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Preface
 

The following is an English translation of three chapters (Chapters 

I, IV and V) of a report previously prepared by Polly F. Harrison and sub-

El Salvador Ministry of Health. The entire tablemitted in Spanish to the 

of Contents is included here to illustrate the subject matter and data 
dealt
 

with in the complete report. 

Copies of the original report in Spanish have also been distributed
 

to the AID Office of Population.
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CHAPTER I 

INTRODUCTION 

Purpose of the Study 

The motivation for this study was the desire of the Salvadoran Ministry of Public 
Health and Social Service1 to enhance the role and effectiveness of traditional2
 
midwives in order to incorporate them into Rural Health Programs. The Ministry
further wanted to explore the feasibility of midwife involvement in family
planning promotion and distribution. This study was tailored to respond to those 
wishes.
 

In 1975 a detailed study,3employing survey methodology, was carried out among 97 

When and with what frequency is she used? For what 

midwives throughout El Salvador; the perspective was that of the midwifc. In 
order to avoid duplicating that excellent and useful work.and In order to see 
other side of the coin, the present research was oriented toward: 1) more 
thorough investigation of certain aspects of midwives and midwifery that were 
particular interest to the Ministry; 2) a deeper understanding of the midwife 
an individual: and 3) the community view of the midwife, in other words, the 

the 

of 
as 

perspective of her clientele. 

The scope of work for the research encompassed the following emphases:4 

1) What importance does the traditional midwife have in a rural community? 
services other than childbirth 

does the community utilize ner? Does she send patients to IEIPAS clinics? Is she
 
considered part of the rural health system? What qualities appear to affect her
 
utilization, in her view and that of the community? What are the prevailing
attitudes toward pregnancy, childbirth, the post-partum period, and hopital
delivery? What are attitudes about family planning and its technology, especially

with regard to the possible involvement of the midwife as famIily planning
 
promoter and distributor?
 

2) What are the characteristics of a typical midwife population -- age,
training, socioeconomic status, number of children, personality, &rnd perception
 
of her profession and its responsibilities?
 

3) What is the midwife's understanding of and attitude toward: 
a) Family planning, its necessity, methods, and the best way of getting

advice and services, as well as her own involvement in family planning
b) The rural health system
c) The importance of nutrition for infants and mothers in all stages of 

childbearing. 

4) What is the feasibility of upgrading the traditional midwife in terms of 
her desire and capacity for further training, particularly in family planning
and nutrition?
 

1 Ministerio de Salud Publicy Asistencia Social, hereinafter ISPAS. 

2 Hereinafter "midwife," for brevity's sake. Customary Spanish terms are: 
partera, partera emprica, eprica, matrona, or natural, the last refer-ing
specifically to the midwife with no training whatsoever. 
3 Claros, et al., 1975. 

The scope of work was decided in conjunction with those Minintry of Health

officials who had requested the study. 



5
 

5) What is the midwife's attitude toward the possibility of becoming a trained 
member of a Rural Health Team with e7plicit ties to Rural Health Posts and Aides? 

Methodoloy 

The research site was a rural municipality where the investigator had carried 
out previous research, located in the Eastern Region of El Salvador, with a 
population of approximately 4100. The duration of the field stay was 24 days. 

The methodology used combinei the following techniques: 

1) Collection of qualitative data through traditional anthropological
 
approaches, i.e., participant observation, unstructured conversations with key

informants, and analysis of interaction.
 

2) Collection of quantitative data through semi-structured interviews. 

3) Group discussions.
 

4) Literature review. 

5) Analysis of clinic records to confirm data given during interviews. 

The study comprised, in effect, three basic samples, variously selected, and
 
none of which were truly random:
 

1) A group of 12 midwives, residents if the municipality and of the cantons
 
and hamlets dependent on the municipality. The sample was selected by identifying

all the midwives in the catchment area of the municipality's health post and
 
interviewing, as frequently and intensively as possible in unstructured fashion,
 
as many of those midwives as could be located.
 

2) A group of 30 pregnant women or mothers of newborn infants, who were
 
interviewed at the health post as they appeared for medical attention. The
 
interview schedule for this sample was semi-structured. 1 

3) A group of 167 housewives who belonged to the five Housewives' Clubs2 

in the same catchment area; one Club belonged to the municipality, the other four 
to cantons and hamlets. The methodology was open group discussion, using a lis-c. 
of core topics. 

Unstructured interviews were also held with clinic personnel and key informants.
 
Finally, five midwives were videotaped in a group discussion about needs and
 
attitudes, the purpose of which was to clarify key issues revealed during the
 
research period and to reiterate and relay those in more vivid fashion to the
 
Ministry of Health.
 

1 It had been hoped that it would be possible to have a "cleaner" sample of
 

solely pregnant women, but it became apparent during the aecond week of the study

that not enough pregnant women were going to appear at the clinic during the time
 
available. Since the investigator wanted to keep constant the factor of clinic
 
attendance, it was decided to include mothers of newborns whose recall and present
 
experience could be assumed to be reliable.
 
2 Organized by the home educators in the extension arm of the Salvadoran
 

Ministry of Agriculture.
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CHAPTER IV
 

SUMMARY OF FINDINGS 

Characteristics of the Sample of Mothers
 

Of the i.otal sample of 30 pregnant women and mothers of newborns, 13% came from
 
the nuni'ipality, 60% from the cantons, and 271 from hamlets, an eminently rural
 
sample. Average age was 26.9; the youngest woman was 16, the oldest 44. 2?,o were
 
married, 70% were living in consensual union, and 3 were single. 77" lived with 
their husbands or companions. Aver-age number of children per mother (incomplete
fertility) was 3.5. The socioeconomic level of the sample as a whole was low; the 
majority of husbands and companions were small farmers. Average maximum schooling
 
level was 1.5 grades.
 

As a group, these women had dealt with a total of 17 midwives, only some of
 
whom were included in the sample of midwives interviewed. An ideal, and purer,

design would have matched samples of midwives and clients; however, both midwives
 
and mothers were quite mobile and the necessary search would have demanded an
 
unjustifiable additional bngth of time.
 

What Facilities Are Used for Childbirth, and Nhy and How Is the Midwife Used? 

67% of the sample of mothers had gone to a midwife for at least one childbirth,
 
a figure representing 73% of all deliveries for the entire sample. In other words, 
the great majority of rural childbirths, if the study case is representative, are 
attended by midwives. 12% of the sample had given birth with the assistance of 
some member of the family, 121'o had had a hospital delivery, 2% had given birth 
unattended, and less than 1% had had the services of someone who wae' neither a
 

idwife nor a member of the family. 

Viewed from another perspective, 65% of the sample had used a midwife for all
 
their childbirths, 12% had used hospital facilities only, and 23% had given birth 
both at home and in the hospital. Of those who had used hospital facilities at all,
the large majority had done so for medical reasons; more than half of these had 
sought sterilization.
 

The great majority of women who had used a midwife said they had done so for 
logistical or practical reasons; only a minority claimed motivations based on 
em3tional ties or matters of belief. It would seem that the psychological and
 
affective reasons often mentioned as essential to the survival of midwifery are
 
diminishing.
 

Leaving the question of utilization and turning to the matter of prefarence, it
 
was found that more than three-fourths of the sample preferred hospital births. 
Their reasons were primarily of a medical nature, better than half relating to 
the desire for sterilization. Other reasons offered for the hospital preference
 
were reservations about the ability of the midwives available, and a miscellaneous
 
combination of pragmatic and idiosyncratic justifications.
 

The other fourth of the sample preferred home deliveries attended by a midwife, 
half of these because of their positive attitudes toward the midwife concerned,

the other half because of their negative attitudes toward the hospital. 
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Perhaps most interesting was that both groups, those who preferred hospital 
deliveries and those who preferred attendance at home by a midwife, expressed 
reservations about both options. It would seem that nral women in general 
feel that no environment available to them for childbirth is ideal. 

There was neither statistical nor impressionistic correlation between reasons for
 

selecting a iven midwife and such explanatory variables as age and experience, 
training andlor educational level, or personality. The most common explanation, 
as suggested above, is sImple accessibility. There is some indication that the
 

younger mid-ives with some training are acquiring more clientele, but only where
 

there is not much competition from older, experienced midwives. One might safely
 

conclude that the midwife under age 50 can build up her clientele more easily
 

,where there is less competition from established midwives, simply because there is 

a need for her services. This, plus growingr respect in the rural area for education
 

and modern medicine, would suggest that the best place to concentrate forthcoming 
midwife training would be at the cantonal level, with younger , omen who have at
 

least some experience, and where there are no other midwives or only older ones
 

who are viewed, usually with regard, as being past their prime.
 

'here Are Midwives located? 

Clear consensus emerged among the mothers interviewed that the number of 
available midwives is decreasing and that "replacements" are not forthcoming, 
a consensus confirmed by the investigator's own perceptions. There are more 
midwives available per capita at the level of the municipality, but their sphere 

of acticn is limited by preference and logistics to the municipality itself. The 

cantons and hamlets in the catchment area studiee;. had only one or two midwives 
each,for a relatively large and scattered population. in several sites there were 

no midwives at all, a condition which generated considerable anxiety. 

In sum it can be said that the demand for hospital delivery is growing, and that 

interest in the services of aidwives increasingly depends less on faith and shared 
belief than on necessity. The feeling prevalent in more remote areas is that
 

prospective mothers are without options: midwives are disappearing and hospitals
 

are just as inaccessible as ever. Midwives are valued because they are there.
 

'4hat Is the Midwife's Image?
 

The traits considered most desirable in a midwife are basically related to
 

quality of service: either some training and experience or considerable
 
experience, thorough attention, and courteous treatment. The traits considered 

undesirable are tied to essentially pragmatic considerations -- old age, high cost, 
lack of knowledge -- but roughness and impatience are deemed utterly unacceptable. 
The most important personal quality for a midwife is valor, which subsumes courage,
 
willingness to take risks, a combination of emotional toughness and compassion,
 
and sheer physical strength. The last component is frequently and explicitly tied
 
to relative youthfulness, a relevant point for the recruitment of midwifery 
trainees.
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4hat Status Does the Midwife Occupy and How Much-*Pretige Doe-Sh'e- a-v-e'? 

The status of the Salvadoran midwife is quite different from that of the midwife
 
in many other countries where that status is quits distinct, where the role is
 
often ritualized, and where the midwife is ascribed high prestige due to her
 
advanced age, her religiosity, and her special knowledge and skills. In such
 
countries the midwife's role is also far broader; in El Salvador her role is
 
quite limited. Furthermore, it has little ritual content and is not expanded
 
into other community responsibilities. As rural health services have expanded
 
in El Salvador and communications improved, even given their limitations, the
 
midwife's role has become increasingly limited. At present her standard
 
responsibilities involve as few as one consultation during pregnancy for massage,
 
the delivery itself, and few visits or none during the post-partum period. One
 
mother summed up the appraisal of the majority by describirng the midwife as
 
noone very special.
 

