, abortion is permitted when the health of the
mother is endangered by the frequency and the closeness of births as well as'by"

material and domestic worries increased by the growth of the size of the family.

He quoted Tunisia where a mother of five live male children may have an "

abortion'if she is pregnant again.

Hodever, he mentioned the'opinion'of‘tne great Imams oftIslan,'Malik, Abu
Hanifa, Chatif Ibn Hanbal and even El-Ghazalf which is that any form of abortion
is wrong whatever the state of the foetus. He therefore concluded in these
terms: "The valid reasons justifying an abortion must be reduced to two: if the
life or the health of the mother is at stake and if there are great chances of
'tho baby having some monstrous malformation or suffering from indelible defects
ags the Islamic legislation and jurisprudence give priority to the life of the
mother; when she is in danger, abortion is permitted.” He therefore retained the
medioalrand foetal causes and rejected the human oauses'(rape, incest, safequard .
of the honour of the woman or of her family) and the social causes (inability of
the parents to feed and educate a large number of childreu demographic explosion

etc...)
It would have been very inteéresting to hear the point of view gived by the

Tunisian delegate, Mrs. Fathiyya Mazalf, as her country seems to have adopted

DL Y e & Tt emtons

a very favourable attitude to’ well- controlled “abortion. -

S Tt D BT S R e S T S ofT PR SN ST I X SO 1e RO LRI LS 4TINS
On the subject of abortion as a means of limitation of births, the oppbnents
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to family planning won their case. To them "the-sin.is bad,.as bad.as murder and
involved the necessity for the sinner to- give alms to.,60 poor-people.or,:’ failing-
this, to observe lent during 60 days."

6. . The Practice of Sterilization: Contrary:to -other;anti-contraceptive.
methods, the theolog.ans found no detail connected with it in.the Muslim.Law, .. ..

except for one reference in the Koran (ach-Chura, verse 50): "Etil (God) makes.

whoever he wants sterile. He is knowledgeable and mighty.".

In meditating on this verse, however, they made an analogous study as.
follows: "When God - for whatever reason, sublime or with wisdom - creates
impotent and aterile nersons, no objection can be raised when.others. are eterile
for. sheer necessity and for public interest. Theee theologians believe that if
sterilization involved the least danger for the human race, the teaching of -Islam-
would be explicitly forbidden it.".

They answered the antagonists to sterilization who consider it as a form -
of :castration, which is condemned by Islam, by explaining that they are two very
different things; in the case of sterilization the testicles are left intact
and carry on their naturali function, the man remains capable of sexual relations
but it is quite the opposite with castration where testicles are amputated

or crushed.

-The only result of male sterilization is that the seeds cannot in.future .

provoke. pregnancy -becaugse they do not oontain sperm.

Another objection, this one carrying weight, is that sterility makes the
man lose his ability ever to become a father, and this is clearly contrary to the
teaching »f Islam; and. to.the:functioning of, nature which is to.preserve the,,

species.

Those:in favour replied that: this. objection carried:more weight some .time.. .
ago because reversal of sterilization was not possible. On one hand, they . . .
said that most of the critics do not think it is bad to allow sterilization
to' people suffering from incurable mental, psychic and sexual diseases, espucially
if they.are infectious; diseases and can affect. the offspring through heredity.... ..
Z:LOnuthekotherwhand,athie objection -does not hold .anymore since reversibility of .
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any method of sterilizatiop has ‘become possible and that any person who has: :
been sterilized can.be “unsterilized) at:will.

"I do not see", said the theologian Cheikh Ahmed Ibrahim of Egypt, "any
religious objection-against sterilization because it is also a treatment which
prevents’ children by’avoiding'the element that produces them. ‘It is not a

crime against a human being.”.

Most seem to be in favour of sterilization so far as it can be on a

temporary’ basis.

‘7. Use of Pahrmaceutical Products in order to Limit Birth Temporarily:-

We are talking of the pill, the intra-uterine contraceptive device, the condom and

any other means of contraception.

These were the contraceptive methods discussed at the seminar of Rabat on
Islam'and Family Planning. ' If most of them were adopted and approved, "they
necessitate - as the delegate from Pakistan wrote - a certain degree of instruction
to understand fully the precautionary measures ... the only way to enable family: .

planning to ke efficient is the applicaticn of a simple method which could be,
easily adopted by the illiterate masses.".

The participants agreed that, for as long as the principles considered in
the resolution are adopted, any change towards the well-being of society, such
as limiting wives and children, the dangers which threaten the-f&mily therefore -
the community and the nation, would be acceptable within the limits of religious

laws and the independence of Muslim families.

Briefly;'Pakibtah,-Egypt;NTurkey!and Iran advocate contraception;
Kuwait and Saudi Arabia advise it for medical reasons. Indonesia and
Malaysia encoucage it too. Jordan, like Pakistan, has approved of family
planning ‘aince 1958, Egypt ini 1960 and Saudi Arabia: elaborated: some plans.at"

Mecca for the poor classes.

-'Let me ‘remind you of ‘the'wish!of this Egyptian delegate, e.g.: "we- desire: a
unanimous policy, a solid ‘Cooperation of the Islamic countries and more efforts:
at 1ntarnational level’ towards 'this ‘vital’ ‘problem.:” Senegal, highly:Islamised,: should
bring to light the importance that family planning deserves.".
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SEX EDUCATION WITHIN FAMILY HFALTH

‘Mrs. "M, A, Savane

Chief Editor of the’Magazine fFadiiy & peveioémentf¥é Seﬁegal

- SEX EDUCATION INTEGRATED INTO FAMILY HEALTH .PROGRAMMFS .

The Western literature of the past twenty years described demographic growth
as being the number one ‘problem of the contemporary world, "Demographic growth
is tbe Biggest obstacle to economic growth in the major part of the under-developed
world". ' 'During a meeting in Salzburg (Austria) in Pebrﬁary 1974 1t was concluded:
"We must also consider the fact that this demographic pressure will slow down -the
process of development, since each generation must invest and save, not only for
itself but also for the inactive SO percent of the population inherent to'any rapid
extension of the demography." Unemployment, poor school attendance, malnutrition,

poverty are attributed to the "demographic explosion" happening in the Third World.

_~ The Egyptian economist Samir Amir, however, gives us a more realistic explan-
ation of the situation: “"Agricultural stagnation, insufficiency of industrial
growth.and increase of unemployment in the Third vWorld are due to causgses which
have nothing to do with demographic growth; the mechanisms of the Third World's

dependency are the source of its under-development which is revealed by increasing
population which results in unemployment, under-employment, under-nutrition giving
the. impression. of relative.over-population whether or not. demographic growth is ..

high or low.

So, in concrete circumstances, an authentic strategy of dzvelopment can
incorporaté action over demdgraphy, either to slow it down or speed it up, for
the process of inducing:i‘development is above all, of a political nature. . The:
decrease ‘in natality-will result:from the evolution of the variable:factors such:
as "public health, ‘eduvation, full ‘employment; women's emancipation, -a qood"

distribution of ‘reveniie and social' advantages; etc.

But the object of a neo-malthusian approach is the maintenance of a status

' quo favourable to rich nationa; this approach expresses the feare of the

"Developed WOrld" in the danger of reconsidering interaational economics by people
‘P-.‘ g ala S HEEER A .
who are the first victims of the world economic disorder. This is why the control

te wa b

of births is presented as the miracle anawer to underdevelopment problens.
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We believe that a population policy must primarily and especially be a policy
of fundamental reform to enable a start on economical matters. If family planning
is deairable as a maternal and child health institution because it is an important
factor of women 8 liberation and of the balance in the lives of the families we,
however, consider that birth control is dangerous and inefficient. 1 Economic
problems are not 'solved by demographic solutions whose effects are, by the way,

very long-term erffects.

Family health defined by WHO as.a 'perfect state of phyqical,-méntal and.. ..
social well-being” must be primarily understood as.an educational work. .-The . .
primary role of any medical agent is. to teach the.population how to prevent _
illness through nealthy nutrition and good hygiene. In this way, sex education
is harmoniously integrated into family health programmes if the reason.given is

to make every individual responsible for -his. own sexuality.

WHY SEX EDUCATION?

Sex has invaded our ‘social universe. It has:become one of the merchandises:
that sells best. Publicity gives it first place;' all products must be "sexualised"

in order to sell well,

" Motion pictures come next; -cinemas are 'full'when an X film is being shown.

Pornographic magazines circulate in schools. Illustrated novels leave many ‘young

women in a dream.

:The influence of all this.drives youth to search for unrestrained pleasure
and into the:belief that: one should "live one's life".: ,<There are, therefore,
nightly outings; boys make girls believe that their emancipation depends primarily
upon a sexual, liberation;. those who are not convinced are .sentimentally bribed.
Some boys give the girls the 'so-called pills' before intercourse, thinking that_
they are safe in_ol; eveptual;ty.

Young women, whose parents cannot satisfy all the wishes, start semi-
prostitution in order to buy fashionable clothes. To'show that one is 'with it

sexual 1ntercourse 13 practiaed at ever§ opportunity.
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The consequences of this are undesired pregnancies, induced abortion which
sometimes have damaging or even mortal effects. ' Venereal diseases spread in an -
alarming manner. Suicidal attempts, suicides, nervous breakdown, wnich until
now were rare, are encountered more and more frequently. Youth secms anxious to
"enjoy" the pleasures of life. Pre-marital pregnancies are not shameful any more.
On the contrary, some young men are proud to have children before marriage; it -
confers on them a "virility licence". These christenings are an opportunity for =

great celebrations.

The parents' attitude is often puzzling. Some have changed from a dicta- '
torial attitude to complete "laissez-faire". . Others, thinking it is for the best; -
become real martinets towards their children. = A minority, on the contrary, -
encourage their daughters to a kind of prostitution in order to ensnare the maximum-

number of suitors.

This is all very disturbing and it should bring us to locate the causes of -

such changes in order to find the means to solve this short-term.problem.

THE PATH FROM TRADITIONAL SOCIETY TO MODERN LIVING

Even in present times, traditional society offers some criteria in matters

concerning sexual behaviour which are ~n the whole followed by all. Sexual life

is integrated into social and moral life.

. Because of the sexual initiation he receives when he is circumcised, or during

another kind of ceremony, a child is prepared for his adult sexual life.. ;.Thigw;v
initiation is seen as an essential stage in life; the festivities that commemoratew
the, end of such ceremonies prove their importance. For the newly-initiated it
means getting into adulthood, becoming responsible. These youngsters are chen..

capable of reproducing. The primary aspect of this sexual initiation is to prepare

the child for his procreating role; this initiation differs according to the sexes:
boys will learn to protect themselves against impotence and girls against sterility.

These initiation practices, when they are described, may shock either because of
their violence (excision, for example) or because of the sexual liberalism that
derives from them (freedom in sexual relations). We believe.that if the giving of
life is fundamental in African philosophy it does not exclude the search for enjoy-

N4

ment. Numerous songs praising sexual enjoyment are performed durinq the ceremonies.
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We more or less all know of some aphrodisiac, sexually stimulating games or erotic
dances. However, it all happens in a healthy atmosphere because each society has
established some rules which enable the control of abuses by establishing taboos.
For instance, pre-marital sexual intercourse is not penalised in each community
because only the child is important, Therefore, at sexual level, African trad-
itional societies reach a balance that industrial societies do not know. Cases of .
sexual deviation, for instance, are rare in traditional Africa. But in urban
environment, especially since independence, a rapid collapse of traditional morals .
has occurred under the combined influence of a speeded-up urbanisation, of servile
imitation of Western sexual images (through great love-novels), the impact of !
magss-media (cinema, pornographic newspapers - "sexualised" publicity, etc.), of
expanding tourism which develops and encourages feminine, but also masculine,
prostitution, but, above all, because of economical needs (semi-prostitution of .
young women) and changes in family life (lack of control from the parents over their
children.) A sort of sexual "freedom" followed, which expresses the disorganisation
of youngsters left to themselves more than through intentional choice. The
youngsters, disillusioned by sexual taboos, by riqid and often blind morality of
adults)rebel by transgressing the interdict. They feel the need to identify them-
selves from the adults and to show that they also have their "personality". The
girls like to show that they are "emancipated” and free from all socio-culturéi '

restraint by disposing freely of their bodies.

On the other hand, misled by magazines and films, they idealize certain
Western sexual behaviour; at times they honestly believe that these attitudes are
due to a normal development of society. This is the reason why they call their
parents “"old-fashioned”. African youth is in the middle of a complete growth crisis.
Many young people are very pessimistic about their future. The actual society does
not offer them the ideal which would enable them to flourish fully; The youﬁg feel
frustrated; they have little responsibility and a very small participation in the
natisn's future. They are left to themselves. What is offered to them nowadays

is the consumption of products that they could well do without. Therefore, youngsters

live deliberately on the fringe pf'sdciéty.'_

Such refusal of social standard rules is expressed differently by:

Pl ]

contasting the "establishment"; '

an anarchist search for bleaaure aimed at a reward to prove that
| T SR

.one is liberated (anarchist aexual reiationshiﬁ, drugk, etc ).
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These reactions are not to be under-estimated becausertney,baye_an:impact-on
the political, economic and social life of our countries. The educators who are
in direct contact with the young recognise the amplitude of the problem and realise
that it is critical to search for a solution, especially as these problems spread
to villages. Youngsters bring to the country, during‘their hoiidays,rtheir urban
ideas and habits which often lead to conflicts with the older people.

THE BAMAKO SEMINAR

£

It was in order to answer the anxiety of parents and educators that the wd
Ministry of National Education of Mali, together with the Society of Friends, in‘
April 1974 organised the first Inter-African Seminar on Sex Fducation. ~ This

Seminar grouped representatives of eleven coutries of Black French-speaking Africa.

The primary aim of this meeting was to open discussions on a problem as
complex as sex education. The crisis of sexual behaviour of the young of Africa,
although it is part of a larger world crisis, becomes more important in Africa
because, among others, of the brutality and the suddenness of its extension; it

adds. up to other problems which weaken the newly-acquired strength of the countries.

A girl who stops her studies because of a pregnancy for which she is not
alone responsible is an enormous investment wasted. Such stoppages in schoolinq
restrain. the possibilities of women's promotion;.and often, an unmarried young
mother who has no financial means, turns to prostitution. The recurrence of
venereal disease impairs the physical and moral health of our youth who cannot
efficiently participate in the tasks required for our economic and social development.
It is to this aim that the seminar in its recommendations has approached the problem

of sexual education within the global context of education, which role is to enable

the. young to integrate happily in_social life.

127



WHAT KIND OF SEX EDUCATION?

It 18 not any more a question of knowing Lf sex education has to be carried
out because the young themselves' feel the need for it. They all try to gather
information where they can, not only to protect’ themsélves against any eventuality:
but because they are anxious o know what the adults refuse to tell them. Bt the’

guestion remains: how are we to do it?

Unquestionably, an African pattern of sex education, taking ihﬁo ACcaﬁﬁt'vA
cultural data, socio-economic structures and the psychology of the populations
concerned must be elaborated. We must innovate; European problems cannot be
adopﬁed'in a field where there are so many cultural interdicts. It is necessary
to go back to the sources of African culture. So, sex education must be an
attempt to resume the educative practices widely known until recently and which
must be restored under modern methods. Fach of our ethnic aroups has highly

developed rituals of initiation. A study of the methods and concepts is crucial.

