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INTRODUCTION

"The rationale given for family planning may be placed in three
broad groups: improved health, respect for human righte and
population control, Action by governments and other bodies is
usually based on a combination of these rationales", (WHO
Technical Report Series No. 476).

The International Confederation of Midwives (ICM) asserts that
each individual and each couple must be equipped to understand
fully the working of the reproductive system and methods of‘;i
fertility control and through this understanding be able to
exercise individual control of fertility. ﬁ

It therefore follows logically that the midwife = that member of
the health teem who works so closely with mothesrs, babies and the T
family, is critical to the transfer of the knowledge and methods i
of fertility control to the couple and to the individual, ;

g

It is abundantly evident that the numbers and spacing of children:
l.ave a direct effect on the quality of maternal, child and family ;
health, It is also abundantly clear that families and especially
mothers, endeavour with whatever means possible to exercise peraonaI
cantrol over their capacity to reproduce, It is therefore
important that all members of the Maternal and Child Health team,
especially the midwife, should be equipped to help couples and
individuals to acquire the knowledge and skill required in use of
methods for the control of their capacity to reproduce.

In assisting countries in the examination of approaches towards
the restructuring of Midwifery Training Curricula, the ICM
fervently hopes that family planning training will be included in
the curricula for the training of all categories of midwives.

The midwife is in a pivotal position., She is in contact with
expectant mothers and their families at a very critical and often’
very receptive time, She is a highly respected member of the
health team and as such has caonsiderable influence, whether she
works in urban or rural areas,

iii






BACKGROUND - AIM - 1

The Joint Study Group of the International Confederation of
Midwives/International Federation of Gynaecology and Obstetrics
(ICM/FIGO) held an eight day Working Party from 16th - 24th May,
1974 for senior midwives and obstetricians from the islands and
territories of the Caribbean, This was the fifth of a series of
such Working Parties being hield around the world in order to
assist nations 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 and Child Life through the inclusion of
family planning emong the services provided by midwives of all -
categories in their expanding role".
Lo, o T r s

The Caribbean Working Party was attended by representatives from

the following countries: \ . .
o > PR . M y H ',,‘ R ,.’}

Barbados, Belize, Dominica, Guyana, Haiti, Jamaica{ Trinidad %,
and' Tobaga. . | e ho
!
/

i

Through the generosity of the Internatlonal Planned Parenthoqd

Federation (IPPF),: representatlves from the following territories
were also able to}part1c1pate' . ‘ . .

Antigus, Grenada, French Guyana; Monteserrat, St.' Kitts_Nevis,

St. Lucia and St. Vincent,

- .
. . ' ) L A St el

Also in attendance were consultants, observers and guests from:

Jamaica Paediatric Association, University of Barbados,
Downstate Medical Centre, New York Family Planning International
Assistance, Pan American Health Organisation, Agency for '
International Development and ICM staff. 'j
o
A Barbades Local Committee was set up under the chalrmanahlp\
of<Mrs. Perlita Hinds. . i
\u
Approximately two months prior to the Working Party ‘visits wers
made to the islands and Belize by Miss Barbara Patterson, the
Regional Field Director accompanied in most instancas by Miss Kate -
Lorig, Professional Co-ordinator ICM, The purpose of these visits
was to explain the purpose of the Working Party and to solicit
'official support and attendancs, N

1



OBJECTIVES - 2

In order to identify common problems and posalbla salutlopa $he
following procedures were followed: .

1. The exchange of ideas and informafionfﬁn:fj
a, The present situation of maternal and’ child health
services in their countries,

_ b, The practice and tralnzng of all<catsgorles o?
.. midwives, | . C

1 i b r

oot
£ ¢ ' ) ' ' ® ‘.
ce The place of family planning in maternal and child
- . health,programmes, N - Lot

de The training of all categorias.of hidw;ves in %amllQ‘
planning and thelr part;clpatlon 1n ,family planning
programmes, , o

\
'

1

1

2.‘t Definition of the priprities, for maternal and child. health/

.. - family plann;ng services for the Wnrklng Party countrlea. .

3. Consideration of the leglalatlvs frame@o}k necessary fory
.., maternal §n§ child bea;tp/faml;y planning services,

4, Consideration of future plans and suggeétedlactions of

1.,y',implementing the Working Party recommendations,



THE WORKING PARTY - 3

The' Worklng Party was opened by Mrs. Gertrude Eastmond, the
Parl;amentary Secretary for Health in Barbados., She stresaed the
important role ot the participants in Family Plarning services and
set an excellent standard for the rest of the week,

Dr. I. Gogan, PAHD Medical Officer in Barbados then presented
the Key Note address, He reviewed the background of the
Ministers' of Health Ten Year Plan for the Americas, written in
1972 and spoke specifically about the Ministers' recommendations
for Maternal and Child Health and population, He further ou+11ned-
ways in which midwives and obstetricians could participate in
fulfllllng the objectives of the plan,

v
-

A

Another important speaker was Dr, G.T. Cummins, Medical Director .
of the International Planned Parenthood Federation, Western
Hemisphere who emphasised the priorities for Maternal and Child
Health/Family Planning in the Caribbean,.

During their eight days of deliberations the delegates heard
several other papers on various topics in the Maternal and Child
Health/Family Planning field. These were followed by discussions
and a final adoption of recommendations for the Caribbean,

Several themes emerged during the discussions., First, educatiod
plays a vital part in Maternal and Chile Health/Family Planning. |
It was generally felt that family life education should be incor- |
porated in all education programmes in a country.

Secondly, a strong emphasis was placed on education for all
midwives, It was felt that if midwives were to assume expanded
\roles in family planning, nutrition, child care, and management
sgrv1cas, the basic curriculum must be expanded to include these
toplcs and also it could be necessary to have extensive in-service

programmes for practising midwives,

Afthird strong theme dealt with the status of midwives., The
majority of participants felt that the fully trained midwive and
nurse-midwife should have the same status, salary and opportunities
for promotlon. A minority of the participants felt that there
should be a differentiation between these two groups,.

A unifying theme of the conferencs was the need for midwives to
promote family planning actively, This was highlighted by Dr,
Willard Boynton, Deputy Director of the Population Office of the
Agency of International Development., Mrs. Thelma Grant., Clinical
Co-ordinator and instructor from Downstate Medical Centre, added
emphasis to this themé in her discussion of the Downstate family
planning training programme for midwives.



Everyone at the Working Party agreed that family planning was
necessary for improved family health, Most participants also
recognised the need for family plannaing as a means of preserving
the limited resources and quality of life in the Caribbean.

The general format for this Wo:king Party attended by about 30
obstetricians, paediatricians ana midwives was to have delegates
and guest speakers present papers giving background information
directed at one or more of the objectives, To allow for 1ncreased
opportunity for delegates to participate the group was divided 1nto,
three to discuss the various topics and form conclusions. ,
Following the discussions, the rapporteurs and chairmen of the
groups met to draw up resolutions and recommendations. These were
then presented to all the delegates for their amendments and appro-
val,



CONSENSUS REPORTS ON THE FOUR MAIN TOPICS FOR DISCUSSION - 4

1. PRIORITIES OF MATERNAL AND CHILD HEALTH IN THE CARIBBEAN

B e

EDUCATION. Family life education including nutration, breast
feeding, sex education and family planning.

a, Primary and Secondary Schools,

\
i

b, Social GrouPs - Youth Clubs, Guides, Scouts, Sea Cadeta.

vy e

Ce . Profass;onal Groups - Medlcal Nuralng, Teachers.

(YR

1 7‘ %"
3
VR ET R .

P R - s 0 s oavar s»«e\» »m»

d. Military, Para-military “and Police, v - 7 LiE
’“‘ i :l ;r

e‘M*«Expectent parents, - : L 1 L.

fe Government Soclal Agenclsa.

S Mo e e e A d ar as

CHILD CARE o

- v *
L & ! * v’ N - 3
»n«wmmv&.—.w S e - b . PP

a, Prevention and treatment-of-malnutrition:’-

w M TR

ot 3t T DS A AR T S . ,
(1) ° Breesst Feeding. . '

.t r~ £ -
koA W v T . e

(2) Use of indigeﬁoue feeds,
(3) Knowledge of foods,
(4) Balanced“diet.

b, Prevention of gastra-enter;tla and 1nfect10n of the
newborn.‘

c. ’Fam;ly Plannlng - Chlld spaclng with 8paC1al emphasis .
.on high risk mothers, - :

d.- Maintenance of Statistics.

‘ »

‘B Immunization, -

THE IDENTIFICATION, TRAINING AND UTILIZATION OF ALL
AVAILABLE MANPOWER FOR MATERNAL AND CHILD HEALTH .

More' use of: I
a, Influential community members,

b, Specially trained community health a;da such 88" St.,J
Tha Vincent and Jamaica, o - -



c. Traditional Birth Attendants,

de Professional Midwives and Doctors,

IMPROVED COMMUNICATION AT ALL LEVELS

a, Professional to patient and vice versa,

b, Professional to professional,

Ce Involvement of all grades in decision maﬂiné;

t, .
IMPROVEMENT OF INTRAPARTUM CARE (in labour and immediately’
after delivery. ;

“

THE NEED TO HAVE TRATNING AND FACILITIES FOR RESUSCITATION
AND MANAGEMENT OF PREMATURE BABIES

IMPROVED MANAGERIAL SKILLS IN RUNNING DELIVERY SUITES

TO REVIEW SCHEDULES OF ANTENATAL CLINICS WITH THE VIEW OF --
ELIMINATING UNNECESSARY V- SITS

Hours of clinics should be reviewed to accommodate both
working and non-working mothers.



THE EXPANDED ROLES AND FUNCTIONS OF ALL CATEGORIES OF MIDWIVES

2,

Assuming that the midwifery curriculum and in
Planning, Family Life Education, Nutr
Woman,

ition, Child Care,
the roles and functions should be as follows:

-service education includes MCH, Family
Care of the Non Pregnant

\CATEGORIES

MATERNAL CHILD HEALTH

FAMILY PLANNING

FAMILY LIFE
EDUCATION

;Nurse
'Midwife

‘Midwife

Planning
Programming
Implementing
Evaluating

Training and

‘Supervision

5.

Educator
Motivator
Case Finder

Provider & dispenser of

all contraceptive
services,

Follow up in order to
detect problems and
keep supplies,

Co-ordinator of family
planning team
(managerial skills)

Referral Service for all
health problems.

Interpersonal/Intra-
family.

Health and Hygine.

Sex eduation
(generic).

Contraception

Nutrition

huxiliary
Midwife

:Impleménting
- depending on

training
received,

Up to the level of-her
training:

1.

Educator, Motivator,
and Case Finder.

Up to the level of
her training. TRy




CATEGORIES

MATERNAL CHILD HEALTH

FAMILY PLANNING

FAMILY LIFE
EDUCATION

Auxiliary
Midwife

Distributor of pills,
condoms and conven-
tional methods.

3. Referral.

—+—-

Traditional
Birth
Attendant

Implementing

Up to the level of her
training:

1. Educator, Motivator,
and Case Finder.

2, Distributor of pills,
condoms and conven-
tional methods,

Referral,

Can be useful
depending upon her
personal qualities,




CATEGORIES

NUTRITION

CHILD CARE

CARE OF THE
NON PREGNANT WOMAN

Nurse
Midwife

Midwife

Teach
Demonstrate-
Follow-up care:

especially pregnant
‘women and puerperal
women in breast
feeding,

Notification & Heglstratlmn
of birth,

Care of the newborn,

—~Weaning.

Advise, demonstrate,
follow up on nutrition in
homes, s-'ols, clinics,

Referral and follow-up to
immunization programme,

Advise and recommend in
the care of the under-
privileged child.

Rnowledge of available
services and planning of
all child care services.

PRE-PREGNANCY

Advise an family
life education,
family planning and
nutrition and the
expanding rcle of
women,

IMUEDIATELY POST
PREGNANCY

Continuing health
education.

INTERPREGNANCIES

Continuing educa-
tion - using fowmal
and informal
opportunities.

INFERTILE WOMEN

Advise with
referral to
appropriate
agencies. :

L. POST. FENDPALIS"IL btk

General health

;uadV1SE-'

e N e K B e e \“\m—-—_....u-'\“-.-m‘

e Y e

e
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CATEGORIES

NUTRITION

CHILD CARE

~ CARE OF THE
NON ‘PREGNANT WOMAN

jo
H
1

Auxiliary ;
Midwife :

Useful in every way

depending on training, !

Depending on training

Dépend%ng on
training,

Traditional;
Birth
Attendant

Can be useful
depending upon her
personal qualities,

Could be utilised in:

1-

Notification & Registration
of birth,

Care of the newborn, wean-
ing. : > :

Advise, demonstrate, follow-.

up on nutrition in: homes,
schools, clinics.

Referral and follow-up
immunization programme,
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CURRICULUM CONTENT FOR TRAINING ALL CATEGURIES UF MIDWIVES
FOR THEIR EXPANDED RULES .

TRADITIONAL BIRTH ATTENDANTS

They should be instructed inj

a, Family Planning
AN,

Methods of communication,

(2) ‘'History.of contraception., . . -,
(3)‘g;Methqu,of,contracaption. “te ‘.
(4) Side effects of ccntraceptives. § ..

{5) ... Knowledge of referral agencies, -
“y

b.  Child Care
(1) Nofication of Births and Deaths,

(2) Detection of abnormalities in newborn,
A ;
(3) Resuscitation of the newborn:
. ] {
(a) Disposable mucus extractor,
S t 1'/ 3

s

(b)  Mouth to mouth.

Lot
(4) Knowledge of immunizations.-
; .;J“J,‘i "~' 1
. ' (5) Safety measures and preventlon of home
accidents, arte oy onl 1y

(6) Methods of recording ard reporting.infarmation,

Co Nutrition et i w2 gheead del
(1) _Knowledge of use of local .foods, prepazation/
combinations/tasting.

i’f‘"": 7\ PRI SOl (LIRS S R {:(I X
(2) “Reinforce breast feedlng. :

PRDFESSIUNAL MIDWIFE - BASIC TRAINING o ) ’ )
2 e} Iw"’"«"‘ 31 et . '

The following should be added to the basic curriculum if 1t 15

nat alraadynlpcluded.,h f, ) . . a

o



a,

13

v

b.

£

®
[y
1

(1)

N

Normal growth and development 'of‘the'embryo “aiid

foetus. . .

f
N

-t
N

Family Planning
(1) History of contraception,’
(2) Metho“s of contraception:
(a) Traditional,
(b)  Modern.,
- Lt Yipr ! [ .
(3) Side effects and complications "of 'contraception.
N ; . - - 2 r '
(4) Theory and:clinical practice:  ~°@ s
‘ ces o (F
(a) Antenatal and postnatal clinies, ' '
N
(b) - IUD'and Diaphram insertion. -
(5) Communication - interviewing - counselling of the
entire family.
(6) Sexuallty.
i L
(a) Anatumy.
(b) Phy51olngy.
PR s '
(c) Function.
PR TS Lo
(d) Responses:
RS R I
io . Physicalo
. "iaA:"’n A T
ooid, Psychologzcal.
,‘{')1(' ‘:lf 1, Lasee P00 "1’1»"-'
. (7)  Demography. -
v05(8) ¥ ‘Genetics, ¢
(9) Family Economics,
~~(1D),(Infart111ty"” o, TSy
PREEE MR T 7.?.»‘
, {11) Problems of te?nage pregnancy and high rerlty.
.,:.-: CATR *d.," ""“'1}31‘“4 \
Child Care ‘
CERIAAART VTR - Ak L R0
Teach the importance ofs .
P bt aan eruad wAr o panie s sl proa ol w7

'



t(,)u,gAll aapecgs of. praqatal axam;natmo

8 including:
‘ 107 d \
‘ o E st Bl
(a) Serology. °
TDOBGL '4‘\ M, g "43", 'L., “,s{ kn o

1(b) -, Haemoglobzn.

Yoo b2 e

:(c)ﬁ;&Binad Grouping (ABO/RH).

- .
sed ¢ E e s . S) - oot L, e

(d) Slckling. ‘

(e) * Urine,
TR N A ¥
(f) Clinical examlnatlons for tubella.

»t A T T A Y " b P

(g) Cervical and urethral swab.

*

1l &"?L T ur‘l - 7‘.‘\.{, "‘ l'“ ‘-.’ s '|‘|‘ ': ’, ' !
(3) Nutrition of pregnant woman - emphasxa on prepara-'
tion for breast feeding,, .- . . ... pr

(4) Resuscitation .of:newborn,including.intubation
care of the umbilicus,

e g, ru(:: N ) . foten ! FELE Tigtha, v

:

N

s .

(5) Examination énd recognltlon of abnormalities in
the newborn.

6t e T U

(6) Growth and development:

. fE0AL 0w T
(a) Physical ) .
. ) R N R ty
(b) Mental ). noting progress .
,gn)t.@% Tl dsr Lo
, (c) Emotional )
R A R B R 1T R T T - S .
(1) Comprehensive immunization programme.
. .“h:rwf nc‘) K ‘}") (,y ; ,
(8)  Weaning and the establishment of independent
feeding, st 1o,
-(9) Continued nutrition of the. mothers:: i .

f

(10) )bievbntiye‘asbéctauoffcommon childﬁood;disordars;

'

(a) .~Malhutrition} -
.ﬂﬂb)@‘*Gaétroenteritisi7

L (e) H-lmlnth1a91s 1o

+

. (d)  Skin infections.

'(e) Detection of allérgic dig-eders,
. A ood s

- - v
\

" 13



Coe

[

(11) * Notification and registration of births ‘and
deaths,

(12) 'Care of handicapped and retarded children and their
families including information on referral,

(13) ' Safety messures and the prevention of accidents.

(Home visits should consider the whole family)s

1

'

Nutrition )
v 3" W Lot [

; 13 (] » .
(1) F Introduction of basic principles.

v!}ﬁ\i*} i DU I A S RO aE b ooyt $ o3

i ' -
(2) i} 'Food - cost, value, and content of locsal foods,

no A A S B S T ,

N 1 . v ER ' - ~ - AN
(3) " Composition and structure of foods,
IPRTEE ST LD CRRE I K St S A

(4) 3\\ MBnU planning'. (L ) fedy T nt

b

(5)¥4’ ‘Understanding of balanced diets‘ —~rf (D]

¥ y b LI A TN ,‘”r‘ N ey .
(¢) Diefiary factors for various age ’'groups = metabolism
oL e ., . Y

w7V ¢ 1apd calorie content, A RS vl

.
sl a4 as

[
3

(7) Malnutrition.