Is a Midwife Who Hes Been a Mother Better?
 

The consensus was that a midwife who had had children was preferable. Neverthe­
less, some women indicated that, when all was said and done, they would give
 
more weight to the level of training, availability, and a demonstrated quality
 
of vigor a-id/or valor.
 

IsThere a Need for Better-Trained Midwives?
 

Three-fourths of the sample of clients agreed with the need to train existing
 
midwives and to train new ones for sites where none were presently operating.
 
A very clear distinction was made between the midwife with some kind of
 
training and the natural, that is,the midwife who was self-trained or
 
introduced to the profession by a relative or friend. However, no distinction
 
,as perceived among types of training, nor was any preference shown for one kind
 
of training over another. A midwife who had attended a few classes at a Health
 
Post was considered just as trained as a midwife with intensive and broader
 
training elsewhere.
 

Is It Important for a Midwife To Be Licensed?
 

The women interviewed considered the license, diploma, carnet, or patente, of
 
great value. They indicated that, between a known midwife with a license and
 
another known midwife without one, they would choose the former.
 

Would It Be Good for Midwives To Be Salaried?
 

The interviewees had difficulty grasping the idea of a salaried midwife. They
 
tended to conclude that, if midwives were salaried, they would not have to pay
 
for their childbirths. They did not comprehend the possibility of the midwife
 
as a paramedic under the aegis of the Ministry of Health. This may have been
 
partly due to lack of familiarity with the role of the Rural Health Aide and
 
should be considered only as interesting, rather than as conclusive.
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'That Do Midwives Do About Family Planning? 

According to their clients, the overwhelming majority of midwives are nut
 
promoting family planning. A feir midwives are known to be opposed to family
 
planning on principle but do not apparently actively proselytize. In any case
 
their opinions on the subject, whether positive or negative, do not seem to
 
weigh heavily in the decision-making process of their clients. Among midwives
 
who do have a no:itive attitude toward the concept of family planning, promotional 
activities are nevertheless lukewarm, primarily because of reservations about the
 
possible negative impact on health of the available technology. Those who have a
 
negative view of family planning in general are the older midwives who are not 
taken seriously in this regard, particularly by the younger mothers.
 

The prevailing pattern with regard to family planning is one of scant or
 
unenthusiastic involvement, and little either negative or positive influence by
 
mid!.rives upon their clientele.
 

Could :.idwives Promote Family Planning?
 

Despite the poor record of midwives in family planning promotion, the great
 
majority of mothers were favorable toward the idea of special training in family
 
planning for midwives and toward the idea of midwives as promoters and
 
distributors of contraceptive materials. Their rationale was that midwives
 
were accessible, more so than the health post, not only in geographical terms but
 
from the standpoint of intimacy and trust. Still, one-fourth of the sample was 
opposed to any -majorinvolvement of midwives in family planning activity and
 
thought that such matters were best left to the clinics and in the hands of 
those better prepared.
 

What is the Client's Exnerience with Family Planning?
 

Of the sample, three women had been sterilized at the time of their recent 
deliver'z, 1O were going to be sterilized with the next childbirth if they could 
get to the hospital in time and, if not, then later. Two were going to start 
using birth control methods, three wanted no more children but did not know what 
to do about it, and the rest were women who had boxne only one child and/or wanted 
more children.
 

What Is the Role of the Midwife During Pregnancy? 

Referrals for Clinic Checkups
 

Only a small minority of the midwives used by the women in the client sample
 
had referred them to a clinic or health post for pre- or post-natal checkups. 
Approximately a third of the sample had gone to the clinic because they did not
 
feel well, an essentially curative rather than preventive motivation. Another
 
third had gone to the clinic in order to get the referral card for hospital
 
sterilization at the time of childbirth. The rest went because their infants 
were ill. The midwife's influence on any decisions for clinic attention seems to
 
have been minimal, although there were some indications of more influence with 
regard to post-natal care, for reasons that are not clear.
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Month inWhich Pregnant Women Seek Out a Midwife
 

Half of the sample had sought a midwife in the sixth or seventh month of
 
pregnancy. The average number of consultations between midwife and client
 
before childbirth was two. The pre-natal visits took place either at the
 
client's or the midwife's home, with roughly equal frequency.
 

When patient-midwife and patient-clinic contacts are compared from the stand­
points of timing and frequency, an important difference emerges. Whereas the
 
customary first visit to the midwife is in the sixth month of pregnancy, the
 
pregnant woman who goes to the cl'iic customar'ily goes in the fourth month.
 
The earliest reported visit to a midwife was in the third month of pregnancy:
 
the earliest report for the clinic was the second month.
 

The difference in number of visits is even more striking. The average number of
 
visits to a midwife is 1.65; the average number of clinic visits is 4.7 for
 

completed pregnancies and 2.9 for women still-pregnant.-


The data suggest that rural women typically go to a clinic or health post for
 
diagnosis or confirmation of pregnancy, as well as for the other care and
 
counselling offered there. The midwife role thus appears to be losing two of
 

its traditional components, diagnosis of pregnancy arid counselling; what remains
 

of that role, in any generalized and consistent way, is the pre-natal massage
 
or the sobada.
 

Massage
 

1005 of the women in the client sample stated that their principal reason for
 

pre-natal visit(s) to a midowife was the sobada, a special message whose sunposed
 

purpose is to adjust the position of the fetus in the uterus. 1O- also reported
 

satisfaction with the experience, claiming that they had received relief from
 

their discomfort. Obviously, some of thcse women were also getting pre-natal
 

clinic care as well, but only one interviewee noted that there might be some
 

contradiction in the simultaneous involvement in the two medical systems.
 

Advisory Role of the Pridwife Durinz Fretznancv
 

Nutrition
 

Only a quarter of the midwives patronized by the interviewees had given any
 

advice about nutrition and in all cases the advice was far from thorough. There
 

is a perceptible reluctance on the part of midwives, according to their clients,
 

to be vigorous in nutritional recommendations, simply because both patient and
 

practitioner come from the same socioeconomic stratum in which eating better may
 

seem impossible because economic resources remain limited, even if one is
 
pregnant. There was no indication of awareness among midwives of ways to eat
 
better within those same resources; if such awareness did exist, it was not
 
communicated to any of the clients interviewed. This regrettable fact was
 
reflected in the clinic records which showed a significant proportion of low
 

It must be recalled that the sample included both pregnant women and women
 

who had recently delivered.
 

I 



weight gains during pregnancy among the women in the sample. Among first-time
 

mothers, this may have been due in part to a frequently stated desire for small
 

babies to make delivery easier, but not all the women were mothers for the first
 

time and the percentage was significant.
 

Hygiene
 

According to the interviewees, midwives generally say nothing about either home 
or personal hygiene during pregnancy or prior to childbirth.
 

Sexual Relations
 

No interviewee reported having received advice from a midwife about the proper
 

time o cease having sexual relations during pregnancy.
 

Danger Signals 

'To mid',4ife was reported by the client sample as having advised them explicitly 
about danger signals during pregnancy and how these should be dealt with. The 

I) midwivesinterview4ees suggested three possible explanations for this silence: 


primarily concern themselvesjwith counselling women who are pregnant for the
 

first time, assuming that women who have already borne children know all therl is
 

to know: 2' some danger signals are so obvious (for example, hemorrhaging) that
 

it is felt that any woman could recognize them herself; 3) such problems are
 

automatically taken care of at the clinic. There is strong evidence of a lack of 

awareness on the -art of most rural women of 0 at constitute the chief dangers 
during pregnancy; for the most part, women go o the clinic for pre-natal care 

when they do not feel well in general. Malaise, rather than menace, appears to 
be their main rationale. 

Nedication
 

Over half the midwives were reported to have prescribed traditional medicines
 
during pregnancy, primarily for the cure or prevention of aire.1 Few medicines
 
were prescribed as specifics for any danger signals; however, the rather
 
amorphous category covered by the term aire subsumes symptoms of distress which
 
could also be symptoms of potentially grave conditions. Thus, while none of the
 
primarily herbal remedies seem in themselves perilous, their use may in some cases
 
postpone the seeking of medical assistance for very real and dangerous problems.
 

Prerarations for Childbirth
 

This was the matter most discussed by midwives with their clients, although
 
counselling in this regard was generally erratic, incomplete, and infrequent.
 
One might hypothesize that the oncern with preparations for childbirth is rooted
 
in economic reality, that is,the midwife's inability to absorb all the costs of
 
the deliveries at which she assists.
 

Aire is a rather shifting and shapeless category of complaint, varying in its
 

content according to age and condition of the patient. For pregnant women, its
 
cardinal symptom is gastric discomfort or a sense of internal pressure; it is
 
considered almost endemic to pregnancy, but may be exacerbated by certain events
 
such as chilling or fright.
 

I 
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What Does the Midwife Do During Childbirth? 

Clients in general had no complaints about midwife behavijr during childbirth.
 
Only one mother made a clearly negative comment, criticii.ng an impatient midwife 
who had, in quite irrtable fashion, demanded expulsive efforts inappropriately soon.
 

For the most part, midwives are seen as willing to take the parturient with labor
 
problems to the hospital, but only after it has become clear that the problem is
 
irresoluble and some rather extreme manipulations may have been tried. Such
 
manipulations might include: heavy massage, with the goal of manipulation of
 
fetal position; the administration of herbal and commercial oxytocic preparations;
 
exaggerated delivery positions such as suspension; introduction of the hand into
 
the birth canal: and the probably innocuous measure of applications of warm
 
compresses. The im-ression -iven is that such techniques are not employed because
 
they are believed to be correct; they seem to arise rather from a condition of
 
emergency and a sense of desperation.
 

More than half of the mothers reported that their husbands or co.panions were in
 
the house or in the delivery room during childbirth and that midwives ,ere
 
generally appreciative of their presence and assistance.
 

More than half also reported that the midwife had used scissors to cut the
 
umbilical cord and antiseptics on the stumnp. The rest reported u:se of home
 
remedies such as camphorated oil and 'beef tallow, the latter by a small minori
 
only.
 

No interviewee freely :: ,i< any special treatment for the newborn's eyes: several 
women added, however, that in the period immediately after delivery, they were
 
not particularly alert to events around them. Thus even mothers who know what
 
hygienic procedures ought to be followed are not normally in condition to see
 
that they are carried out: the responsibility becomes laigely the midwife's.
 

There was great variety in the sequence of procedures after delivery, indicating
 
that there is little systematic perception of what constitutes routine procedure
 
and priorities in the order of infant- a1;d mother-care.
 

The majority of midwives performed the apretada, a special massage supposed to
 
close the pelvic bones which are said to have opened during childbirth. A few
 
midwives gave the mother a body rub with some sort of refresher liquid, simply to 
relieve aches and rains.
 