However, this sex education must not be limited to a simple information on
contraception, that is to say, to give the young the recipe to avoid pregnancies.
It must instruct the young on the physiology of human reproduction, on relation-
ships between men and women, on sexuality etc.... It 1s certain that this
education will be done within the framework of standard ethn‘. aroups, In fact,
sex education starts at a very early age, the parents being the first educators
who will, by their attitudes, by their answers or their silences to the child's '
questions, have an influence on the formation of the personality and the gexuality
of the child. Freud revealed the existence of an early infant se' vality. But
£Hé‘§a£éht§ are often obstructed by their own édﬁégtlon'énd'cannoﬁlsétisfy'ﬁhe

child's éuriosity}

With the parents' inability, it se€oms that the sclicol is a way' to ‘compensate °
for this deficiency. School, as a social institution and a way of life, can con-
tribute to the establ'shment of a certain sexual 'language common to all and to the
search for attitude; towards sexuality. To this effect it is advisable to amen

the contents of education and pedagogic methods.

The objective of sex education i8 to create the African human peing bodily
and emotionally. It must lead man to dignitvy, liberty of choice, not to destrqy
but to build, to procreate with the object of producing; So, this education must
not be done with the view to repress the sexual instinctd of the younqg but to make
them RESPONSIBLE for their sexuality,
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ACTUAL POSSIBILITIES

Sexual education must be inteqrated into a comprehensive collective system bf
education enabling the adolescent to be happy and to escape emotional unbalance and
the anguish of the future. It is therefore important to give an ethical orient-

ation to sex education and to invent a pedagogy and working tools.

We could now:

Implement research on traditional sei education and on the
psychology of the African child; -
= .. -.Organise seminars for talks on the problem;
=% Introduce sex education elements into the ¢raining of .school:- .
masters and teachers;
- Promote pilot experiences on sex education in high.schools
and colleges, in maternal and child health centres and in
social centres;
- -~ Inform parents of the necessity for sex education;
- Make it possible for pregnant girls to carry on their studies-:.
after delivery.
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SPARCH FOR A COMMON CONCEPT OF FAMILY PLANNING FOR WEST AFRICA

THE MIDWIFE'S. POINT OF VIEW -
“..Mre.. Siga‘ Sene

Midwife and Vice-President of the Fconomic
and Social Council of Senegal

It may seem paradoxical to solicit a midwife's oninion on family -planning
matters because she is, according to WHO's definition "a specially trained and
qualified person to care for women during pregnancy, -delivery, the post-natal

pericd and to care for the newborn".

Health care has different aspects: prevention - health education -
recognition of abnormal conditions in the mother and child - reference-to a

doctor - application'of emecrgency treatment in the absence of -a-doctorx.-

The profile of the physician changes with evolution and proqress. We may
gtate that in Africa the midwife, who is considered as the privileged female
‘elite' amongst these illiterate masses, must devote herself to educational,
pedagogical, cultural and even political tasks having a direct or indirect incid-
ence on the practice of her profession. She is to have a good trainina and he
qualified to hel.. and assist the married couple and the community to create the
best possible conditions for the bhirth of children into this world, their survival
and their happiness.

I - THE MIDWIFE AND FAMILY PLANNING

The socio-cultural environment envisages the fertility of the married couple
as a sign of happiness and prospaxity. ‘ The_non-'fertility of the married couple

is very often attributed to the woman alone.
)

P
The child is considered as a tichneaa; it is a guarantee aaainst ahandonment

and solitude, especially in a polyqamous family.

‘130



1.  ‘rraditishal Practice of'a’Popuiation Policy -

. =:+:The treatment of sterility hy local massage, absorption of.
infusions, practice of offerings and rites in order to
ward off the evil spirit;

The spacing of births by:
.~ Abstinence from intercourse during breast feeding
period;
- Absorption of infusions or of mixtures prepared with’
plants or roots;
- The wearing of amulets, roots or strings around the-
loins;
- The practice of specific scarifications on the chest,

the stomach, the back and the loins.

Let us,point out that definitive sterilisation was never contemplated.-
-

_ - We-note that in these 3o-called traditional societies the vision of the world
was limited; the mass media, the means of communication did not enable people to
have a global, territorial or national view on demographic problems. Economic -
matters were opposed to those of to-day and all traditional methods were inspired

by a natalist ideology at indiv;dual level.

2. The Midwife - Natural Confidant and Witness of Family Drama '

. a)- The case of sterile women whose life within the family qroup

"{s a true drama; they are considered to be "men" (word uqed
in a’deprecating sense'to'indicate the woman's complete lack

of femininity) - not to mention their repudietion ana'bolyge@§1

., b) _ The multipara whom we have known during her six - eeveq'-.e;ght
_bregnancies and who dies in our arms, during a postpartum .
haemhorrage for instance; |
-e) The young woman victim of: questionable-practices. who.dies im"

our- axrms;-
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d) . The spectre of "dehydrated! .children,.cachectic.children
who fill our pediatric beds, etc....

Thesenpictures»and\viaione bring the midwife to.search for solutions.

3. Attémpt to Define Family Planaing '~

All the reasons given above make family planning appear to the midwife
as the summing up of cultural, psychological, educational, ‘economic, technico-
scientific means available to the married couple and the community to improve their
quality of life, their happiness and harmony through the ‘birth into the world of
wanted bebies.

II - FAMILY PLANNING AND THE !PROMOTION ' OF ' .WOMEN -

The midwife, because she is-a woman, a wife .and a mother, must ‘sense -that
family planning as we have defined it is a factor helpina the promotion of women
and .their aptitude to participate in an-efficient way to the 1life of the community.
There certainly exists a relation between the promotion of -women and the spacing of -

births. -

IIT - IDEA OF INTEGRATING FAMILY PLANNING ACTIVITIES INTO EXISTING STRUCTURES

The experience has proved in my country that private or isolated initiatives
would:not, in~ any way, solve the prohlems Or punlic health.
‘ .
Planning (in its widest sense) is by nature "an orqanised, .conscious, con-

tinuous effort with the aim of choosing the best means, in order to reach the

objectives carefully identified"

"It is necessary that our governments define exactly their doctrine in family

planning matters ‘when they elaborete plans for development at national level.

For us:midwivea: planning means'‘@ssAntially'.the -harmonisation:of birtrq in
order to safeqguard the health of the mother and of the childvand'to ensure that

they are fully happy.



INTEGRATION OF FAMILY- PLANNING INTO MATERNAL AND-CHILD HEALTH: CENTRES -

AND PUBLIC HEALTH PROGRAMMES,

”.Dr..DiopﬁLeye

Gynaecologist/obstetrician at Lubke Hospital of Diourbel - Senegal

I - INTRODUCTION

The question is to integrate family planning into:maternalcendzcnildi%eeith

activities ; there are common objectives in these two fields.

Family planning has been in existence for a lonq time but it is only since
the discovery of the pill by Pinus in 1956 that so much has’ been said about it.
Havinq the efficient and sciencific means to prevent a pregnancy, it became for
some the ideal weapon against demographic exvlosion and for others it became a

reliable and efficient way to complement maternal and child health activities.

IT - ARGUMENTS IN FAVOUR OF THE INTEGRATION OF FAMILY PLANNING INTO MATERNAL AND

CHILD HEALTH ACTIVITIES

a) Medical reasons

: Jovia e . .
There are common objectives in these concepts. Indeed, a close relation

‘exists between the number of pregnancies and the high rate of maternal and

,infant'morteiityl
‘Maternal Mortality
Matern:dl exhaustion |

Maternal Morbidity Repeated obstetrical trauma

« B R
‘T' Anaemia .

Multiple and frequent

’//fifggancies “-~__-_,‘\“ﬁ§hildhood growth and development dieorders by

v o e I W T T Increaae of needa
“"High Infant Mortality ‘'

* Abaence of proper nutrition
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By breaking this vicious circle, the.spacing:of births allows ::

- For the Mother : better health..’

- For the Child : better health, better education and better nutrition.

- The avoidance of a sudden weaning due”to'a new'pregnancy.

Through planning, pregnancies in young adolescents are avoided. Ite,
objective is a%eo to fight sterility and {llicit abortion.

Qg
4 .
H

b) Reasons for its efficiency .

"~ Planning will be more~eff£cient and'profitable by :

1. Better diffusion of family planning programmes }

.2, ‘ Methods of approach by direct contact : the‘contacts establrehedrby
'health workera in maternity clinics and hospitals are morevproductive
“than visits at home - maternity care is a unique opportunity to
graSp the needs for family planning - (recruiting on the spot) This
personal contact is the best ray to bring about changes of behaviour

on target individuals. In’ Hong Kong, out of" the 23, OOO families s
having accepted family planning, recruitment is as follows i

-~ 48 per cent through health personnel ;
- 38 per cent through encouragement by satisfied patients ;

- 8 per cent through propaganda

It is a very efficient means if we consider that the number of
women delivered per year is 4 per cent of the total population of

© 24 per cent of the fertile adult couples.

3. The continuity of maternity care, the supervision of children constitute
a way of keeping in touch with married couples either as a follow-up

or a control.

c) geaeone of economic nature ‘= Integrated Programme = Vertical Programme

- Existence of a health structure with its premises,vits personnel, its

supply system.
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d)

Reasons of psychological order

nge,yopen,qqlthpugh willing,to use family planning services, would like
to do this as,discretely as possible ;.they would favour.this .integration
not to have to go through a family planning clinic.

III - HOW IS FAMILY PLANNING INTEGRATED INTO MATERNAL AND CHILD HEALTH SERVICES

a)

b) .

c)
‘"~ Populatior level,’

Integration at Professional level

.= Information, cefresher pourséq:fqtnthe actual practitioner ;

.-, Training for future practitioner,. (integration into training. programmes).

The support of the medical profession is very important. If the personnel
is not motivated and does not give its support, there will be lack of public
support.

The co-operation.of the traditional birth attendant is very important because
in rural areas the majority, of. parturient women are not. delivered in

maternity hospitals.

.Integration at Target Level. Women through direct Approach Contacts with

Health Personnel during any Action Connected.with. Maternal and Child Health

Services.

Premarital examination

Prenatal examination

.Post-Natal. examination .: mother very receptive at this periocd, i

Supervision of children.

- CAP Survey

= . Demography .

-~ Epidemiology

< 'Foundations inggeneral
- Socio-Economic

- Basic Health Service

Integration at

- Inform the population through mdés'media;

- Personal contacts;
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v -

- Discussions - Lectures ;

- Newspapers ;

- Enlist the help of ‘influential perschalities such as : Ministers of
" Religion, Politicians, Civil Servants, important people.

d) A Government Policy in favour of this integration

PROBLEMS RAISED BY THE INTEGRATION OF FAMILY PLANNING INTO MATERNAL AND CHILD
HEALTH SERVICES '

a) There must be a balance between these two types of activities otherwise
' family planning will lose its health aspect and will be seen as a control
system of the population. There are, therefore, three urgent priorities :

- Family Planning must not be a predominating factor ;;

- Family Planning must not precede the creation of a maternal and child

health centre ;
' - Family Planning must only be integrated when the Maternal’ and Child Health

'Centre has proved itself to be effective. -

b) Extra personnel must be designated to reduce the tasks of the existing
.personnel owing to, extra family planning activities. ° A’'new'time. table
.per.day and per person must be defined..

c) The implementation of the programme will require doctor, midwife, nurse,

educator and statistician.
d) The remuheration’ must'be as attractiveias that" of other health programmes.

e) The help of traditionai_pirth attendants will complement the service.
- without their help the success of a programme might be jeopardised.

£) Premieee muet be accessible to populations especially rural populations,

v A

; . t
therefore there is.a necessity to estebliah centtes at their*level

g) Financiallteedu;bee - supplies,

DRReerd

= Either by government contribution ;
- or by outside contribution (private'aQencies) which will in fact be on

a short term basis.
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V - CONCLUSION - IMPLEMENTATION -~ SERVICE PROJECT PLAN

.-Family- Planning.and.maternal and.child health follow.a.common-objective..-- The.-.
integration of famil§ planning,into maternal and child health. activities, although
. it_.is feasible, creates some problems to be kept in . mind ~-. (personnel. and.their . .. ..
training, modification of behaviour, financial contribution, qeoqraphical obstacles =
means of communication, transport facilities, high infant mortality, socio-economical

and cultural structure)
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PROJECT PLAN

‘Stages ® - " Means't i |’ CORLm et
R S S IO TR population:\ iy o T T R TR
Infornations  Bdugation Behaviour. Services | Demographic Impact
Activities to Activities Action Services” Social
be created
Resources Resources Resources Services Health
Material Material Material
Personnel Personnel Personnel Services
Premises Premises Premises
Evaluation of Evaluation Evaluation
the Cost of of the Cost of the Cost Services
the Project of the Project of the Project

Role of International Consultants:

- _To help countries to be technicélly independant,

as quickly as possible

TYPE OF PROGRAMME

.a) Integrated into an existing organisation

Services

Ministre

Director

'Intggration

138 -

b)

Vertical Type

Programme with

- its Director

- its Services
besides existing
gervices,

-Programme easy to realise but weak
if resources are poor.



'NATIONAL PROGRAMME OF BIRTH CONTROL IN MALI

. Professor Bocar Sall
Senior Surgeon - Surgeon in Charge

- at the Du Point G. Hospital - Mali

Since.June 1972 a Pilot Centre of Family Planning has.been.in operation in
Bamako, .capital of Mali.- Three years-.elapsed before.this centre. was created and
the Malian authorities devoted this time to become informed, judge, deliberate
and finally take a decision.

It was in 1969 that responsible Malians became interested in farily planning
problems and sent official delegations to different international meetings. .There
were four delegates at the Montreal Seminar in August 1971 organised by the C.R.D.I.
of Mali : a doctor, an engineer, a statistician and a high civil servant at the

Ministry of Foreign Affairs responsible for the social commission of women.. -

During this time in Mali, magistrates, physicians, midwives, tradesmen and
eminent important people discussed and . eventually created the Malian Association
for the Protection and the Promotion of the Family. This private type institution

degired :

- The implementation, within the framework of a pilot project, of a limited

network of ‘family plannihq'sétﬁicéé )

- the necessity for research on needs and health and’ social‘and-economic:

implications of family planning i

- the provision of clinical services for sterile women and childless married

' ‘coﬁples.

This cluster of activities led to the signature on the 15th October 1971 of
a Convention between the Government of the Republic of Mali and the Research:Centre -
for Intefnational Deve1opment (C.R.D.I). This Convention was followed eight months
later by an Act which esgéﬁiiﬁhé&7th37hatiéhiiﬁhaliaﬁ5biojéét‘é?=bi§th*bbhtidi.
This Act stipulates (and I quote)
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"Article 1
N -
'The'following are permitted in the'Republic of Mali under the reservations

ana'qonditibns determined by decree :

;a) fhe practices, othéts-chan induced abortion, leading to the regulation
of births when they conform to the official norms of Science and fit

" within the limits of a national programme jointly controlled:by the-
Ministry of Health and“the Secretariat of State for Social Affairs.:-':’

b) Information and training concerning the methods and means of controlling

births ;

‘"“e) “Information; manufacturing; ‘distribution of céntraceptives -authorised by’

" 'theé‘'government.
Article 2 °

A-Medical Council in charge of compiling:a list of legal contraceptive:meéthods
and products will be established at the level of theé-Ministry responsible ‘for Health

and Population matters, .

Article 3

Any Act violating the provisions of the,present Act or its application.decree
will be punished according to .the provisions of Article 171 of the Penal Code and
according.to the.discriminations laid-down.in the above Article.

Articled

-

Repeals any contrary dispositions, especially those of Articles 3 & 4.of the
AR SHREY
31st July 1920 Law on anti-contraception propaganda.