ERP

(8) ' Allergies,

(9) Infant feeding:
B R T ST L V1 B

' {a) Breast Feeding.
f !

(b) Supplementary feeding when necessary.
\ ETTANTHE S NS I SUINT i I B Tt
(10)  Nutrition in illness:

Faad degalel P sl ion ey o
(a) Child,.

(b)evo Adulbe! Ao ame, 23

rc1m)5*MHénaling?aﬁd»pfbbarationaofjfood.vr%
. {
’(12)- Tachnique of teaching{nuprition. {e,

(13) Protection of food:;from.contamination.

)

N [ -
(14) . Disposal of waste.iusifininish  {.j
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PRUFESSIUNAL MIDWIFE - POST BASIC TRAINING

The content is the same as in the basic programme; '
nb;ectlves are as follows:

. . Fami;y Planning . : SRRy
,«The midwife will .be,able ito-advise on the .control of,
human fertility and provide:Family Planning services
in order to:
A:JII (AN .H, . e "‘ e PR A A 5 [N
1) r»Imprnve the - health of ithe populatzon.
FOATES N T v oo P T 2
< (2) ﬁ Protect the envzronmant. C L
u.Chllé Care Lo ‘:: . y ‘ . ; o
i LS ! * [ “y (TR
A1) ;. The, midwife Wlll .have knowledge of “the normal,r‘
an, vy healthy. infant and its devalnpment intc .a healthy
~ Yyt ;Chlld-" : ' g -t R . Cas ot
(2) The midwife will know and cafry out services for
recording/and reporting births:and deaths:: - . >
(3): .5The. midwife will have knowledge of communzty “
f83111t185 for children,
3 4 o ot v
.(4)  The midwife will function to improve the quality
of'1ife for all children in the commupity:in i
"order to lower the incidence of child morbidity
,apd‘mortality. wx e
‘Ce ‘Ngﬁrifibnuf”“vt SOL L eTmeer o6 Ye capew s nr L i d

(1) The midwife will have correct.concepts.ofia .
"' balanced diet and be .2ble to Aimpart them

-le e<ene

‘ meaningfully. R A} A

" (2) The midwife will becable.to:teach.and demonstrate
' the use of locally' available foods, ' .
' Saprtad o h

d. Family Life Educatiﬁp

TR ET IR \‘:mJa )
(1) The midwife will be able tu prepare individuals
for ,responsible parenthood. st ng, 200 e A

(2) The midwife williu043:stand and;encouyrages p |
' harmonious relationships within the family., - ¢

.
, - - '
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JIDEAL MATERNAL AND CHILD HEALTH(FAMILY PLANNING PRDGRAMME FOR

A _CARI] A CARIBBEAN COUNTRY

DBJECTIVES

a, To promote the improvement of maternal and child care in
order to achieve optimum health for the entire family.

b To provide a programme for the training of personnel to
enable them to give good quality cece,

The ideal Maternal and Child Health/Family Planning (MCH/FP)
Programme should start before pregnancy with family life
sducation, in order to secure and inform target population.
This should help to avoid too early pregnancy and ensure
adequate management whenever pregnancy does occur. The
future mother would therefore be well nourished and would !
attend prenatal services early in pregnancy. The incidence
and the complications of sacial diseases would also be
reduced, Another result would be to encourage a responsible
and co-operative attitude amongst the future fatheis -~ thereby
leading to responsible parenthood at all stages.

A

EDUCATION PROGRAMME Coe e

Planned curriculum for schools which'will include: ‘i

L R Y A

8. Health Education,
Ty LT - o
b, Sex Education, ' . v

. ¢ 3
LA ol ? ARET 4

ce Family Life,

-

v

‘ éducation of expectant parents in the followipg:, 7.}

‘a, rPersonal hygiensgios -vni

n iy ey 11.» ty o & LI W
i ot ,((. N

. b. Nutritian.

]

ey 3*’Breaat ‘care and: feedings,“

PIVERS TR 0 L A YT
.

d. Weaning.

e, Family Planning.
b {Ub\,’iar Uk S0 v ool e od

.fo. Preparation for.labsur<and céﬁfinement.l

'«g. Recngﬁ:tlon*of abnormarmtzee.”

he Benefit,

.\,i F L

i

16



PRENATAL CARE PROGRAMME

Prenatal services should be des;gned to*encouraga -regular '
attendances, They should be flexible énough to“take account
of all the circumstances of the mother's life. - Screening
shou;ﬁ include: ‘
a, Blood investigationssuch as Haemmoglobin, VDRL and
Group, investigation for 51ck11ng etc. Random blood

-~ suger' should be dore in‘the presence of glycosur;a.'J

b. Complete physical exam;natlon 1nclud1ng a review of
i T Brgagt ‘anatomy. ; © R

. I e '3 -

ce A thorough family, medical, surglcal, obstetric and
social history., SR : W

H R a N

de  Routine urinalysis, - "

e. Routine inspection of the vulva and.a vaglnaluéﬁéﬁﬂaf
smear, where indicated, '

L {0 - ¥

t
* foart R B

f. Blood Pressure, Weight, height should be recorded.
The prucess of communlcatlon and educatzon should go forward
and rapport is therefore established., '-This may be ' ¢

supplemented by'informative pamphlets which _may have to ba‘

the main means of communication and education, ' i

The"Patient’is “then screened’ for “risk “and allocated 'to the
appropriate available programme for antenatal’ care and
dellvsry.

s\r s ny s ol oy

HIGH ‘RTSK PATIENTS

[EEREN R - W

s
'll

These Include:“‘ﬁ

a!" Prim;grav;dae gt the extremas of the' ch;ld-bearlng . ¥
v—u,. ooy ety e TR AN

perio od.

——

b, Parity greater than five.

ce Multi PlB pregnancy.,

\,AJ EERRRLTE e £ WY R L L R Y R A T AL T A R,
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2] b - 1 e e 1 I
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e, . . Bad abstetrzc h;story:
i'fuh’"“‘ “y T, vy g Nt

(1) Habitual abortion.’
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PREPARATION FOR DELIVERY ., .. - . . .

be Preparation for breast feadihg.k

(2) Stillborn or perinatal death.

fo. Medical complications of pregnancy including diseases’
of the central nervous system and psychological dis= _
., orders,

ge Previous history of hypertensive complications of
pregnancy including pre-eclampsia, .

he A primigravid breech ar any form of unatablBHIEBZDf
presentation,

'l'
“ d

i, Previous obstetric haemorrhage and complzcatiapa ‘af the
third stage. .

j« The syndrome of prediabetes, o o,

ke Any suspicicn of foetal'aEnorma%ity.“

wi

!/4‘4

Tin patient should be 1nstructed ing

a., Nutrition including deﬁ%ai‘hygiené.‘y

B
! oo pova g

c. Parentcraft, o v,

d, Relaxation and exercises which profitably may, include -
the fathur, Ce s . : ‘

d, The phenomena and sensations of the actual dalivefy;
For domiciliary delivery, preparations will ipclude,
visits of the health team to the home to as&ess’ and’

become acquainted with the home and the family., . -
fo ,.All antenatal patients should have care by midwife,
obstetr1c1an, physxcian ‘and social/medical worker as
indicated.
. ! ¢ 4t PR 54 N
DELIVERY e

The essential task of the obstetrician/midwife team is ‘o
ensure a8 safe delivery under optimum circumstances, The.
birth should be notified and registered in order to secure
statistics and to guarantee a continuation of supervision,

In the puerperium, supervision and education ensure adequé%e
postpartum care includings

18,



The establ;shment of . breast feeding.

' P04 I akip MYk _"’ 3 l,{""n alc(r 4'}

b." The avu;dance of puerperal aepsis.

/ir ! R H s f.»,,\

Ce Maintenance of good nutrzt;on.

This is the optimum time to educate the patzents and recruit

them,. for, famlly plannlng. Suitable arrangements should be !

made for follow-up. Rppo;ntmants for routine postnatal ‘'
. care including family planning and a Papanicolau smear should

' be made, Arrangemants should be made to follow-up defaulters,

N
i \

'PUERPERAL CARE PROGRAMME

a. Sterilization

If desired this is best done in the 1mmed1ate postpartum
period. If this is impossible,. suitable ,arrangements
should be commenced at this time and may 1nclude plans
for interim contraception, .

H

t [} 4

b. Child Welfare Appointment , ., .

[T v LA it

H
These should be scheduled at this timee, -,y e PRI
¢ QARSI KRS L

2 e s

c. Preparation of the Family ' N
. .. Jhe, fapily must, be preparsd for, the arrival of, the
st ”;\mother]and the newborn chlld so that the ctzld is '

0oL, ,accepted 1nto thefenv1ronment.,

M 3
[ MW
,-"r\:‘*"

Family Planning Education is advocated in the pcstnétal
period:,. .,

a, From a health point of view,

} el oy "QH I a,‘»‘ T,

b, As a raSpon51b11xty to parents.

MRt AN TR R ST x iy

c. As a means of populatlon contrnl.

TRAINING OF PERSONNEL

Training of:
< S T R IR
- Midwives,

+
u b Nurges,,
o D gy

Ce Doctors

! l!uﬂ "l‘h\"w)r )
de Soc;al Workers.
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e, Teachers., ‘

. N . Lo "
v g RSy AN A S POt R ER O A 1) ‘

f. Others 1nclud1ng medical secretarlag‘}n:
'J,’ i)‘ ’l” f Ln)» \*fﬁ!;/ru ‘vg“ Ll LA
s

: (1)7 Prenatal care and edvcation,

PP Loyl 1“*([‘ 7. [T

s
(2) Ihtranatal care.

!\;,‘L, SOmS SRR MLaa ey T o e b e e S
5, N& { X r'. I v
4 (9) *’Poatnatal chre, follow up and fammly plannxng.

B B P RT L3 By I PR S O L [ FEUI ! AR IRy

v

TPy
FateQa, ‘“(4) Immunlzatlonuprocedures.

¢
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(5) Child Care.

.
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IMPLEMENTATION -

N Tty .
g e e 2

, B Proper utlllzatxon of well trained personnel.

#:l'}‘ﬂ ” - o iy P aon ”.,""v lnn ToaTer hS
, '(

4 g

"B PrDV1slon of’ adequate faczlmtlés. IR AN

R l
LSO nl R R t [ : I

c. Create ideal environment. '

v

d. Adequate remunerationJf 7L

PLAN FOR-ACTION - 77 - (e

[

. "
Committee FRTARER

a," The Government should be the drzv;ng force’ 1n such a
programme which WOuld have“involvement of' the Private
Sector as well as’ organisat10n8 prev1ously involved in
MCH/FP programmes.,

N M
S IR S RS YR SUE Y I EP IS Comey ot Moy e

Lo

b, A committee should first be set up in the country®
. involved, :

. 3 - 4
. I A e T A A T e 4

Coe Members of such a caﬁmittee be drawn from:

. R PR LT N R N AN
(1) Health Services pexsonnel,
pran o I T S R IR b

(2) Nutritionists - Government and Private,

k Sl f‘“v’« L, ?ifﬂ 2

(3)  Mothers and Fathers.
(4) Social and community workers not invplvq9 in
. Health Services. » TP TS e
- (5)° MCH/FP Officer or officers selected H&"éﬁmmifiee
should be Ministry of Health peraonnel.)

' v dandd w e

' d. Funding of such a committee and programme should
‘ © initially be by the Government, ~


http:driv3.ng

8. .The Government ‘has control of saléry structure as well

as setting up of standards to be maintained,

PROGRAMME

1N

\¥]

:Tb§ programme guidelines to evolve from the priorities set
out by Consensus Report on MCH/FP in the Caribbean by the
Caribbean Working Party. These priorities should be under
constant review,

FUNCT IONS OF COMMITTEE

'

b

*

Planning of programme,

Identification of specific priorities fur;particular -
AN Sl T e AT
A £ t e LY ‘»’"

territory. e v

ot . b , . s ', [ B ‘y v PRI P »
" Advise’Governient as' to the'approach and methodology to-

T {4 v v R [

"

d

L
LaTRES
Loa

R AR T ayxEn v oy R
achieve aims 'of the programme.
o

Budgeting,

- A TR
€.~ Evaluation,

FACILITIES

DR E PP AR : .
' functioning of programms,
~ ' \ T gy

-

A ‘e ' - ! . : R U A Py

Utilisation of all ava;laBlg facilities for'eff‘gient
[ v B J vooee? Y or . B e N ,';'l

Fe gy e u Ly ot

. iy At smen Lt ey e
be " The Domiciliary service or facility be maintained‘or

EXpanded.when necessary,

21
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. TRADITIONAL BIRTH _ATTENDANTS S

WORKING. PARTY RECOMMENDATIONS = 5

{ watotim wnan

(e}
<<
m
0

Lt =~y

|

The series of four corcensus reports are approved and form
.the major recommendation of the Working Party in relation to
priorities, midwife function, midwife training and ideal
" Maternal and Child Health/Family Planning Programme for the
Caribbear countries,

—
-

24 All Goverrments in the Caribbean area should introduse ..,
family planning as an integral part of all health servicés,
N.B., (one delegate from Belize voted against this
recommendatior),

Lomdi otnd P N I S

'?.«, Sinca Traditional Birth Attendants already exist in ;S0me

communities - it is recommended that they ba ;dentified,
recruited and trained,

’ PRI G !
2. Where necessary midwives should be prepared 'to teach and

supervise Traditional Birth Attendants in all aspects of
‘Matarnal and Child Health,

3, In the basic course midwives should be tsught about the--
.preserce, purpose ard usefulness of Traditional Birth
Atiendants and the role Traditional Birth Attendants play
in communities where midwives do not exist, Traditional
Birth Attendants should be brought in for discussiore.

MIDWIFERY. AS_A PROFESSION

e Sre et Pre-ee

. The profescional advancement for midwives should be regularie- .

sed in view of the fact that they will be acquiring expanded
roles and functlons,

2, Personnel followiry specislized training should be allocated -
in wuch a way as to make use of thair newly acquired skills,

J, Practicing midwives should be included in planning and policy
+ making at the highest levels,

h. Midwives should be invited to participate in all,medical
. meetings dealing with Maternal and Child Health/Family
Planning,

5, Midwives should promote their profmssion by every means
available especinlly through their organizations, mass media =
®,g, radio, television, nawspapers,



tia
6. Stlmulat;on should be given te the organ;zat;an of a
} professional body for midwives in each territory. These
should be so consituted as to be able to seek recognition
,»;and affiliation with International Confederation of M dwaves,

S
MIDWIFERY TRAINING
1e Schools of midwifery should have adequate libraries and
students taught how to use them,
2, Research should be included as part of the midwives' expard-
1ng role.

rii - e AL

HEALTH SERVICES S

. 'Governments should make sure that the programme of .
immunization ofxchlldren be complﬂted before entrance to
primary school, '

2, Governments should introduce the "co-operative" antenatal

cards containing essential clinical ‘information for each

pregnant mother, These should be a type wkich could safely

be carried by the mother herself,

,

® r e e s B s m st e e s ey

RECOMMENDATIONS, FOR FOLLOW-UP_OF. WORKING, PARTY R

Lt

1. . As soon as possible delegates should report on the WDrklnr

Party deliberations and recommendations to: S oL

Yoy <

" a, Tpeir‘immediate staff.

>
I 1

b.' Theif Ministers of Health.

1 G,
.

Midwifery Tutors.

< .de' Pupil Midwives,

N
[ i ]

~ 1

@, Staff S2nior to themeelves,
f. Local Midhifery and Nursing Associations and Councils,

2. Regular meetings of this nature should be held on a regional
bisis at intervals between one and two years,

3, The Regional Field Director of the Caribbean Working Party
should visit the countries periodically to discuss the
implementation of the recommendations with all members of
the Health Team involved in Maternal and Child Health/
Family Planning Services.



4,

5.

The Regional Field Director should keep in close touch with
all participents through correspondence.

A report should be sent by each country and territory

advising the International Confsderation of Midwives how they

are progressing towards implementation of the recommendaticns.

The possibility of members of the Maternal and Child Health
Team making inter-territorial visits should be explored.

Representatives of the Caribbean Working Party should attend
Workirg Parties in other parts of the world and vice-versa,

At future Working Parties, field visits should be included in

the programme,

24
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RESOLUTIONS -~ 6
RESOLUTION I

THE CAREER OF MIDWIFERY
BEALLEAL Dn-wcl g o e e

Thefparticxpants of this Working Party

P P IR TR Ly

Recognising

that expanded roles in the areas of Materral and Child *
Health, Famlly Planning, Famlly Life Education, Nutrition
*; and Child’ Care have amergad as an urgent need for our o

communlty s
b~ :

ﬁ”and recognising o
Ao i . 2
that the performance of these roles in addition to her
professional rolaz as birth attendant will require a
much greater commitment in training and in the
pexformance of her duties

and further

recognising that the need for such professionals in the
health team is extremely urgent and widespread

. do resolve

that the recruitment, training, career development and
remuneration of the midwife be reviewed in keeping with |
the sbove and as a professional in her own right

and do further resolve

that where there are auxiliary midwives, these should be
upgraded by extended training, giving due recognition

to the WHD Technical Report Series No., 428 that - ",, Each
country must define the general educational background and
technical training of its auxiliary midwives,"

> 25
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RESOLUTION II

\

WHEREAS we recognise that early discharge of postnatal patients
from hospital is imevitable and that Domiciliary Midwifery
Service is absent or inadequate in most of the countries
represented .

BE IT RESOLVED

that the participants of thie Working Pafty view with concern
the gap in coverage which at present exists from two days to
six weeks postnatally as an area for improvement and recommend
that urgent implementation of a programme to effect the results
of this deficiency be considered as a priority by ell govern-
ments in the area,

26
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BE IT REsuLVEb”fha%QJ_

.
c(«l.; et 1 [T ST

¢

v s

in'order to maintain.‘and improve on the standard of » M1dw1fery‘

Practice in the’Caribbean Area and to ‘enhance the role of. the -

Midwife as a professlonal person - a Caribbean Midwives

Associatlon be/ formed. , Y
PR * ra oy - .