Bathing of the mother is erratic in frequency, depending rather on the nother's
 
wishes than on hygienic considerations. "o interviewee said that the midwife had 
insisted on bathing her or washing the vulvar area, although they were in all 
cases willing to do it if the mother requested it.
 

Tactation Xanagement 

The use of the chum'n 1 and/or cathartics for newborns were oven-helmingly coimon. 
The stated purrose was the cleansing of the baby's stomach and as a pacifier during
the period before nursing is bezuan, at times up to three days after childbirth. 
Bottles of sugar water are also used for the latter purpose. NTone of these 

A clean bit of cloth soaked in various liquids of home manufacture, given to
 
the infant to suck on.
 

1 

http:criticii.ng
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techniques is desirable from the standpoint of either hygiene or infant health;
 
the risk of infant diarrhea is not inconsiderable and the loss of maternal
 
colostrum is a major detriment. The belief that the first liquid from the mother's
 
breasts is not real milk or is bad milk isquite widespread; the usual procedure
 
is to express it. Nonetheless, mothers who had nursed their babies the first day

and given them the colostrum were conscious that they had healthier abies and 
no gastroenteritic problems in their infants.
 

Client commentaries make it quite clear that midwives do not regularly give

advice about lactation management. ironically and somewhat sadly, the advice of
 
midwives in this regard is generally heeded, so that midwives who sayr nothing are
 
in effect a lost health resource. At the same time, the potential exists for
 
useful interventions if mid-,ives are arnropriater trained. 

There does exist, at least in this rural area, a still favorable attitude towari 
lactation: mother's milk is still perceived as better and the impact of the milk
 

=prodvi+- industry is negligible. Fi rthermore, lactation is viewed, perhals with 
dangerous certainty, as a contraceptive. In sum, the lactation complex for ru-ral 
El 2al;ador is still in a stage of constituting a health advantage; however, this 
advantaze could be enhanced through rroper midwife trai...ng. 

"hat Does the Yidwife Do Durinz the Post-Partum period? 

"umber of Visits
 

?[ore than half the client sample reported that the midwife had visited them 
during the post-partm period. Those who made fewer visits were the older midwives. 
In other words, older :7lidwives are not a major health resource during this quite 
crucial period zhen -,:thers cannot easily travel to seek medical care. The 
average number of post-partum visits was two; no midwife made more than five 
visits and this was clearly an extreme case. 

Care of the Newborn 

All of the midwives who made post-partum home visits attended to the healing of
 
the newborn's umbilicus and this is considered the raison d'etre for such visits.
 
In fact, the healing of the umbilicus signals the end of the midwife's responsi­
bilities to a given client. Few midwives concern themselves with more general
 
infant hygiene, in accordance with maternal preference and the belief share3 by
 
many midwives and mothers that water is dangerous for a newborn, if only because
 
there is the risk of wetting the navel.
 

Care and Counselling of the Miother 

Hygiene
 

A tiny minority of the midwives bathed the mother; a third gave advice about
 
hygiene. ",!id7.wives do seem to be gradually abandoning the position that maternal
 
hyg;iene is a maternal respons~bility and are more willing to address the issue with
 
mothers. However, their advice appears timid and erratic and is not translated
 
into action.
 

http:trai...ng


14
 

One aspect of post-partum maternal hygiene about which both mot.ers and midwives
 
share belief is the use of cathartics or mother as well as child. The purpose

is to relieve discomfort in the gastric or uterine zones; no one mentioned the
 
relief of constipation, a common post-partum problem. This would not appear to be
 
a disadvantageous intervention, except in cases of the use of castor oil.
 

Nutrition
 

The great majority of midwives were accustomed to make some comment about
 
appropriate diet for the post-rartum mother but, except for a small minority,
 
this advice .. traditional or, at best, conservative. Traditional dietary
ras 

recommendations are quite restrictive and constitute a net health disadvantage.
 

Other Activities of the Midwife
 

Help with Infant illnesses
 

Rural families appear to turn to the midwife fairly frequently to cure such 
infant diseases as molle. aida, 1 o.7"o,Z and emoacho.3 -The firt two categories

describe truly severe cases of diarhea w4ith attendant dehydrationand the
 
traditional treatment provided by midwives or other indigenous practiti-ners

neither comprehend the nature and severity of the condi+ion nor address it
 
adecuately in a medical sense. The delays in seeking appropriate assistance can
 
be fatal.
 

Role as Confidante
 

interiewees as a group did not rank mid-rives at the top of their coteries of
 
confidantes, unless they were related by blood or marriai-e. This is not because
 
midwives are not considered trustworthy; they are. It is si-Nply because family

members have prior ranking and are generally sufficient. For ethical reasons,
 
clients were not asked if they had turned to midwives for help in terminating
 
pregnancies.
 

1 i!ol!era caida, fallen fontanelle, is a symptom which describes an illness
 
category. Perceived causes are various but in no respect is the folk explanation

for the condition reflective of the true cause, an infection producing severe
 
diarrhea, subsequent dehydration, and deleterious effect on body tissues, inter
 
alia. The traditional cure centers on pu]ling out the fontanelle through a
 
'rariety of intervientions and, most crucially, withdrawal of liquids. 
2 2L , "eve" or "evil eye," again has mixeda etiology, perhaps reflecting 
a transitional stage in folk medical beliefs. The symptoms somewhat overlan with 
mollera caidai.hot, h--e.e!, ..eIe "1_:-.in1- no 7er,, _ 
adequately analyzed, ojo may simply correspond to an e.rlier stage on the way to 
the extreme condition characterized by fallen fontanelle. 

- En=acho occurs mainly in older infants who are consuming some solid foods 
and is believed to derive from the blockage of an overly large piece of food 
somewhere in the gastric system. 
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Characteristics of the Samnle of Midwives
 

A little less than half of the midwives lived in the municipality, the rest in
 
cantons and hamlets. In other words, over half the midwives interviewed lived in 
relatively remote areas serving a population whose access to modern health
 
services ranged from possible to quite difficult.
 

The average age of the midwives was 59. If the one '-: eroli rife 
interviewed is eliminated from the calculation, average age was 55.6. A fourth of 
the sample ,ras married, two w.iere living in consensual union, three were widows, 
and four were previously married or living in consensual union but were -presently
living apart. in total, 5 lived without a male companion, although all lived 
with other fam-il.y members and had some responsibility for them. 

The averae number of living children per midwife was 6.3 (completed fertility), 
a higher rate than the national average of 5.1 for the rural area. Their socio­
economic level was low; the great majority of their co.mpanions or husbands were 
small farmers.
 

.evels of hy; iene in ,midwife homes .,as in general low; the level of personal 
hyiene ranged from medium to high, Understandinc of disease p-athways was
 
incomnlete and cased 
 on rote memory rather than conviction. 

Average level c'schooling was 1.1 grades, lower than that of the client group
 
interviewees. 6? "ere clearly illiterate, a rate higher than 
the 1971 rate of
 
57.2i for the S7alvadoran rural area as a whole.
 

The training of the midwives had been erratic and variable; none of them was 
licensed. 505 considered themselves naturales, since they had had no training

outside their own experience andlor aptrenticeship or training by another midwife
 
or paramedic. There ",.as pairable disap.ointment at the premature termination of
 
the midwife-training course w.:hich 
 had been begun at the local health post. 

The great majority of nmi.ives had begun their careers In response to some
 
emergency, at the prodding of 
some relative who was a midw.rife, through motivation
 
by a medica_ or paramedical person, or had be.n simply i.nspired by their o n
 
exnerierce to engage in the profession. The average number of years of exnerience
 

.w.as 2<.7 The least experienced mid.ife had begun seven years prior to the study
period and was Lh years old; the most experienced had had 50 years of practice
and w.ias said to be !CC years old. The averae age at which these midwives had 
started their nrofessional activity was 31.7. In other words, the large mjoity 
had begun to assist at childbirths when they were relatively young, with children 
or infants of their own at home, and when they were still in fertile age themselves. 

Only one midwife was training another, in this case her daughter. Th:e reasons 
given for not trainig other women as midwives were that they had no daughters 
w.rho %ranted to learn, their daughters were too young or too busy, or they them­
selves rere too busy. toSeveral of the daughters had exlained their resistance 
undertaking the career of midwife as deriving from the belief that it required a
valor which they did not possess; there -was no evidence of disdain for the 
profession itself.
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How Much Does a Midwife Earn? 

xNumber of Cases 

There was a great variation in the number of cases attended by the midwives in 
the sample, from 4 to 36 a year. Average caseloads are very hard to calculate 
since demand appears quite erratic. The overall impression is that the 36 cases
 
a year claimed by the most active midwive is a somewhat unlikely high and that 
a maximum rate -owould be on the order of 2 cases per year attended Ly relatively 
active midwives. The data gathered in this area were unsatisfactory, although 
necessarily so, but they did serve to support an impression that mid.,ifery in :I
 
Salvador is not a full-time activity.
 

Earnings fro:n :idwifery 

There is also great variation in -that the midwife charges. Some midwives charge 
nothing or hej without expecting compensation. The highest fee recorded w.as 
025.00, ! but that was charged only to those who -iere capable of payin it. All 
the mid'rives charged byscale, that is, in accordance with the economic ca-acity 
of the mother and /or the family. Similarly, all midw.ives permitted ramnnent by 
installments, a consideration friquently alcused by clients -rho did not pay up.
 

The average earninp per childbirth was $6.50, with no notable difference between 
municipality and canton or hamlet. A calculation of an average 12 cases per year 
at an average fee per childbirth of $6.50, produces an average gross yearly income 
of $7p.00 (U%331.20I) from the practice of midw1ifery. Detailed calculations of 
a midwife's expenses per childbirth produced an average expense rer case of 5.3C, 
Thus net profit per childbirth is approximately /1.20 per birth or, at an average 
12 childbirths attended per annum, an annual net profit from midwifer-j of 
d14.4o (us$5.76). 

Going further and calculating consultation time before and after childb.i.rth, 
plus the time snent on the delivery itself, 'ross earnings per hour from midwifery
 
come out to about 1.14, or 4.06 net. 'nini -.Trae for a female farm laborer (?77 
figures) is 3.15 per day. 

There is certainly considerable range in the fimLres ,,hich provided the 'case for 
these calculations, but even construing context and reality most generously and 
allowing for every advantage to the midwife, it is uite obvious that midw.-ives 
in El Salvador do not get rich from midwifery, a fact they themselves realize. 
The commonly heard argument that midwives oppose family Dianning cecause it implies 
rotential income loss does not hold up very well in the Salvadoran context. The 
rural Salvadorn midwife is rather a servant of her community, with the 
corresponding motivation and orientation. 

"hat is the Midwife's Self-Imae? 