-.Article 5. .
.The,present, ordinance.will be enforced as a,sState Lay'.,

...... PR

Let us immediestely point out that this Ordinance was preceded by An introductory
presentation note which restrained the three-fold wishes of the Malian Association

for the Protection and the Promotion of the Family. We will refer %o % is sur-e:z=
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sdter,
The motivations of this law are numerous and we will enumerate them briefly :

- Strong demand by the population for birth control services witnessed by

different Malian midwives 2nd doctors ; .
- in the absence of legal authorisation it is well known that these services
are practised for exorbitant remuneration by doctors -and midwives which'

means that these services are accessible only to:.the wealthiest women..;

-~ alarming increase - as everywhere else in the world - .of criminal:.abortions

and the accompanying drama ;

= high risks, worldly recognised, for the mother and the child of multiparity

-and too frequent pregnancies ;.

- higher infant morbidity and mortality in large families especially as this
high natality is mostly.found in poorer families which are:the most numerous ;

- economic and cultural effects unfavourable in families with high.natality ;
= finally, it is not ‘at all proved that a well thought and nationally -controlled
policy of birth control could have an unfavourable.effect onithe :demographic
development of a country.
The ‘Malian authorities with this imposing cluster of arguments in mind and many
others as well, have legislated and they are not on their own in this field ;..they

are numercus in the Third World and more than ten nations have adopted the same

position.,
To ‘conclude,” we .will ‘talk “about ‘the practice of family.planning:in .Mali..,
Following the adoption of the Ordinance :

- A medical council in line with A:ticle 2 was set up ;
Li< A.pilot/centre-for familyiplanning:in Bamako:was :created.:-.;

This céntte, at the moment under the authority of the Ministry of Puplicrﬁealth
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and Social Affairs, is managed by a Malian doctor. 1Its actiéitieaafall underx . -

three specialired sections :

1.

A Medical Section .

composed of about 15 doctors, midwives,-social ﬁorkera; male ‘and:female. nurses,

all Malians,

These pezaonnol.txainad~1nA£amily Problems during.-in-service practice, either

in. the country briabroad,‘assﬁmes~threo xiin .tasks: :

a): - -Informetion and training to patiénts at' the Centre during talks by doctors

and midwives)

'b). ' Distribution of contraceptive services; this could go from the ‘loop to

simple advice on periodical abstinence of :intercourse or from coitus

interruptus to the pill or vaginal foam.

The medical council and the medical team.have considered at length and are still
studying the indications and the contraceptive methods. At the moment, two

ideas are stongly considered :

‘An indication for choice = a woman who has six children alive, and a woman

‘who has had nine successful pregnancies.

In any case, the presence of the husband and wife, or a written agreement from

‘the:husband, is required.‘QOn,the-other hand, when illness of the woman has
‘been eliminated, many other factors must.be- taken into account:

= A method which is imposed = the loop; the pill, which has more contra-
indications (cardiac, renal, metabolic, phobic) is en the other hand more
compellipg. We must point out, however, .that acceptance and subsequent

rejection of the loop are much more frequent than with the white race.
c) Examination of the sterile couple

It is an 1mportant¥idctor of "our'family ‘planning. We :see-sterile women aud

- childless married couples during free of charge medical visits. We are trying
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to have some para-clinical sterility tests carried out free of charge
(vaginal mucosa, spermogram, hysterosalpinography and in this field we have
addecd a biologist doctor to the team).

A Research, Information and Education Section

This section compiises :

- An .expert on family planning of Canadian nationality ;

T A Malian healer in charge of co-operation between the team and the traditional

Malian doctors :
- A person responsible for Malian Health Education ;

- A person responsible for the Malian Red Cross.

The first two listed are mainly concerned with research (contraceptive practice,

traditional management of statistical services, etc.) All four are involved

in information and education in all aspects, *

A Statistical Section

,Managed by an engineer statistician, it comprises two other hiqh Malian civil

servants. There is no need to give details of the activities of this section |

~at this stage.

Finally, to. conclude, let us say that our centre has already been extended by

the opening of secondary branches in some Maternal and chila Health Centres in

Bamako. We hope to provide :

- Branches in all the Maternal and Child Health Centres of Bamako and neay
... the health centres of the chief‘tovns_of_the”departnentsﬂ“r

=.The addition1this year_oﬁ'family planning courses into,the_training_programmes

for midwives.



INTEGRATION OF FAMILY PLANNING IN MIDWIFERY TRAINING

Miss Pellegrin

Superintendent Midwife at the Schocl of Midwifery - Senegal

INTRODUCTION

Family planning is now considered as beinq integrated into the basic health
services and more especially into the maternal and child health ser\ices with a
deqree of importance "and practical applications which vary according to continents

and countries.

This 18 a new concept. whose integration within the traditional health structures
will require that all categories of professional personnel of the health team, destined
to work at the level of .hese structures, should receive a training in this field to
"cope with the specific needs of the community for which they will be responsible ;
this specially concerns the midwife who constitutes a fundamental element in maternal

and child health services.

The amplitude of the subject and the multiplicity of its aspects have been
brought to light by the various speakers : economical, demcgraphic, social, religious,
medical aspects, etc.‘but also, and more eepecially, the African aspect. In the
evolution of our societies and the evolution of the concept of maternal and child
care towards a broader idea of family health it is crucial in the orientation of the
medical and paranedical professionsfwto biVE’adeQuaté training to all those who will

serve the community.

FAMILY PLANNING TRAINING
e A VY
In the Midwifery SChool‘ofﬁbakar,'tnereﬁis'no official fahily planning‘training
However, for five or six yearsg with the recoqnition of the problem and the more and more

important role of the midwife in this field, scme knowledge has been' added to the
third year programme but without practical application. Family planning‘is a new
element and its incorporation into actual training requires without doubt a lot of

~ caution and frequent evaluations. The management of this training must be arrargec
so that it is placed in the Public Health context to which it belongs. It is for
this reason that it is important before any programme is elahorated to know

‘ beforehand :
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1) What the government options are.in. health .policy, and more. especially

in family planning matters ;
2) To what type of populations will these services apply :
- urban population 7
- density - demographic tendencies
= socio-cultural characteristics
- health conditions

- specific needs for family planning

3]  what professional categories of personnel exist and what are their. .

respective functions.;
4).. How is healtih.coverage carried out ; .
5) what resources are avallable :

N in educarors

-.in 1n—service fields

TRAINING OBJECTIVES

They originate from the above analysis and will of necessity join the public .
_health programmes. They must be explicitly formulated and made known to all those

who are responsible for students.
The future midwife must be trained to. :

/1) .. Identify individual, family and community health problems and the desired
method of assistance : sterility treatment or spacing of births ;

“2)  Understand the influence family planning has on the health of the ‘mother ’
and the child in the meaning given by WHO and thereby promote the well- """
being of the family ;

3)  ‘Create an educational action based on the understanding of the socio-

cultural end psychological factors adapted to each individual, each married
couple ‘and each family ‘and which does not conflict with their personal
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convictions, thelr beliefs‘anc”thait aspirations™;
4) Evaluate the changes in.attitudes ;

5) Take some technical or therapeutic initiatives within the limits of her

.....

6) = Organise a family hygiene service ‘and participate” in research” activities.

TRAINING PROGRAMME

Above all, ‘the‘axisting®programmes already overloaded must:not have tco many
additions. It is not so much the contents of the programmes, whose concept is
general, is on the whole satisfactory, but the orientation and the use made of these
programmes as well as the working methods chosen. It is, therefore, important that
the student integrates her knowledge and that training be adapted to the needs of the

community as well as to those of the student.

The choice of the method of training depends upon the possibilities of each
school : instcuction, the standard of pupils, the duration of training, the quality
of the places for practical instruction and the teaching methods. It is desirable,
whenever possible, to give preference to integrated training. what édlﬁéiﬁéAH?byﬂ
this? The word 'integrated' derives from the Latin - complete - which means that
tralning must form a whole, contain all the aspects of the problem through a
multidiséipifnary'énd’harﬁbniohé'Sppfééch;"'Too often our programmes lack homogeneity
and family planning is the subject of isolated lectures leading pupils to relate it
solely to contraception. This creates tight divisions between the various disciplines
and prevents the students from seeing health problems in their entirety.‘ Thé
programme is not always to blame ; indeed, the way care-practice is taught is, most
of the ‘time, specifically focused on the patient, the pregnant or parturient woman
or the baﬁyyféﬁoriﬁg the familial reééEéusBibns of the conditions and of the delivery.
It is not always easy to make the student ayg:gfoﬁupsychologgcal, familial or social

implication,  The following are nb; ggffigisng}yAemphggisgd :

- The répetcuasions that sterility can have on-the'equilibrium of the married -

—Diggelsﬁl

=.Paychological aspect,of an, undesired pregnancy or of an adortion i,
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- The impact of a maternal death or of the chronic pathologicalistate_of a
mother on the education of the children;

. Family planning integrates perfectly into the majority of the disciplines
taught. The multiplicity of its aspects is clearly emphasised by the point of
view adopted by the Twenty-First World Health meeting in 1968 : "Family planning
assumes a certain way of thinking and living, freely accepted by the individual
and the marrijed couple with the object of promoting their health and that of their
family and thereby contributing to the social progress of the community" .

How could we theresore conceive its teaching if we ignore the way of thinking
and of living of the populations to which the midwife will give her care? The ways,
of thinking and living. vary from one region to another, from one ethnic group.. and
even onevsub-ethnic group. to another. It explains how.important it is to giveﬁ

_education in :

- Anthropology .
. = Sociology;
- Psychology.

. The teaching of trese three disciplines will enable the student to use
efficiently, in her work with the individual and the family, her understanding of
ethnic, psychological, cultural and religious factors which will have an influence
on the rejection or acdeptance of family planning by the family. It is the know-
ledge of the motivations of the individuals which will be the basis for the

A

educational action of the midwife and which will give its meaning to the training in:
- Health Education ..

But, if the knowledge of the behaviour and deep motivations of the individuals
as well as the knowledge of the means which will bring about a change in attitude

is crucial to success, the student must know that other factors can influence these

behaviours;..it.therefore leads to the teaching of :,

-.+Existing legislation by giving legal, basie o the work of the midwife.» Thia
teaching will aim at making.the, student understand the impact that the laws

have on population and how they influence :
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- Demography in itself very closely related to training ;
-~ Statistics ;
- Public Health,

The legal aspect will be completed by another aspect from which it cannot
be dissociated and which 1s specific to our profession S 18 the ethical aepect
of our profeseion which the student will graep through the learning of :

- Deontology which will enable the student to understand the limit of hey
" rights and duties. She must never, whatever happens, forget that she 15

part of a team.

Medical subjecte are certainly those which" integrate more easily, or to be
more exact, those that we feel are better Buited ‘for integration. They are, on
the other’ hand, those which £111 the major part ‘of the programmes. Indeed, when
one talks about family, one must start’ from its origins. This is where the

training will intervene on :

- Anatomy and phyeiology which in studying the structure ahd the functioning
of the human body will necessarily study the structure and the function of the

reproduction system of me: and women.

It is evident that any anomaly, either general or local, will' have a repercussior

on the biology of reproduction. therefore it demands the study of :

- ‘Genetics i
- pathofggy - ‘general or surgical’’
- genital

The biology of reproduction finds its natural continuity “in‘'y

"= Obstetrics
'~ pediatrics’

These two disciplines are closely linked ; through imﬁortanfsbfolcgical”
links the child develops from what the mother has been. Any disturbance in
“the mother or in the father will have repercussions ‘on-thélchilad whosge ‘survival

‘ depende particularly on the mother's condition.
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There exists an inter-dependence Letween different medical disciplines

ranging from factors of reproduction to the measures of: o JIvvon

- ve vesw
/

‘7ﬂP5Public Health, implemented for the protection of the family and

) nursing care given within the framework of this family, ranging from
counselling to purely technical care in the curative or preventative
‘fleld, brought about by the teaching of: o -

- Social obstetrics and pediatrice;

- Special education in family planning.‘

life of the family, its treatment, will be raised, as weJl ae contraception for the

women who ‘desire 1t or when it is necessary for their health.

IN-SERVICE TRAINING

It constitutes an essential part of training. It must be carried out in_ .

hospitals, matarnity clinics, maternal ‘and child-health centres and: in ‘the home.

In-service practice training aims at:

- Enabling the student to acquire practical ‘eéxperience;
- Having contacts with family problems, identifying‘the needs of
the family and trying to find solutions.

It is regrettable that home visits are not organieed though they are an
opportunity for the students to tackle the probleme within the family and see the

mother in her everyday environment and to give her the necessary advice.

DIFFUSION OF FAMILY PLANNING EDUCATION -THROUGHOUT TRAINING PROGRAMMES -

The diffusion of family planning ‘education'during the:three-year training- -
course ie left with each school. For some, education will be.the object of a _
gpecial course during the third year only - othere prefer to spread this education
during: the'vn;lehlength of the training.' Ae far as the school of Dakar is concerned,
the main object of the training coursee is not family planning. By regrouping the
teaching themes:under topics of interest, the programme we have created, with the _
addition "of ‘psychosocioldgy education, will make the pupils progressively aware of
the prohlemeﬁofitheVfamfly’and the -community and not to associate family planning
with the?cbnﬁon”practicezdf“contraééption;“ The division is as follows:
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1) The First VYear

The first year focussés theé teachirg on the kiowledge of the human'being.
It is aimed at:

- Helping the student discover the meanina of the human person in

its entirety, not only the individual as an isolated organism but the

human being in his environment;

- helping her understand what health is in the wide sense of the.
word, makinq her identify the factors influencinq the health of the

.individuals, and making known to her the ,means of promoting, maintaining

or restoring health;

- discovering the biological basis of the behaviour of: the individual;

and understanding the influence of the environment on his personality;

si=.. . identifying the needs of -the individual :n order to.give him the

nursing care required by his condition.

Training covers the following disciplines:

- Anatomy - physiology.including.reproduction;,

- Psychology: effects of psychological factors ‘- the individual
faced with illness how is he different from an ill person?

- Sociology: the individual in the family and social groups.

[

2) The Second Year

through the mother and the child : the instruction completes that of the first year

and replaces the. individual in the family,context.. .
The family ‘18 Seen from:'
- The purelv obstetrical and pediatrical angle with the study of
»pregnancy and delivery and ‘the care of the child;

-+.  Psycho-sociological;: role of the family in.the development of .
.the personality and the behaviour of its members;. .the customs related.
to:'marriage and delivery as well as.the beliefs and.the taboos .linked:.
with fertility or stexility;: the child.and.its value; psycholggvuofad

the gravid, the parturient or the postpartum woman;

- Legislation: Family as a social institution with the filiation

and adoption problems, etc...
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3) The Third Year
Emphasizes family health and public health : prevention, information,

education. The training of the third year is aimed at the synthesis of the
knowledge previously acquired by making the student

-~  Identify the problems and priorities of families and communitiea;

=~ ..-Understand the social effect of a pathological condition;

- Know the means implemented to satisfy the health needs of the family,
especially in the field of maternal and child care;

-- Enforce.a.plan for individual or special care to satisfy the particular
needs of. the individuals,.  the married couples and the families in, family
health matters; .

- Act as counsellor and educator;

- Participate in the organisation of maternal and child care services;

= Maternal and child care : the laws concerning the protection of the
mother and the child; antenatal intranatal, postnatal care including
contraceptive methods with their advantages, inconveniences, indications
and coritra-indications as well as everything connected with sterility;
high-risk aspects;

- The laws concerning the family (the family code, family allowances;,
anti- and pro-natalist laws; ‘

~ Organisation of family hygiene services;

-.y-.-Psycho-sociology : psychological, and social aspect of unwanted

pregnancies.