T examples of the obgect;ves of such an assoc;atlon would

be' i . ' .
N K AR TR P

! 1. To initiate research,

Al

.
e o ,
2, To provide means 'of publicationgi.:!

‘97



ANT IGUA i - X -
AHLibon S I AU

Mrs, Louise Pilgrim, S.R.N.
S-C¢M.'

Assistant Matron,

Midwife Teacher,

Holberton Hospital, . & -2 =
Antigua, w.I. P L B S T

Y -
BEL JZE

Mrs., Belle Lovell, Co,

Nurse Midwife/Ward Slster,
36, Iguana Street,

Belize City,

Belize, C.A.

Dr, Lionel A, Clare, M, B.pvtx)ff'

B.S.,
Registrar Dbstetrics/,
Gynaecology,
Belize City Hospital,
BBliZB, C.A.

DOMINICA

Miss Virginia Austrie,
Registered Nurse/Midwife,
Castle Bruce,

Dominica, W.I,

GUYANA

Miss Byrnece R, Browne, S, R N.,

M.T.D., S.C.M,,
Senior Tutor Midwifery,’
Bagotville,
West Bank,
Demerara,
Guyana, S5.,A.

Mrs. Enid Hall,

Registered Nurse,

Registered Midwife,

Principal Nursing Officer
(Acting),

150, Da Silva Street,

Newtown Kitty,

Greater Georgstown,

Guyana, S.A, e
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BARBADOS

Miss Elayne Scantlsbury,
S.R.N., S.C.M.,

Senior Sister, s gy
Near the Castle,

St. Peter, R N

)
-
4t

. Barbados, W.I. t

Miss Larmen E, Blackman,
S.R.N.. S.C.M., B.T.A,,
R.S5.I. Ward Admin, Lond,,
M.T.D., ,
Senior Tutor - General,
Ramsgate Ground Flat #%2
Bay St.,

~Sti “Michael, |
‘Barbados, - L

Dr. G.T. Cummins, M,B.,
Ch.B.,, F.R.C.0.G.,
F.A.C.0.G.,

Congultant Obstetrician
Gynaecologist,

Delaware Medical Centre,

Jemmotts Lane,

St, Michael,

Barbados, W.I,

GRENADA

Miss Marian Williams, S.R.N.,
S.C.M. Certificate in’
Advanced Nursing Education
(Uwr1)

Tutor,

School of Nursing,.

Perdmontemps,

St, David's,

Grenada, W. I.

Mrs. Beverley D, St. Paul,
SRNQ,RFN.,(SCMO'

Ward Sister,

Madi Gra,

, St. Paul's,

Grenada,

.Dr, Desmond Noel, M.R.C.0.G.,

Consultant Obstetrics/

' Gynaecology,

The General Hospital,
Grenada, W.I.



GUYANE FRANCOISE

Dr. Claudine Francois- o
Endelmand,
Dbstatrlc1an/Gynaecologzst,,

Chief of Service,

12, Rue Franklin Roosevelt,»
Cayanne (Guyane Francoise)..

e

JAMAICA

. B ’
S — ..t'

Mrs. ‘G, Omphroy-Spencer,‘S RoN.,

S.C.M., 2,
Matron Victoria Jub;lee L
Maternity Hospital,
9, Michigan Close,
Kingston 8, .
Jamaica, W,I,

. o

Dr./Mrs, A. Wynante'Pattarson,
M.B.,B.S., M.R.C.0.G.,
F.A.C.0.G.,

Principal Medical folcer
Maternal and Child Health,
Family Planning and Nutrition,

12, Worthington Avenus,

Klngston 5, ‘

Jamaica, W.I.

Mrs, Hazel Slnclalr,
Reglstred Midwife,
Dom101lary Midwife, --
25, Escarpment Road,
Mona, Do '
Kingston 7, ‘
Jamaica, W.I, Co

e e ay

ST. KITTS=NEVIS = «..;

D s — e

Mrs. Sylvia Garnette,‘s RoNG,
S.C.M./F.P., VoA

District Nurse/Midwife,”
Actlng Family Planning,..
Admlnlatrator,f~5;~Q n'.\§§
Main Street, i

Tabernacle, : ,

St, Kitts, W I, vt . S

[T AN

i 1 I
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 Haiti, W.Ii - - oo

HAITI

Dr, N.R. Jean Cadet, .
Dbstetrlcxan/Gynaecologlst,
Professor of Clinical
Obstetrics, (Third Year) .
Medical College of Haiti,
Ruelle Cheriez 45,
Port-au-Prince,
Haiti, W.I. o

Mrs, Antonine Cesar Stenachke,
Registered Nura-,v : -
Midwife, . TSR
Anaesthetist, Moy
Supervisor Maternity, Laa;qﬁ
Jea.ccy, PN ‘\( ,y(;’” f
4 Ave, des Marguer:tes“
Port-au-Prince,

“

.
(A

J~W«A*.

« 1
I
Mrs, Georgette Malebranche,
Nurse Midwifs, x n
Supervisor Famlly Plannlng
Division d'hygene fam;l;ale,
Avenue Jean-Claude Duvalier:

Turgeau,

+hem Port-au-Prlnca,'

1,0
Wity
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Haltl, W Io ‘e

MONTSERRAT e

Mrs,.'Marjorie Joseph,’
Public Health Nurse,
Long-Field, e
Montserrat, W.I,

ST, LUCIA
Mies Emelia Augustin,
Staff Nurse/Midwife,
.,69y Chausee Road,
Castrzea,

"St, Lucia, W.I, .
ST, VINCENT o
Mrs. Lilius Lawrence, -
.Nurse/Midwife,

"Clinic Nurse,

.. Planned Paranthood,

Stoney Ground,
St. Vincent, W.I,



JRINIDAD & TOBAGO LLIAL PAEDIATRIC CONSULFANTL A4ALUS

Miss Heleﬁ”Chglétihn,FS R&N.. Dr., Keith- Mcl(enzié”‘U (3 .
SIELMT| "MATD: Mseet,), > - M.B.B.S., M.R.C. R”'”"Bh 3
Midwifery’ Iﬂétructor II, o Corsultént ‘P&edi atr1c15n’ 20
Flat 6,7 ! SUREEI 0 4, Buena Vlsta~Pféce b
26,uP6radlsb Pastufe, Lol K;ﬁgston 60 v ': ey AT
San Fernando, mh et Janaica, W.I', v g 2

Trinidad, W.I. =~ '+ °° ‘? v
e Pl . 4 T
Mrs,. Eucille Wllliama-Cook, NUTRITION CONSULTANTS -2
I8TRYN. ; S.CeM., M T.D5, +« o ..Ppy’ Frank' Ramsay, M.B.; - ™
Nursing Instructor™ " - vl M R.C.P., M.P. H., cethene
(Midwifery), ‘ FeAdAPoy i R
24, Strathaven Road;" Director Natiohal'
Glehtna AR T LI Nutrition -Centre"
Point Cumana, ' University Crescent,
Trinidad, (W, I5." « b Cave Hill, vraW
Dr., Andrew Bhagwgnéfpdh ﬁta., “)aqbados, Welg oy oa L oiMNo=G
M.R.C.0.G., Miss Patrlcxa~H.‘Pan§,?-ﬁ-W
ObE%e%ridian'Gynaecéluglst‘“ B.Sc,(Hec.) M.Sc, ini.J.fui
8, Grenada Avenue, L Nuttition, ! w0 M o1 g s
Federation Park, ' oo NutBfedenddt )i oo Logen i B
Port!of Spaln;\“'h " el EAgtE B boe rnones T L S
Trinddady W,In! ' v s a0 i Waterﬂ&fd'ﬁduSe’Aﬁts*“'w e
Hastings, Ch, Ch., ﬂﬁ'“:rzn
DOWNSTATE MEDL__L EENTR& Néw YDR Berbados, Wal. «i-M (330l
Mrs, Thelma Grant, ¢ T bl . LT R
Nurse Midwifery Inatructor, ER
Co-ordinator NurseTMidWwifeil ASSISTANC%HWrdr‘Q v e e
7§$mlégs§&;g g:g ci#?}q’ g Miss Anna:NowaKowska, R.N.;'"
Broakiyn, " Zar U S.C.M., MPH,, ¢l
New York’1123§ ] bt'(’-"ng Program Developm?nh“”ﬂlnghin
U.S.A. neyae ol Assistance Specialist; rf et

(Nurse/Midwife),
330 West 72nd.SBixget. 441030,

hodutr e
PAN AMERICAN HEALTH DRGANIZATION

NgwﬂY rkh.a,(" N

ngtountA md g A ospuy o,
Miss Grach Allman, . ,,‘}: WY 10083 N
NU!BB/Mlanle,rﬁ aaeul ch.Al,‘fx,,,. “\_1‘,:,,1‘,', .\. ’ e
Nurse/Midwite Adviser. PAHD(WHU ’ i 16wl m,}',”rt_p
Barbados,  y.y .., , ¢ o AGENCY FORINTERNATIONAL " ™
P.0. Box 508, DEVELDPMENT .. o i
Jemmotts Lane, THAM T2 Mrs., Anne H, Aarnesi‘un~ll~T
Bridgetoun, Project Mana ' Family .:2
Barbadoa;WquwnJ npiled g0 sl ger.= Yy «3E
L N Planning Information &
Miss Mabel Zapbnas” ; N, M.zJR Ney Education,
M.S5.N. E".r A 0358 bure L9 Office of Population,
Regional AdVlsﬁEhh?anrﬁﬁn ,and Agency for International
Midwifery, | , n:V oy Development,
525 23rd Strest N - Washington, D.C, 20523,
Washingten, D.C. 20037 U.S.A, U.s.A. o
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BARBADOS LOCAL COMMITTEE - JL"AGENCY. FOR INTERNATIONAL

CHAIRMAN 3 DEVELOPMENT (Contd.)
Mrs. Perleta Hinds, S.R.N., Miss Evelyn Johnsen,
S.C.M., Nursing/Midwifery
Senior Sister (Admlnlatratzve), Adviser, .
Nelson Road, Office of International
Navy Gardens, Ch, Ch,, v Health, T
Barbados, W.I, o Department Health,
s Education & Welfare,
1,C.M, STAFF L . Parklawn Building,
Miss Marjorie Bayes, M B. E., 2288 ;E;ﬁgrs Lane,
S.R.N., S.C.M,, ’ R )
> - + + -, Rockville, .
Executive Secretary,' ‘ < Md. 20852
International Confederatlop of L u é A ' S
Midwives, ' Pt Tl oo
47, Victoria Street)’ ’ Dr. Willard Boynton,
London, S.W, TeHey . Deputy Director PHA/PDP,
England, " ' © 7' U.8. Agency for ‘

Miss Barbara Patterson, S.R.N., Diszizgzxiog:itgevelopment‘
’

;Tg +Mey -P.B. N" HoVe, ADQ'“ o ' Washington, D. C 20852‘
L¥ ] - Pt R

Regional Field Dlrector, ' . _U +S. A' Vo y<'{w,w

3, Barbican Close, . .,

(fo Foster Davis Dr;ve),

Kingston 6, H

Jamaica, W.I,

Mr. Roger Fenny, C.B Eop |
Field Director FIGD/ICM Jolnt
Study Group,

39, Harrlngton Gardens,

London SW7, '

)

o

I L

"England, . .
Miss Kate Lorig, . Taw
Professional. Co-ord;nator,‘
C/O I C Mc,

47, Victoria Street,
Londony - SWIH; + 13 comr
England.irmﬁq [EER . OTIN
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Appendix B

ADDRESS BY MRS, GERTRUDE EASTMOND
ACTING MINISTER OF HEALTH AND WELFARE

Madam Chairman, Dr, Gogan, Dr, Cummins, Miss Patterson, Miss
Lorig, Distinguished Guests, Ladies and Gentlemen,

It is indeed a great pleasure for me to be here this mornlng
to extend a hearty welcome to the participants in this -
Ceribbean Working Party on the Training and Practice of Midwives
in Maternal and Child Health and Family Planning. ;

I am particularly happy that the Joint Study Group of the
International Federation of Gynaecology and Obstetrics and the
International Confederation of Midwiveg has chosen Barbados as the
venue for the Caribbean Working Party, at a time when activities
are being held to mark Child Month 1574 and World Population Ye§r.

1' have noted with great interest the Aim of the Joint Study -~
GFoup, which, iss

te s .. >
‘;‘<~ro,« 5 y g AR

“To continue the 1mprovament of maternal and:child- care,-
and the’ quallty of maternal and child life through the
inclusion of Famlly Plannlng among the services-provided
by midwives of all categories in their expanding:role,". 3
P I A I
I have also noted with great interest'the cbjectzvssxof the -
group, which ares | : «
1. To identify common problems and, poss;ﬁle BDlUtanS, N i,‘
through the exchange of ideas and information on the
‘ preeent situation of Maternal and Child Health' Serv1ces y
in their countries; the practice and training of all ,;‘}
categories of midwives; the place of Family Plannlng )
in Maternal and Child Health Prugrammes, and the

training of all categories of midwives in Family ' -
Planning and their participation-in Family- Planning C
Programmes, e Tl

R T S TE L S WA

2, To-define the priorities for Maternal and Child‘'Health»u
and Family Plannzng Services, for the working party.: ‘o
countries,

: {

3.. To consider the legislative framework .necessary for
Maternal and Child Health and Family Planning Serv;ces.

Nd. To consider future plans and auggested actlons for
implementing the Working Party recommendations, "
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In Barbados, the majority of babies are born in ingtitutions.
-The greatest number of confinements occur in the Obstetric
Department of the Queen Elizabeth Hospital, which has a
., capacity of 58 beds, There are two District Maternity
Hospétals with 20 beds each and it is expected that construction
of another unit will commence later this year, In addition,
: therg{a;e,thrae private institutions where confinements also occur,

During 1973 the total number of births recorded was 5,140,
yThe figure of 1972 was 5,454, Of that number of births in 1973,
}}Boma 4,980 or 96.9 per cent took place in institutions, ’
I would like to say a few words about our Maternal and Child
Health Services. Prior to confinement, expectant mothers
receive ante-natal care at 11 centres throughout the island, ' Y
The number of first attendances at these centres during 1973 was ,
4,446 and total attendances were 28,026, 1 ' o

'iant-natal care is also provided at 12 centres, where fotélllw
attendances during last year were 2,835,

We'reébgniza that the childrenbof today are the mothers and
fathers of. tomorrow and that the appropriate measures should be
taken to ensure that they grow up to become normal, healthy adults,

There are 10 centres where Child Health Clinics are cundudteﬁ;
and during 1973 first attendances were 3,754, while the total
attendances were 33,844, The largest clinics are held at the
three main Health Centres in St. Michael, St, Philip and St. |
Peter, while other clinics are conducted at centres strategically

¢ located in various areas of the country. ) o

A\ -
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In addition to those clinice I have just mentioned, there are '
other: clinics conducted at 16 centres by the Child Health . |
Committes, which is a Voluntery Organisation, Ihafs were 4,454,
first:-attendances at these clinics during 1973; -and ﬁHESB,H?%:%g
total of 13,757 attendances. . At these clinics, immuqizatiqpé are
administered, instructions.ip child care and nutrition“aqe&giyeﬂg
and milk, cereal and vitamins are supplied, '
Er LI O o o . A ey )

The main, purpose of all Child Health Clinics'is to continue .
the advice, on child care which was started during,the ante-natal
period; emphasis being placed on infant feeding, general care. .
and immunizations, Mothers are encouraged to attend the clinics
nearest- to; their. homes as saon as possible after.confinement, ;

TRl gnerL ety
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' rAt-the.age of three months, children ars-given the routine,
doses, of. oral- polio vaccine as well as triple vaccine against,

Diphtheria, Tetanus ‘and .Whooping Cough.



" In order to solve the prablem of malnutrition among our
children, a National Nutrition Centre has been establlshed.
Some of its functions are:

Y. To be responsible for community education in nutrition.”
‘2, To follow up ell ex-malnutrition cases discharged froﬁ”h
the Queen Elizabeth Hospital or any other institution.

5, ond
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3, To provide appraopriate training for medical and
paramedical personnel connected with child care and*
C qutrltlon.
< The effect of careful and informed mothering on’ the' health™
of a family, and the relation of family health to communlty ’ "”j
health are important factors in individual and natioral develop-
ment, The object of maternity care should therefore be to ™ -
ensure that every mother maintains good health, learns of the art
of child care, has a normal delivery, and bears healthy chlldren.
The modern midwife has been aptly defined as "a person
specifacally instructed and qualified to provide care for women
during pregnancy, delivery and the post-natal period, and for’ the
" newly born infant, This care includes praventative measurss,
health sducation, the detection of abnormal conditions in mother
and 'child, the procurement of medical assistance, ancd the '
exscution of emergency measures in the absence of medical help."’

Our nurse/midwives are fulfilling these duties admirably, and
I 'would like to compliment them at this point for the important
role they are playing in this delivery of Maternal and Child Health
Services,

Since 1960, there has been a reduction in the birth rate from
33,5 '‘per 1,000 population to 22,5 per 1,000 population in 1972,
Despite these decreases, there can be no doubt that a population
of over 240,000 in an island of 166 square miles, and with very -

limited resources, is a matter for great concern, Ctee
]

1 - ' I 3 . ’) «

The planned and orderly expanmsion of our population in the face
of such limited resources and job opportunities will' therefore
continue to be a necessary goal of development policy in the
future, St
P I

There is abundant evidence of problems of unwanted childrén -~
and unnecessary pregnancies, particularly among teenagers. Our
community is, therefore, faced with an urgent need to 'enlighten '
these unfartunate wcmen as to how they can improve their well= -
being by controlling their pregnancies in relation to their ..
ability to provide useful and healthy lives for themselves and
for their children,

vk

34



The world foed crisis, and the high cost of living make it
imperative that a serious attempt be made to control the sizes
of our families, The nurse/midwife is in an ideal position
to help with this problem, The most practical place for the
1nst1tut10n of family planning would, therefore, seem to be in
‘the post-natal clinic. If the nurse/midwife can give such
advice, and provide the patient with one of the currently
available methods of family planning as a part of post-natal
care, she may well become the key person in our population control,
Properly trained, she above all others, has the time and sympzthy
to win the confidence of the patient, and therefore make such
information effective, v
I'realize, however, that to equip nurse/midwives with the
necessary knowledge and technical skills cancexning family
planning methods would not be enough. They must be educated to
, appreciate the need for family planning as a health measure and
then to accept that they heve a duty, not only to teach those who
express the need, but to seek out those who may be in need and
guide them to the services for care.