Midwives, although they frequently define themselves primarily as housewies, also 
consider themselves as professionals. They do ia-ntify in a broad way with other 
midwives; at the a-sme time, there was some evidence of competition expressed in 
the delicate criticism of the quality of service and training levels of other 
midwives. A feeling of sisterhood was reported by midw.ives from different areas 

c,..oo is e-ui-walent to U2 -.LO. 
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who had participated in a special short course under private auspices, indicating
 
that midwives involved in training of a certain type can form a concept of team
 
membership. This may, of course, occur only when there in no competition between
 
midwives in a given geographical area.
 

Mlidwives further see themselves as possessing a special technical capability, 
accomranied by such personal qualities as valr, a sense of duty, of service, and
 
of dadication. She also sees herself as industrious and, at times,exploited and
 
mistreated by her clientele.
 

The great majority of midwives were fully prepared to respond to emergency
 
rex-es,-s for help with childbirth. There was, nevertheless, some ambivalence on
 
this sccre due to resentment at being considered a last resort, or due to
 
irritation with neon'e ,rho displayed no foresight or who were unwilling to ,ay 
for complete care.­

'Iidwives, in summary, see themselves as women with more knowledge and more
 
dedication, as ..
ell. as more competence in a given area of expertise. They

recognize, ho!.!ever, the reality reflected in the comments of their clientele,

w-Yhich is that these cua7ite3 and achievements do not earn them any no-eworthy

status or prestige in the community.
 

i a .idwife -ho Has Been-a ::o.'er .etter? 

The great :.ajority of midives thought it better that midwives the:aselves had had 
the experience of childbearin- a reaction consistent with that of the client 
sa.nnle. 

Is There a 7Teed for Better-Trined 71d-.rives? 

Personal Desire for ore Training 

Only the two oldest mid.ives did not want more training. 

Reasons for orelantingTraining 

id'wives simply wanted to know more in order to do their jobs better and to 
thereby inspire more confidence in their clientele..T, naturaes -elt -articularly 
strongl.y in both respects. 

is it Important for a .lidwife To 3e Licensed? 

All the midwives interviewed, except for the oldest, were firm in their :.hes 
to acou_ _ a license or be legitimated in a very explicit, documented way. They
said, in fact, that they wouldI not attend any traini g course that would not 
offer them such le'-timation. 

It is not uncommon for a midwife tc be called in Just to cut and treat the 
umbilical cord, with no other attention to mother or child before, during, or 
after childbirth. ?a',ment is correspondingly reduced and the strategy is viewed 
by midxives as a rather cheap one. 



Type of Training 

There was a noteworthy preference for an intensive course of adequate duration
 
to permit several visits to a hospital and time for supervised -racicum. It was 
suggested that limited economic assistance te given mothers with small children 
at home so that they could pay someone to care for them while they attended the
 
course. -id.ives also felt a need for financial suytort for transrortation and 
lodg,n. o m.-d',.rf mentioned an expectation of ra,,nent for attending the course: 
the course itsel.f was s-een as adecuate re'ard. 

Oul.d . . for' iives 'o alaried?,_e Be 

.idw-.ives had the same nroblem in contemnlating bei salaried as the clients 
intervie-4ed. Some asked ho.r a salary could be adjusted to the variation in the 
number of cases attended, to the difference in exoerience and/or training aoon7 
midwives, et cetera. it was obvious that the idea had never occurred to them and 
that it was hard for them to understand. The n-eneralized response was a rather 
bemused murmur that it would be nice. 

"hat Do .idwive! DAbout ?amilv ?la-in 

ost midwives favored the idea of family planning, but only one-third were 
pronoting it in any ".way among their clients; more than half said that they had 
referred members of their family to the health post for enrollment in family 
planning. in all cases, even the most enthusiastic, there was concern about 
the deleterious effects of all contraceptive methods, a concern which m.ust have 
been relayed to clients since only 10 of the client sample reported that a 
midwife had connseled them p-ositively about family planning, 

Consequently, there was great interest in learning more about contraceptive 
methodology in order to be able to ans',er the questions of interested clients
 
and to disril the midwives' own doubts. There was not the slightest interest in
 
hearing more about the philosophy or theory of family planning.
 

Could Midwives Bromote Family Planning?
 

The midrives contacted were willing to promote family planning only if they
 
received more training in contraceptive methodology. Only 555- were willing to get 
involved in the distribution of contraceptives ane. half of those would not do so
 
except among women who had had a Trior medical examination and the aproDriate 
contraceotive prescription. itcannot .estated emphatically enouSh that midwives, 
if'the group interviewed is at all representative, would have serious 
reservations about accepting the responsibility for contraceptive distribution. 

'"hat Is the Midwife's Personal Fxoerience with Family !71annin, ? 

The youngest midwife contacted was 41 and under clinic care prepar-torj to 
sterilization. The others were no longer in fertile age and none had used a
 
high-efficiency contraceptive method because for most of their childbearing 
span, such methods had not been readily available to them. Almost half the sample
had daughters who were planning to use birth control methcds or who had alrea-' 
zeen sterilized. 
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'.hat is the o'.e of the Midwife During Pregnancy? 

Referrals for Clinic Care
 

The majority of midi.,ives said that it was their custom to r-.efer their patients 
to the health post for pre- and 7ost-natal checkups, but this does not coincide 
ith the low percentage reported by the patients themselves. As a group the
 

mid-,ives had very tenuous ties with the clinic, at least at the time of the 
present study: -ihen the clinic had first been established, clinic-midw.Tife contact 
was more frequent and more mutually enthusiastic, but personnel changes had had
 
a negative effect on that early, satisfactory relationship.
 

*hile ther. may have been an elemient of self-deception on the part of the 
mid,.Tives or an effort to gratify the investigator, this does not seen sufficient 
to explain the discrepancy between client and practitioner perspectives on 
referral activity. It seems more likely that both samples were just only partially 
correct: the midwives, when they .ere on friendlier terms with the clinic, did 
refer patients there; at +thetime of the study they had more or less stopped doing 
so, resulting in the more negative picture presented by the mothers. :he conclusion 
can only be that her personal relations with the clinic prof. undly influence the 
mid.rife's willingness to refer her clients to it, a crucial point for any plan
 
aimed at involving the midwife more actively in the rural health system. 

M.[onth in Thich Pregnant "'omen Seek Cut a %idwife 

The t- ,timeat which -lients usually sought a mid,,rife's assistance varied from a 
visit in the third month to confirm a pregnancy, to a last-minute call to cut an
 
umbilical cord. MTost clients appeared during the sixth month for the sobada; 
most mid'.rives wYere urrrill.ng to perform the sobada earlier than that, in any 
case, because the fetus was still believed not adequately formed.
 

The number of visits per pregnancy varied from none t' 5; the avera-ge number 
reported by both atients and midwives was 2. The site of the visit depended on 
the patient's condition, distance, and whether it was a firz!, contact or a
 
subsequent one. All the midwives were willing to make home visits when 
circtumstances required. 

?assage 

All midwives but one performed the soboada and expressed the same faith in this 
activity as had their clients. Only one commented that she knew doctors ooposed 
the practice; this opposition had produced no change in her behavior. 

Advisory Role of the :*id',,ife During Pregnancy 

_utrition 

The large majority of midwives stated that they counselled their patients about
 
what to eat during pregnancy and they all said that they advised them to eat 
a balanced diet or, as they termed it, somethin7 of eve,rthing. 7till, it is 
aTnparent that midwives as a group do not have a consistent grasp of the theor 
of adecuate nutrition and of advisable and feasible strategies aprouriate to the 
demands of pregnancy. ";or is there an-, awareness of different strateries --hic.-h 
are suitable and necessary for each trimester. k.dives that some pregnant 
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women, especially first-time mothers, eat little in order to have smaller babies 
and easier childbirths, but they do not know how to oppose this practice. They 
have some idea of the constituents of a balanced diet but no practical ideas about
 
to achieve such a diet in the context of the harsh rural reality, and they are
 
very sensitive to the economic limitations of the environment that they share tuith 
their clients.
 

:Hygiene 

Almost half the mid'wives sail that t-ey -ave advice on hygien dturing preg-nancy, 
in contrast to the minoxity of clients who retorted that they had received such 
counselling. -t a-e that the mid-ife's badln of this area Is erratic and 
does not hve much _.iact on her clientele. 

Eexua. relations 

Only one midrife said she had given advice on this subject, to a ember of her
familv; this coincides -Ith the '-eaior desri ed b client's. ohrous seem 

to consider this a subject not mutually disc..sed. 

Danger Sig.:nals 

The ""*;*.~' . ... - l t e , -­midwife ye-l fit "a s.:t; + er~an-
sy7-toms her-:,lf or a-;ci*s the . .,nz'ili= s f-,3- t n _4ett e 
rsfer- th:e clart to thefz clinic or, more 1 i',eI_, cocdsthat the comolaint 
wrill 'e ta..en care o' in the nor-al -curse of a clinic chec 'is. There is not a 
ful. understandinx of the raze OF danger sinas ttheir 
implications, or their mana e:.nt. 

Preparations for 'hildbirth 

ost mi said that they discussed .ith their ratients -That they should do to 
re-..are for delivery,...,'a claim that accords with the behavior... n _=noted by the client.~hrtn-:_es. .teria 

r--am7.le. "everth es= there is no consistentnotion of the aoYroriate ateral 
or of ".,h'ch of these should !, provided by the prospective ,other and !-hich by the 
midife. Only t-.o midwrives ca edanythin that could be considered a m:'awl:3ry 
kit, although all 7erceived the necessity of such a kit. They also expressed the 
logistical and economic need for resupply of expendable materials at the clinic,
 
either free or at low cost.
 

.hat Is the Role of the M'id.rife During- Childbirth? 

Hygiene
 

Less than half the midwives insisted that their patients bathe before delivery 
or tat they at least .rash the vulvar area. :id.ives also indicated that they 
often found resistance to these hygienic orocedures, -articularly the latter, but 
only two refused to attend a patient "who was unwilling to comply with even mininal 
hygiene requireme ts. "Tidives as a whole did not feel influential enouh to 
demand an adecuate level of -ersonal or home hygline 'or delivery. No midwife made 
any attempt to shave the patient; the Dractice was seen as silly, offensive, and 
impossible. 

http:r--am7.le
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Position for Delivery 

Half the midwives preferred to have the mother lying down on a bed, lut all
 
accepted whatever position the mother preferred, a flexibility which accords
 
with the most modern thinking about childbirth management.
 

Midwives reported that it was very common for the husband or companion to be 
present or nearby during childbirth, and for him to be helpful in a number of
 
ways, all of them appreciated.
 