Practical training will not reach its rewarding objectives and will be

profitable only when the pereonnel has been emotionally involved and when human

relationship structures have been organised to this effect.

TEACHING METHODS

Teaching does not differ from the methods already used for. the rest of the
training, but they are not all possible because of the lack °£;m9998:-;??9»Fh°1°°
of active:methods must be .given preference because they raise interest ih‘the
student and bring him to observe and discover progressively. Thexbaigiagtdevelopinq

various aptitudes:
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- Aptitude to communicate (talks with patients, listening to’“'

patients, rlay tolee, solutions to problems, home visits, case_
presentation)x
- fducative aptitudes (supervision‘of younger students, training
of the precious auxiliary traditional birth attendants, preparation of’
simple training courses for univalent personnel, preparation’ of posters
and broadcasting ::.opaganda); e '
- Clinical aptitudes (report on clinical observations, survey of
medical history, gynaecologicel;examinations, effective participation
in’practical contraceptive methods, participation in the treatment of

steriligy);
- Aptitudes for organisation and research.

ADVANTAGES AND DIFFICULTIES OF IN EGRATED TRAINING

_Integratedbtreining presants many eoyenteges:
;= . it avoids useless repetitions;
- it encourages synthesis;

- . .i: enables a greater collahoration.between teachers; .,

- it enables a better co-ordination between theoretical..and

practical training.

Integrated training is in favour ‘at ‘the moment.. It {s’certaiiily very
attractive in its concept, but the practical realisation could be made difficult.

Indeed, it necessitates:

- a close co-operation between teachers to form common objectives,
which is not alweys easy becauEe of the diffe;ences in personelity and
opinion;

- that every teacher know the subject of his lecture to avoid
dilution of teaching;

-  “'a great availability of teachers; integrated training requires-
:preﬁeretion and freéquent evaluations;'

PR continuity; the interruption of ‘services ‘of ‘a teacher- could"

‘disturb "the whole system.:
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CONTINUOUS EDUCATION AND REFRESHER COURSES

Wwe cannot talk of training without raising the problem of continuous
education and of improvement which are part of 1it. ‘Because of the progress made
in various fields during the past years, especially those ‘in medical science and
the rapidity in the evolution of our societies, the acquired knowledge is orten
out of date when it is put into practice, The basic -training must give the
student the wish to improve and to take the appropriate steps. For the midwife it
is a matter of professional ethics and of personal effort. .On .the other hand, the
implementation of a training programme on a new subject will necessitate that the
organisers develop a structure of adequate training and supervision of the pupils,

the methods of which will be determined by each country.

Continuous training and refresher courses should be made a systematic
{nstitution. Periodic refresher courses should be compulsory. Let us remember
the re-instruction in-service courses our elders had to attend before reaching‘
senior level. The "refreshment" may be different if organised at national or
local level or at the level of health care-institution, in-service practice,

discussions, seminars, working shops or other courses, etC...e..

CONCLUSION

Our task is not easy because in training matters there is no easy solution
or method which is absolutely infallible or definitive. It explains why training
problems are aiways with us and constantly challenged, especially when the subject

is family planning whose concept raises so much controversy and brings with {

complex and intricate factors, individual as well as collective.

The teaching of family planning is imperative in the training of our future
midwives because we cannot ignore a problem that preéccﬁpies the world at the moment.
However, it is not enough to inculcate learning upon students, but it is important,
once knowledge is acquired, to make them understand what is expected of them in the
health team. If they have enough understanding and maturity they will make good
use of their experiences and know how to adapt themselves to the environment they
serve,

The midwife's behaviour is dependent on how we have trained her. It is on
her activities that the familial behaviour will depend, either through delivery,

infant care or through health education measures. Her future role in family

planning goes beyond the malthusian framework of birth control, the prescription of
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thougg;lnqq_;hquinsorgioq_qgi;ho loop, bacagsg:panx”underlyingwﬁgctorpiin;ervenq.,
in the demand for contraception.

We have expressed our thoughts briefly. The ‘similarity of problems in our
respective countries, the identity of our optiohs should help this Seminar ‘find
solutions whather it is a question of fundamental training or of continuous and

improvement of education.
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FAMILY PLANNING PROGRAMME

OBJECTIVFS OF THE LECTURE CONTENTS OF THE TEACHING DISCIPLIUE SPECIFIC ORJIFCTIVES
‘1 1. Bring the student to use FAMILY CONCEPT | At the end of training the student
- . efficiently in her work should be able to:
... with the individual and _ .. Different types of families: X e
her family her comprehen-; T T T Ty e mem e e e s 1 1. Compare the family in a Western
sion of psychological, . ~ Western ‘type Psycholoqgy type of society with the family

cultural and religious in a traditional African society.

factors which influence Role of the family
the different concepts Role of the woman . !
of family planning. | History

: The woman in traditional
African societies. "’

R Y P YIRS Y-4

- Traditional African type

Sociology 2. Analyse the role of the family
' in African society.

3. Analyse the role of the woman
in an African society.

. o § 4. Describe the customs related to
MARRIAGE i marriage in the country.
|

! ‘History~ " 5. Analyse the effects of polygamy. .

6. Define what the child represents
in an African society.

1. Marriage in traditional - |
Africanvsocietiesrn . i

'].... &) Rites and cPqugsii.,q;;_ 7. Fxplain the reasons why the

African. considers fecundity an

2. Pol it
- Polygamy and its honour.;

consequences on: " ,
- Man - 8. Explain the beliefs in sterility
' matters.
-....= .Woman & »
“:*=:Children_

: : 9. Studv ‘the repercussions of..

; ' sterility on family life.

f

Lo e e .

3 P ' 10 Describe some customs related to
- R i pregnancy and discuss their

" meaning.



http:oieie.in

‘| OBIECTIVES OF THE LECTURE -

CONTENTS OF THE TFACHING

I o i
DISCIPLINE

3

T

- sprcirrc omirerivis L

" THE CHILD IN THE AFRICAN
SOCIETY * * % S

1. what he represents

2. Father/Mother/Child
relationship.::

{...... b).. Conception. . .......__.

FERTILITY AND MOTHERROOD

Socio-cultural and:economic
aspects of fertility.

1. Rites and customs

o a)'Fertility

~¢) Psychological and
' social aspects.

:2.;R1tes and customs’ to
:,fight sterility.

>§; Pregnancy and delivery
in traditional Y iU
" 'societies.

11. Take socio-cultural factors

into consideration in
professional practice.

i

12. Give the necessafy advice’

to answer the real needs

of the individuals. o

A

3T
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CCNTFNTS OF THFE TEACHING

OBJECTIVES OF THE LECTURE DISCIPLINE SPECIFIC ORJFCTIVES
| | - !
2. Understand the impact LAWS WITH REGARD TO FAMILY : 1. FExplain the laws in operation
that the laws with d <~ in:the country concerning the
regard to family and ‘The -Code and the family in i} oo ol-0s family.
natality have on _Senegal. o ; Legislation . S
: 2. Define and discuss the
populations and how : R R legislation in operation f
1 . B SER or
they can influence .Laws encouraaing natality Public Fealth the protection of children.
decisions. R Abroad . . . -
"~ In senegal 3. Define the role of organis-
T ohwenegat . _ ations for the protection of
Laws having a tendency to Social children.
limit natality.f' Obstetrics and { 4. Discuss in aqroups the laws
Pediatrics repressing induced abortion
- Laws on adoption ' and its repercussions.. -
.~ Repression of abortion 5. piscuss in groﬁps fﬁé,_PtO : A
and anti-natalist laws.’ in
~
6. Teach individuals their. -

rights in family planning
matters.




ORJECT.VES OF THE LECTURE

CONTFNTS OF THE TEACFRING

DISCIPLINE

SPFCIFIC ORJECTIVES

3. Make the student under-
stand that her knowledge
of the environment in
the practice of health
education is one of the
factors for success.
She will then have to
adapt her teaching to
each category of
individual without
clashing with their
personal or religious
convictions.

DEMOGRAPHIC & EPIDEMIOLOGIC

STATISTICS

—_—$

Maternal mortality and
morbidity

a) In the n.world
b) In Africa

Means for fighting maternal
mortality

Public Health organisations
serving the Populations

Means and methods used in
Health Education

Role of the Midwife as a
counsellor in family

planning matters _ .
Youth and contraception

Information on sex matters
for adolescents

Enquiry techniques used
in sociology

Methods for approaching
individuals

Presentation of dvnamic
ideas of the ‘group: =~

P L LT STt

vt e tmm 11

" pedadogy

Nursing Care

Sociology

Public Health

Health
Education

Pedagogy

'Psychology

oL

sociobay

‘Public Health

"Health~

Fducation

VPsychologyw~»'

10:

Identify the needs of the
individuals and communities

in family planning matters.

Collect date for a socio-
logical survey:

a) Ouestiornnaires
b) Guided discussions

c) Free discussions

Analyse the factors which:
make the acceptance of =
family planning difficult.

Identify the factors which:
help family planninq to be
accepted.

Be aware of the situation
and identify oneself with
individuals in order to

find solutions:
- psycho~drama
- socio-drama

Prepare a simple 1ecture

explaining the anatomy and
the functioning of the

genital organs.

Prepare a radio broadcast.

"Explain the different.: : :
.methods of contraception.’ -

~Fxplain the acceptability,

the contra-indications and
the advantages of éach

method. . e e e

158 -



OBJECTIVES OF THE LFCTURE

CONTENTS OF THE TFACHING

DISCIPLINF

SPFECIFIC ORJECTIVES

U B SN

R e YA

[T A

11.

12.

13.

14.

Establish a list of
questions likely to he
asked, and discuss in

-groups . the different . .

types of answers that
could be given.

Suaggest methods which do
not clash with beliefs
and the versonal ethics
of the individual or ot
the’ group.

Give information so
clearly that the
individuals may choose
freely with complete

knowledge the method of
their choice.- :

Take into consideration’

the knowledge on family
planning matters.. -
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4 Teach the student enough
theoretical and practical
knowledge of general
pathology so that she is
able to understand its
incidence cn fertility
and sterility. She will
then be in a position to
help efficiently in

_family health matters.

Various practical.gynaecol-
ogical -examinations’ .-

a) Pelvic examinations
(PV + palpation)-

b) Breast examination

c) Examination with the
speculum

d) X-Tay examination .

e) Pelvimetric X-Ray

f) Hystero-salpingography

[ L

Obstetrics

Gynaecology

‘Nursing

Care

Legislation

[ SN

- --and -Deontology--{-+--

Describe the various *°

clinical and para4¢]inicéln

examinations carried out
in aqynaecology.

Fxplain the utility and
necessity of the various
smear samples.

Fxplain the conditions. ...
for each smear.




?bﬁdﬁ¢i19ﬁs,OFiTﬁEfLECTURS'”

CONTENTS OF THF TFACHING = |

| DISCIPLINE = .-

© SPECTFIC ORJFCTIVFS

G it g

“Endoscopic exaifhations.

'a)'Colposcopf

‘b) Caelioscopy-:

.Gynaecological_sanbles_;.

a) ‘Salt biopsy _
"b) Endometrial. biopsyf”'

'c) Vaginal -mucosa:

Involuntary,sterilitym;l;

a) Male sterility
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INTEGRATION OF FAMILY PLANNING IN THE TRAINING
OF MIDNIVFS OF ALL CATEGORIES

!
Doctor Roger Castadot

Expert in Training - Population Council - New York

DEFINITIONS:
.What is to be integrated?

a) Knowledge: that is to say a certain amount of knowledge regarding
sexuality of the individuale, their fertility, medical and social pathology
resulting from fertility or lack of fertility, e.g. sterility, the means of

preventing unwanted pregnancies and sterility, and lastly the treatment of excess’

of fertility and of sterility.

b) Anilitx: that ie:to say an ensemble of technigues that the student
must learn to master in order to apply'to the individuals and to the community

the knowledge that she has acgquired.

c) Good behaviour: it is the behaviour of the student after her training
which will enable hei to let the populations she serves benefit efficiently from

the technigues she has acaguired.

WHY ALL THESE CATEGORIES?

‘The main problem facing the pepple'responeible for health matters results

in the essential contzediCtion existin§ between the two following proposals:

o a

"do the best possible" =

and _
"do as much as possible".

The opposition between quantity and quality is the result of society not
being able to or not wanting to provide enough financial resources for the health
sexrvices so that our medical knowledge may he applied hoth in quality and in
quantity to produce the best results possible.
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The philosophy of the "islets of excellence"-where:the-best-medicine is -
practised by highly speéialised'personnel has a corollary which is the existence
of an ocean of mediocrity where the populations do nof'bénefit by‘the'minimﬁm of
techniques at e time when the meaning of social responsibility is in constant
development. 'For the whole of the populations to benefit by the application.
of medical techniques, students with good previous knowledoe must be recruited,
many technicians must be trained rapidly with a budget made available by the . -
government or any other community wh;ch will obviously be limited. = The problem -
to be resolved is as follows: with a defined hudget how is the entire population
of a country provided with maternal and child health services to ensure the health
of a maximum number of mothers and children with relatively short delav (5 to 10
years)? Alternatively, the same hudaet could be invested in the training of a
limited number of more qualified senior personnel who will require for their work
a more complex foundation, which means more cost for the community and who, because
of the level of their education, will tend to stay in urban environments where they
will eventually serve a minority of the population. This problem has to be resolved
in each country, taking into account various local characteristics and needs:
number of births per year (40 to 50,000 births per year and per class of inhabit-
ant), amount and distribution of doctors and midwives already in practice, amount
of students qualifying every year from midwifery schools, amount and proportion of
the young women with college certificates who will choose to train as midwives and,
finally, an estimation of the pércentage who will settle in rural areas. I am
convinced that the need for midwives of various cateqories will emanﬁte from this
analiysis, One could have a secondary school education or a high school education
and undertake lengthy studies (three years) and will then play a key role in super-
vision, teaching, research:éﬁé;éﬁééialiéediéaré. Another might be a pupil'who
has received only part of the secondary teachinq and who will get.a - mixed

obstetrical-nursing tmaining in two.years.-

Finally, there.is a~third’cateagory, e.g. the .ohstetrical auxiliary and the
maternal and child health auxiliary who; after'she has:passed the Junior School
certificate can be trained for a year:tq p;gctisg_simple techngquesg(ug;emp};cated
multiparous delivery, vaccination, weidﬁin§<of‘£ﬁé chiid; hémé-Qisiﬁsjnréstockinq
of contraceptives) under the control of the midwife and the doctor. "In"some‘
areas it might Be:nééeééafylésftiéin ﬁhé'tr&diéiohal‘bifth ittendaﬁt;}to teach
her elementary hyaiéaéidnéﬂésiinéééiété”ﬁet'hﬁdér the SGpéEGigiéﬁ of the public

health team.
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PLAN FOR THE INTEGRATION OF FAMILY PLANNING TRAINING ..

I - Selection of the Objectives

Any teaching requires formation of objectives.- The contents of the

teaching, as far as knowledge, techniques-and behaviour are concerned, will

depend upon the choice of the objectives and so will the criteria for the

evaluation of this teaching. The following factors must be taken.into coné;

sideration to determine the objectives:

a)

c)

The health policy of the country, and espéciailyJifé policy
regarding birth control: : .