Une can readily appreciate that there is great benefit to be
derived from the linking af Maternal and Child Health and Family
Plapning Services, Greater spacing of children and reasonable
limits to family size are important for improving the health of
mothers and existing children. Family Planning should therefore
be viewed as an important component of basic health services =
partlcularly Maternal and Child Health - and in the promotion of
family health, It also plays a role in social and economic
_development. Every family should, therefore, have ‘the opportunity
of obtalnlng information and advice on prablems connected w;th
fam;ly plannzng. i '

¢
'

. Fur the past 20 years family planning services have been
available in Barbados to those who desired them,  Since 1965"
our programmes have included the use of micwives in the delivery
of such services in recognition of the effectiveness of the
contr;butlon which they can make and of the fact that the most
ecunumical usage of health manpowar can thereby be ach;eved. o

Madam Chairman, 1 take this oppartunity 'to express apprec;atlon
on' behalf of my Ministry and the Government of Barbados of the
decision of the Joint Study Group on the' Trazn;ng ‘and 'Practice of
Midwives and Maternity Nurses to hold their Caribbean Working
Par%y in our 1sland. I hope that our visitors w;ll have a happy
and enjayable stay in our midst, ( t,,;

I naw have mueh pleaeura 1n daclaring this WUrkzng Party open
and in w;sh;ng you every success in your del;berat;nns. AR

A2
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Appendix C

THE TEN YEAR HEALTH PLAN OF THE AMERICAS

ST {

. By Dr, Irial Gogan
Country Representative, PAHU/WHO, Barbados(

Tt was with pleasure that I accepted the kand anvitation of your
Organisation to deliver the opening address on the subject of
Maternal and Child Health Goals in the Ten Year Plan for the
Americas. l'owuver, I felt some apprehension because I have
become somewhat out of pructice in public speaking, to large’
groups of lad:ies, Also, os a relatively new officer in the
World Health Organisation, 1t is difficult to summarize
succintly the many documents which have been published by our
Organisation and a number of governments on the subject, "The
Ton Year Health Plan", or the goals of the Ministers of Health of
the Americas for the decade, .

i -
The Ten Year Plan for the Americas is actually the Final Report
of the third special meeting of the Ministers of Health of the
Americas which was held in Santiago, Chile, in October of 1972,
It sets forth the task which the countries of the Hemisphere have
accepted for themselves in the field of health., Through the
slgnatures of the various Ministries of Health of the Americas,
they committed themselves solidly to carrying out a specific = |
Health programme for this decade, ‘

!

{ ! ‘ s
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The plan is a composite of the hlstousal BXpEIanCBB of the
Governments, of the expertise of their own SpEClEllRBd technlcal
personnel, and the scientific support of the experts, of our own
Organisation, It is the product of an 1n-depth analysxs of
health problems which was carried out in each of the countries for
a period of over three monthe preceding the meeting of the Ministers
The basic reference documenst which was prepared is e synthes;s
of all of the information which coui? be gathered on the most,
common, health as well as economic and so:ial problems having the
grestest significance throughout the Reg -on.

The deliberations of the Mlnlsters showed that p;ograss has “
been made on the reduction of the vulume af 1llness and 1n the s
reduction in numbers of deaths. Unfortunately, these two
factors have not produced as significant an 1mprovement as
desired on the well-being, emther collectxvely 'or 1nd1v1dually,
of the population at risk, o o L,

4 2 f + ! t L .

'
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W1thout access even to the most mlnlmum of. Health Servacas. ', e
This nimans that eover 100 million peopJ= are without even the )
most elementary health care. In the 1ight of your own -
deliberations this statistic 1s 81gn1f1cantly hlghllghted by the
fact thal approximately 60 per “cent of that population is com-

posed of women and of children under the age of 15. ik

Mk
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The problem of delivery of health care to this underprivileged
percentage of the population has not resulted entirely from a lack
of resources, but rather to two other factors. The first factor
is that:

Modern methods and sclutions have, to a large extent, scorned
the use of traditional and folkloric methods far the
prevention and cure of disease,

And the second factor is that:

It is a characteristic of many of the cities of the Latin’
American Continent and the Caribbean, to have a concentration
of its human resource, in terms of physicians, nurses and
midwives while the rural areas are grossly undermanned,

_ Primarily, the Ten Year Health Plan, from the operational
standpoint, focuses attention on the control of communicable
disease, an maternal and child health, on nutritien, and on
matters related to the physical, biological and social enviraon-
ment. The achievement of the goals that were established for
the Region at the meeting will be through the rational utilisa-
tion 'of all categories of human resource, trairmed to realistac
levels, rather than by personnel trained to unrealistic and
highly sophisticated levels, and their support by material which
is both adequate and properly maintained, by fanancial resources,
and management systems,

The Ministers recognised that for many years it waill be
necessary to orient and use previously existing resources in the
rural strategy, and then in accord with rational planning
gradually reanforce those resources with more advanced personnel
and techniques. This demands the development of the health
auxiliary who preferably would be a resident of the locality
where he or she works, with tasks and responsibilities carefully
delineated and assigned to the level of his or her competence,
The auxiliary worker is to become the focal point of prevention
and care. The health auxiliary would be expected to supervise
the empirical health worker, as well as to encourage and guide
individudls, families and groups to accept more responsibility
for their owr health. Thus, the training of the auxiliary health
worker would be directed to a spscific level of competence, of
which community health education would be a most important
component,

Thais level of auxiliary personnel would, in turn, be super-
vised by professional nurses, The structure would be comple-
mented by a rural internship, where graduates from the health
sciences would spend one or two years working in rursl areas
as a prerequisite to practice. The challenge of health
coyerage - especially to mothers and children and even more, to,
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those living in rural areas is enormous. It is complicated by
the increase of the population, which is expected to be 33 per
cent in the decade, or an increase of one hundred million new
inhabitants in Latin America and the Caribbean countries.

Through the implementation of the health goals, governments
will be either initialing or strengthening their health planning,
The planning will have to include the ascessment of the situation,
improved information gethering processes, and continuing assessge
ment of the validity of current actions in the light of new
developments and techniques.

The Ten Year Health Plan for the Americas was incorporated in
the palicy of PAHO/WHO, by resolution of the Directing Council,
Thus, in effect, the plan became the guide for co-operative
activities of our Organisation with the member governments.
Hopefully, 2t wall form the basis for the planning and activities
of other International Agencies, and lead to the recognition and
solution of high priority health problems which are so closely
related to soio-economic development.

Time will not permit me to go into a great deal of detail.
However, a simple listing of some of the deliberations of the
Ministers may be useful, They include: s

1, Population growth - as related to the availabilityléﬁ»
resources, e

2, The environment as it affects individual and corlgqtide
health, . '{ ) '

f vy
3, Malnutrition - either from inadequate or impropef‘diets&‘
4, The role of the community, both as the creator of thé

demand for health services, and the beneficiary of thé
health resources,

-

¢ -

5, Preparation of manpower resources, ranging from
empirical health workers to university-trained speCLallsts;

6, The upgrading of infrastructure, including the organisa-
tion and the administration of services,

T, The development of an epidemiologic surveillance as part
of an improved health information system,

The Ten Year Health Plan states that health care coverage to
expectant mothers reaches only 30 per cent; fewer than 50 per
cent receive adequate care during delivery; and less than five
per cent receive care during the puerperium. Mortality in
children under five years of age accounts for 37 per cent of all

¢
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“deaths. . Nhen we conslder that mnst of theaa deaths ara
preventable, tha inferences are clear,

The Ministera of Health at their Third Special Meeting
recormended "within the framework of this programme, that every
family should have the opportunity of obtaining information and
adequate services for problems relating to fertility and
ster:lzty, providing it does not conflict with the policy of each
country", Their resolution emphasises the necessity for the 2
education of couples, hopefully to prevent the consequences of
excessively frequent pregnancy,

The goals also recognise the fact, that the quality of life is
determined by the continuous intefchange and interaction of
human beings with their enviromment, in a process which might
properly be termed social metabolism, This involves the inter-
play of every conceivable variable induced or produced by man
and nature, It is essential that the countries follow through
with policies and national goals that define what they propose to
do during the decade, state the facts underlying the purpose, and
prescribe the ways of achieving them,

A useful objective for all of us is to assist Governments .in |
developing standards, This would make it possible for the
Governments to identify the problems of greatest priority in
accordance with social parameters, including health and economic
parameters, Without this process of identification, it is
impossible to formulate a national plan for the benefit of the
populatian, A national plari‘or policy should include projects
for the installation of basic services - water supply, sewege,
solid waste disposal, housing -~ all clesely related to the
physical envircnment and all with impact on social well-being.

It has been quite obvious from the experience of the last decade,
when for example 151 million people joined the ranks of those who
had the benefits of piped water supply, that these programmes
requirse, large capital investments,.

The Ten Ysar Health Plan also recognises the 1mpact of chronic
malnutrition and frequent infection, It has been established
that maternal malnutrition and illness during pregnancy have
. serious repercussions for the child, It has also been establi-
shed that malnutrition is a fregquent underlying cause of child
morbidity and mortality. A great deal more research is
necessary to determine the social and health effects of
malnutrition and gastroenteritis,.

It has been clearly established that low weight at birth
'increases the risk of disease and death during the first year
of life., Improvement of the mother's diet has a definite effect
on babies condition at birth and on death rates. Improved
maternal nutrition leads to increased resistance to disease and
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enhances the chances of survival of the baby. These findings
suggest that maternal and child care policy and programmes
should be revised so as to place full emphasis on maternal
nutrition, the spacing of pregnancies and family planning - not
necessarily to reduce populetions but to aimprove the general well
being of this vulnerable sector. The aincidence of the advanced
types of malnutrition, such as maresmus and kwashiorkor, are on
the decrease, yet what has been called "dietary sub-nutrition”
probably affects the equivalent of five million children in the

Region,.

o

As a result of this we need to know:

"+ 1) - How® the structure and functlnns‘of‘their brains are '
4 Y o . v +
B ltered. : ‘ o ! , .
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TR4T How the ‘behaviour of the‘undernourlshed child is '+~
" affected. ' e A
¢ R b~

eyt e . i T . 1 . e

- What are the effects of the social ‘and environmental

) - | £y

“‘ ¢ 'conditions upan the child, o

There is obviously very good reason for the Ministers of
Health to establish very definite goals for the reduction of
protein calorie malnutrition and for the elimination of ' ° - ¥
nutritional anemias in pregnancy. SRR

To conclude, you will note that I have endeavoured to avoid
loeding you with numbers and statistics, Perhaps the most
important thing I have said is that the plan offers to all of us
ergaged in international service, a document which has sufficient
challenges to occupy every resource available. Working within
the Ten Year Health Plan, assures us of a reasonable chance that
our endeavours will be within the goals of national parameters,
In the words of the Ministers themselves, "co-ordination of all
health services, regardless of who pravides them is given
priority in the institutional realm. And the participation of
every human being capable of cnntrlbutlng to the common good is
given* nrxme importance,"

¢
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FROM THE BEGINNING
_By»ﬂiss Marjorie Bayes, M.B.E.,
Egacutive Secretary l

.+ This morning I am hoping to tell you quite briefly how and why
these Working Parties are being held, You may think .the title
"From the Beginning" is a rather strange one, but so few of you .
know about the Internstional Confedesration of Midwives and I hope
what I have to say will give you a better understanding of our aim
and objectives.

1 feel it is very fitting that this Working Party for the
Caribbean countries and territories should be convened in this
beautiful island of Barbados, definitely an Island in the Sun,

Of all the countries here represented, only the Jamaican midwives
are members of the Internmational Confederation of Midwives,
Through the News Letters which are regularly sent out from I,C.M,
Headquarters, the Jamaican midwives are aware of our work., I
hope, however, before I leave Barbados that I will receive many .
enquiries regarding membership from some of the other midwives
represented here and also from the obstetricians; unity is
strength,

The 1.C.M. celebrated its Golden Jubilee at its 16th v '
International Congress which was held in Washington D.C. in 1972,
It really was a Golden Jubilee, Our global activities however,.
really started in 1954 when the first WORLD Congress for Midwives
was held in London., It was at this Congress that 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 world situation with regard to maternal and child health
care, This address was a challenge to all midwives who weres -,
presént and especially to our newly reformed organisation whosse
activities had been in abeyance since the beginning of World War
Two. He told us that in some countries 90 per cent of women-, .
had no professional attendance during the maternity cycle and
were '‘delivered by traditional birth attendants, relatives or'just
old women of ‘the village. , : b Lot

. i : ' st ve fe oy, 7l

In looking at the continent of Africa, we are told that there

are:still approximately 65 to 70 per-cent of :women'who-are .
“delivered' of.their babies in this manner, - 'In some- areas'of the:
world this figure reaches 80 to 90 per cent..  ~This particularly-
applies to the Phillipines.

- [ PR v * ' , I

*Dr;iEastman said'that’ professional midwives.must be prepared.to
db’everything in their. power to- improve midwifery training.and
pradtice’ in the 'inteTest of 'mother and/bshies, and in the same
intereétS'thay~should»accebt*andfhplp to instruct their less -~
fortuhate:colleagues whothave little or-no=training.’ This - -,



applies to almast every part of the world, I must say ths
I.C.M. was deeply distressed about the conditions described by
Dr., Eastman and we eventually approached W.H.0. about doing
something to improve the lot of expectant mothers and maternal
and child care.

I
e LUl ’“‘1

Fortunately, the International Fedaratlon of - Gynascology and 7
Obstetrics was thinking on the same lines and'at ‘their :General: "
Assembly held in Vienna in 1960 they set up a study group. on -t
Midwifery Training and Practice, f BRI

Following the General Assembly the Secretary General of
fF.1.6,0. approached the I,C,M, for co-operatian and the late
Professor W.C.W. Nixon, who had been. appointed Cheirman of this :
Study Group, visited me at I.C.M, Headquarters in Londan to
discuss the formation of the .Joint Study Group whlch has
continued to oparata ever s;nce. "

To start a world progect with the object of 1mprov1ng ‘ i
maternal and child care was no easy matter. C .t

Our first: jolntfeffort was on the Training and Pract;ce of 1
Midwives and Maternity Nurses throughout the world and after -«
intensive research the Report "Maternity Care in the World" was
published in 1966 giving information on-174 'countries of the
world and on 75 per cent of the world!'s population and I am }
pleased to say that information on.many of the countries
represented here is recorded in this Report. .This was the first
time an international survey of midwifery training and practice
had ever been done,

I

'+ The Joint Study Group is a very representative body compoaed»
of an equal number of midwives and obstetricians from all parts

of the world, indeed every continent is well represented, In
the very beginning - in 1960, World Health Organisation asked for
representation, later International Planned Parenthood Federation
and recently the International Paediatric Association have joined
us, UNICEF has also expressed interest and would like representa-
tion on the Joint Study Group and I am glad to report that we
have agreed to invite their co-operation,

The Report "Maternity Care in the World" was presented:to.the
14th International Congress of Midwives in, West Barlln in 1966 and
was very well received, . -, .

\

I fesl I must tell you that since 1957 the Executive Committee

. of. the I,C.M, has on several occasions discussed the benefit of

smaller families in the interest of improving maternal and child
health but it was not until the Congress in West Berlin in 1966

that & resolution was passed that Family Planning should be .
included in the training of midwives as a means of improving . ..
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maternal and child health. It may interest you to know that in
spzte of our many discussions over the years the I,C.M. was, in
fact, the first professional organisation to recommend %hat 'W
famzly planning in its broadest sense be included in the tra;n;ng
and practice of midwives, -

This resolution was sent to the governments and members of all
member countries of the I.C. Mey W.H.O0., and, their Regxonal Offlcea
and other International Organisations, Th;s was ‘obviously ndt
enough and the I.C.M. asked the Joint Study Group to assist in
taking further action. Ten racommandatlons had, bean formulated
by the Study Group and had been included, in the Report "Maternity
Care in the World",

. Some of these were already being implemented by individual
countries. Following the_request by the I.C.M., the Joint
Study Group agreed to act on the recommendation which states /
that there should be establisted basic midwifery training -
requirements which would set a common minimum standard. In
furtherance of this, a European Conference was held in London in
March 1969; twenty-one countries were represented by obstetri-
cians, midwives, members of Statutory Bodies, paediatricians etc,
Although this was not a family planning conference, in almost all
the papers presented, Femily Planning was mentioned and there
was no doubt in our minds that we were going on the right lines
to have family planning included in the training and practics of
the midwife., This conference was followed by a European Working
Party in September of the same year which was held in Copenhagen,
We held our first working party in Europe - Europe was our field
- of activity because we realised that we were unable to cope with
a further world survey at this time. The "Report of the Working
Party on Midwifery Training in the European countries" in which’
it was reiterated that family planning should be included in
midwifery training and practice was published and presented to
the 15th International Congress of Midwives held in Santiago, the
capital city of Chile later that month. It was at this Congress
that the South American midwives expressed a wish that a similar
study should be undertsken in their continent, However at the
General Assembly of F.I.G.0., held in New York in April 1970, the
Obstetricians after consideration of this report decided that
such studies should .continue on a global basis but taken Continent
by Continent, Uw;ng to c1rcumstances beyond our control, we
have not yet held a Working Party in South America but we hope to’
remedy this later this year when we hope the midwives of that'
Continent will at last achieve their wish,

+

Every representatlve attencﬂng the European meetlng and '

wnrklng party hed been responsible for his own expenses, but qaj
real;sed that other continents could not do this; the Jo:nt ’
Study Group was not in a flnanc1al pasition to undertake such
studies and bear expenses. ' It was therefore necessary’ to appeal
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for monetary assistance in order to proceed further. Aftar
considerable negotiation the United States Agency for Internatlon-
al Development made a generous grant to the I,C. M. to snable us to
pursue our studies in different parts of the world, We are! now
able to do this through Working Parties such as the one we are :

now attending.

Our Aim - although you all have 1t prlntad on your programmes -
bears repetition, It ist L ‘ ‘ S
"To continue the 1mprovamant of” maternal and chxld care and
the' quality of maternal and child l;fa thruugh the 1nclus1on‘
of Family Plannin in the services prov;ded by m;dw;ves of all”
categories in their expanding role"

I think here 1 should place amphaela on "“the services provxded
by midwives of ALL categories" which brlngs me again to the' point
I made’ prEV1ausly of the avallabzllty and proV151on of Family °
Plannlng 1n its broadest sense.