Aedication and Techniques
 

The majority of midwives gave medicines, either commercial or of home manufacture,
 
and performed other ministrations to hasten birth, behaviors which contradict 
the frequently expressed belief that childbirth brings its own force. The 
impression given by midwives is that they are under pressure to ipeed up the 
birth because of the rarturient's distress which, given the midwife's essentially
con-assionate nature, is difficult to ignore. Accordin: to mothers, only one 
midwife in their e,.erience had demonstrated a 1.2'"1call. -efish 
it _x reasonable to coniclude that the more extreme and sometimes inappropriate 
things that mid.rives do du2:ing childbirth are very far from the ignorant_b-italitv 
sometimes ascribed to thei, but are instead born of desperation and tr.le concern 
for the natient. 

:-:opitai Referrals 

"ithout exception, midw.ives were :,tilling to take or send a patient to the 
hosnital, but only when they were unable to complete the delivery themselves. 
This coincides "writh the ooraisal offered by the client sa-ole- Takin a oatient 

-s, ...to the hospital derrives the mid'rife of all or most of her Parnns nt - -tadi,o 
the time she may have Scent on the deliver itself and on nrevious visits: not 
infrequently a mid'iife ,rill also pay her own transportation to and from the 
hosnita! when she is brave enough to accomrany a .atient there. Also, on 
accasion, her reception at the hospital is somewhat less than courteous and the 
family of the parturient may criticze her for having, in effect, failed. 

The same loss of earnings applies if the mid,,ife recommends high- or medium-risk 
patients for hospital delivery. Thus the roots of the apparent resistance to 
referring a patient to a hospital either before or during delivery are practical, 
economic, cultural, and deep. 

Counselling and Support During Delivery 

:!id'nives excel in their disposition to offer wo.rds of sympathy and encouragement 
to the parturient, who is generally described as "the sufferer." The majority did 
not permit or demand exertions too early in labor, but there was no precise :dea 
of what "too early" really meant. A-Iidwives were generally relaxedcaout 
be'avior permitted the mother during childbirth; small amounts of food and liquid 
.ere permitted, especially in the course of long labors, and any noises the 
parturient chose to make wrere in general considerable and even useful. 
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Treatment of the New Infant
 

All midwives said that it was their custom to clean the baby, though methods 
differed. Treatment of the navel varied as well, but over half the midwives used 
antiseptic techniques, indicating that public health efforts in this regard have 
had their impact. A quartor of the midwives utilized a mixture of modern and 
traditional techniques, sometimes in counterproductive Cashion. 

iore than half mentioned the use of medication for the newborn infant's eyes,
 
in contradiction to client reports. The discrepancy suggests an area for
 

ard midrives, _houA' _.dicated 
earlier, this is a point during chil.birth -here much of the respons bility 
rests by necessity ,¢th the mid'rife, 

training concentration, for both mothers a as 

The sequence of treatment immiately post-:artun is quite inconsistent from 
midwife to midwife, su-,estin.r a l]ack of systematic incorporation of such 
procedures into regul.ar behavior p tterns. 

Treatment of the .'other fet Deli';ery 

The sequence followed in attending the mother is even more i:consistent than 
that fo1'o.red in infant care. -e-ertheles-,the content of such care varies 
li.ttle an!- i d.res of clothing, and ­

enrta..idivs the i+mothers that u.-,,.rmshare - the state i 
-

a delicate, dan-erous, an" "cold" condition in which the body is -articul -rl 
-. vulnerable.reak an!d 

lactation :,anagement 

Almost half the nid-.ives said that they supgested to their 7atents that they 
berin to breastfeed the first day, but did so without full awareness of tne 
rationale for their recoLnendation. The others advised waiting until the thid 
day or until the milk let down, using in the interim period a Cottle of sugar 
.rater, a cathartic, a chu76n (pacifier), or a combination of these. AlWwere in 

favor of breastfeng but displayred a neel for mrore c-c1MrIete u.derstandi,.o to be 
fully effective. Kno-,ledge of infant nutrition, particularly the tii.g and 
content of ".eaning, is quite !ac'in. 

.. Does n^st-.artulue
at the :;dwrife Do Durin -the 


.'umber of Visits 

"I the midwi-ves, 1,^j comnTared to the 39' reported by the mothers intersile!!ed, 
said they visited their .-atient after childbirth. The number of visits ranjed 
from none to f'r the average nu,.ber three. -. cT- time,- robcl- o:-ei"; cf 

ccm factor ere cited as nn" .<-7,7 -r:,,-_n..distance, and 
, ."r.sanyore_- i Je r n . . .anaion for ......c 
kr any, ""~'.- - .he-- use- -ore ":.si:oted-,'v- to -ahe t'an 
they do nor, due to the factors mentioned, which aay e-,lain at least some o the
 

differential "beteenpractitioner and client retorts of b-"ehavior.
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Care of the Niewborn InFant 

The view of the midwives is that their primordial obligation to mother and child 
is the care and vigilance of the umbilical cord. There is awareness of the high
potential for infection of the cord and the relationship with tetanus, but 
curative procedures do not always respond to that awareness.
 

Only a fewr mid-.lives bathed the baby, changed its clothing, or gave the mother
 
advice on prooer infant care.
 

Care and Counselling of the Fost-?artum i'other 

Hygiene 

A small minority, the same proportion noted by the client sample, cleaned the

mother's vulvar area; only one cleaned the breasts or instructed the mother on
 
proDer procedures. 7n the main, the midwife's attitude was one of resi-nation to

1st ;o-e'U.~ ;es rootaei -_. 7ers-3te-nt cutu,ral n~i e?'at; n
to bathe 3r be bathed during a rather 'ell-defined period.
 

iMidwives concurred .Tith their clients that the use of cathartics during this
period was appropriate. 'lone made an exception of strong cathartics such as
 
castor oil.
 

Other Respon3ibilities
 

A fe,,7 mid-rives on occasion had performed uterine massage to restore tone and
 
eliminate clots.
 

Other Advice
 

Recommendations for post-Fartum bedrest varied widely. The most common prescri-Ition, 
w,hen it -as given, was three days in bed; the most extremem recomnendation -wa
that eight days of bedrest was appropriate. -No midwife recome.nded the traditional
40-day confinement, the cuarantena.
 

Only tw.o midwives had discussed with any patient the procer tine 'or resumtion

of sexual relations after childbirth. That -dvice ranged from -"C)days to six

months of abstinence, the last from an old and not very popular i-iowife. As "Nith
the subject of sexual relations during pregnancy, there ",as a tacit assumrtion 
among clients and practitioners that this *as not an appropriate area for md,rife 
advice.
 

.'utrition Coun-sellina
 

Half the midr.ives recommended to their patients a more extensive diet than the
traditional prescription of dry cheese, toasted tortilla, and hot chocolate. Cnly

one mid:.rife advised her clients to eat everything: the rest all imposed at lee.st 
some FDrt of dietar restrictions. The most frequent prohibitions "ere aiainst
"cold" foods (alimentos helados, acid and spicy foods, and virtually a!" fruits 

Such prohibitions accord with traditional hot-cold food and body-state

theories common in much of the traditional world, and the importance of maintaininga corporal balance between the two. 
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and vegetables. The core belief is that the post-paartun period Is a most 
dangerous time for iaother and infant, a belief that is quite stubborn and 
persistent and which must- and can be-integra-ted into health education for both
 
mothers and midwives.
 

"ath regard to infant nutrition, particularly with regard to the timing and 
strategy of -reaning, midwives are quite weak in knowledge, inactive frcm an 
educational perspective, and do not see this area as one of their present
 
responsibilities,
 

Other Activities of the Y:id.-rife 

Hel-p with Infant illnesses 

Close to half the midwives, less than that re-orted by clients, said that 
their assistance was sought when a child suffered from mollera caida. There 
.as less demand for assistance in cases of 2L and still less in cases of euza::ho. 
The difference between the saniles was not si1: 'cantand the role of theUh ._con tine 'ole cof ther 
mrd'rif:e with regard to the first two syndroes must uoser 
meaningful. 

MIeP -,Ith Health Problems of Adults 

A.most half of the mrid.rives stated that at some point they had been sought ou to 
.eorn an abortion or to salvae an induced abortS.on. A! stated that they had 
refused to do so, partly out of fear and :art> out of .....ta, ';e for the t.sk. This 
line off investigation -.7as ..ot pursued .rwith*ior, 

t o of' ersonalitv Does the .:_d..e ? 

7e following ",roris serie to describe the* mi-d-ifes ,ersonality: i- ependent, sh, 
-.arm, firm, ..ens-- le, uninhibited, cand.., oen, enercus, ta].kative, ta.e­
bearing, -at5.ent, professionaly proud, doineerin-, generally intelli ent, hard­
workiI, sensitive about lack of' pre-arar:.2on, edin;'_ proud of' little 
training, convinced of the value of -ratical ex-.-erience not e,-. of 
Zc. -1olin. ;2a n inped.iment to .n..._ eient, n-,i,_I. -, c e, .... t- ia'-e
". it . ven. . or -Suo.orn -.- "-. , stubborn, and utter 3 sin ~tica , 

C4'-, 

-.. Salvador and its mi-wives havre reached -acrossroads , the '.ay to ,elivery of 
adecuate rural health sezrvices. If the samples covered in this study are at a'l 

mid, Ves =,re ol, are orepresentative, the lare -ajorit of traiizonal 
trairin- Dthers, are decreasi-7 In nuoe, :nd their roles are beco-ringmoe n 
more i_-', . .- ;he sane tie, esire for hospital births and c are, c -no =deonly emergency are th.the perception of_the ,s an re-oure, Tro:in 

'h f.1eJ. ­

he oir:~:r 
technioue which iI by the -,"e er a e ". . 
d-ent '_rltinrole of the ra...~. n 

tose'i eh -'ca'. r . 
"as- een constantlyr dimi--n-h- in iu"+-nit and -uaiity andfor oon-'ioated 
some..1at c.oudy reasons. If the -'Ki Mea7 th wishes to sal-a-a,-zinistry this 
health resource for a':eas whe." h-er will aae n'.ed for -t for 7,xv years to 
cone, haste must be.ade to e-f-fect -the rescue or the crossroads will bec.me a 
cul-de-sac. 

http:abortS.on
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CHXFT2R V
 

The recom.mendations ,rhich follo'.w flo'.w from the combined Perspectives of the
 
roulations re-resentedl. in the saz!men interrie:7ed. Those c!erspectives were
 
diesc-_i'bed in d-tall and summarized in preceding chanters. Yet the recomendations
 
also flow From the discrepancies cetireen those perspectives, .hich serve -o
 
-:ark the :issin- linkcs in the chain of health se-Orice and education.
 

neaP I econne ar,7 s 

3A must is the kaditional1. Te m decide if "t =oin to salva.e the role of 
mid'.'ife, '.ho!e numbrer and level of rreraration do not adequately respond to the 
needse of the :-alvadoran rural 7oulation. This inadequ ,:y can only become more 
acute as nu~mers of midives continue to dwindle and rural exectations for 
-er1ces rise. 

. -f the decision is made to salva he micbife role, the mid:rife must 'e 
retrained and the neilar'ogical model used. in the fast modified. 