Integration or specialisation poLicy?'_

If 1ntegration_,......inteératiqﬁﬂiqgé,wbat?. Into MCH or
into all healtﬁ service#é“

Integration at what level? The_Ministry,‘Proy;nce,‘Hosp;tal,
Heaith Centre or Ciiﬁic?, | - .
Legislation and gvailabilify of abortion;

_ Degree or priority of family planning within health

programmes.,

‘Type of Personnel to be trained:

The lower the level of education at admission and the shorter
the duration of the training, the higher the prioritv which

must be given to techniques and behaviour in relation to

knowledge.

Tasks to be given to this category of personnel:

Insertion of IUD or simply control?
Prescription of oral contraceptives or re-supply-only?

Distribution of traditional contraceptives?

.Education of the population in family planning matters?.:

Selection and history of childless couples?

'd)" 'Wworking conditions of the personnel:

.-In town or in rural areas;

In:;hg,hospital environment, in health centre or at hcme;

...What language should be used and which social classes

should be reached.
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e),zLevel§ofoOrk of-the;personnel:y

" Should the personnel work ‘as' "generalized’ practitioners";
in this case the tasks would be" mainly information and '
,education;

‘- As "clinicians!;. in this case family planning techniques -
must be well known;::

. - - As "supervisors and administrators"; apart from the .
techniques, the personnel must know the administration of

a programme, its evaluation and the supervision of personnel.

II - Teachers

Teaching is the element on which the success of any educational process is
mainly bhased. Through personal attitudes the motivation of students is conditioned.
We must, however, remember that the educator is also a human being with his
opinions, his preconceived ideas, his attitudes and the values to which he is .

attached.

. When giving his lecture, the teacher will influence his pupils-in the:
interpretation of facts and he will communicate his own.attitudes)- for example..‘

IUD -is bad because it has .three percent failure rate.or, on the contrarv, it. 1s

excellent because it protects in 99 percent of cases.

It is therefore essential that.the teacher is-free of any :nterior
conflicts and is objective in his approach. It is also important that the
teacher is familiar with the environment in which the pupil will work later and
especially with the needs of the local population. Finally, the teacher should
be permanently in contact ‘with the-users of his product that is to say, the

health adminstration and the population served

III - Selection of the Students

The teaching will be in line with the level of education and the quality

of the students. There are generally three cateqories reouirinq a different

teaching and a different level of education:

a) "Auxiliary personnel to be trained to-simple and limited techniques
which will be applied under. the supervision of the midwife, the

nurse or the doctor.

b) Paramedical personnel..close to the doctor:and whose care will

vary according to their judgment; this type of personnel has
responsibilities, and thanks to his initiative will adapt the

care to various situations.
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o) Specialised personnel yho receive an advanced teaching to'enable

them to assume responsibilities in clinical oraanisation, admin-

istration, evaluation, teaching or research.

The socio-cultural origin of the pupil will have to he analysed and the
pupil should- especially be encouraged to outline the pressures’ exerted by his
environment; for instance, submission to elderly persons who are often

unwilling to accept new ideas or attitude towards the rights of women, sexuality

and family planning.

At éhé same.time, it is important to require only that level of previous
education which is sufficient for the training. An auxiliary only needs the

Junior College Certificate; a paramedical will need a secondary education more
or less complete according to the development of national education in his

country.

IV - Training Contents

The training will depend upon the objectives selected and consequently
will vary from one country to another to suit the'local needs.: ' It is therefore
difficult to establish a universal system. The: teaching of family planning,; -

if carried out as a special course, or if integrated into other teachings,-must:

~  Supply sufficient knowledge;
- Convey a psycho-technical education;’

- Develop attitudes.

1. Knowledge
~According to the level of education choaen, the training will he

more or less elaborated in the following

a) Anatopy and physiology of reproduction, sterility;

b) Sexuality;

c) Epidemiology of the populations: mortality, natality and
especially maternal, perinatal and infant mortality,
morbidity measures;

d) Effects of family planning on family health, for instance:
repercussions of the spacing.between pregnancies:on mo:tality
and morbidity of the mother and child; “excess of mortality
and morbidity in mothers under 18 years of age and over 30;

e) 'Organisation of family planning.programmes; :
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f)

g)

h)

i)

Contraceptive methods: advantages, disadvantages,. > @’

efficiency, causes of failure - sterilisation and abortion.

‘Techniques of education and information in'éamily bldnhinq

matters;

Obstacles to the practice of family planning, in particular:
legislation, cultural, religious, socio-economic aspects,
attitude of the population;

Role to play in recruitment, responsibility and eventual

treatment of complications.

The above sudjects can be integrated into the following:

- Reproduction, fertility and sterility into fundamental sciences

and pathology:

- Contraceptive methods into obstetrics/qynaecology;

= Psychology, sociology and family olanning statistics can be

taught in social medicine, hygiene or in community medicine. .

2. Aptitudes

The psycho-motive training includes the teeching of.geqhniqugs.tp,

resolve certain problems:

a)

b)

Communication techniques which enable the pupii to understand

problems and to communicate solutions;
Clinical techniques which will include for:

i. Paramedical Personnel:

Insertion and withdrawal of IUD

Selection of users and prescription of contraceptives -’
Fixing of the diaphragm

Papanicolau smear

Diagnosis of complications and referral to a doctor

‘i1 Auxiliary Personnel:

Re-supply of oral contraceptives or others
Selection of users
Supervision of complications and ‘complaints’

Home visits.
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3. Attitudes.

The'teachinq will aim at developing the student's sensitivity and her
understanding of other people. The teaching will specially aim at:

a) Understanding of physical, psychological and social needs
of each individual- ‘

b) Developing respect towards other people's feeling and
dignity;

c) Making the student become aware of her own reactions towards
sexuality and the methods of family planning she uses;

d) Making the student aware of her abhilities, but also of her

limitations.

V - Methods

Teaching must be, as far as possible, dynamic, include important parti-
cipation by the student and call upon thinking and judgement more than upon

memory.

Naturally traditional lectures, questionnaires, practical demonstrations,

reports and study of cases have an important role so long as there is a shortage

of teachers trained in active pedagogical methods and audio-visual apparatus.‘

But the importance of other.techniques must he emphasized:

1. Group discussions 1in which everyone expresses his point of view,

becomes aware of his feelings and overcomes his reserve. This
technique is very important to help the students think about the
problems and find solutions which will influence their thoughts and

their hehaviour.

2. Play roles or simulation which put the student in similar

situations to those she will meet during her work.

3. Programmed teaching which assumes a complete coverage of the subject

and a progression tuned to the rhythm of each pupil, especially useful

where there is a shortage of teachers.

4. In-Service Practical Instructlgn “which must he beneficial to the
student, not to the establishment seekinq for free labour. This is

the first contact with real life, where one learns to-observe, under-
stand, apply the techniques, register the results and especially when

the opportunity arises to converse with the patients,
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’ The in-gservice practice during home visits is particularly important
in the understanding of family problems and of the factors which have an

influence on the adoption of family plannina and iﬁs practice.

VI - Evaluation

This is a process which starts with education, goes.on during courses
and continues after training when the student is in practice, She must be
objective and must carry on valid and viable tests. The aim of training is
to bring the pupil up to date in new knowledge, psycho-motive techniques and..

emotional behaviour.  Evaluation will make the measuring.of these types of

changes possible:

a) Knowledge: Interrogation, reports on in-service practice, etc.
" b) Techniques: Observation of the student during the in-service
practice and demonstrations;

c) Behaviour: Observation of individual and group behaviour.

The students must know the objectives and criteria of evaluation and

know the results. Evaluation of the student involves evaluation of the teacher.

CONCLUSION

Integration of family:planping-in.the.training programmes of midwives, .
of all.categories is important for an efficient promotion of the health of the
mother -and child. . It can be realised if all parties involved: teachers,
administcators and-consumers, undersﬁand that the woman's health is incomplete
in spite of the absence of pathological conditions ani adverse psychological

and social aspects, unless she is in control of her own fertility..
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THE MIDWIFE IN FAMILY HEALTH

B THE NEED FOR EVOLUTION

Doctor Jean Martin
Responsible for Maternal and Child Health Training”
' " tiniversity of North Carolina“
“and
Representative of ‘African Centre Project for ‘'Fducation-in Health Sciences’

-University Centre for Health ‘Sciences, Yaounde - Cameroon

First of all, allow me to make a preliminary remark on the terms "Family
Health" and "Family Planning" which have both been used a lot during this seminar.
I would like to say that I believe it is important to avoid the confusion that
could settle in the mind on their account and especially it is important to avoid
the use of these terms as synonyms. Let us admit that for Mr. Fverybody and at
the present time family planning commonly means the essential regulation or
harmonization of fertility, that is to say, fight against sterility on the one
hand and spacing of birthsor even limitation of births on the other.

The concept of family health (mainly popularised by WHO) is - Ashﬂig'
been said abundantly here - much broader and takes into consideration the
increased well-being of the various members of the family, with an emphasis on '
a certain number of priorities: care of pregnant women and of mothers, care of
children, nutritional education and rehabilitation, general health education,
prevention and treatment of infectious diseases including vaccinations, improve-
ment of hygiene of the environment: these ‘are the headings for family health. ’
We are al’ in agreement to say that family planning is an integral part of

family health, an essential part of it, but that it is only a part of it.

My following talk will refer to the workpaper presented at the Seminar
held in Dakar in November 1974 on the Theme: "Role of the Midwife in Family
Health Services integrated into the Maternal and Child Health Structures".
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Oon thia subject, I think, just as some have remarked that the qeneral
title of the Seminar can lead to confusion; this title refers to the family
health services integrated into the MCH structures, when in fact NCH is part of
the family health.

I will now makexsome-remarks on training (basic training and’continuous
training) of the midwife for family health care, including family planning.
These remarks are based on what I witnessed during the past six years in Latin
America, South Asia and in Africa. My major interest during this period was
tiic adminstration of "basic" family health care services, especially in the
peripheral rural areas. We have been reminded during this seminar that the
population of these regions are those least provided from medical health care
point of view, and everyone agrees that health services should strictly put an
emphasis on the distribution of services in rural areas (even 1f the practice

does not always correspond to the expressed wish),

Corsider then the role of the midwife in family health care of supreme
importance to the peripheral areas, in view of what we now call community doctor,
we must define the objectives and define them as far as possible in terms of

behaviour. In this respect, why and for what do we want to train the midwife?

~ Here we must reconsider am.important element which emanated from the
discussions which have taken place during the past few days: various speakers
and participants emphasized that it was necessary to broaden the role of the
midwife and to make her into a more polyvalent agent. We all know the medical
health care conditions and the environment in general in the rural zones,
especially in the Third.WOrld; it is no longer possihle to accept that the
role of the midwife is restricted, as it is in Europe for example, only to the -
supervision of pregnancy and delivery. If the midwife really wishes to have -
efficient positive action on pregnancies and deliveries for which she is
responsible and care of the children brought into the world, she must broaden
hexr scope of action. In all humility, allow me here and now to answer the
remarks which might he made that such an "enlargement" will mean a diminution
of the strictly obstetrical qualities of the midwife who would have knowledge
in a wider field but who miqht not be trained properly in a specialised field
We certainly must take this possibility into account. ‘ However, let us

emphasize that a broader training does not necessarily mean "diluted" training.
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The polyvalency at which we aim is relztive and in each field must aim at
precise and limited objectives, objectives with regard to the knowledge of
actions of major importance that the midwife is or should be in a oosition to
accomplish In other respects, are we ansolutely convinced that everything
constituting the actual programmes is of irrefutable utility and that certain
elements could not be omitted or cut down to leave space for others more

important or practical?

I now refer to the results of pilot programmes of administration-of
family health care hy nurses/midwives in developing societies (see hiblio- :
graphical references). In Africa, for instance, the Child FKealth Institute
of the University of Lagos in Nigeria (directed by Professor O, Ransome-Kuti,
Chief of the Department of Paediatrics) has implemented a training programme.
for family health nurses. These nurses/midwives who have been trained in a
"Traditional” school have been trained mainly for hospital activity and not
enough for community work, follow a complementary training of four-and-a-half
months with major components of obstetrics and gynaecology, periodic supervision
of children, normal care of sick children, family planning and community health/

public health.

In what follows we will use the term nurse/midwife although we realise
that it does not correspond to the actual situation in the countries where the
training systems of health pexrsonnel have been influenced by the French type
(where midwives and male and female nurses are agents whose functions and

schools are separated). We therefore think in this discussion of an evolution
towards the nurse/midwife such as is known in the British, German ¢. Swiss
systems for example, while particularly emphasizing what the "profile" of such

an agent should be in developing countries.

The training that they receive is outside the conventional pattern'of
the functions of the nurses/midwives and it follows that such a programme is
likelv‘to be anathematized by some insofar as it could be interpreted as trying h
to make midwives "mini-doctors". This is a difficult question, and problems -
raised must be very seriously considered . However, ‘Professor Ransome-Kuti and
his team in Lagos, and others elsewhere, reserving academic dogmas, have wanted B
to test honestly and practically the possibility for nurses/midwives to be

competent "producers" of maternal and child health care (up to a certain level)
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The reasons behind such a test, as you may well imagine, are the immensity of
non-satisfied needs, the lack of doctors, especially in deprived arzeas ("bidon-
villes" and rural areas) and perhaps more especially the fact that in practice
nurses and midwives are asked every day to act as doctors, to serve in the
capacity of a doctor without our having prepared them for this and without
wanting to prepare them for this because such functions are outside their

province.

You know as well as' I do the reputation of the University of Laaos
which guarantees that the training and supervision of these family health
nurses/midwives corresponds to strict standards. Moreover, if the programme
implemented some years ago has been maintained and if it has been extended to
other States of the Nigerian Federation it is because it is clear that the
maternal and child health of the populations served has improved and that health
agents do not incur any increased risks on their patients. At the same time,
it is proper to emphasize that these nurses/midwives reqularly benefit from the
supervision, the encouragement and the assistance of the physicians to whom they
may at all times refer the cases outside their competence. It is clear that

such doctors/nurses/midwives’ co-operation is the sine gua non condition for

the working of the system.

Programmes similar to that of the Child Health Institute of Lagos have
been recently implemented, or are planned in various countries, developing ones
as well as industrialised ones (so we know that the paediatric Nurse Practitioner
trained in the U.s.~rendefb‘great”5ervices). Generally, for what “supplementary"
medical-health actions are nurses/midwives going to be trained? Let me name the

most important amongst them:

-
!

OBSTETRICS

- Good training in recognition .,0f "high risk pregnanéiesﬁ, taking into

account  previous .obstetrical history of the patient in addition-to the
~history of the-present pregnancy, and of certain important character-

istics (such as. size);

- : Control of a normal pregnancy and good knowledge of the signs.
necessitating referral to a doctor;

- ‘Health education of pregnant women, especially on:nutrition.--::When
necessa#y, precise and practical ‘advice concerning the essential

preparations if the patient is likely to be delivered at home (in
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‘Eerggin”cquntries the .existing conditions do not allow the, women who .
‘have had a noxrmal pregnancy to be delivered in, hospital ; this is
particularly the case in rural areas) ;..

- . Management of a normal delivery (including episiotomy and suturinqg),
some practice of obstetrical pathology (breech, twins, low forceps,
vacuum extractor, artificial rupture of membranes). Emergency
treatment in case of complications in the absence of a doctor ;

- ~ Besuscitation of the newborn and of the mother ; .