PN

"It is' this aspect of family plannlng which' is most important-
to obstetrlclans, paediatricians, midwives and nurses, indeed
‘the whole maternity team and it is of supreme importance that'all
categorles of birth attendants should be instructed in family
planning and services available, It is essential that all
categories must include traditional birth attendants, a
category of personnel which in many parts of the world are
likely to be an integral part of the maternal and child health
‘team for some time to come, . o

T B.A.'s could at least be motivators of Famlly Plannlng and’ -
thay ‘do need special consideration and organlsed superV151on.l

In many areas, the income of the T.B.A. dapends on the number
of babies she delivers and she cannot ba expected to partzclpata
1n a8 programme which, without pzov;dlng an alternative source of
lncome, can only mean financial loss to her. If we are to
rucognise this category of personnel, then they must be
1dent1fled, encouraged to register and glvan some training to
ensure that their practice is more hygen;c and ‘'safer, they then
. may be afforded some status and basic financial remuneration,.
By 8o doing their income would not be lowered and they would
.help in the motivation of rural couples to seek information and

advice about child spacing.

4

Traditional Birth Attendants in many areas‘especially in Africa
and many parts of Asia are highly esteemed in the communities
they serve and have considerable influence on the 1nhab1tants.
This regard can only be enhanced by of ficial recognltlnn. ’The
work they do is of extreme importance in their own locallty and
to tha nation as a whole, Prof3551onal paraonnel, 1n the
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1ntereste of maternal and’ chxld care and the quality of maternal
“-and chlld“llfe muet accept help and instruct those with little
or no tra;nlng in, normal mldwlfery practice until such time as
thay can be replaced by professlonal personnel, In many parts
of the ‘world a midwife is 'no longer an independent practitioner,
she~is a member of a team which includes obstetriciars,
paedlatrlclans, auxiliary midwives, nurses and traditianal birth
sttendants, parents themselves and their families,

[ ‘Let us therefcra, until such time in the future when pro-
feselonal care is available to all, use such personnel as
already exlste to give the best puossible maternal and child
health service, including family spacing,

Th.s is Population Year - we must play our role in this,
0ve1 population brings social unhappiness, unemployment and food
shortages. These conditions apply in every country and .
terrltory of the world and it .s the mothers of the world who 2
suffer most as a result of them, Unmarried mothers have =
additional ‘problems in that they do not have the support of a
husband. One parent families are not ideal for mother or child,

Since the European Working Party other Working Parties have
been held -~ in Ghana for the anglophone West African countries;
in Costa Rica for the Central American countries, in the Cameroaon '
for the francophone Central African countries, and in Kenya for
the anglophone Fast African countries,

Our plans for this year will we hope include this Working
Party, South America, South East Asia, possibly one in Oceania
as some of the Islands and territories are very over-populated
and we may also arrange a second Working Party in francophone
Africa, Meanwhile, the programme for this particular Working
Party must continue,

There is much to be done -~ you are here to do it and to make
personal contributions and arrive at conclusions in order to mahe
recommendations which, with the goodwill of all concerned
particularly your governments, will be implemented to improve
maternal and child care and the quality of maternal and child
life within your own countries,

We have been so warmly welcomed by Mrs. Gertrude Eaatmend,
may I now on behalf of the I.C.M. and the Joint Study Group add
our welcome and assure each of you that should you require "
support for the advancement in your own countries within the'.,
field of Maternal and Child Care and Family Planning, the ‘y

accrued knowledge of the I.C.M. and the Joint Study Group W111
always be readily available to you,



In Washington at the 1€th World Congress for Midwives, our
theme was "New horizons in Midwifery" and Family Planning was
indeed a New Horizon, Our next Interrational Congress of
Midwives will be held from 213t - 28th June 1975 in Lausanne,
Switzerland, The theme will be "The Midwife and the Family in
the World Today", Al]l sspects of this therme will be covered
and this will give us every opportunity also to discuss the
improvement of fa=ily life through family planning,

1975 is also the International Year of the Woman and I hope-
we can put special emnphasis on the woman ag "A Mother"™ as I feel
she is the most important woman in the world, In o world which
grows daily smaller the survival of healthy happy families is }
essential for the increased status of all countries and only by:
sharing our knowledge can we achisve our AIM, :

1 hope this will be a happy and successful Working Party and

that your final recomnendations will be accepteble to sll your
Governments and bring improvement into your maternal and child
care services which I know is so necessary sverywhers,
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Appendix E

- WHAT CONSTITUTES MATERNAL AND CHILD CARE ..~
. e IN THE CARIBBEAN

By Dr. G.T.M, Cummins

Ladies and gentlemen, in addressing myself to the topac aof
Maternsl and Child Care in the Caribbear, I nave naturally employud
some restrictions, It is essential thai these should be identi-
fied for our mutual understanding, and ! would now like to do so.

First of all, I thint it should be clear that the basic
principles and ultimate aim of Maternal and Chila Care are
universgal, But I would like to reiterate them at this time, !
would submit for your approval that the ultimote aim of Maternal
and Child care is to guide and to help the pregnant woman at all
stages of her childbearing career so that she bears her child in
perfact health, is herself restored to perfect health and then
cares for the child through its growing stages until it is
physically and emotionally independent, In other words what we
are depicting is & Utopia in the cycle of reproduction of the
species,

I am nyself ignorant of what standards have been laid dcwn for
international professional usage in order to attain these aimo,
Perhaps 1 am fortunate in my ignorance. Because it allows me to
depict freely what seems to me desirable, 1 om guite certain
that at the time when the words Maternal and Child Health were
first used, the ultimate aims might have been the same as today;
but that the immediate aims were much more limited - I have no
doubt. In the absence of authoritative information, I would
hazard that the irrediate aims were ro: tine antenatsal and post-
natal care for the mother, and routine immunization and mother-
craft directed to the welfare of the infant, In other wordes,
one cared sbout the pregnant woman and her child, One accepted
the fact of pregnancy and acted only after it was diagnosed,

Whatscever the originel specifications were, the passage of
time has been accompanied by a progressive expansion of the
concepts of life, of the acceptable risks to life, of reasonable
and optimal expectations of life and of the quality of life,
There have also been redefinitions of what we would call health,
There has been an identification of the significance of nutrition
in terms of heslth and there has been an awakening consciousness
of the depth and persistence throughout a lifetime- indeed over a
baneration - of the ill effects of malnutrition, Today we fear
the possibility that a malnourished child may become an unhealthy
edult, masy heve a precarious prospect for reproduction and may
produce - yesrs later - another unhealthy child, In today's
concept we include the whole reproductive cycle and would like to
ameliorate every step in the chain, Our scientific hiow-how is
just beginning to identify the parameters of malnutrition,
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Mental 1li-health is now being :interpreted in terms of
apecifically identifisble chemical imbalances in the central
nervous syster, Disecases, until recently considersd congenital
and in some caeses even hereditary are responding ¢o chemical
suoplements,

1

All these cdiscoveries have beun reflected i, rapidly exparding
horizons, of what rmuy te possible *hrcugh sophisticated preventive
med.cine. In termc of what we are gaying, mateorrnl and child
healt~ in 1974, tiday, is o for cry from maternal and child health
ag first ccnceived,

Now, ladirs and gentleren, the nain thrust of this meeting is
to revies tnhe above and tc ccnsider what port family planning can
and should »nlay, The key lies in the phrases: quality of life
and expectation of life. These two phrases, counled with the
rapid sejuunce of events in the fields of derograosky, agriculture,
industry, education and hcusing have made 1: plain that the
quality of life and the accorpsrying expectations divide the werld
into hove's snd havenot's, This i3 true whether we speak of
countries and divide them into cevelogped ond under-develoned or
of families ond divide them intc Sociul Clesses V1, 2, 2, 4 snd §
or even within the family, For within the fomily it has become
clear that children born intc large fomilies and to rothers with
a reduced birtn interval have a demonatrably poorer expectation
for 1life ond health thun if the family unit were not overciowded,
Other experimenters “ave shown that the interpersonal relationships
betwnen siblinjs degenerate in inverse aroportion to number of
siblings whether they are hurong or roats.

Tirne does not permit me to centinue withaut focussing on our
particular situoticn in the Caribbean, In the Caribbean ~e have
been blessed by an equable climate, a fortunate agricultural
situation, and gozd sea-focd, Thus with a minimum of nhousing
ang food many “ave survived, We Frove a.so had cultural and
suc .0.0gical norms waich have led to large families or perhaps one
should say frequent pregrancies, We have accepted teenage
pregnancy, childbirth outside wedlcck, multiple sex-partners and
inexpensable patterns of parenthooc. The con<rolling factors of
industrialisation, urbanisation anc the emancipation of women have
not had the effects seen in the developing nations of enshrining
the two-child family as the norm, On the other hand we have
until recently enjoyed the demograghic and economic safety valves
of colonial or ot least charitable relationships with metropolitan
countries, These have allowed us migration and protected markets
for our products,

. Let us face the facts, lodies and centlemen, our safety valves
have been removed, We are face tc face today with the full
effects of our natural increase of population, We are proud
that our death rates are falling, Now we must decide to control
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our. birth retes, . If we do not, as economically improverished
minxatataa, we shall be running faster and faster - in housing,
in educatxon, in development and in productivity. But

posaibly we shall not merely be standing still, Possibly our
quality of life will be deteriorating, This is currently and
visibly happening in other countries, Can 1t be that it is
happening under our very eyes in the Caritbhean? finally, our
respongibilities as doctors and midwives, As practitiorers in
the field of reproductive medicine we are ‘ace to foce with these
problems and with the responsibility for helping our patients to
know, to decide ond to oct oy respongible humang eiming at
improving the quolity of life for themselves ond for their
ckildren,

.1 shall not go into the detmils - that is the purpose of this
mesting - but I would like most sincerely to assure you that
obstetricidns anc oaedistriciens all over the world have recog-
nised and yiven due respect to the need for c:.trolling human
over-fertility - alongside all the other things that we must do
to engure healthier mothers and children, Ovstetricians and
Paediatricians and other doctors have also accepted the need for
the help of their nursing colleagues in this tosk, This
colloboration in aims, in training ancd in actions is the justifi-
cation, the very reason for the existence, of this joant working
party.

I would therefore propose that we cannot define maternal and
child care in the Caribbean today withnut including the following:

1, We must regearch and identify the locally applicable real
truths of preventive health coare for ourselves, We must
elucidote the interplay of genetic, environmental,
parasitic and nutrionsl patterns true to ourselves and
our area which bear upon healthy rankind,

2, We must consider the unh:althy child of tocday as the
suboptimal parent of tomorrow,

3. We must take overy step to ensure that wcmen in the child-
bearing period of life are conscious of their rasponsi-
bilities to the chxldren they may bear, They should not
embark upon pregnancy by chance or without the greatest
of sslf-reverencs, They should aim to be proud, loving,
mature and healthy mothers,

4, In pregnancy we must cherish them, socially, professionally
and with humanity, They should be suitably educated and
nourished during pregnancy to the ultimate wsll-being of
the children in their wombs.
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6.

They should not be overburdened by pregnancy, neither too
early nor *oo frequent nor unwanted pregnancy. Suitable
measures of ssx education, social norms, legal protection
snd contraception to avoid these must be available,

Where these measures fail, the modern and aesthetically
scceptable methods of termination shoulcd be legally and
openly at their disposal, Measures to relieve under-
fertility should be aveailable, All steps should be

teke to control over-fertility as defined by the
potuntial parent,

We must educate and use all ovajilable manpower., The
most effective and economical methods must be made
svailable, This clearly must employ not only doctors
but midwives and indeed all gruades of health profession-
als and assistoants, The sympathetic opinion of
community based leadership and avenues of distribution
must be mobilised to this all important measure of
national survival,
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Appendix F

WHAT ARE THE PRIORITIES FOR MATERNAL CARE?

By Mrs. G, Omphroy-Spencer, Jamaica

INTRODUCTION

I would like to think of the subject which I have the honour
to present as a form of national analysis - a time for stocke
taking as to how far we have progressed and to what extent we
have fallen short in our priorities for Maternal Care,

BACKGROUND TO "POPULATION GROWTH" IN JAMAICA

If you will bear with me I would like to give a picture of
population growth in Jamaica dating back as far as the year 1655,

Period Population
1655 - 1,500
1658 - 5,900 Influx of slaves
1787 - 236,000 ‘
1881 . =, 7 581,000
1930 . = . 1=million
1974 - 2-millions
o .y Crude Desth  Crude Birth  Rate of Natural
YA Rate Rats Increase
1920 - 24,2 37.6 13.4 per 10,000
+1945 11,5 AN 16.7 per 10,000
. (Relates to the
War Years 1937
1945) .
1960-64 37.12 40,3
1973 7 K}

The above may be associated with:.
Related Problems, viz, - -

| a, | Illiteracy.

’.b;:y Unemployment,

csy Social Problems:

;1 - (1) Crimes.
(2) Drugs,

2. Basic Problems,



The age structure of the populotion has to be considered in
any attempt to define the fundamental problems in the Caribbean

areag, In 1968 in Jamaicas
41,3 per cent of the population wes under 15 years
4,2 per cent " " " * over 65 . e

This mede o total of 45,5 per cent of the populotion dependent on
54,5 per cent for their upkeep, but of this figure approximately .
2C per cert are unermgloyed, so in actual fact it 13 65,5 per cent
that is dependent cn 24,5 per cent of the populetion for upkeep,’
Thug this s1tuatinn has been sffecting our sociel development
odversely,

MATERNAL_MORTALITY

Dating »ack tc the

yeor 1938 maternal mortality showed the
follow:ng fiqures: -

Prriod Rate
1928 - 6,0 per 1,000 live births
‘960 - 2.1 L] L] "= ]
1964 - 1.8 " " n" "

This is o reduction of 60 per cent in 23 to 25 years, While
this reduction 18 gratifying it leavus no room for complacency.

It 15 thought that imprcvement in medical facilities and thosa
provided by the State, the introduction of antibiotics and the
control of Puerporsl! Sepsis, use of blood transfusion played a
big purt in the reduction of Msternal Mortality,

PRIQRITIES FCR MATERNAL CARE

1 Anse-natal Care

a, The Need for Education

The importance of early booking and regular otten-
dance st the clinics, in the home or to the doctor
must be emphasized on all pregnant womsn,
Statistics have shown that over SO per cent of the
maternal desths in (Victoria Jubilee Hospital)
Jamoica occurred in patients who had no ante-natal
preparation, Tire maternal mortality among
patients witk no ante-natal care is higher than
those who had limited ante-natal preparation.
is 8 tragic witnegss tn this noed,

This
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4,

. Attention to the nutrition of the pragnant woman should
not of course just start during the pregnancy, but

sttention should have been directed to this from child-
hood, It has now been proven fairly conclusively that
malnutrition in childhood affects the capacity of the
child to learn, who will of course become the future
fathers and mothers of the society, In the child-
bearing woman adequate nutrition is necessary for the
preparation of lactation and so the promotion of bresast
feeding, The fact that breast milk is the most desir-
sble food for the baby aiding in the development of the

child's brain, that it established the psychoiogical link

between herself and her child, is that it is of course
the cheapest and most hygienic form of infant food must
be brought home forcibly to the mother.

Fam Plenning Aim

a, The importance of the foemily aas a unit,

b, The proper spacing of children.

€+ The importance of family planning 6f the State.

Not oniy must the prograrme be introducod,-but people

must be educated to rscognise the followingt

a, The benefits to them ag a family unit,

b, The benefits to each child's future.,

Co-. The effect on their persbnal economy.r

d: The offéct-it has on the State as a whble.

When people are educated to fecogniae personal attributes
they will undoubtedly co-operates.,

B, The professionsl midwife who is a key person in the

. community &s she is both an educator and clinicien,
Her role is tos .

(1)  Observe and advise. in maternal nutrition.
(2) - She examines and detects any doviatibﬁ from

‘the normal and refers such cases.to the
obstetrician for his diagnosis, -
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(3) She arranges schedules of pre;ﬁﬁtci‘viniti.

’(d)f Makes selection of cases for hospital and home
confinement,

(s) Stresses the importance of the advantages of
breast-feeding ¢o mother and child; teaches
the care of the breas*s at this period and
during the post-natal period as well, thus
preparing the mother for the astablishment
of lactation,

(6) She advises on contraceptives, the limitetion
or femily spacing on size of the family; she
gives instructions in the preparation for
parenthood,

(1) She has the greatest opportunity of motivating
both partners towards family planning; she
holds dialogue with individusls from the
entire community and so is a valuable lisison
within the ambit of the health team,

b, Jhe Assjstant Nurges' role nay be extended from the

bedside to the field to assist the Public Health

Nurse, She has & contribution towards educating
the people in the importance of heslth and Family
Planning,

c. The Commynity Hoalth Ald

The philosophy of Community Health Aid in the health
programme ie based on the ccncept that much can be
eccomplished at the gressroots level by training thise
cadre of people drawn from within the community to
teach and advise people the basic health care,
nutrition and family planning on a very personal
level,

d. Fam f ation In h which in a way
preparss the child for responeible parenthood.

Emphasis being laid on nutrition end the protection of

¢ health, It has been found that some parents voice

objection becsuss of ignorance, The academic teacher
may not be sbls to put the subject over effectively

‘- beceuse of limited knowledge, The School Nurse could

play a major role here, because of her close association
with the ntudents and her professionsl status should place
her in ® position of confidence with the parents, She
should otrive towordu the co-opsration of parents by
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5.

gaining their confidence and educating them to hold
frequent and free dislogue with their children,

f he f: esst %hs mQyn
Prioritieg sres
8. The need for Education among the people so 8s to. .
reduce the presence of illiterscy and obliterate
it, if possible,
b, 2 nde ¢ Ante-Nata

Coe

Db

f.

.
Q..