', to mad.e what midwives beThe decision -rill also have be concerning should 
trained, 7there, and for hat 'urrose. 

Recommendations for Recruitment 

Georaphical ?ocus 

1. *Et .P recommpnled that recruitment be concentrated on the cantons and hamlets 
- ere .. of' mid.rlfery seems to be disappearing fastest and where thethe *rofession 
need is, and -,Till continue to be, greatest. A satellite model is su gested for 
recruitment, structured on the selection of four or five midwives resident in 
key sites around a ruaral municiralitv ".rith a health :ost. 5Uch a model would 

respond to the needs of the cantons and hamlets, decrease the possibi'lity of 
competition among mid,ives, and take advantage of the ser.ice and supervisory 
resources of the post. _t does not seem advisable for the 7SFA3 to try to train 
all practising midives: an otimum expenditure of funds and training cofivetence 
would be Iirected towari a select trainee porulation in key, remote areas .Yhere 
there are fe-.r or no md.,ives. 

?:ethod of Identification 

1. 7xrerience has indicated that a mode of recruitient based on identification 
of trainees bv community leaders has its limitations. Identification of practisingD 
or potential midwives through several modalities seems advisable; informnal 
surveys might be combined with the recomnendations of Rural Health Aides, clinic 
personnel, and ;roun discussions rith Housewives' Clubs. 



Manner of :election
 

1. Suggested methods of selection, after initial identification has been made, 
are: a" hoine visits to the midife; b) examination of clinic recoMis to see use 
of service.9 by the potential trainee and her fam 1 y, as wel1las health 7robiems 

-she has had, r those resulting from poor hygiene;- c) intenie;s.rticu.ari. with 
.nteit.. . ....... on their u:Se of aniatttuie to-a.! the clinic, theirtrainees, 

level of awareness of hygiene and preventive medicine, their :personality and sense 
-FFserrice, 'heirlevel of interest in tr-ininc and in -id.iferv as a ;roTess on, 

and their ,resent level of activity, 

.T-h Rur-a- .ealth A-ide should not have all the resonsiblty for the final. 
selection. :is or her-- econmendat ion should be ".eizhed in t,.e '"1--t Of conments 
by members -ouse'.ives'" clinic staff, co...un-.of 'fus, and leaders. 

Trainee Frof ile 

1. -esidence: canton or hamlet. 

2. A,7e: above 2(' but •ith ,riorityt'ose i, the4r "'"'s andunder 6kc, ziren 'o 

. 7ducation: functional litecy .ould be ontimal, but a candid=.te .rho fulfilled 
most other criteria should not be disc-alified for illiteracy. 

4, Condition: basically good health a -riwillingnessto have a complete medical 
examination.
 

5. Experience: has had or has delivered children and is seen by the community as 
someone wjth the amro:riate .otivation. The number of births assisted in the past 
need not be high, since rates of assistance seem low in any case. Younger ",omen 
!.ho have actually assisted at relatively few births and are in the process of 
acouiring their repua+-on "'ould constitute an ideal tarse' population. 

5.Atiu.e: in favor of family Dlanni.ng in terms of its -hilosophy and tlieory, 
and willin to distribute contraceptives pending~adecuate traninpg. -he should 
also be .illinlg to maintain st:'on- regularized ties with the healt post. 

-ranameters of the ;.id'.ife Role 

':nc Rferrals Durin the Period of ?regnancy 

1. A decision should be made concerning the respective responsibilities of the
 
mid'.:ife and of the health post during pregnancy. it must be determined .thether the 
mid-,.ife's role i, be to refer all -)renant women for medical care, lAmitlnp her 
o!.'n activity to such referrals and to ad hoc and entlal' rnal -ronotion 
of -?7o icies: or, !rhether her role ,rill be more extensive, includ.ing 
consultation senrice for lo,-risk pregnant ".romen and. clinic referrals 
•omen she has learned to define as medium- or cases those 7hohih-risk or .. have 

bceen so de!ignated b-r a doctor. An intermediate oosition , ould be to reduce clinic 
contact for lo.r-risk romen to one or t.ro consultations, 1 evim interim routine 
checkLws to the mid ife. if the first route is selected, pressures on health nost 
resources could become excessive, at the same time the role of the midwife 
continues marginal. 

The issue of clinic relations clearly must be ei:ghed in the ii=ht of the 
oual.it of the clinic staff and their relations "'itn other members ot the community. 
If thos relations are generally -,oor, the,._."i'- can hardiy be criticized 

I 

http:Dlanni.ng
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-"''ospitl e.errals 

1. Current .. 2A3 policy is to refer an,," r .rena.nt to hospital for;on.-n t-e 
childbi'th, a ;olic- """1nch, sooner or !ater, ,i. create a del1uge of demand 
notic'. ent faic"Oe =--%e to ta*-.. ... 'U"r.itiesr an!t.3those projected for the near future Iill '-ro'-ab>yn..... be ai-. 	 suchble.t. urtherore, a policy -,ill not foster the creationof a cor-s of tr.ined, functionin midwives. Ft is43olcysuggested that a be

adopted t-.at ri.ll restrltrefe-r_n!-s 
 for hospital delivery to medium.,- and high-riskcases and -to those women Trho wish to be sterilized. 

w he "-'ealth Post 

-'.. ... ur the rel'atinship etween ii d.;rfe and health post should -e - adc.......the. . Is to be an ex !'ct mb-r of a .ura; :-eath :ea.,
ani...... . and ideological ste, s'--"-b ta.,e, to assure her position.
 
Thes,:e s:te7Cs wolMicl'Ude: a) 1e T-4imiZinJ the ,-;:fewthin the medica7
 e ..... C 
 '-Is. tactiCs Such a. invole,e of the corr3ro.din-- clini*c 

.n0. %e 's,-an;a-7. _e in• tile -..- treatmn.
 . .. .r 	 ier .-natlert , -"-do.theo_.,f?:.1S 

-
cc :any -.: l orientnt7o--; - t 7e_..- a . - o"i-n I, .....th ...
 

-;.... .. at 	t'.e clinic leve- .' -o . 4-- lu - ";f ::, n
 
.....
eleel ih- ... ncu., .ormaoon the role o±tile ..... p .e -:]C.iceZ res, onsibi -... a. clartin ' ocliniher 	 is, a 

ort effort i 	 of health c t f cor theu -- of her and. f) the z or sion a e , t the 

USCc:suc mdwiesin ass'het rrovisi. f lt,ata 


....-i. .. oo.- ....ies Dur ng. the - st --.rtu., er o. 

1. .oundaries must be fied on the res- ons"Ci;ities of the midrife afterc,...b.t, must Ce decIded rhe mfinishes 'her activities atne t-ra.iiora lermination noint of the curin- of the um'ciicus, or whether
she continues w.ith ote-r rurMl healt,. tass such as the nutritiona education .)fthe otner"h and the care"n ofof chil.ren under one ' ear of age. T-eq..ee twot.o actI..es-. ­e 	 ,~ U.-v~e
would. .e c-very ,atible with the traditiona role of the midwife, even in its

limited form. o','ever, there is the rossibility of cor'!ict with the duties of
 
the aural Y'ealth Aide and the ne'.r ,-rou:o of nurses with ex-anded resronsibilities.
This does not havze to be an insoluble conflict but it could become one if limits 
are not estabiished at the outset. 

idr.r.ife Potential in Family Planning 

T'kere is evidence from other countries that the t-ditional midwife canfunction as 	a valuable agent of fara!! planning, as promoter andor distributor.Scast -a!.vadoren mid"-.riv,= re. t 	 -_ ­miwives agree...t.~ 
 w -,the need for family planning, "ith a morethoroug7h and focussed training, with a w.rel su.erised orcticum in activepromotion, they could become effective districutors anc- rronotors. The decisionthat a to be made is -hethert he[ is -willi.gto respect the current
resistance of midwives to contraceotive distribution and accede to a %-adual
exranion of this comronent of their _ole. 



Traininr 	::ode'. 

? ite 

T. Derartmental capitals offer more prestige, easier access to a hospital for 
observation and r-r-cticum, and a senaration of the midwife from her domestic 
concerns. 

2chedule 

_
1. i'.Irives p-refe- that training be ii_en in a s'n- le time block. . anr case, 
the 	-ztrateY of one day a ..onth,i, or some s'milar_ arrai-ement, h.s !pen 
" ... ei in ni"rer of ra','s. -er-cds of -ure lecture should be "r-e- andr a 
.unctuated by Short brea.'s? neriods of high visual content or of -artici-ation 
can be lon-er. 

- should "ce provided oecove r transrortation costs, chPJi care accordinn" 

t. I 	 eed, and. -ernars a --I additional stun as incentive and comntion ­
m n "r'_. the nII -if may "ave >__-dg ...should a!so Ie rovided .... ... sf--d _ 


-col r _. _.ic' t.h the :erson..,. -ae" tes . best"--erience in other 
is-1a -1-mdrf of some-*nat aivanced age anf- -onsiderable eYz.)erle n~ 

7 thi. cateoy of ._ersonnel is not a albe in alvaior, sonethi= close-l. to 
u i-s -e s oug- octor h stshould 


,-ulation in :eneral- and are excellent for rain.. n del-very rrocedures,
 

aun:" - ttl'udes of' esaam an'd n' erest. 

edao~ialTechniqiues 

'. Am '~e 	 use of auio-'usul materials suzh as: -.'stic or rubb'er nodels;fihs, 
'ridr dter; otare to nrov feedboack on ractioa: ,Icroszcor~e, -for sli--- th.e 

realities of: '7erm the-q'or'r i- rm-aterial. -;-or -1*L-JoT.Tr-- it5 3 u as clot 'nLor 
.,ak!.-bindersq bdag- recvi -n sheets, etc., -o that these could '-e :ao,a at 

one cl!Rsroom session. The sm-,ight also cons;ider the nreraration '. f sl tc 
,,nts on such subjects as correct delivery and hyv,iene nrocedures, dan.s -. 

durinz nrenancy and the nost-:aru.n erio, diagnosis of unernourished or 
dehydrated children, preTaration o, emergency rehydration fluids, and ho,.7 to eat 
better -ith limited resources. 

in-cla-s 	desi'n-of a2. 	 FrobIe -seovin:, such as: '"o'bt y7ou do if.. ? the 
ood, c" -. • ._.. dit handLn. cr-ses: cetera.tuall'r.aCe 	 let .elier: 

- -	 out te.ws and crucialacto such as the mothe 
-Fho 'afrad 	 ril, ch 4jirh maternal resistance, tc.hy/iene before ,and 

before-rief daily oral tests to catch errors and nsun -ers.andinzs they71-, 
become embedded. 

http:1*L-JoT.Tr
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5. Cra! repetition.
 