- Supervision of women in the postpartum period, emphasizing especially

‘_ghg importance of ensuring the establishment of breast feeding in |
good conditions and of its continuatibn; . S ' 5

- Health education regarding the care of the newborn during the first
months of life, its diet, the traditional practices (not to_contgadict
those that are beneficial or those unimportant and explain why others
are harmful) and when needed, on desirable spacing of births ;

Supervision and collaboration, with the traditional births attendants.

II - GYNAECOLOGY

- Practice of gynaecological examination (vaginal and speculum examination)
to confirm the normal state or to detect pathological conditions (then
referred to the doctor).

= Digital curettage ; v

- Ability to give adequate advice in the most common cases of

gynaecological conditions (infections, for instance).

III - FAMILY PLANNING

- Ability to inform and advise couples on the various aspects of family
‘planning . _

- ~Ability to make a preliminary diagnostic study-of. cases' of' sterility
or-sub-fertility coming for ‘consultation:-and. aptitude to-eliminate some
obvious causes (there are 'stérilities' due. to. non~-cohabitation). Ability
to give general advice“(period-of5the'cycle'whbn‘fertiIity?is'atiits
maximum, etc.). Referral of 'true''.cases to the:doctor:.

- Knowledge of .the cdntraceptive.methods'commonly:uaed:inﬂthefCOuntry,

their indications and contra-indicationsy ‘-
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This includes:

f - The rhythm method (calendar); .
- Condom (it is not. always necessary to give precise indicﬁtlons on its .use);
- Oral contraceptives: an increasing number of studies show that.these. may
be prescribed by non-physician health agents if the answers to a numher
of determined questions (connected with the factors favouring complications)
are negative. We may point out that statistically, the risk that a woman
.runs by taking oral contraceptives is 20 to 100 times less than that incurred
.during an 'average' preanancy (mortality rate due to oral contraceptives:. .
-3-6 per 100,000 year-women. Mortality rate of the gravid-puerperal women:
+ 100-300 and more for 100,000 pregnancies in most of the non-industrialised .
countries) ;
- Practice of the vaginal and speculum examination (see above);.
- Intra-uterus devices: in a certain number of countries the midwives who
_have had a complementary training decide the indication and insert the IUD.
(especially the Lippes lnop). Certain studies show that results of
introduction by midwives are as good as those done by doctors. However,
it now appears that in several countries (Asia especially) oral
contraceptives (accofdinq to the method mentioned ahove) are in fact
managed more easily by non-doctors;
- Sterilisation: - ability to give to the couples interested. adequate.
:ainformation and education regarding this method (male or.female.. .
.sterilisation);
- Periodic supervision of women using a contraceptive method. Ability
to distinguish the undesirable minor and common side-effects that are.
serious and necessitate the attention of a doctor. Ability to.give.
-adequate advice on this subject (observation, test, therapeutic.

treatment in minor cases, referral to a .doctor in serious cases).

IV - PERIODICAL SUPERVISION OF CHILDREN AND COMMON:CARE TO SICK CHILDREN -

.~ - This, section of activities of the family health nurs2-midwife is more i
and more recognized:as-essential. 1Its importance and the remarkable effects it,3
can have have been demonstrated by the lengthy, well documented experience of.
David Morley and his-team at Ilesha in the Western State of Nigeria. Their ..
philoscphy.and.their -practical experience of the under-five clinics havehgcquixeip#_,

a large audience in . the whole:world -(including the.systematic use of the wqightF'
and growth graph for children). .
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Regular supervision of ;hiidren, especially during the first three years
of life, enables a long term action with regard to a better nutrition and the
prevention of malnutrition; - vaccinations; - advice on hyqiene; treatment of
common éomplaints: parasitosis, reapiratory and -gastro-intestinal complaints,
skin diseases, etc. and one must recognize that they have accomplished miracles

wherever they have been implemented.

Many MCH specialists therefore think that it is extremely desirable that
nurses-midwives receive an appropriate practical training on the growth and normal
development of infants up to the age of five and on the recognition and simple
therapeutics of common complaints (including knowledge on high risk children).
Once more, the idea is not to make them cheap doctors but to answer the most
important needs where they occur. Let us remember that, as one of my WHO's
colleague says: "With five types of medicine (which would be quinine,
sulphonamides, etc.,) and five types of vaccination, even an auxiliary member

of the health team can do more nowadays than a professor of medicine could '

40 years ago."

As for child care within the family health framework, let me underline
that in many countries of the world, industrialised as well as developing countries,
it is the paediatricians who have the most clearly and precisely put the emphasis
on the contribution that well managed family planning may bring to the improvement
of infant health. The fact that they have noted it first comes from their vocation
to the type of social medicine which is inherent to their discipline. And it is
proper to mention here that there are a great number of paediatricians, practitioners
and University teachers, in Africa and elsewhere, who would not agree with the opinion
expressed two days ago at this Seminar that family planning is of no help to
paediatrics and that the paediatrician is not-to be concerned with family planning.

V - PUBLIC HEALTH - COMMUNITY HEALTH °

"It is not necessary for me to insist in front of ‘this audience on the
fact that a new approach to the community by ‘medical-health -agents'is one of the
essential elements of the adaption of services to Africa that you, leaders in
health fields, wish to accomplish. It has become a cliche 'to‘undérline that ‘the -
types of imported medical health services (especially those of French and British
inspiration) are not suitahle as far as 'the African Continent is'concerned;\yThe
view prescribed is in fact that the patient to consider is the community ra%ﬁer'ﬂ
than an isolated individual. It has been recognized that to be a health }géht
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(whoever she or he 18) does not 'simply mean to'look after those who knock on your
door - ‘such as is the tradition in Furope but' it is, after theé medical heéalth
diagnosis of the community has been established to go-to the populations where
they live and 'to deal with the major health problems from which they suffer.

On this point we must praise the implementation of faculties of medicine,
nurses and midwives schools which desire to be 'without walls' who want their
students to learn their profession not only in the relatively artificial
environment of a hospital but also in health centres, clinics and in the patient's

home. And it is only then that we will really be able to talk of family health:

In Africa, allow me to name for example, besides Professor Ransome-Kuti
already mentioned, the Professors J.M. Muncai and N.O. Bwibo, Nairobi, the Doctor
Gladys E. Martin of Yaounde, the Doctor Mohamed I.A. Omer of Khartoum and the
Doctor Domissie Habte of Addis Ababa. Various well known paediatricians of

Latin America and Asia have the same problems.

In practical teims, as far as training is concerned, this:approach

will require of the nurses midwives a good knowledge in the following fields:

- Health edueation, as it has been underlined‘many‘timeq\hereﬂ
(including sex education);

- Inter-personal communication (incliiding the importance of ‘active
participation in group discussion); '

- practice of home visits (itinerant). Periodic home visits have proved
to be essential 'tools' for efficient health services in many countries.
Ite'impoftance derives from the primary influence of the immediate
environment (lodging, food preparation, sanitafy'installations, etc.)

" on the health of the family. Let us emphasize that:to have its maximum
effect, the home visit must not be an exceptional event, only in case
"of emergency, but it must become a regular activity and structurised
‘during which ‘a certain number of actions and of specific supervision
" are carried out;

- Theory and practice of team work (health team)’;

v " "Learning of pedagogy (to prepare them to their teaching functions
especially the supervision of’the traditional ‘birth attendants)
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In conclusion, it is important.to-underline that the 'new' .knowledge,.
attitudes and behaviour described” above should not only be incorporated in the.
basic ‘training of the midwife but also be the subject of a continuous, regular -
and well planned training which would particularly. emphasize the specific
functions of the various members of the health team and the constant

~collaboration which must he 2stablished between them.

I seem to have drawn the main lines that many.consider as a necessary.
evolution of the health services in which the nurse-midwife is obviously one.. ,
of.the masterpieces, if not the master piece. I must repeat that this. is not
the result of personal idealistic thoughts but it is a summary of the essential
aspects of inovating efforts which have been implemented for a few years,
.especially in Nigeria, Ghana, East Africa, Ethiopia, India (especially by the..
Rural Health Research Centre, Narangwal, Punjab, created by the International
Department of Health of the Johns Hopkins University), in Latin America and
elsewhere. From these comprehensive principles, it is clear that it rests with
each country to train the personnel it needs according to its medical-health

priorities and the objectives assigned to the various members of the health team.
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INTEGRATION OF FAMILY PLANNING IN NATIONAL DEVELOPMENT PLANNING

Mrs Madeleine Deves -

.Jurist of the Economic and Social Council of Senegal. .

Most of the African countries have recognised the necessity to utilize
family planning-in the organisation of techniques. for their economic-and social

development.

Whether flexible or authoritarian - according to the political ‘system
of the State which implements it - economic and social planning is regarded as

a necessity measure on the one hand and on the other as a demonstration of

responsibility in the development of the whole State in which it is practised.

The plan is therefore to recapitulate and .sum up the various options
of development which a country has chosen and also the methods it intends to use

for implementation of these options.

There is therefore an indicative and stimulating value which is not

always appreciated by the various economic agents.

Almost all the African countries have since their independence
established a plan; but this essential document often remained without real
impact on the citizens. It is explained by the fact that technologists conceive,

elaborate and execute the plan or have it carried out.

This must be accepted hut there is an ulterior phase of popularization

of the plan which is often suppressed; 4if it were not, there would be better
dissemination of the economic and social options which would finally ensure
information, education and participation of the citizens in their own

development.

As for family planning, it is8 a technique of the. arrangement of the

family in time and space. It is in this manner that -it should essentially be
presented. The term which has been degraded and has been diverted from its real.
meaning, is nowadays accepted by the public - especially of our countries - to

mean population control, a term which will be.difficult to forget.
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Clearly seen and presented as a technique, that is as a means for
arranging the family in time, family planning should be, in a speciflc country,

the pivot for national planning of economic and social development.

{g‘isnnepggaary and cru¢1a1 therefore, once family planning has-been

éhosen, to integrate it into national planning as a major component.
Why and how can family planning be integrated into national planning?

A recent and remarkable publication of UNICEF with conclusions drawn
from eight national gtudies{conducted in Mauritania, Mali, Niger, Ivory Coast,
Chad, Togo, Camercon and Gaﬁon has been entitled 'Childhood - Youth - Women and
Plans for Development'. It has emphasized the necessity for the Governmentn to
reconsider, in their various projects, their main options related to their

policies in fields as vital as those of Childhood, Youth and Woman.

UNICEF is therefore inviting a definition of national policies for
effective integration into the projects.

The lack of a global strategy in the fields mentioned above can only
br;ng,gbputurepetitionslgnd_Qverlappinq of specific actions.

In order to start, there must he an elaboration of aﬂdqngg;appic

policy.

But, let us,qonsider the logical succession of actions: a demographic
. policy leading to family planning integrated into a plan for development.

It .is from the definition of a demographic policy that it will be
proper to start to justify and apply a policy of family planning.

This demographic pelicy should be at national level, that is to_say,
defined in respect to the growth ohjectives of the country and be relatively -
little influenced by the malthusianist thesis that industrialised countries

actually develop in order to safequard their own interests.
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In reconsidering development plans, the advantage of the insertion of
various options - in particular concerning family planning in accordance with

government policies - allows not only for the use of external contributions for

thelr implementation but also the mobilisation of internal resources.

In this way, government authorities can better control and supervise
the: real motivations of the 'investors' who are at present very numerous and

generous in this matter.
How is this integration into the Development plan to be implemented?

It is certain that technicians (either demographers, doctors or
para-medical personnel) have an essential role to play at the level of technical

groups and national or regional planning commissions.

At this point it i8 necessary to discuss adhesion to edequete
implementation of the option and the means which will have to be searched for.

The composition of the planning organs has therefore an unsuspected
importance ir. ‘'dition to the choice of the individuals to put them into action.

The subject'of integration of fanily pldnning intu development planning
seems to have reciprocal and romplementary inter-actions to which these brief
remarks are meant to draw attention to all those responsible for decision making

at whatever level.

It is obvious that apart from tha doctors themselves, the para-medical

personnel - in which the midwives and obstetrician nurses have a privileged olace -
have a special role to »lay towards the government officials to urge and convince
them to prescribe demographic policy and harmoniocus planning of the:family into

a national development policy.
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THE EXPANSION OF MATERNAL AND CHILD HEALTH SERVICFES

Miss Susan Nalder
Public Health Nurse-Midwife
Doctor George S. Walter

Obstetrician - Director of Public Health' '

Maternal and Child Health Project of the liniversity of

California, Santa Cruz - Dahomey

The expansion of maternal and child health must result from team work;
this is why this work paper has been realised by a team composed of a public
health nurse-midwife and an obstetrician-gynaecologist also in the public health
field. Dr. Walter regrets that he is unable to be here to present part of this

talk himself but he sends you his best wishes for the success of this seminar.

If we were to ask each of you today what is required to extend your
“-gervices, you would certainly start by listina a number of things that you need.

"We need a new building, more personnel, instruments, pharmaceutical preparations.

Without these, it will be impossible to extend our service". But what are we in
fact talking about? All the needs mentioned are only objects .... things.  Are
these essential to a maternal and child health programme? Let us try together, '

if you don't mind, to answer this question: What do we mean when we talk of a

maternal and child health service?

Usually, when we talk about MCH we always start by giving statistics™"

on maternal and infant mortality.

‘The speakers have exposed in detail the risks predisposing mothers
and children to death and morbidity. You have then studied proposals to reduce

these problems.

We cannot limit ourselves to talk about mortality rates and the way’
to reduce them. What interests us is maternal and child health, and WHO defined

it as: - "A‘positive state of complete physical, mental and ‘social well-being,
not only the absence of illness and infirmity",

Consequently, we must talk of other things than mortality statistics.
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All health structure probhlems can practically be divided into three

categories:

Firstly: An environment naturally unhealthy or made unhealthy by society,
economy and health policy;

Secondly: An inadequate health organisation characterised by: -
a) Its inefficiency:;
b) An unfair distribution of the resources already limited;
c) A professional class consciousness which jeopardises the training
of teams capable of resolving the problems;

d) The fact that focus is more on cure than on prevention.

Thirdly: The means of communication and transport which do.not enable the

.patients, even thecse informed, to make contact with health services.

If we accept the definition of maternal.and child health given above

and the reality of these worldwide problems, how do we then conceive MCH expansion?

What do we understand by the word 'expansion'? It has two aspects.
Firstly, the expansion which consists in developing the contents of MCH services;
that is to say, to improve the quality. Then, the expansion which consists in ;.
enlarging the service to individuals which have not yet been reached by its-action.

You have studied it together at the beginning of the seminar, you have
recorded .what exists and the essential activities that should be added.

The second aspect of the expression 'expansion of the MCH services'
which consists in spreading these improved services to the individuals not yet
served. But is this expansion really necessary? To this effect:we will ask you.
the following question: "In your opinion, do you think that the role.actually.. ..
played by your health service corresponds exactly to the needs of your community?

to the women? to the children? to young men? to.families?"

.. If the answer is no, then.there is no doubt about the necessity for.

such an expansion.
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At the beginning of this talk we underlined the fact that one has
a tendency to think of things, of objects, when we speak of extension of maternal

and child health. We will ask you to forget for a while your premises and your
equipment. It is difficult. What is it possible to do with what we have got?

We must start from our health service and then, extend to the level of

orjanisation which will finally include the whole health structure..

But what are we to do and where do we start?

1. First of all you must examine your service.
a) What kind of clients attend your service?
What are the principal health problems?
What are the principal problems of health education?
b) Enquire why certain people do not call upon your services?
c) What are the governmental, private and traditional resources
existing in the community?
_ What role.do they or could they play in MCH field? How could
) .you cooperate better with these resources? ,
d) What are the limiations and possibilities of your service? )
. .or its potential?
N?) What health records are available to you?