We cennot provide an sdequate pre-natal service
through clinics that opesrests once a wea«< as is the
cese in rursl arees, There is no reeson why pre=-
natel clinice should "ot be run by the professionsl
ridwife working in conjunction with the doctor
instesd of baing an sssistent to the Pudblic Health
Nures, The Domicilery Midwife (Jansics) nygs be
upgradecd to become a "full time", "selaried”
peresonnel under tha umbrells of Centrel Government,
The system of retainer and collsction of smell feos
ie degrading to the profeseionsl midwifs, There
should be uniforr conditione of eservice,
Opportunities for pro=otisn within ner field and into
adrinistretion mus¢ be created by the provision o’
further education and gost=graduates courses, In
the aree of Farily Planning the professionsl midwife
rust be educeated to select end intraducs contracsp-
tive devices, to recogniss side sffects and educated
to acvise cn theeo,

n h n

We neod to reviese our attitude towards the un-
cuelifiec Attendant, A progre~mo (Jamaica) is
teing worked out for their training to nelp them

to reccgriee dangers, to practies metnode of ssspsis
snc so provent matarnsl death,

The reed fcr mcro obstetric bede,
The resd fcr expsnding our Laboratory Sarvices.
The nasd for expending Blood Bank fucilifioo;

The raod for impxovomont in our Home Dolivory
Services.

The nood to oxpnnd our Family Planning Satvicol.
The programme must' be accelerstsd end become
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integrated with all other areae of hecalth so that
the time factor of the woman msy be more economi-
cally utilized,

i. The need for a National Matarnal Survey.
NCLUS]ON

Death is a tragedy and that of the child-bearing woman,
eepacially 8o, Whother it ba alow or sudden it affacts the very
foundation of any country's family unit as the stability of the
family unit is guided by the presence of a good mother and wife,
Many of our juvenile delinquents todey, esven criminale, may be
children who were deprived of a mother st & very early stage of
life,

These priorities are offered that a clearer picture may
aventually emerge to enable us to tackles the problem in maternal
priorities and the reduction in maternal mortality especially in
our Island of Jamaica,

STATISTICS OF EXAMPLE FOR

VICTORIA JUBILEE HOSP]TAL
ATTENDANT AT DELIVERY - JAMAICA (1960 - 64)

L YEAR PHYS]CIAN MIDWIFE UNQUALJFJED

1960 3,177 40,187 25,039
1961 3,384 39,569 23,175
1962 3302+ - -40;228 - - -21,38%
21963 - 3,294 42,963 19,932

Ciagse T 3388 . 46,612 18,359

JABLE ] — MATERNAL-MDRTALITY BY PARJSH (1950- 1964)

PARISH -~ -  1950-54  1955-59 - 1960-64
KINGSTON:& ST,-ANDREW - 2,7 - - 1,6 - 1,0
ST, .THOMAS 46 3.0 2,3
PORTLAND 3.4 3.2 2.8
ST. MARY a1 2,0 a2
ST. ANY 3.0 .2.5 2.4
(TRELAWNY N IR A
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B it o s et 4 ¢ @ e s 4y o A -——

ST. JAMES. . . . a4 2.5 ., 1,3
HANOVER 3.3 2.9 2.8
WESTMORELAND 2,5 2.7 1.5
ST. ELIZABETH 2,2 3.5 1 1.6
MANCHESTER 3.0 1,7, 1.8
CLARENDON ) 3.1 2,4 2.3
ST. CATHERINE 3.0 2.5 1.8

TABLE I] - MATERNAL MORTALITY - LATIN AMERJCA AND JAMAICA (1964)

COUNTRY RATE
PUERTO RICO 0.5
EL SALVADOR 0.6
URUQUAY 0.8

VENEZUELA 0.9
NICARAGUA 1,2
PANAMA 1,6
MEXICO 1.7
JAMAICA 1.8
GUATEMALA 2.0
CHILE 2.6

 JABLE JII - MATERNAL MORTALITY [N THE WEST INDIES (1964)
(Rates are for 1964 unless othiurwise stated)

COUNTRY MATERN{LﬁMORTALlI*
GRENADA IR
ANT IGUA 3.2
DOMINICA i‘z.a
MONTSERRAT 2.7
ST. KITTS - NEVIS - ANGUILLA 1.9 (1962)
JAMAICA 1.8
ST. VINCENT 1.8 (1961)
BARBADOS 1,4
TRINIDAD & TOBAGO 1,0
BRITISH HONDURAS 1.0
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‘COQUNTRY - MATERNA RTALITY
ST.' LUCIA 0.8 (1963)
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Appendix G

PRIORITIES FOR CHILD CAR
by Dr. Keith McKenzie

I am speaking to you with the background of ten years hospital
experience in Peediotrics in Jemaica., While this paper "
inevitably quotes many staotistics from Jamaica, my expesrience of
previous Caribbean Medical Conferences indicates their general
opplicebility to the other Caribbean countries, —

STATIST]CS

1, .Pgpulas n

a. In 1970, Jameice had a population of 1,869,100 as
compared to 1,402,900 in 1950, In January 1974,
the population passed the 2 million mark, (1)

b.  46% of the 1970 total was below 15 years of age, (2)

2. Birth Rate

In 1950, birth rate was 33 per 1000 populatioﬁ
1960 n " " 42 " " "

1970 L " " 35 ] n L}
1973 ] L] ] 3123 L] n L] . . (3)
3, Death Rate

In 1950, death rate was 12 per 1000 population
N B | ] E

1960 " o » 9
1970 L " L] 7.7 n " L]
1973, % 72 o " ()

4, Child Hg;&a}‘&x

AMd what of child mortality? Abrahem Horwitz, Director,
~ Pan Amorican Sanitary Bureau in the foreward to the book
Patterns of Mortality in Childhood - Report of the Inter-
" American Investigation of Mortality in Childhood
(Scientific Publication PAHO No. 262, 1973) has described
child mortality as the most important health problem in
the Americas today, (S)

Is this 8lso true of the West Indies? 1 suspect that it
is, but the statistice have not :‘been collected to prove
_ or disprove this, ' ‘ "
" Most child deaths occur in the age group below five years,
Figures from the Registrar General's Department show that
in 1971, the four principal cesuses of desth below five
years of sge weres (6)
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a, Enteritis and othe diarrhoeal disorders 20.5 per cent

b. Perinatoel csuses ; 20,0 "™ "
c. Pneuronis (non virel) S o149 2 .
d, Malnutrition ond avitaminosise :.'.;” ‘ f12.3f ",~7

S Jnfant Mortality Rate

In 1950, the infant mortality rate was 78 per 1000 live. ..
‘births- ~
1960, ths infant mortelity rate was 51 per 1000 1live
: o= ie o births
.1970, the infant mortality rate was 32 per 1000 live
T R AT S “births
1973, . the infant mortality rate was 26,2 per 1000 live
' T ' births

(7

[

.t
.

In 1971 deaths in infants i.es, below age one year accounted
for 63.8 per cent of the total deaths below age five yesars,
The four principal causes of death below one year of age

weres

a, Perinatal causes '. . - 31,2 per cent

b, Enteritis and other diarrﬂoael 22.5 per cent
disorders oo

C. ‘Pnouﬁonie (non-viral) T T 14,0 per cent

d. Malnuirition-and avi{aminéﬁis j: j 12.2 per cent

(8)

P

6. Perinats]l Cayses of Death
B - : .
..8,.. Unfortunately, .it was not posasible to obtain resally
. accurate data on the specific parinatal csuses of
.death slthough a high proportion were of low birth
weight, The report of the Inter-American Investiga-
- tion of Mortality in Childhood showed greoat variation
‘ in the specificity of causes from what was written on
Death Certificates,

.+be . Dr, Robert Cook, Director of the Caribbean Food and
Nutrition Institute has pointed out the very important
fact that the pesk mortslity in the Caribbesan beslow

.:.five . years .of .age is bestween six months and twenty
three months, . . . (9)
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9.

C,

He has also shown that the highest :incidence of

~malnuteition is in the six month to four years age

group.and that the malnutrition rate is fairly
conotsnt .during that time. He orrived ot thcse
conclusjions from analysis of date collected from
Verious national food and Nutrition surveys in

Caribbean tnrritories in 1969 to 1971, (10)
. Melnytrition

a. In o study in 1963 by McKenzie et sl in Jamaica,
Protein-Calorie Malnutrition was the largest single
cause of death (31.3 per cent) in children in thoe ‘one "
year age group. (11)

b, In 1968 to 1970 in Kinééton‘hnd St, Andrew (population
of over 400,000) malnutrition was directly responsible
for or associated with 51,4 per cent of the deaths in
the same age group, (12)
In 1967-68 at University Hospital of the West Indies

malnutrition was the most common cause of death (34
per cent) in children below two years of age while
during the same period at the Children's Hospital,
Kingston, Jamaica it was responsible for or
agsociated with 35 per cent of the deaths in thes same
age group. (13)

Gostzo-Enteriti

In the 1963 survey by McKenzie et al in Jamaica,
gastro enteritis was the principal cause of death
(37.4 per cant) in the age group six to sleven
months, g e (14)

In 1968 to 1970 in urban Kingaton, gastro-ontoritis
weg the most common single.cause of.death in the age
group one to twenty three months, (15)

At tha Univarsity Hospital of the West Indies in 1967-
" 68 it was responsible for ‘18 per cent of the deaths

below two years, - " (16)

—_—_—

At the University Hospitsl of the West Indies from
1955 to 1968, malnutrition was the primary or

- -secondery-diagnoeis in.- S0 per.cent of..the.admissions

below two years, (17)

61



b, At the Unjiversity Hospital of the West Indies from
1959 to 1968, gastro-snteritis was the most common
ceuse of admission Lelow two years, (18)

ce The University Hospital of the West Indies' records
show that malnutrition, gastro-enteritis and respira-
tory diseonscs account for approximately 75 per cent
of 8ll admissions below ¢wo years, This consideration
of some of the main health problems helps us to arrive

at the priorities for child core. (19)
PRIORITIES
1. Prevention and Treatrent of Malnytrition

2,

3,

4. -

Malnutrition is the mujor contributor to child mortality
and morbidity below the sge of two years in Jamaica and
indeed in “.he rajority of the Coaribbean countries as
represented at the St. Vincent conference in January 1974,
Apart from its considerable phyasical effects, increasing
concern i8 being expressed as to its possible long term
mental effects, Prevention of malnutrition is therefore
of paramount importance,

Prevention and Treatment of Gastro-Enteri

The interlinksge between malnutrition and gastro-
enteritis is striking, The fact is well recognised by
Caribbean Health Ministers, who were the motive force
behind the Technical Group Meeting including representa-
tives from elsven Caribbean countries which met in St,
Vincent in Janauary 1974 and formulated a Strategy and
Plan of Action to combat gastro-enteritis and malnutrition
in children under two years of age,

n of Brea Fagdin

This is of such vital importance in the prevention of both
malnutrition and gastro-esnteritis that it deserves a
heading by itself, 1 do not have to lsbour this point to
this gathering, Nevertheless, the fact is that at
present bottle feeding has so displaced breast fesding in:
meny parts of the Caribbean that in some of the largest
cities as little as S per cent of babies ars solely

breast fed up to age four months. (20)

n ot i ion of Perinatal Morbidj and M
The vearious aetiological factors nesd much more precise

analysis in order to improve the standard of care in this
age group,
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Se Immynization

Prevention of certsin infectious diseases by widespread
) immunization is a priority in countries where the inter-
linkage between malnutrition and infection is so common,
Comprehensive immunization before school entry is
recommended against diptheris, tetanus, whooping cough,
poliomyelitis, tuberculosis, messles and smallpox.,

6. Family Planning

No discussion on priorities for child care can be complete
without emphaseizing the growing dangers of overpopulation
in many of our countries, Unlimited population growth
will only compound the problems of providing adequate child
care in our countries. Effective family planning measures
are needed ngw in order to arrest the population growth and
. so help to ensure for the young child e better chance for
a better life, ’
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Appendix H

THE PLACE CF MUTRJT]OY IN THE PRIORITIES CF
MATERNAL AND CHILD HEALTH

By F.C. Romyey, M.E., MR, 2.P., M.P.H,., D.C.H,,
Senior Lecturer Social &nd Preventive Paediotrics,
Univercity cf the Weunt Indies

[NTRQDUCTION

The title of my assignTent as such that [ feer iv 12 l.portent
to define ry termy of reference., Since motners ond children
zomprise about twc-thirds of the populatior of devoloning
territories, tkeir voonlth care de.ivery necds no furt»er :ustifico-
tion, For the purzoses of this discusaiar 1 anail) define
Autrition aa ske cn:ience of facd, the rutrients and other
substances therein, ¢heit action, :ntectaction, and btalaence in ree
lation <o neale™ o drscase, 300 the processes by whicn the
organis~ ingests, fagests, atsorts, trarsperts, stilizes ond
excretes fcccd sunstonces, In adarticn, a.iriticn must Le con-
cerned with certai~ sazial, cornomic, cLliurdl onc HSyCch0.0Qic8l
implicasicns of focd and eatirg, The term pricruty :rclies
precedence in time u~9/or rank, Wroereas 1% 19 pOSLIbLe tC give
nutr:ition or 4 criority rating in Materral ond Thild Health (M.C,
H.,) Services, revertheless a1t is my contention thot nutritiun is
sn integrol nert of oll the corponents eof M,I,H. Services,

The PROBLEM w=~icn the providers of M.CA. Servicos in the
Coribbean must foce ic the reiatively high risk of morbidity and
mortality <c which mothers and children are currently exposed and
the need to extend the coverage of Maternal and Child Heaith
Services,

Our GOAL therefore, should be to improve the quality of health
care in 4,C.H. Services so that the outcome of & pregnancy w:ill be
a healthy infant of normal birth weight born to a mother who will
‘be alive, healthy and motivated tc breast feed fully for at least
four months, This should be the foundation for children to
become heolthy adults oand enjoy a norral family _.ife in an
enlightered community.

In the atsence of such o bigh cuality M.C.H, Service, high riek
mothers often go uncetected and ccntribute to the reclatively high
infant mcrtality rote in gorc Coribbeoan territories os well as the
high rate of low b:ircthweight babirs, I+ is :important therefore
to identify, isolate and, w-ere feasible, praovide spec:ial clirnice
for nigh-risk rothers as well 8s for low birthweight babies,
bearirg in mincd that the risk factors ~ill very in priority in
different Caribbean tercitories,
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After outlining some factors cantributing to high-risk
mothers and low birth«eight babies, 1 propose to summrarize the
findings of the Nat:onol fuoud and Nutrition Survey conducted in
Barbadoe in 1969 ond 8o demonptrate that Nutrition 3tould be an
integral poert of oll the ccmponents of an adaptive M,C,H, Service.

HIGH RISK PATJeENTS

1, History
Unwanted piegnoncies, poor reproductive history, sub-
fertility, too lonj spncing, %oo rapid child bearcing,
excessive numbers of pregnancies (five and over),
history of long obstructed labour, abnormal presentations,
mental illness or anstability, overwork, rubells or other
infections, sychilis,

2, Examjinatjon

Short stature (uncer five feet), aypertersion (B.F. 140/
90 +), oedera, alturinuria, overweight, cisbestes, rapid
veight gain, ralnuiration, ornaemias, sickling, haemorrhages,
uterine atnornalities (fidbroids), tuberculosis, pyelitis,
vaginitis, heort diseosse, asthra, chronic bronchitis,

Rh, sengitizaticn, dispropsrticn, pelvic abnormalities,
muitiple preynancies, poor voginal outlet, onxiety,

SOME_POSSIBLE AETICLOGIZAL FACTORS OF LGCw BIRTHWE]GHT BABIES IN THE
CARJBBEAN

1, nderweight due_to Gestationa] Prematurjity

a, Maternal ill-heolth:

Huart diseoase, hypertension, chronic nsphritis,
syphilis, viral infections, pneumonia, acutes
intestinal infections, chronic malnutrition,
anasmia, physical overwork,

b, Obstetric:
Antepartum haemorrhage, presclamptic toxsemia,

hydrarnios, multiple pregnancy, gross.foetal.
abnormality,

2. Undorwajighs ot Full Term
8, Smal]l maternal statures

malnusrition, genstic factors,



1;
b, Possible adsptation of the newborn to geographico-
climatic factors: )
-hot, humid environment (pooqibiy_rahuiffng lolili.
subcutaneous fat).

:Ce - Maternal malnutrition or anasmia during pregnancy
including folic acid deficiency. .

d. Placentsl dissase: -

—— - — el

insufficiency due to chronic vascular and renal
disease, DLl

e, thtiple pregnancy,

SUMMARY QOF THE MAIN FINDINGS QF THE NATIONAL FOQD AND NUTRITION
SURVEY (BARBADQDS, 1969),

Of 248 preschcol children, 16,5 per cent were suffering from
malnutrition, the criterion bteing unier 80 per cent of the inter-
nationally accepted stanoard of weight for age, The majority of
these cases occured between six and twenty four months of age,

There was moderate qrowth impairment in school children. 20
par cent of women, as ccntrasted withk only four per cent of men
were cbese, i.e, more than 30 per cent over the standard weight
for their height.

Of preschool children, 33 per cent were anaemic, half being due
to iron and the other ¢o folate deficiency, 19 per cent of women
ware anaemic,

There was 8 very high degree of decayed, missing and filled
teeth as well as periodental disease. The mean number of
decayed, missing and filled teeth (D.M.F.,) at fifteen years was
23 per cent, at twenty five years 50 per cent, ond at fifty five
yoears -75 per cent,

There was a significant association between low income levels
and manutrition in the .children of these families,

The enquiry into child ceare and feeding practices demonstrated
a nesd for more health education and training-in nutrition,:

The survey showed- that the amount of food produced in home
gardens .was relatively small,

The 1966 Food: Balance Sheet yielded marginesl figures in terms of
nesd of 2,476 calories per day per.person (including alcoholic
beverages) and 64,6 grems of protein., Not infrequently, therefore,
vulnerable groups such as mothers and children, suffered from
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unequal distribution of certain aoaontial food itemo.

Additionol evidernce has shown that ths death rate from
diabetes mellitus is very high in Trinidad and Tobago, Jamaica
8¢ Barbados,

In order to cope with the problem, adsptive M,C.H. Services are
needed to meect the health needs of mother and child.

M,C.H

L

‘The quolity and coverage of ouch a M.C.H. Service will

RVIC

Maternal

Antenatasl midwifery, postnatel, family spacing, referral,
gynaecolugical, nutritional, dentsl, immunization, heslth
education, (directed especially to breast feeding and the
weaning process), social and community services
especially for the teonays mother.