6. Discussion groups, rarticulariy at the outset of the course, to give 
partici~ants the on-ortunity to clarify the are=s in --rhich they feel -akest 
anlL to -ive the trainer thq o):ortunity to 'etter focus her pre.sentations. 

. emonstration an.d practice. These traing nortes -.rere at the tor of the 
mid,ives' list of priorities. 7xamples: seeing hos-ital birthsand medical 
examinations, assistin- the doctor, and fira11 handling a deliver, ernaps in 
pairs, under the -u~erzson of a doctor or o"stetrical nurse. 

The reda.-otical. =t..cture should be one of t'to-wTay communica-tion between 
-rtjc :;at anl. trainer, elimination of non-essential details, and an emphasis 
on nractical. exerience. 

-hilosor.-hy 

There are certain 'asic principles that seem to be integral to the tzrinin of 

Ie be ne- of"hat is oer4 11 a creed di 

1. 'Tbo 9,a ee o" . arural health team. 

" 2. ":" iv.ver.e:t the "r C > f the clinic is cent-r-- to her Ung 

-"- e,-acator, d the educptor, r ,,any r.ra.=erhanson! 
e''"e-h , .t,. nor c7i.ni; t'.u he is the on -r al 'tn 7 'h 

an.:'cact'ces e.,-j a, aa',ude= . are not in themselves somethin, to 
" tose ljar
 

4tc. All others shol-.,._d be hOnored..., 'rit.h a coul'+eous
 
Sie-..-- " and o':en w.hen are 


d? .,17 ". -Pq : 01 I-, a tt'iueS n are 

harnless, .ih re:e-t they teneficial. 

rt ..e:, su h E.s t'-" use .f -er al " :.i-" , beZ'.,li....tl.a,,ed
scen2tif~!fca~2.', fore +hey are a-tacked , -e for "-, r' oxztc¢!cs. 

Th.- nf the i set o f reco .enatio.s is not to .;-resent the 3+i.e 
co.te....t of a t iin ,nualfor mid:wives. -ai 7. is to 3-i out s -eci r 
of intereSt whihe.irged from this s~tud-y. Order of priority LS ssted. 

T:orever, it Is reco,-mended th-.at any new manual decart. f o ti 
_ --- "_ .... c' thgee ra 'nal­

secuence. 7_Itea-. of e-'-nni*n with extensive periods cf orientation, 
oi .. 'ro-:oseden=ral "..the zle cetera, it is here th.. 

any ne training seenCe,....... e. i i::ctl' - rt 
T-'eacy, ....... : o :..::"'' a~n: thence to the - rt-u-n" feri- . "=:-su
 

'. ;r t 7 a cco f.: -ere theiore-Th'c,'l :re
 

*setoam.n,.ec .n -v,:'!cah e mater'.al in~stea.d of mere theor:c= -- .. 
"'ations, 

http:mater'.al
http:setoam.n,.ec


_:rer.naflcy 

1. 	 The structire of the intervle-- t the nrenant .o.n, es:..ecially the first 
"-teills-, (ouestions about v 1I'n , .aner si-'Z nutriti_on, -:,rr -'r 
... . .-. , _d e. : .. ... .' .rh.,i-h- o r. r e, liu n,- ,o 'en. 

' an.-n.-r-r __4-,nals- I'irln'reanry, svmto.7i and iyndirn:s, conrared to'a t are 
only the disco:,fortn of-F -rean. - to tre.- the latter. heto :e 

, 7 ental health of the .9re-nant on Tea.nc. -f -tates of in::iety, Irsnr'a, 
.nore/ia, and "hs -1+-ortanceof the mio-ue az an rer-on 
Con: ... a,.te. 

_ 	 -at ients the <Lin.c, h--2. '" -oce. of eerng to es-.eoia17.' 	 ­
:H.--a'.'.t-< of r.oferral :arz.. 

5..Tigns of ane:ia. 

P.ei~hin..,e-tai. f her clinic role -- '-el_.- -_ ith _atins; ta ,e...-',- thet:'teco.. en ofth-re-n-ataf 	 1 e::.,ination, con.'illtatio.n thee..t th.e t:it' .'_r--i,,te 

or :.],' 'r .nur-e -, ,-.unzat"ons, et cerera, 

, - obad,. >'o1-to sustitute a -ent-e massaae to relieve the -other "ou 
..... the -'etus. -x:qanation of the :orocess of "--.'htenin.z" -n the seven-n 
.onth, ".hich f-ten --4ves relief naturally. ".,' ou- henvy ,anut,,. ... - ­

' -ly the 
_;z~ *rhIen ihnle. 
-., aners of ,,,er. restrictive diets for the _ur-ose of .-:eenn fetal 're -ht _cr 

:sycho!o~ical and -,h:sio1 icl value of the ,aa e :he-.e correc. -done 

to facilitate delivery. Tnecial danTer in',e thix-i tri_.,ester and the vulnerab iItv 
of 'he fetal bran". 

' e--tr,atee for eati-- better durin the enti.e7rnancy, ".' eon 
nro'Clems and needs of each trimester. Tn.,hasis on the third trimester r rosen 
,.hose economic resources do not -. _nit najor dietary modifications throughut an 
entire pregnancy.
 

10. Danger of a diet high in starches and fats, the importance of i i.s herbaI 
teas -Ia'r he ",romoted here", dan~er of strong cathartics. 

and the family's 

-re-. .tion for the.....r...
 
1.1 -re7arations for childbirth. The ;dfe-	 resmonsibii7 .. 

of materials 

I. I actatin. S-ecific details a-out its value, adding to customary considerations 
of tempeature, convenience, and cleanliness, the value of colostrim (stimulus to 
milk production, restoration of uterine tone, infant -.- hartic, protection of 
infant from gastroenteritic inflections, contraceptive effect' ; breast hygiene;
creat-eedi =shortly fter childbirth:+.he dangers of the churon, catharti- , 

an. substitution liquids; solid fod int:oucti*on: "r.eani--. 

12. -:e:al 	 ho,, handle re inar ... a"o,.!t f.milyrelations and to a l - 'is.cuss on 

la.nnin
 

http:svmto.7i


Childbirth 

possible, births which .ay be rroblematic.I. Ho'i to recognize,as early as 

2. 	 The 2tructure and sequence of the practitioner-matient interiIew at the onset 
.of childbirth: prioritv questions a.bout childbirth history, onset ari re 

last meal, medicine +.aken.of rains; elimination uring the day, 

sta,e and the proner timing of ez-ulsIve efforts. . "a'.:erc of each bi.rth 

. "aner s-als durin- labor. :avs of handlin-T delivery erler-enc'es .Then It 
help, arndator referxxs and how to

1- acs--olutelyr Imnossible to get a coctor's 
antic iuate. 
5. Hygienic .re-rations of zirth site; minimal and optimal conditions. 

to reduce tension and why heavy massage should
6. Ho'q to ;rerform gentle miassage 
be avoided. 

7. Yo..r to teach the mother to "nreathe ,urin. the first and second sta-es, 

especiall" dui,n,7-. the raifu! -ranSiton eriod. 

-' z use of oth.er rositions tha the reclininelvery. 
nodte. Tientiic and -oractical benefits of semi-sea.ted positions for the moment 

ttitades. 

-. :o,-tiou for * 

of childbirth. ?sy-chloial .. rort.ance ofC.--lex I afl-bl 

the midife to refuse assistance unless mot-er " accede to o. :otivation of 
a l l e a - , ml eve ls of h v. n.. 

11). "orrect use of oxytocics. 

ergotrate.­11. Correct use of 

problems; uterine 7,massaze..2. ::a.anagement of the 7:Lacenta, including related 

ho-.; to .andle.1. 2espiratory )roblemr, of the ne-vcorn and 

IL. tratezies and rre arations for the -oreriature infant. 

care rightto Ice fo.lowed in mother and infant:.5. Ritualization of routine stems 
after childbirth. 

_he :ost-?artm :eribd 

when and how,. to refer.1. Doa.er signals in the mother, hour to handle, 

ber of viSIts, rescribed2. ":aterials for the -,ost-rartum visits, _umd 
content of vis-t . I -ortance of the nid'.rife as the only source of medical 
a~sistance. Ter'ination of her resmonsibilit'. 

7Content of "ost-ma;rtum intezie.'s -,4th mother and k:ev ,uesti on and
 

observations %presence of fever, excessive bleeding, ennta odor, disuria.
 

on medical te--r;oryThese recomendations obviousl.y tread auite heavily 

and their uJimat determination is ecua!y oviously in the hands of the ::-L-o
 

' ,r emerged, ho-ever, in the research as .roblem areas ich need decision and
 
definition.
 

1 
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-",. Hor to jud.;e normal. and excessive beeding. 

5. 3anger s'.nais in th-e ne.trcorn. 

o, -. ecial care of the ,re: ture infant, 

7 hien and ho, to t '. to the fa[ly;, Thout -tother and child care, danger s -s 
in both and w'hat t o i f they aP , ePr; it, c onsu.mtion c' i ouds P etc. 

. orrect j,.e of simle anaLresicc for the mother, 

.- *men, rsei7 ~ h r-ti~-h 

a e n. .:- - .. 

-:£ .h<,:s Y:=ea . s.- --e '. '-f __- re torn; '-o' to -:.a-+a"n acce"+tae.=:,--= 
' Or a if *._e: rm~lua',-res I.stanrc emoth"eZ Id mt rSyCt.-inI- d 

-. s-- '* 7 -n 

- = --" '.:a4."....."--55'3 ur' i ., a"...:e--'.rct on, ... t t .as. 
.ve..i:.ect , , howr to _eo._,'- them ear'y in t '" career ani ho:r to d.n ,th 

it real> causes .. ,Ten cai:, -"o anrl. .-. . ~..­
-r 

u , - tz:3 C): '- -1 n -3,- e e... S e "= 
4. 4 drr e 

t - - to -o a -' ; .Z . --
T e nutritss " '". eo" 

,iom ..... a:o n mo.,. "ost-atu, o "'5e ," " of *;i..... te fir. t -..,s T e--. ".iainit of"t"narisrife'u e- "--'t e ea. tohe= 

cku and ,., han.. . . ,... . . ..... _. e .. . ereferr:. 

.o, ncr' .n~ , 'ero,:t .. ;e-nutritious ari.: .. hr ~ 

e~ ~ ~ in~ t..:...h kt -h~ 'e sh ud reont'-s-ate th co-e:. i.n :t}itotmei 
c.=refuim :uing~mn of~~csheas .'. rsosii rmkii n.aseb n t 

t ntatO _usdr-! 

contents, :tems ".hich ,,ere entio~ned by the -:tid" ri'!c a "emn rcto"e 
are listed ow; th"-.is= !ist i not to be co'sidered compete, -'i.t only as 
reflective of mii:.rives' ileas on their needs: 

atfs,!" and cap kerchief with a specialpin. or embroidered eme nat'_ _ A.ron or 



A sivn for her home. 