_ ..These should be an instrument helping you to give better care in
MCH. services and should help in setting up MCH statistics which are crucial

to the establishment of your programmes and your evaluations.

f) what personnel are available to you? What do they do? Have

they received the necessary training'to dolhhat is expeoted of
them? Or, are they employed beyond their ability?

i

é) What supply system do you ‘have? How can you improve it?
2. "After checking the service, it must be reorganized so that it meets
the needs on the one hand and on the other is in alignment with

resources available. It will require:
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'a)” A'redistribution of the personnel's functions-and personnel
“supervision;
'b)” Changes in the layout of the furniture and the use of ' the
'~ premises;
c) A revision of the time table and activities to meet special
problemé;
d) A development of the orientation syétem'Of'ihe patients;
e) The appeal for the cooperation of community, individual or
agency resources; ' o '
f) The participation of traditional practitioners (such as
traditional birth attendants, auxiliary midwives, healers);
g) A good reorganisation of supplies to avoid starvation due to

errors of bad evaluation of your needs.

The midwife must see her role differently: she must not solely be

a distributor of care but she must be a coordinator, an educator and the captain

of the team.

"It rests with the midwife to plan how much time should be devoted to
clinical care and what reasonable time should be spent on supervision, health
instruction and coordination. This is what I am told every day: “I have not got
enough time for planning or I have enough work as it' is. ' Planning is a luxury".
Planning is not a luxury, one is disorganised if one does not follow a pattern.

' The midwife's ability as the captain of the team will be decisive. It
is by delegating responsibilities that the midwife will be able to use the abilities
of the members of her team at their maximum. If she tries to do everything herself
she will greatly reduce the scope of her activities and reduce her efficiency to the

same extent and eventually fail.

Although these remarks concern -he midwife as a captain of the team,

il et LS i
they also concern other members of ‘the team - from the doctor to the orderly -
because everyone will be asked to appreciate, use and itensify other people's

ability.
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The responsibility for the practice of the MCH service is not only that

of the local ‘service but also of the whola organisation of the health services,

social services, agricultural and training services.

In such an organisation, the role of leader naturelly falls upon the

Ministry of Public Health. This leadership must be expressed by:

N l). An explicit declaration of the policy of the priorities of the
o national MCH services .

2l"The rules and norms to be respected in a MCH service (standards of
Practice).

3) An administrative structure which promotes and supplies efficient
communications. '

4) Senior personnel in charge of the supervision of the MCH services.

S) The synthesis of demographic and health data and its use as the
basis of the evaluation of the functioning services as well as the
planning of eventual activities.

6) A coordinating group responsible for the MCH activities in its
wide sense, such as liaison with education and agriculture, private
and voluntary agencies and special bilateral MCH projects.

7) A functional system for the supply of the MCH centres.

8) The inclusion of basic concepts of family health, hygiene of the
environment work in team, community development in the programme
of all training establishments which prepare personnel at all
levels.

9) The continuous improvement of the MCH practice by periodic
refresher courses. |

10)- A training, in medical, paramedical achool as well as in post-
university courses, which will emphasize the principles and the
practices of planning, organisation, supervision and evaluation.
This training will concern the midwives and the doctors who will

be allocated poscs responsible for MCH services for_a community

or a region.

These remarks prove the inter-dependence between the structure at

local level and the global structure of the Ministry of the Public Health.
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Consequently, the expansion of MCH services does not rest with one individual
only or a group of individuals but with the whole nation. It is obvious that
we cannot reach every family but those that we will reach or will ‘be able to
reach will receive a service of a better quality. Mogeoven.these'families

will themselves beoome aeents of change and, thereby, will broaden our action.

We have not spoken today of material things but of a philosophy,
ettitudes and organisation. T'\e parsonnel of the less equipped service can
adopt a new philosophy, develop the work in team and involve the whole

community.
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RURAL MIDWIVES IN TOGO

“Mrs M.L. Naassou

MCH/Family Health Midwife - TOGO

INTRODUCTION

For about 15 years the services- of the' Ministry of Health have

planned for action for a total delivery coverage of the country.

The question is not only to reach all pregnant women but also to
educate rural masses; to supervise all deliveries in various sectois of the
country, even in the village where delivery is conducted by a medically
qualified person; to follow the children regularly in order to refer them
rapidly; to take preventative measures against illness rpecific to the
region and to be in close contact with the health subdivision and the health
general headquarters. Delivery in a rural area in Togo is performed by three

groups of people:

- The State Midwife to whom no reference will be made in this

workpaper;
- 'The Traditional Birth Attendant;
- The Auxiliary Midwife.

A - TRADITIONAL BIRTH ATTENDANTS ,

They may sometimes be:

- Néighbqurs,‘parents whq;are in the house to @3319§,Fh9-99§F9F4°"t
woman; . often they are dedlg:aggdAyomgn who h{ve,gxpe;}epceh;qnghe};_:
profession;

- ‘Multipaggusjwqmeg,qgheig_{qnc;;qn often developed by experience from

Sy,

their own mother.



The activities of traditional birth attendants are numerous and
undeniable. They have an influentlal role in the life of the familiee, in
the village communities but if their action is euccessful in‘most of the normal
deliveries, bad results can be observed where there have been interventions for

which they have had little preparation.

ACTIVITIES OF THE TRADITIONAL BIRTH ATTENDANTS

During delivery and postpartum.
Complete dilation is indicated by:

- Spontaneous rupture of the membranes;
- Stronger contractions;

- ~ Expulsive efforts.

At the time of expulsion, the rites are most interesting: the woman |
crouches, knees apart, a 'pagne' rolled as a cushion on her joined heels on wnich
she must sit. Behind her an elderly woman or her mother is seated holding her
tightly between her thighs, with her ermsrunder the armpite eupportinq the woman
under her breasts. At each push the aseisrent helps the parturient woman by

pressing on her abdomen in order to assist the expulsive contraction.

The new-born baby is wrapped in a 'pagne' The cord is cut with a strip
of bamboo or with a ritual knife or the broken end of a bottle and is tied with

some raffia. The length of the cord left equals the lenqgth of the new born's
thigh.

In prolonged delivery, a string is tied té the umbilical cord and the
other ‘end of it to the mother's leg in order ‘that the placenta should not be 'lost'.

' Dangerous postpartum haemorrhage can be ﬁerte;”hespite'treéiﬁionel

therapy (ceremony, plant infusion).
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THE RETENTION OF THE. PLACENTA:IS. TREATED BY VARIOUS METHODS -

- Shake the delivered woman energetically holding her by the waist;

- Make her blow in a bottle to loosen the placenta;

- Provoke vomiting by tickling her throat withva-woodeh§qpoonz_ this
produces abdominal contractions which. loosen the.placeniax

- Take an oxytocic local drug;

- Manual removal of the placenta can be performed after-the hand has:

been covered with 'gombo' to-ease its introduction in, the utero- .-

vaginal canal;

TECHNIQUES OF RESUSCITATION OF THE CHILD

‘ - Clearing up of the respiratory system by suction of the mucus in the
new-born's nose; phlegm in the throat is taken away with the finger.

- Keep the head low;
- -Smack the baby; .

- ... Rub.his body with'diluted arrowroot to act as an irritant.:

PREVENTION.QF . OPHTHALMIA® OF THE NEW BORN

;This is done by the application of. palm oil ‘or lemon-juice.to-each

eye.

RITUAL*PREPARATION OF 'THE BABY-

It lasts between two and two and a half hours. First of all the
vernix caseosa is cleaned off with palm oil and thinly ground cornflour.
puring this cleaning, the baby is washed and soaped several times;." therskull. .-
is massaged to give it a round shape and so are the joints to make the chi}d
supple. At each wash.the cord is soaped and rinsed.: The .quickness ofthe
separation of the cord is ensured by the .administration of:an herb.crushed with;
lump salt at the base of the cord which then falls off in three days. Durina
the first month, baths are the responsibility of a specialist chosen by certain

criteria to preserve the new-born from malevolence; for the same reason he will

wear consecrated beads.
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‘ The fhture, the character and the beauty of the child depend upon the
] :

ssare given during the first“few daysiand on ‘the'choice ‘of :the pérson.giving it>
? ’ .

CARE OF THE MOTHER

This-'is done by traditional specialist in obstetrical care; “the mother
is washed with soap:and water, massaged, ‘and the vulva is treated with great care,
the eventual vulvo-vaginal wounds are washed with healing:plant infusions. Pressure
is exerted on the abdomen to evacuate lochia.. This cleansing is done twice a day
until complete healing of the vulval'wounds'and_ﬁntil~the disappearance of the lochia.
Plant infusions are given every day to the mother either to hasten the healinag of

the placenéal site or as a galactogen.

So, delivery is conducted in almost the same way in a traditional
environment where the consequences " (infection,; toxic conditions, perineal breakdown,
haemorrhage, rupture of the utero ‘caused by ignorance, superstition, 'unorthodox
manoeuvres) are sometimes mortal. We may however underline the undeniable
effectiveness of plants used as oxytocics, the remarkable effect of bark on
lactation and the fight against ocedema, the astonishing effects of purgative

infusions, anti diarrhoetice, sedatives,. -anti-anaemics and .the. vermifuges used,

This is an experience in the field of authentic Togolese pharmacy.

.. It would.be interesting to study the-role of the traditional birth
attendant; because of her perfect knowledge of the environment in which she
exerts her authority in the village. She can - at least temporarily - cooperate
with some efficiency with the Public Health programme especially in:the-fields -
of maternal and child health and family planning.

She -shculd deserve, at least in-our:-opinion, to:be-given.a:training -

specially created. for .her.-

Unfortunately. in:Togo.she is an-elderly and: illiterate . person whose .

comprehension: and ‘assimilation.of:the problems are very limited.
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It is indispensable, after identifying her, té supervise her in her

practice:

1) Teach her principles of hygiene;
2) Teach her to recognize symptoms and anomalies and to refrain from

inopportune interventions during her practice.

‘This will'not he‘easy and could be done inlstages allowing enough time
for her to understand each simple element before tackling the next; the traditional
birth attendant could be allowed to assist at delivery by the professional midwife
and be integrated into the health personnel and especially she ‘could be given 2’
'kit' containing:

- A minimum of material, e.g. bandages, drOps for instillation to the

eye, disinfectants.

The difficulties in implementing such a programme are easily

conceivable:

- Remuneration, even small;

- Inteqration into health personnel;

- Ignorance - for two years Togo has strongly implemented a programme

to fight against it in the whole country;
- Recognition of all the traditional hirth attendants because they

are difficult to knou and.to reach.

It is evident that by teaching them their role and their limitations

the traditional birth attendants (whose knowledge comes from empiric experience)
could call upon the help of the qualified midwife or take their client to the
maternity hospital if need be for the well being of the village where their action

still remains very powerful.

It is with these difficulties in mind that Togo has chosen the way to

train young Togolese auxiliary midwives.'
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B - THE MODERN TOGOLESF AUXILIARY HIDWIFE

' o RN I -
It is ao auxiliary person, unmarried or married young woman from

the village where she will serve, recruited at C.E.P.E. level or up to the end

of primary schooling, selected at district level and with'an 18 months

theoroiical and practical training in obstetrics and in Public Hoolth in a

rural maternity hospitol. A certificate for professional aptitude is allocated

at the end of this period. She is responsible for MCH services in basic health

centres and in MCH centres.

WHY AN AUXILIARY MIDWIFE?

Some facts are severe handicaps for the implementation of the

coverage of the nation in delivery matters:

1) 1Insufficient number of professional midwives:
60 in 1960,
78 in 1966; :hey are almost all centred in Lome or in secondary
towns; '
105 in 1969; following the opening of a midwifery school in Togo,
the distribution seems better. Today, there are 187 professional

midwiveo in Togo;

2) Female population which increases at a rate of 2. 6 pet cent will

reach 52 per cent of the entire population of Togo 'in 1980;
:3)3 Hiqﬁ maternal oortdiity;
4) ' High infant mortalitv;
5) 19 maternity hospi@als in the whole country;
6) Idéufficionoywof ohe‘ieveifof hooiéh ooooa;ionAof the population.

The Togolese budget cannot in a short time provide professional

midwives to cover the whole tezritory
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Some figures speak for themselves - they'are:?éXtractedifrom the

report on maternal and infant hygiene, 1960:

60 prcfessional midwives cost 30 million:-CFA-francs-when.150 ¥
traditional birth attendants cost 50,000 CFA francs and :one professional:

midwife costs 500,000 CFA frarcs.
REPARTITION

There are more than 317 auxiliary midwives in maternity hospitals,

clinics and MCH centres of the territory when the number of professional

midwives 1is only 187.

RECRUITMENT AND TRAINING ...

Conditions:of-aptitude -for .the examination:. married-or.unmarried

young woman between 18 and 20 years of age, born and.bred in the.yillage where

she will serve..

Birth certificate;

Health certificate;

Residence certificate delivered by the chief of district of the
locality;

Certificate of non-dismissal from a public employment.

TRAINING CURRICULUM

1) Female genitalia;

2) Pelvis;

3) Menstrual cycle;

4) Pregnancy;

5) Examination of a pregnant woman;

6) Anomalies of pregnancy;

7) Antepartum haemorrhage; . ,

8) Conditions necessitating referral of'the woman during pregnancy :
and during delivery; | _ |

9) Supervision by the rural auxilidry midwifé Qf.in:enéﬁal, intranatal

and postnatal women;
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10):

11)

12).-
13)’
14)

15)
16)
17)
18)
19)
'20)
21)
22)
23)

*Profeassional ethics;y .-
Care of the new-born;
Vaccinations;
‘Hygiene of the pregnant woman; :.:
‘Delivery hygiene;:
Hygiene of the postpartum woman;
Breast feeding;
Prenatal consultetions;
Hygiene and consultations of the new-born;
Home visits; |
Health education;
Delivery techniques;
Civil status;

Elementary notions on diagnosis of diseases common to Togo’ "

(Malaria, Parasitosis, anaemia);
Comments on instructions for the intervention of rural

auxiliary midwives; ;
Reports: they are taught how to write a maternity report
a MCH report.
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MONTHLY MATERNITY EHOSPITAL REPORT

mnth ® 00 000000000t 0 000G R e 19

JMad'e:bY'....'..'..'..‘:....'................. ' the R I I AT RN A SR BURE BN S U RN A RS 19

CONSULTATIONS " New Previous Total
A ‘Consultants Consultants (A+B)
(A) (B)

Prenatal consultations
(Women before delivet}') P 00000000 L 90 e 0000000 ° LCA K AL 2K IR
Post Natal consultations
(Women after delivery) . sesessscens Cestecennens f eeesasens.
Newborn consultations : :
(up to 1 year) . .'OIOOOO. LN BN} A!,..CO. * 0 0 00 'b.,.....‘ L
Infant consultations
(one to five yeus) . . ,. ® 6 ¢ 0 60 0 0 00 . 0 0 & 00 00 0 0 "0 .« 0 00 C_. ‘
Consultations at home ceereieanens eeseesenea ceeeenes