Ch Health

Surveillance, -immunization, nutrition, dental, health

- education, psediatric out-patient and in-patient services,

A consideration of the setiological factors of high risk
mothers and low birthweight babies abouve demonstrates thet
nutrition should be an integral part of all the ccmponents
of a M.C.H, Service, In order to meet the health nesds
of mother and child, the icdea of M,C.H., Services should be
accepted at the level of the Ministry of Health ond where
feasible, an M, C.H., Officer should be appointed in the
Ministry to implement and evaluate these services at
regular intervals, Furthermore, it is imperative to have
a National Food and Nutrition Policy to meet the nutri-
tionsl noods of the child and adoleccent 30 as to with-
stand the stress of .aregnancy and lactation in later life,

To achieve this requires co-orcdinated action between M.C.H.
Services and those agencies providing the services of
midwives, obstetricians, gynsecologists, paesdiatricians,
public health officers, nutritionists, family planning
officers, health educators, social workers and community
development officers, Such integrated action can best be
served by a Co-ordineting Cormittea for M,C.H., Services,

depend on the available resources in terms of peopls,
money, materials ond time, Our priorities will
inevitably arise out of matching these resources with the
utated health needs above.
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PR T]E

In providing M.C.H. Services in the Caribbean we must face the
problems of inadoquate sntenatsl and obstetrical cere, large and
poorly spaced families, malnutrition, specific diseases and dental
problems, In setting priorities for M.C.H. Services considera-
tion should be given to such criteria as community concern,
prevalence, seriousness and susceptibility to management, Weight-
ings can be applied intuitively to these criteria ond a score -
arrived at by multiplying the weightings, Although I would give
equal weightirg to family planning and nutrition it should be
borne in mind that a8 reduction in infant mortality has been
demonstrated tu be a pre-requisite for successful family spacing,

ADAPTION OF M,.C.H, SERVICES

There is no rcom for imported "potted plent™ systems in M,C,.H,
Services in the Caritbean, Instead of gsearching for a blueprint
we must address ourselves to building our priorities and
adapting our M.C.H, Service %o meet the health needs of our peopls,
The selection of priority activities in a M.C.H. Service must be
adapted culturally, technically, legistically and financially to
the epidemiology and ecology of the territory as well as to the
staff and resources,

Within budgetary limitations, health manpower and especially
health aides must be trained to provide this Adaptive M,C.H,
Service, In the content of this training it is not so much the
"what" as the "how" which is needed. Consequently, training
in managerial skills is needed especially at the central and
middle levels of management,

RECOMMENDAT JON

Arising out of the above exposition, it is recommended that:

' A M.C.H. Co-ordinating Committee should be established in
the Ministry of Health with the Chiof Medical Officer as
Chairman,

2, A M,C.H, Officer or professional with a special interest
in M,C.H, should be responsible to the Ministry of Health
for the plenning and implementation of M,C.H, Services,

J. Training in managerial shills and of health sides should
be stressed in a M,C.H, Service.

4, Consideration should be given to a National Food and
Nutrition Policy.
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5.

A Madical Nutritionist or persun with a special intereet
in nutrition shoulcd be responsible for up-dating the
teaching of nutrition and .notivating his or her
colleagues to include nutrition education in all areas
of M,C,H, activities,
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Appendix I

. MATERNAL & CHILD HEALTH & FAMJLY PLANNING
By Dr, A, Wynante Patterson, M,R.C,0.G,

in 1y/3 8 decision was taken tc integrate the delivery services
of Meternal and Child Mealthk, Family Plonning and Nutrition,
For the first time o post of a Princzipal Medical Officer for
Maternsl and Child Health, huzrition and Family Planning was
cresated, No other Officers have as yet been assigned to this
division at the Mimistry level,

The Maternal snd Child Health progranaes have traditionally
been operated as part of the public health services and account
for some 50 per cent of public health nurses %i-e., With the
presant staff shortage, school work - with the exception of the
KeS.A.L, where there is a team of Schcol Nurses - 18 seriously
affected, home visits are at & minimum and supervisicn cf hcalth
centre nurses is inadequote, It would seer that more efficient
use of categories of staff other than public Reclth nurses is
essential, - .

The Family Planning programme was until April 1974 administered
through a Statutory Bcourd which has been in existence for three
years, This prograrme was prior to 1971 administered ty a
provisional board for one year and prior to that by a voluntery
organisation - the Jamaica family Plarning Association, an
affiliate of International Plannecd Parenthood Federation which
operated in selected parishes of the island, From April 1974
the delivery of gservices was integrated into the Maternal and
Cnild Health system, The process of integration, has, theresfore
only just begun,

The rationale for integration as expressed in the Ministry Paper
on Family Planning is that "the delivery of services takes place
to a.large sxtent within the Government hospitals and Health
Centxes -and is therafore necessary for those services to be ,
proper)y orchestrated," The aim is that Family Planning Services
will be offered on an on-going basis in all health centres and
thet centres which under the previous regime offered only family
‘planning services will be equipoed to offer other Maternal and
Child Health Services,

The .population of Jamaica in 197! was 1,953,472 and some 60 per
cent of this figure falls within the age and sex groups smrved by
the Maternal and Child Health Programme, 45 per cent of the
population is under 14 years; 55 per cent of the population is
under 18 yeors,

Who provides the services? In 1972 there were six senior

Modical Officers of Heolth and 21 Medical Officere of Health,
The Medical Officer of Health is & doctor with specislised rublic
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health training who hes responsibility for the public heslth
services in a Parish, He is ulso the Regicnal Family Planning
Officer, In =he large poarishes such aa Kirgston & St,

Andrew there 13 one Senior Medical Officer cf Heoitn oand four
Medical Officers of Health, There are VY4 Porishes in the
isleng, Kingstcn and St, Andrew Corporoticn be:rg counted as one,
There are presently two parisaes without o Yedizal Officer of
Health, When o vocancy exists the Medicoel Officer of Heaith
from an adjcining parish 13 asxed to oversee the vacent parish
until the vaconcy 13 filled,

There are 22 Senicr Public health Nurses and 125 Public Health
Nursing Poustu, The Public tleolth Nurses' posts ore divided
between the parishes on o pcopulation bosis, At present there
are approximately thirty vocencies in this cateqgory so at this
level tco the garishes osre urderstaffed.

Algso on the ficld are 312 district midwives and in the
poarishes of S¢, Jomes, Horover, St. Elizabeth oand Central
Kingston, there are 333 Ceo~runity Heoalth Aides, A figure for
paediatric nurses was not nossibtle as in 8ll hospitals except.
the Children's Hospitol, nursing staff is inter-changeable
setween words, A nreskdown hetween urban/rural population
emphogises the fact that 58.6 per cert of our population ie
rural and S6.9 per cent of wonen live in the country, Bearing
in mind the -aral cterra:n ond the distances between homes, the
need for adagquute staff in the rural armas is evident, However,
oll our obstetricians and paediatricians are located in urban
areas and the rural womon and child hos little occess to their
services,

The Ministry of Health & Environmental Control's "Gresn Paper”
on the Health of the Notion recognises this fact and states that
"there is urgent need to institutionalize the system under which
a medical greadiate is required to devute a period of time to
rural service before receiving his degree, This measure should
be supplemented by organising the services in such 8 way that the
largest posaible number of persons are within the reach of trained
auxillaries working under adequate supervision,

Where oare the services offered?

The majority of the clinic services are offered on the field by
the Public Health Nurses, There are 30C prenatal and 300 child
welfare clinics per month held in sore 154 health centres and
dispensoaries, For the most part one prenatal and ane child
welfare clinic is held in rursl sreas per month, and in urbon
areos one per week, In osddition deily pre-natol clinics oOro
held at the Victoris Jubileo Hospital and weekly post-na’al clinice
The University operates three pre-natal and two post-natel clirics
pur week, Daily poediatric clinics are held at the Children's
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http:post-nal.al

Hcspital and University Hospital, Except in the capital, in
Montego Bay, in Mandeville and in Spenish Town, post-natal

gorvices have not yet deen doveloped extensively, A firot otep
tcwarda the entablishment of this service has beer mode Ly
incorporating a pcst-natal service irto the services offered by

the Daily Family Plarning Clinic, There is (subject to imminent
change) a daily Family Planning clinic in each poarisk offering
family planning services 1,30 #.,m, to 4,30 p.n, each day as well as
150 sessional clirics oporating weekly, fortnightly cr monthly,

There was a drcp in birsh rate of 7.6/1,000 populstion between
1960 and 1970 and o drop of 3/1,000 population 1972-73, Births
take place eizter in hospital cr in the hore, It is estimated
that 40-45 perc cert of deliveries toke place ir tte home and he
remainder :in hecspitel, Deliveries in homes sre concucted by
district midwives, on estimoste of 20-25 per cert cr tv Nanas an
estimate of 20 to 25 per cent, In hospitals 70 to 5 per cent
deliveries are corducted by Nurse/Midwives or single trained
midwives, Materrol mortality is approximately 32/1,000,
Maternal death with haenorcrhasge ~as in Ko, 1 pesition in 1971,

The stillbirtn rote igc estimated ot '6.1/1,030 in 197Y ard €.2/
1,000 in 1972, Thesn two figures repregsent a flow in our
registratior figures. The stetistics are cerived from a survey
an Childhooc Mcrtality done in 13969-70 by Puffer and Serranc,
Juring the process of the survey :t was fourd that the Interna-
tional definitions of l:ve and st:llbirths were ~ot being acherred
to nor was the definition of a "foetus" a3 sgainst o "stillbirth",
Tightening up cn these procedures procduced a figure of 7.9 par cort
for deaths under one day frcm 0 per cent snc the stillbirth figures
Quoted above 3,2/1,000 -.ive births in 1971 as against 16.1/1,000
live births in 1372,

Evaluaticn is conducted through reguler ronthly reports rasde by
the Pubiic Feaslth Nurse to thc Medical Officer of Health anc
monthly end yearly reports from the Medical Officers of Haalth to
the Ministry,

Sub-Committees at Ministry level in conjunction with thn Medical
Officers of Health use these reports in plannirg,

Vital Stotistico ars provided by the Registrar Genaral at
quarterly intervals. Every ten years & natioral census is teken,
At intecvels special suirveys, e.g. Child Mortality Survey,
Nutrition in Jamaica, Fertility Trends ir Jamaics are undertaken by
expert teams, From these data, evaiuation of tne programmes ie
made,

UN FEATULR

1, 173 sgecial traired Family Plenning Workers,
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2., Ten Rural Maternity Centres
3., Community Health Aides,

4, Post Partum Progremms,
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Appendix J

. MATERNAL CHILD HEALTH/FAMILY PLANNING IN BARBADOS

By Miss Elayne Scantlebury, Barbados

Barbados jis the most easterly of the Caribbean Islands and is
situated 134° north and longitude 590. 37° west in the Atlantic,
It ie approximately 166 Sq. miles, ond in 1972 a sopulation of
approximately 241,600, It is generally flat except for the north-
castern parishes, where the land rises over 1,100 ft, The
temperature varies from 7S F - 85 F,

The Ministry of Health in Burbados is responsible for tie
Maternal ond Child Health care in Basrbodos, The child Health .
Committee is o voluntary agency which gives invaluable assistsnce
with child health care,

There are three main Health Cecntres in the island one in the
north, one in the city and cne in the south, with trained Public
Health Nurses ond Medicol Officers., The first of such centres
wag opened in the parish of St, Peter in 1942 Envore in 1955 and
St. Philip in 1957, there are severdl sub-centres throughout the
island which provide the sore redicol services fer pregnant mothers
and their infants from Ante-Notal period o pre-school age,

All mothers who attend the Ante-natal Clinic are given routine
blood test for V,D.R.L., H.B, Blood group and type; those who
requir~ treatment ore kept under constant supervision to ses that
the appropriaste treatment ic corried out prior %o delivery,
Mothers whose blood groups are Rh negative have serology tests
done during the lust four weeks of pregnancy to check for the
pregsence of antibocies, If thers arc signs of ontibodies the
mothers are referred to Queen Elizabeth Hospital for delivery so
that the necessary blood exchange transfusicn can be carried out,

Home visits are made ty the Nurses from the Health Centres to
ensure that mothers oare attending reqgularly, so as to produce
healthy infanto and to preserve the good heslth of the mother,

If -for any.reason on the home visits conditions are not
"matisfactory, then this mother will be reported to the appropriate
agency for investigation,

DISTRICT MATERN]TY HQSPITALS

In addition to Queen Elizabeth Hospital with 56 Maternity beds,
there are two Maternity Hospitals in the island which have an
accommodation of 20 beds each, and & trained nursing stoff with o
part time Medicol Of*icer. Thegse Hospitals cater for normal
cases only, 80 48 to increese the bed allocation at the Queer.
Elizabeth Hospital for emergency coses; mothers who are delivered
at the District Maternity Hospitals are petients from the Ante-
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natal clinicse and privote Docztors from any part of the island;
after confine~ment, 8 notification form is sent to the Medical
Officer of Health for the oreas, so thot mother is notified of the
date and time she should take her infant to cli-~ic for advace

and comrencement of vaccination and :mmunisations,

When the patient 15 dischorqed, th: District hurse for the area
i8 notif:ied, so thot mcther ane infa-.t ore jyiven follow up visits
until she returns for her six weeks post-natal check, or suparvise
oeny instructicns which are given by the Medical Officer in charge,
Mothers are diccharqged from Hospital on the fifth post delivery
doy.

PQST-NATAL VISITS

Mother and infant are examined by the Medical Officer in charge
and should she wish to plan her family she starts on the contracep-
tive of her choice,

The husbands of the grand multipare are alsc given advice on
family planning which is most important in a growing population,

LEGISLATION

Legislation: An act to repeal the Midwives and Nurses registra-
tion oct 1932 ond moko provision for rogistration of Nurses and
Midwives and eniolment of Nursing Assistants, and for correction
purpuses was enocted by the Porliement of Berbedos in 1973,

Selected areas of the act which were relevant to Midwives are
as followsg

1. Where it is reasonable to believe that & case of emergeqdy
involving a patient exists, a Midwife shall:

‘s, Cell a Medical Practitioner to her assistance.

b, Cause the patient to be conveyed to a hospital,
If the patient is certified by & Welfare Officer
to be able to pay any fee involved, such fee shesll
be paid out of monies voted for the purpose of
Parliament,

2. The Midwife shall immediately report to the Chief Medical - ..

Officer each case of erergency, furnishing such information
. as the Chief Medical Officer requires,

MID-MIFERY TRAINING

There is one training ochool for professional’ Midwivon - The -
Tercentenary School of Nursing, : : . ' e
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STATISTICS 1972

Birth Rate 22,5 per thousand population
Infant Mortality Rate 33,9 per thousand live birthe
Maternal Mortality Rate .0.8 " " " "
Neo-notal Mortality Rate ~--27,0 ™ - = ° “"=n "
Perinatal Mortality Rate 28,5 " " " "

re were 5,30] live births and 4"moterﬁalrdeagﬁa.

o, Nutrition Centre

To follow up all exmalnourished cases discharged from
the Queen Elizabeth Hospital or any other institution,

‘b, Hea;;h Edgca&ign

To teach the population more about the control and
prevention of contagious diseascs, '

c. Hospital Fagi}i&ig&

Two District Maternity Hospitals for patients in the
rursl areas,

d. Scho Hgelth Services

Free Dental and opthalmic treatment for children
between the ages of 5-15 yoars,

e. Igajned Staff

To maintain the standard whith is required by the
Health Service in Barbados,

f. Ambylance Service
For transporting emergencies to Hospitale,
g Family Planning

Advice is given in varjious types of contraceptives
which are essential in & growing population,

h. Day Nygeerjcs

There are 15 day nurseries in the island with a
trained staff for the care of pre-school children.
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For meternal benefits 6§ weeks bafore the date of
confinement and 6 weeks after delivery.,

Jo School Mesls Service

There are 7 Centres, which supply B6 of the 126 Primary
Schools with daily meals at a small fee of S0 cents

par week, appraximately 22,000 children receive thess
meals,
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Appendix K

MATERNA, AND CHILD HEALTH AND FAMILY
PLANNING PROGRAMME — TRINDIDAD AND TQBAGO

By Dr, Andrew Bhagwansingh - Trinided

Maternal and Child Health Services are -oing provided by
Government throughcut the country, Thege Services are
supervisec ty Regionnl Directors ard local supervisory
staff in ¢the cistricts and in hospitals, Broad policy
is detzrrined by the Chief Medicel Officer oand his
medical and nursing rdérinistrative staff at the centrel
level in collabcorotizn with field staff,

A fomily plan-ing progra~Te i3 0lso being i-plemented,
Urgent ‘a=ily planni~g needs in the country called for

a greot deal cf supervisio~ in ‘amily plarning to be
provided through the recertly estanl isred Family Planning
Unit guided by thke Pupclation Counuil,  Although femily
plenning 15 less accepted as the responsability of lccal
supervisory staff, persistert efforts are teinqg made to
correct this, These efforts are sucsceeding, Fomily
planning :8 being brouyht =~ore and more under local
supcrvision ond is alrescy teing antegrated with maternal
and child health services in the fcllowing ways:

a, By provision of zcmbined services in clinics.

Twelve clinics are now integrated,

b, By utilization of the some staff ard fccilities for
Maternal and Child Health and Family Planning services
in most centres, (This includes utilisation of
sessionsl staff recruited for the family planning
programme in the troader Moternal and Child Health
Services),

ce. By providing, in family plannirg clinics, special
services which relate to the brooder arca of Maternsl
and Child deolt", A large proportion of the
populatior needing such services i,e, concer
screening and VD surveilloence is ecsily reached because
of the fa~-ily plarning prograrme,

d. By orienting ¢ll stoff reachea in training programmec
to the corcept and conduct of an integrated service,

e, By including family planning in routine training
programmes for all nurses,
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Ante-Natal Services:

Ante-nsatasl services are provided st Port-of-Spein and
San fernando Hospirtels and in 90 Health Centres,

The A:te-Natal ciir:c :s corbined with the child welfare
clinic o~d/cr family plamning cliric a0 scme oreas,

Expectant ~zthers are foilose: tout:nely by rurses and
coses referred for redical sttention whbere i1ndicated,

It 18 essirases that cver 80 per cent of expectont
mothers recesve atiertion at these centres,

elivery Serv:-es

Trese services are provaded of Port-o€-=Snain snd San
Fernande Hospitals, ot nire Country ond distract
hospitals, ot a delivery un:t :n ledros ond through
home deliver:es Ly potilic hvolth nurses ond panel

-

Mi0WIVES,

Del:ivery services are scpervises by Obstetricisn -
Gynaecologists at tre maicr hospitels and by District
Med:ical Cfficers 1n s~asller nesprtals ond in the home
service, Sipervisory funiticng are nct clearly
def:nerd for the ~aternity ur:'t st Cedros,

In goveznment irstitutions, 289 materrity beds ore
availatle. Acmissicn to hospital for delivery is
easier if the patient shows proof of having attended

for urte-notal care in the hospital clinic, Many

D. nts who are under the care of private practitioners

at.end the hospital clinics to ensure easy admission for
dalivcry.