The fo.lo-rinc, medicines, all in coded boxes with different colors for each 
medc.iation: r.otanine /ergotrate; analgesics; vitamin/mineral supement (highl, in 

iron and fColic J) y4,oCi3 1 .ac.d'.; 

3,Batte7r lantern and. clock or ,-atch2 . 

.yn.e t- ro : from nez'-orn's aiv ras. 

.?PaCr nre- and. -2ost.-n-tal checkups, fai.. . anning, hosital 
delivery, and ster;lization, al7 color-coded. 

The n .... " hou>dh a' e the right to 1 -ce '-s -- azle neria.s a;an-­
t. e clinic, .r._t- -r at le-n cost acco2l.n. tz t e remunerative ar_.n~e~r.ent tha" 

"is deci.led on. could ta-9 clace on the days -hat the .i'.r__e cones 
;ith her 7atients, for their r.re-natal checkuavs (see Activties as ":e.'rer of 
":ealth7ea:.l 'o-.r. 

rannin- di--tr 

the relevant teohn.l-v -ho, 1 .d conceived .. as c'tr,-stae des-n. The first 
71e tran" o th" .'.':ife a :rnmoter of -aniiv ancd -utor of 

'o 
'!-rOte­

p.annincr th.e -3ec~nd should. le concerned .th the tr. 1t 4r of the e d'lls 
-- ..- ... ...... ould inte 

-hould '-e a teta ed a-' very -ractical tra"-m-': se.uence on to" to fami , 

decided .... te _: ir -e . an... . .era of te
-i.,ive;efocu:.= of aretra'. ~ .-uire for seectel ":he sec:?nd ;.:oui "e. the 

=hort re=rnsber ,.rse six )nths later. 

-he cnnt of the -f'r--t sta.Te :ou!i be te ollo.,iru: 

. ­~orrt'racT t'e . et t.-+.1az 'sa/ ntages relative risks 
' crn.red. i ; _f re,-anr- or ch.- 'I-i" - . I r:.Th ." -'= 

of ":.men- ?os'_..e side-effects, their me"in- qra'ity, and ha.-dl'in 
.. .. .... _ cf -. _- nin h and -henate~ or romtion family 

_-'v to ar,er c;etiona-o t fa-i-. 7'- - ar-, in p rticular, .. t-z. 
!", to rec e sa escseles nain'ts nrob e..S that re re me,icalc and io u 

a ttentio-,)n.5. :-an.V. " - of r"erral-- . 

=The coitent of the second sta. shou:i he t-' o 

nr"in an"
 
nroems mcl'.,ives ni~ht nave encountered in the interim.
 
, A revie- ......the cic onts of the first n" liscusTin o: 

H.:andin.7 of the distribution of selected contracepti.... 
* ~c~'r'um n a fai' lanni-incl inic.
 

-. -.' -l .. t'..... of s--als: o remotivation of a
.... nts, - ro.outs_ ter 
nrov .n oF contrcentizes for ".:onen already enrole"'. :n a- nrc_ and 

".,to have -a. a r'or medical examination. 

The curative orientation t'"at prevails in Elvad.m -- .I n 
iine,;n addition to rea" needs, results in the ascrition of resti-e to 

those -rho can provide medities 7,e midwife shculd -,ave the same access to this 

source o: _st- e the . Hea , urther..ore t' edicines "entno..re as al ihe. 
here co-itute a basic mini.-x for treatment under circumstances -.r*er- the 
iid'ife is the only resource. The key is the trainir, In lo-.r these shoiuld be used; 

man, mid,.,ives already use then in any case. 
2..ese ar o7¢iously h_.h-cost items and d not seem to be consiiered. as 

.... e. t priority by t..e md,,_es. 
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The rationale for a two-stage mode should be reiterated here. As previousiv
stated, mid-.ives without excettion currently entertain serious doubts about 
contracertive methods and the micwife's rre.arationfor accepting the respon.,ibi!,tY
of oistribatino then. This attiturle should Ice respected not only for ethical but
 
for very practical reasons: if a distri'.ution responsibility is thizst u -on
 
midives, cultural patterning is such that the'y will probably acceInt it arnd then

proceed to do nothing, in a sort of rassive resistance.
 

The two-.tae mcdel ".would reduce the possibility of this resro.nse, it .:ouli shy­
,rct 1r- it of, t"
the r for the iven' o, ti avoids th I.ehoe, 

n.ems reacting as if she ".-er bein. rxatedrather than -t-ie - -. a th 
resource, and it rculd gi;ve the iid'.if-e tl-e 0orrUnitv tCo l-arn hc,. ti"i
 

te mvtte,....... ad the h.trt to:
 
.. _ ' '­".. we .r e [- the _e-'o.3_o-s §::/ ' r. ''"-is r h ti'; t;h-...• _.--e ec.-'-i at-e .:-'"


al.,so be >ui.:.t u~o-i establish:el , o cera--= i, ".e %e:'e th.e . .. a:. +:. '
 
..it- the corresondin .entaier,;s-of reci--ocitr
 

i-- " o- the .:r.,ent -r-' .. ' . "ith such a m .e I[l
 
- "e rs and '-olom-on -'*-+ 0or:eal ~ ia o-L
 

" .atl -,.,---.eS .eoo,- c o L -L-- : . .i -.-. ­t>rntVe 7. 

e-. .... ,_ere :a n - - "a _.. "e ".. . " ­
- e " t-e.o- r- t - -.. 


/. . .. ,rez '':'.. . .- - *"-'T. n ... = ., :­
_1e ~~e-"a~ ~~~r- a , z ", -C .. . ..-)f z ­

:r e.ch iie th i e.eS...i-Onic; e0.....-o f re <- a. in e­'rar-)us actiities would"-e accumu'ate. in tt -c unt and i-,e t. n-­- h,ri acrtion ce s ol t- .e oll C'wi : . 

1.~' - z Theh ; --'t"ja..w.l _ay .... the: cl-ic a"othe 4:,i i 

v _us actvities-',; e _1 i-ore3- and cost-nata! •rw.-..ol"ed cuatesfrln 

?*of.rrals _F .ro emat- clI d-bir t o a *i fot :e toCx 

>ferrals7 for ---"'- s n fa 7:rnnin:- s 
.. r :ased "ouldbe-o.a ric: 2- t _, 

r_ Co n ; or a le.-s .C... -P o .e
 

,oe "" . -nor cint nuance r t~ 
-f 


-- the "roasem,~ -.:s, t coront,m cenre af ....... ......... :o
 
.. . . "" 'Zr;- -. ,%3 **l-C .r-" .F.rt. s Point.i.. here another- s-~ -: ,e- ' - *out " 

a-._'.antigef*.. rnf a t.. iny.t-;,, -=civifer 
L ,e .. e..- ...... ... ..... ..... 

rh ere-twere-. s- u,_ -.ai..,-5u.Sn::att.. -.1 IS.. ,, 

-or an,, ot r-.r aior t*at matte f3t no *.e-f-r, ­

,.-.9 sum :e not an bs one. c. es. 4- "o ;:a no .- . ss st.[.zia--ie
rat.e in rural areas, ".when it is :Pia t all 



A comrromise syste: would be a combination of salary for routine midife activitr 
and incentives for familyr planning activities. T'-,h-7 ':ould be co.,.icated 1 sttca'9 7 
and onen t -eid.iife up to charges that she did family planning promotion for money, 
alcel.ling her as rerhaps sonewhat exoloitative. If al!' her activity were incentive­

and fee-ce.se., sh.e woulc, in fact, be raid like most private doctors, cuy.nderos,
 
and traditional m i!iv.es.
 

Activit'.es a- a :e:.er of the _Rura_. :-eaTth Tean 

A7 a ne ber of the -urlnL health tea., the midwife ".would have a da-y set aside for
 
.her the or
.... n- - atient cl'c for -e- post-rtal check-s, a-1:in
 

....... .'n v-. t re.-F ... i Ts SitS o... _cCu onCe a ncnth,
 
.... i i c-aes. o: e ': c, a ,ould also al1ow the niif'e t-I collect t-he
 

.oney accunulated in her account. ,-nce there is a tendency for .!o.en in distant
 
cantons and hanets to -o to the clin.c together on certain da-.rs, th11.1. nrocedure
old...not, entaia _t_ change .n existing, cultural :ra"erns. 

-time, '-.e would -resent in the 	 sAt t-ht -.. 'e !.-e dur; h rat-ents' con--'. -.'ith the doctor ,nK! bhe= girduate nurse. 7- 'e ",oul~d :Kso heir "we'.h the ratients, 
, .e ,. . . n, . , .. - 3 , an d, r e -_fo r :n a ny' o t. . e r a . ._ . _d_ .as , . i r.: t he 

.7-.-intenance of the mot--r-'s '.7ei.- chart. 

er activitest .. thte ould the midwife a -art of l'e1 ealth tea. ere 
di:scussed at the 5einnin of this section. in addition to this, the . might 
.ish t" contemlate the posi~i~it- in the future of stronger -ondore 5t2i:ctured 

~te e- . the midife ' actzvz; tat. nf the 'ural ie in. theu.. -.­
for:a of co!,*or-tio. "n communit-'r .ealth promotion o ,, . 

The 	 of .. tf'it-the,ri'--mi-,'ife s .ror, h-a -een r noted; this 
t ':imn frore environment in which she work . c .. n nro!e s 

,f acces i"it' ad transportat on -ell as rom i"' - .... In 
circu...,ntir a. atte.,-,ts to plan, :'e-ertheless, thfl i 

r.te i es m"-ht' -e cons idred: 

-rThe int,.,'riin.r su~eczi7sor .n -he aaie'saah­

-'di.c ...': 	 w.ith adiii~--onait'-"-rinina !" se'er au"Ue"" :i-rref".eshernurse, -so e-it o' 	 sa ... -s," 

con'ition ande,ree. _heckin of utilization of the -,tThen the -,-Ife 

aplyears for restocki. 
7Tter-.'ie:wts at ranom wit en t.. 

6 -rs-te-atic ana"rsis of the var-ous referral car'as, 
7. Utilization rates of traine, mi&.Tives co..ared ".ritn untrained ones. 

.	 "ee of' -'~ 'iu:i+t, a-'areness of the new .,aramedic.
 
.. In.e. r a .,-ta r .it s.
aoroi!z 7j 

.07e 0Fte te. "rill inolve the gatherin: of baseline da.a and 
, . c. al structured and unt_ tz cture -uey Th-iese need not 'ce costlv if 

ther are care--uLU: iesingn and use existin3 rei onal and local nersonnel. The" 
Ire, hoeover, in.oriant tt.-t-,ies. el.et been mi--i'g ithe eval.uat'n has 
nany mi.,.r'fe traiin'.n,- pr,.ramn a n, thse pro---s have -ufered as a res'f,.. 
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