" of pregnant women: “eseesecssna cressssssee cesecsee

" of babies T IS ey D eeeeesseees TV
TOtal . ‘V‘ e 9 8 66 0 0 8 ® 6 0 8 0 600 0 0 . L) ? .:? ..'I‘O .
HOSPITALISATION * Number’
Remaining on first day of the month » ' cesrenne
Entries during the month ' : ppesesee
Deaths ) . _ R
Discharged on last day of the month cesssens
Days in hospital cesessee "
Women coming from another institution ceee e .
Women going to another institution s eggeie ey
VACCINATIONS
ANCLEOEANLCE - . o o e e e tre e e mmttns o e = e mesemmen am e we x s emimek .0 8.0 0.0 0.0,
Antipoliomielitics ceessens
Anti-smallpox Se e &ine
BoCcG- . . ) ' LIS S TIS ¥ ‘.»',' .:..r.l'..;

HEALTH EDUCATION
Health Education classes held:

. = At the maternity hospital cesseen
T p\’blic evs e e s s

BIRTHS & DEATHS

Live births ceesenns

Still births h T i deseeie
Deaths during first ten days of life _ cesesese
of which only one twin L cressess
Premature: one child only ceteonas
Premature twins ceserses
REMARKS SIGNATURE & TITLES
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They are asked for a monthly report:

MCH MONTHLY REPORT o L

Month Of t 000 0000000000000 19 Made by s e 00000000800 0000000 the,..._...,..';;lg.";;‘-

b e -

CONSULTATIONS New Previous Togg},;_,'”

Consultants Consultants (A+B)
») @

Prenatal consultations ceressarean cetesesaann EEEETRR
(Women before delivery) ’ e o
NeWborn COﬂSUltationS . ‘seves e e v T ‘eeee0coseee -o"uooo'o‘o}"
(up to one year) 7 : o o ‘
Infant consultations te veseescense T T s eeseseesen o‘oo-olo-o"
(one to five years) _ e
Consultations at home v “0......'00..‘ : R S e N ’v.’:.....
(Pregnant women) ' -
Babies LY T s eseesseene Tt s Peseesesse ~.c'€l;;ooco
TOTAL ,,,,, ooooo‘oooooo "‘""':":......‘.U.‘..": . eseeeses

DELIVERIES AND DEATHS '~ """ croorhrero Number

M RtmS e L cecieatew R L 8 hie e L mirn s m meegret s BT ¢ . e, e s a8 e+ e e s e -

Normal deliveries
Abnomal GEIiverieB s, ooo_.‘avooo

TUI‘AL ctesve e

b

Deliveries at the clinic ' e e e
Deliveries at home ceesesae

TOTAL Lsesecens
Live births Cedeerene
Still births and abortions R A
Deaths of newborn (after birth) OO S
Death of women during :abour , teenee e
(before, during or after delivery) T

MISCELLANEOUS

Antitetanics vaccinations o : cesenees
Antipoliomielitis vaccinations ST S ST S
Anti-smallpox vaccinations ’ S RLEEEE
B.C.G. ‘ ' KA T

Health Education classes held:
At the clinic . deesrsee

L

Public - e
-~ At hOme s e ..‘.<4~;-.',‘_. . e - . - —— o wmvpe - 8,00 0.0, 00 0.,

N R
[ B T S I

REMARKS , SI_GNATURE. . SenL L

ot
ode
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PROGRAMME :

EVALUATION

A Test ratifies training

Some of the questions asked at the test:

Standard Questions

' What''vaccination is currently given to the woman during the second
half of pregnancy? o
How do you recognize the onset of labour? '
How do'ybu'recogﬁize pregnancy?
A woman is nearly at term, what should shE'preﬁere?:

"“What should the traditional birth attendant do immediately the

baby is born?

Placenta is slow in coming but the mother is bleeding a’lot, what
do you do? ' ‘ J

* When do we refer to the transverse position of the child?

When it is not possible for a mother to breast feed her child,_
what do you do?

What is’ your opinion of breast feeCing?

Apart from' breast feeding what other milks do you know?

“You notice' a weight decrease in the child, what do you do?

What is the vaccination given to the!baby within' the first eiqht

,,,,,

daya ‘of life?

Is solely based on the practice of a epontaneous delivery -

directives are given for immediate’ referral - e. q

- Transverse position of the foetus;

Long labour (over 10 hours);

" 'Haemorrhage;

ews

Poor physical condition of the pregnant woman,”etc....
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EXAMINATION AT THE ENU OF TRAINING

An examination ratifies the theoretical ahd practical training.

This is a type of standard examination questionnaire:

1) Fow do you recognize pregnancy?
2) What do you do during a prenatal consultation?
3) wWhat vaccination should commonly be given to the womar during the
second half of pregnancy?
4) How do you recognize the onset of labour?
5) A woman is nearly at term - what should she prepare?
6) Name the equipment of the rural auxiliary midwife?
7) What are the conditions for referral of a woman during pregnancy,
during delivery and the postpartum period?
.8) Conditions for referral of the newborn?
.9) " " " “ " infant?
10) what should the auxiliary midwife do_1mmediapely‘the.bapx.iq born?
11) The placenta is sloQiin_coming hut the ﬁothe;v1s‘b1eedigg.profuse1y,
- what do you do? | ‘ \
12) When do we say that the child is in a transverse position?
13) what are the indicationa when a mother cannot breast feed. her baby?
14) When a mother is incapable of breast feeding her baby, what do you do?
_15) what are your views on breast feeding?
16) Besides breast feeding, what other milk feeding do you know?
17) You notice that the child loses weight, what do you do?
18) what is the vaccination given to the newborn during the first
~ days of life? '
19) In case of haemorrhage,.what do ypu,dp{r
20) What do ycu dec when the pregnant woman is in a poor physical
condition? ) e o . ,
21) Wwhat do you do if a woma; is ih‘lﬁbour for more thanngeq hours?
22) What do you do if a woman has.amenorrhoea for eight mgpthd without

signs of pregnency?. ..,



ROLE OF THE

AUXILIARY MIDWIFE

1)

2)

3)

4)

Her essential role is to:

Conduct normal deliveries in aseptical conditions for the

90 per cent of the Togolese women who do not live in citles;
Supervise women before, during and after delivery and supervise
children until school age at the clinic and during home visits

to detect and refer the sick at an early stage;

Give health education and advice to help mothers safeguard their

own health, that of their. children and sometimes of the whole
family and »

Give preventative vacginations...

These are her preventative and curative activities.

THE AUXILIARY MIDWIFE IS PRECISE 1y -

THE ROLE . OF

I - PREVENTATIVE ACTIVITIES

Prenatal consultations: ;-

7;;Namedand;surnamgﬁofqthefp:egnant:woman;;

- Name of the husband)

,1,pprqviqusgpregnaqciea --previous deliveries; -

- Weight of pragnant woman = height of uterus;
- Examination of pelvis;
- pPosition of the foetus;

- ,U:inalysis.-~a1bumin.:8ﬁ9§rl1
=" Health,educationv:«ptepg;g;iondggﬁtheypgeggagggwomqn for

1)
- Addrees;f o
- Live children;,: : .
delivery.
(1) Report

of Dr Gabagbe, MCH Mediqal officer in Charge.



2) Postnatal consultations

a) Care of the newborn;

First care during delivery
Referral of malformed infants;’
Umbilical care;

Remember to have BCG done;

and cther necessary care.

‘b) Care of the parturient woman for at ‘least tﬁfoﬁiweeks}

o
S -

If haemorrhage is heavy call nurse for help for - -
treatment and eventual referral; E '

If placenta is slow in coming (one hour); ‘refer -the
woman to the maternity hogpital as quickly as possible.
Check the condition of the placenta. Report any: |
abnormality; o o
Supervise the condition of the uterus for eight days;
Supervise lochia - Investigate if repeated haemorrhages; '’

Check that lactation is normal - if not refer.

c) 1Infant consultation:

O to one year - once a month: -Weight - height -

general condition - any necessary treatment;

One to two years: - 'Health and nutritional‘education of
mothers; . ‘
Two to five yéaraz every three, then six months - weight -
height~~ ‘general condition -;any-neceasaryEtredtment - healéh'

and nutritional education of mothers.

3) 1' Home visits

- 1Identification of pregnant women (send an appointment card

| AwE nitsgggrprenatal consultation - register them, plan for

vaccination);
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- -Iéentification of infants (send an appointment card for
“infant consultations - register them, pian and advise on
vaccinations to be done);
- ="' Advice on general hygiene and diet for the pregnant woman
and also to mothers individually or collectively;
-~ " Referral of sick pregnant women, infants or sick mothers i\

" to a health post and in addition other sick family members.
4) Health and nutritional education:

'v<” Individual or collective;
.=’ At the health centre or ‘at home;
- What can a pregnant woman do safely;
- How is a mother supposed to look after her child,;
- What should she eat - what should she feed the child on
‘at-different ages; '

Advice on general hygiene.
"5y vaceinations:

- 'Newborn: ‘remember’to send him to have BCG done and skin
' ‘test afterwards;
- ‘Infants: advise on the various necessary 0accinat;ohsx
"I pregnant women: it‘is important to vaccinate agﬁinotl

tetanus; check that small pox vaccination has been done.

II - CURATIVE ACTIVITIES

1 Either at the clinic oz at home, conduct of normal deliveries

FEH bresenting no’ diEFioulty)
2) Refer quickly any primigravida:in labour for more'than 12 hours:
to a maternity hospital if the descent of the baby does nut progress;
J) Refer rapidly any multipara to a maternity hospital in labour force
. more than eight hours if the descent is not. progressing.

4) Refer immediately any woman in labour who presents an anomaly of

pregnancy;
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S) Refer immediately any woman in labour who is in a atate of exhaustion,
is anaemic or has ocedema;

6) Refer iumediately any woman in labour who looses a lot of blood per
vaginum; '

7) Help the nurse give medicaments to the woman in labour or the newborn

when necessary.

III - DATA COLLECTION FOR HEALTH AND DFMOGRAPHIC STATISTICS :

1, At the health centre: keep up té date records of prenatal and infant
consultations, and of deliveries;
- keep up to date registrations of pregnant woﬁen
and new born babies;
~. keep up to date records of time tables, ‘activity
graphs, dates of home visits; '
- make the monthly report every -26th of Ehe month.
2, At home: - alwaye keep handy daily reports and the book for
the registration of pregnant women and the newborn;
~ Mention all information on: '
maternal and child hygiene;
health and nutritional. sducation)
~detected and evacuated sick;
.,;non-supervised births at .home:
.deathat home. .

ADVICE ON HYGIENE

The auxiliary midwives a-e given an education in hygiene and sapitation.
A procise. text for. the teaching oi’;he»popu;gt;op_ig ayailable,to_;hpp.

(RS
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EXAMPLE: ADVICE ON HYGIENE AND SANITATION OF THE ENVIRONMENT ITINERENTS
AND AUXILIARY MIDWIVES

. Body and clothes must always be clean,” wéahioftenfwithfcleaniw&térj
. The hut, the house and its surroundings must be clean at all ﬁimes;
. The hut must be aired;*

. Water the floor of the hut before sweeping-it;

1

2

3

4

5.. Drinking water must be clear, limpid and odourless;"

6. Always cover the drinking water-recept&cle;~-

7. There must be a cover to protect the opening of the wellj"”

8. Always prepare food with care;

9. KXeep food away from flies and in a cool place;

10. It is important to eat often mean, fish, .eggs, vegetable, fruits beside:’
maze paste, gari, manioc, igname, etc;

11. Always wash hands before eating;

12; Rinse mouth and hands after eating;

13. Teeth must be cleaned every morning with a tooth-stick and'charcoal; *

14, Rubbihﬁ must be collected, piled up and burnt or buried;

15. Always wash the hands after bowel movement; -

16, Always geﬁ rid of old receptacles, broken bottles, containers with!'stagnant: :
water) _

17. Always £111 in water puddles in and around the house;

18. Soiled water must be thrown far from.the huts on light soil,

19. It is advisable to sleep under a mosquito net; '

20. Always make a deep hole, well ptofébted”and ou;dide‘the village to ‘collect

excrement. There must be a hole for.the men, one for the women;:

21. Domestic animals must be kept in an enclosure; -

22;1 Cut the bushes often in public places and around villages;’

23. ‘ Protect the feet with sandals or shoes, '

We must emphasize that all complicated‘édses*she'will*edboudter‘dhring hex
practice should be directed towards the ‘riearest 1h¥ge‘éentrd;prdv1déd'with*

professional midwives.

‘,jIn a primary health centre, she will work under the constant supervision of

a professional midwife. She will help give most of the maternity care. " In &
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secondary health centre, she is under the direct supervision of a nurse
responsible for the post. She is Iindirectly supervissd by the professional
midwife of the nearest maternity hospital and by the chief doctor of the

district, the technical supervisor or the midwife-supervisor.

Annual or occasional refresher courses are attended regularly or
in case of mistaken judgement. At the end of training each auxiliary midwife
returns to her rural post equipped with the kit provided by UNICEF. Thanks:to
the auxiliary midwives it is now possible to supervise satisfactorily 60 per
cent of normal deliveries in the Togolese Republic.

But the training of the auxiliary midwife must not be limited to
delivery; in our. yiew it must be completed by a knowledge, even elementary,
of harmonization of the family, and be useful to rural families ignoring
scientific methods of family planning.

Here is.an example of the summary of dangerous and inefficient -
contraceptive methods used by the women in rural areas, ,from the report of.

:::::

the tramework of maternal and child. health and family health..“
Methode used to avoid pregnancy: .

- A"Blue solution” + potaasium (org1)4.:r,

- Tobacco + water + potassium + lemon (oral);,

- Introduction of. leaves crushed in the shape of ovule;.
- DDT solution (oral) - woman died;.

- Nivaquine - 40 tablets (death);

- Large dose of soda-sulphate (oral) -woman died; ., .
~ Koumakate solution (oral) - woman died;

- Aspro solution + lemon + potassium; . . .

- Solution of concentrated quinine + wine;...,

- Beer solution + dried, crushed Ehe root;

- Infusion of water + potassiﬁm + salt in large quanitity;
- -.Evacuating toxic enema;,

= Kneading of the abdomen with the feet;.
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Permanganate tablets in the vagina; \
Intra-muscular injection of high dose of quinine;
Absorption of a high dose of glycerine;‘ i ’1“ .
Dilatation of the cervix with manioc sticks;
Solution of carbolic;

lnPetrol + paraffin (oral) - death;

Koumate + soudabi - deathy "

Manual dilatation;

Heavy load;

Excessive dancing;

long walk;

Repeated fall;

Tight bandage.
 Here is a summary of the reasons given by these women: -
a)’ Health reasons - To avoid:

.- fatigue and rapid ageing of the mother;
- high infant mortality, malnutrition;
- predisopostion to illness.

b) - ‘-Welfare- reasons —“To‘evb@d!i

s . T,
R Y [T

- anxiety of the mother faced with .another pregnancy too close
.« tosthe; last. onej... . . l

- dibéotd‘ ‘of the couplé Ll LIS LUVIIG §

"2} unhappy -and puny children;

-~ djuvenile delinquencyj H T

- consequences of adult de;ipquency}

- polygamy.
c) Economic reasons:

~ poor lodging;

- gchool expenses;
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~ debts;
- restriction of individual liberty of the women;
- child-beggars.

It has been difficult to identify the traditional birth attendants
PICT B . RTINS 3 ISRt B ¢

in Togo unlike Senegal but the training of auxiliary midnives remeins very
efficient in Togo.

WHO has given subsidies to allowlincreases in their saleries;

¢ or

The rejarding of some, according to the years of service, is done
., by the Government. The creation of a school for rural auxiliary midwives with

WHO's collaboration has been decided upon.

An expert is now on site to study the implementation of this school.

which, we hope, will open very soon and whose future prospectives are very

promising.
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