It isc estirated that Government Services take cere of
approximately 74 per cent ot all deliveries (in
institutions and in the home;, Approximately 16 per
cent sre hsndled by untrained midwives,

Child Welfare Services

~Child Welfare Services are provided at 88 Health Centres

and at Port-of-Scain and San Fernando Hospitsals.

These services are combined with ante-natal and/or

- family planning service in some areas as already -

indiceated,
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5.

Emphasis is on well-baby care but in many important areas
the prograrme has not been succeeding, e,g, routine
immunization,

In many sreas these servicoes are either not adequately
utilised by the target population or there is great
duplication of service and clinics are kept busy following
the same population with too freguent visits for well baby
care,

Pogt-Partum Services

Available at Port-of-Spain and San Fernando Hospitals and
two Health Centres, However, it must be appreciated that
with the provision of family planning services, large
numbers of women are, in fact getting post-partum
assessment in family planning clinics.,

A prcqoramme for post-partum, post-abortal education and
referral to family planning clinics is being implemented
a8t Port-of-Spain and San Fernando Hospitals,

Family Planning Service

These services are now provided in 39 centres in the
Government programme, including the two major
hospitels, In twelve centres the service is combined
with ante-natal care and/or child welfare services.

Though clinics are not specifically designated as post-
partum clinics, a fair amount of post-partum avaluation
is now being done through the family planning service,

Services are provided through mixed sessions where a
Medical Officer is in attendance and through supply

- sessions conducted by nurses, o

Special attention is being given to client education

in clinjcs, in the community and through a post-partum,
post-abortal education programme carried cut at Port-~of-
Spain and San Fernando Hospitels, :

4

\Fﬁll.time staff are sssisted by sesasional doctors, nursns
.and clerks, Where clinics are combined, sessaional

nrurses and clerks are bejng trained to assist with the
total servics,

In addition, cancer ecreening services and VD surveill-
ance are being introduced in eome clinics. The family
planning service ensures tha! a large proportion of the
target population is easily reached with these preventive



1.

end curative services which contribute to matesrnal and
child health,

It is estimated that theres are approximately 20, 000
current users in the government programme,

Train‘ng

All medical graduates are trained for maternal and child
health, but all do not get special training in family
planning,

Medicel seminers have been conducted over the past three
years to give orientation and refresher training in
different areas of MCH & FP, Doctors working in family
planning clinics are given special orientation,

Maternal child health and family planning training is now
included in training programmes for sll categories of
nurees,

Creash courses in fanily planning have slready been
conducted for all nursing categories and trsining needes
are now being mot largely through the regular nursing
education programmes, through continuous in-service
training et the Port-of-Spain Hospital and through
occasionel sessions organjzed at county level,

Clerks are especially ¢:.sinad for family planning
recording and reporting. They are available for
Maternel and Child Health recording only in a few
combined clinics but have had no special training in this
aren,

The training nrogrammes in femily planning orient all staff
levels to the ccncept of an integratsd Maternal and Child
Health and Family Planning Service,

Logmmunity Education

Community ecducation for maternal and child cere is very
largely the responsibility of nurses at clinic sessions or

‘on maternity wazds., Very limited inputs are made by the

Health Educoation Unit, There are indications that this
8apect of care i3 neglected or not properly handled in
areas,

The progranme for community education in family planning is
more vigorous and better implementead, All medis are

used; training and supervision try to ensure theat
educotion is done in clinics; Nurse Ecducetors ‘are employed
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to resch post-pertum, post-abortsl cliente in the two
major hospitals; clinic drop outs are followed up in
limited areas in the north and south by two Field
Interviewers; eattempte are being rade in the Canaan/
Bon Accord erea ¢o have femily planning clients followed
up in the District hHeslth Visitors' hcms vieiting
rogramme,
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Appendix L

MATERNAL AND CHILD HEALTH/FAMILY SLANNING PROGRAMME [N
GRENADA, CARRJACOU AND PETIT MARTIN]QUE

By Dr. Desmond Noel - Grenada

The People of this newly independent nation have always placed
health high up on the list of their priorities and we obstetri-
ciang and midwives are in an excellent position to ensure that
improvement shall take place in an atmoophere of trust and
affection.

71 per cent of our mothers attended the Government Pre-Natal
Clinics throughout the islands in 1972,

We know that a certain pesrcentage only gc to private doctors
for prenatal care and to nursing homes for delivery. Ve
belisve that the Traditionsl Birth Attendant is no longer in
existence bu: I have my doubts for "BBAs" (Birth Before Arrival)
of mothers delivered in their own homes is actually 42 per cent,
Prenatal attendance is good the average number of attendances per
patient being six,

A co-operative card is filled out by the midwife and orthodox
standard prenatal procedure is carried out including blood tests,
blood pressure and testing of urine,

The Co-operstive Card is an important "passport™ for the mother,
This card gives all the particulars of her history, physical signs
and prenatsl care, including her blood tests, advice and treat-
ment, This card she keeps and takee with her at each prenatal
visit whether it be to the midwife or doctor. When labour
commances whethsr rhe is to be delivered in the home, in the
maternity unit or the General Hospital, the mother brings it along
with her, and it is obvious that this is of great help,

At the clinic a decision is made concerning the place of
delivery. All high risk cases are advised to have their babies
in the General Hospital in St. Geonrge's and are sent to the
specialist obstetrician for assessment at the prescribed time
during the prenatal period.

The low risk cases can have their babies at home or in the
other three Government Units in the island,

In 1972, 1356 babies (46 per cent) wers delivered in the
General Hospital
673 babies (22 per cent) were delivered at home
909 " (32 per cent) were deliversd in other
units,
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In the General Hospital there were 29 still births and 24
neonatal deaths giving & perinatal mortal.ty of 39/1000 for
hospital celiveries,

In the home there were eight still-births and two neonotal
deaths which gives a perinatal mortolity rate f.r thoue delivered
at home of 14/1009 deliveries,

Because of the high incidence of "BBAs" & small maternity unit
was built in the western side of the island to enable the low
risk mothers in that area to be delivered there instead of at home,
-Thus enabling the midwife to concentrate ner efforts on delivering
low risk cases in conditions which would be similar to an ideal
home. It was also felt that the rsason for the "BBA's" was due
to the too late calls by the mother or due to poor communication
to the homes. The Unit celivered 156 rothers with no perinatal
loss for the year,

The percentage of "BBAs" in that area, I am sorry to say, did
not however, change, A survey has to be done to account for and
overcome the resason for the "BBAs", Indead not a few of these
ceses had been advised to have their babiss in the main hospitol
becouse they were "high risk” cases,

1972 wos a bud year for maternal mortslity - five cases being .
lost all in the General Hospital giving a figure of 1,7/1000
(Two Eclampsias, one Weils Disease, one Pulmonary Embolus, one
Gostro-Enteritis due to Klebsella), In 1973 there was one
death §6/1000,

The maternity werd in the General Hospital has only 13 beds and
approximately four deliveries per day. Hence with pressure fq;
beds 24 to 28 hours discharge system is the rule of the day.

In 1972 only 10 per cent of the rmothers were actually delivered
by- the doctor, He howsver, maintained supervision of the B
patient and midwives and on most occasions was readily available,
for all, The doctor's practice has so far been conducted in the
General Hospital, : .

Two points of interest can be noted in the deliveries in the
hospital, The greatest number of deliveries takes place in the
age group 15 to 20 which shows good selection of the high risk’
case,.. :

Sccondly, the greatest number of five and a4 half pounds, and
under babies were delivered in the 15 - 20 age group and more sig-
nificant, the majority of these were in the "gmall for dotes®
categories with no clinically obvious causs, This we belisve
could well be due to poor nutrition on the part of adolescent
mothers.
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PQST-NATAL VISITS

Post natal visits to the home by the midwife is stendard
procedure but there is a tendancy for care ts fall down
especiuliy in the mothers that are transferred from hospital back
to the home, The use of the Cu-operative Card taken by the
tatient on her transfer home and to the midwife immediostely will
we hope, bring abtout & closer liaison between her treatment in
hospital and what areas to concertrate on in the regular post-
natal vis.ts to the home and ¢he subseguent poste-natal clinic
vitit,

Expectant mothers who sre attending dcctors privately prenatally
should be told uf the importance of bringing ®& midwife into
the picture even before birth to ensure the continuity of care
postnatelly,

POST-NATAL CLINIC

In 1972 the Sister Tutor carried cut a Workshop or postnatal
care and this was well attended by district and hospital midwives,
The purpose of tnis Worxshop was ¢o bring about an awareness of
the heslth terefits of post-natal care snd tz establish methods of
improving such carce tc the ccrmunity, Post-natal clinics ace
conducted ~eekly at the S¢, Gecrge's Health Centre but not at
other medical staticng and health centres, Arrangements were
made to have midwives zcTe in to such clinics in the city to
become conversant with techniques relevan: to post-natal care,

In the meantire on asttormpt is being mace in some districts to
give post-natal care ¢t mothers who are instructed to report for
examination on prenatal clinic days,

CHILD HEALTH CLINICS

These clinics were conducted on a week.y basis. There was
marked reduction in attendances - 50 per cent, This decrease
was thought to be dus to the cessation: of akimmed milk distribu- ’
tion at clinics,

Jespite this there was s marked reduction of Gestro-Enteritis:
and malnutrition of over 50 per cent,

Immunization qorVica is good and has good coverage.

J.P.T. and Polio vaccine were given with emphasis on Polio
Vaccine in view of an outbreak of Polio in s neighbouring island.

‘The Infant Mortslity Rate was reported as 15,99/1000 live
births (47 deaths under one year of age) and only 20 deathe one to
four years of age. :
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This low infant mortality figure is so respectabls that if it
is true and there is every reason to believs that it is, then the
delivery care service should be complimented,

Steps however must be taken to ensure that collection of
statistical information does not leave any room for error.

M,C.H, PERSONNEL

Twenty four doctors and eighty two midwives. All except five:
are registered nurses. A Registered Nursing certificate is at
presant a pre-requisite for entering midwifery training pro-
gramre, Midwifery in Grenada has been mainly ths province of the
midwife as it should be, ;

FAMILY PLANNING

For 1972 Grenada, Carriacou and Petit Martinique had a popula-
tion of 107,000. The Birth Rate was 28,26/1000 population
(2939 births), The Death Rate 6,35/1000 population giving a rate
of natural increase of 21,91/1000 population (2279). This :
natural increase incidentally was balanced off by emigration
(2263),

PULAT P Y
On the 23rd April 1974 Government made the following statement:

"...An official government population policy recognises the
implication of uncontrolled population increase on employment,
housing, nutriticn, health, education and social and economic
development, and sees the need for appropriate measures to
alleviate the adverse effects upon the State, Government
therefore recognises the right of the individual to access to
knowledge and means of regulating his family size and supports
educational and motivational programming directed towards this
end, At the same time Government supports the principle that
the size of the family shall be the free choice of every
individual family,

Government further supports participation in knowledge,
education and assistance available outside of the State."

- Bearing in mind the rate of natural increase 21/1000 papulation
and the limited resources at our disposal in the inland's size
(135 8q. mls), the statement above is most welcome, for it

gives scope to the introduction of family planning into sll
aspects of maternal and child health delivery service.

Indeed since 1964 the Grenada Planned Parenthood Associstion
supported by I.P.P.F. has been serving the people of Grenada,
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Government has alwaye been permissive to the Association and
allowed the use of public health facilities and personnel on &
voluntary bosis,

On behalf of the Government and people of Grenads our dele-
gates would like to thank 1,C.M, ond F.1.6.0. for sponsoring this
workshop, The exchange of ideas between the ccuntries of the
Caribbesn capecivlly in heslth matters csn only lead to the better-"
ment of our pecple ano that of the world at large,



Appendix M

- QVERVIEW QF THE PROSRAM Of MATERNAL & CHILD HEALTH
AND FAMILY PLANNING CF THE D' ISION OF
FAMILY HYGIENE IN HAL.I

By Dr..on. N, Cadet, Heiti

COUNTRY BACKGRCUND

As you probasbly already know the Republic of Heiti occupies the
western third cf the island formerly celled Hispanolas, the
eastern two thirds being occupied by the Dominican Republic, Ite
area covers arcund 0,714 squere miles, Tne country is
mourtainous in it8 major port and poorly suitable for cultivation,
Approximately 2.2, nilliors acres of land are arable, The
Maiti Gross National. product was $352 mil. ir 1970 and the per
capital annual income is about #78,0C. The principal exports are
coffee, sugar, aluminium cre (bauxite), aromnatics. Tourism has
recently incrosassed as & scurce of foreign currercy,

The populution of the Repubiic of Hait: is nearly five millions
according to tte last estimate (1970), The gross rate of nata-
lity (G.R.N,) is obout 37.8 per cent and the grcss mortality rate
(G.M.R.) 16,7 per cent, Thus with s rate of Nstural Ircrecase of
2 per cent the population will double in 28 years, The Republic
of haiti is dernsely populated {about 467 people per squere mile),
surpgassed in the Western Hemisphere cnly by some of the gnmaller
islands in the Caritbean Area,

The age structure of the Haitian populaticn reflects the high‘
fertility pattern; the pyramid stape with 45 per cenrt of the
population represented by the age group: 15 years ard under,

In 1971, the total number of wcmen :in the reproductive age
(15 - 44) was estimatad to be one million and ‘s probably higher '
tecause women have 8 high fertility rate until late (49).
Due to lack of information on legal marriages and prevalence of
Corron Law or Consensual lnion, the total nurber of woaen at
risk of pregnarcy is not known, but may be asstimated between
700,000 and 80C,000,

FAMILY PLANNING BACKGROUND

From 1952 to '970 mest of the Family Planning Programs were
private and several sttempts are made to support a Progran of
Integrating Family Plarning into the activities of the "CENTRE
MATERND INFANTIL" ot the Un:iversity Hospital in Port-au-Prince
and Maternity "ISAIE JEANTY" but Family Planning Programs were
crganized in ar anarchic and scattered manner until August 197!
when the Government of Hait: passed a law reorganizirg the
Depar:ment of Public Health and Pcpulation with a new Sectior:
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THE DIVISION OF FAMILY HYGIENE RESPONSIBLE FOR NATIONAL PROGRAM

OF SUPERVISION AND CO-DRDINATION - of all activities, public and
private, related to muternal ond chitd health and family planning -
its ultirate goal is:

Social ard Econcmic improverent thrcugh a decrease of human
and econoric wastage caused by illnesses, ignorance and over-
population,

PRESENT STATUS OF FAMILY PLANNIKG

We have olready menziored the ultimate goal of the Division of.
Fomily Hyg:ene, The ir-ediate objective that will be carried out
over 8 five year period 15 8 decrease of maternal and infant
mortelity vy 10 per cert a year,

The national projra= :s considering the opening of 40 clinics
that will provide -aternal and child health and femily planning
services thrcuy*cut the country. But at the beginning, two
clinics sponscred uy tne United National Fund for Population
Activities have neen crgorized to test the obility of the division
to run a national srogramT, Both clinics have been situated in
cornecti1c~ wit" cbsietrical and paesdiatric centres so that they
will te able <2 cffer rmaterrnal, child care and family planning
services at ore s:te, They bhave been active since March 1973.
"U" so called tecause it 19 settled in the "CENTRE MATERNG -
INFANTILE" 0¢ the University Hospital, and Clinic "M" which is
located at Matern:ty nospital "ISAIE JEANTY,"

ADMINISTRATIVE STRLCTURE

The odministration of the program will be conducted under the
supervision of the chief of the FHD (Family Hygiene Division)
with the sssistance of a Deputy Chief, The Direction will be
assisted by a team of Hajtian technicians in the field of MCH.
(Maternal, Child Health) end F.P, (Family Planning), two
Haitian administrators and an international business manager.

An international council of all agencies involved will insure
harmonious externsal assistance and protection of mutual interest.

Moreover, o Planning Committec and & Comrittee for establish-
ment of norrs hove been created 88 well as a "TASK FORCE™ for
ingspection and supervision of all Private and Governmental
Clinics. An international Chief Consultant has been assxgncd for
advising the progra=me;

1, Staffinqg Pattern

The Staff to provide services in one clinic, servxng a.
population of around 25,000 ig: N
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2.

3.

! Physician (Obstetrician or Paediatrician)

1 Registered Nurae

2 Practical Nurses

- 1 Supervisor-
‘t Co*munify Workers

5
1.Clerk
1

Part-time Administrator
1 Jeanitor

"1 Driver

1 Purt-time Maid - Optiocnal (for clinic settled within
PR - . meternity centre.or hospital)

1 Registered Midwife

"1 Praccical HMidwife

Recrujtment of the Clientele

The recruitment of the patients is mainly through the
Maternity Centre o Hospitsl where the women can be
contacted at oany time ond for any reason they come, ond
outside, in town by the Community Workers who will give
them a coupon (according %c the well known coupon eystem),
The recruitment will also be referral from doctors,

nurses and other patients,

Dats Collection and Record Keeping Systen

Every client coming into the program is registered on an
Index Cord, which containg the Identification Number of
the client and her Socio-Demogrephic characteristics,

"The identification number is intended to be a number of

nine digits, The first ¢wo digits will identify the
clinic, the third and fourth, the location (city, town
etc.), and the last five, the client, The Index Card
will be kept in the clinic.

The recording system with Index Card, appointrent card,

"‘follow-up coard, medical record, vaccination card, remin-

der sheet, evory-day report, etc. is somewhat complicated
for 8 clerk who might resent filling out all these forms
because it is too time consuming. We are in the process
of finding a simpler method of data collection with only

" the Index Card ond a medical record on which will figure

all variables to be analyzed for evaluation purposes,

"With the information token from the medical chart and-the

every day report, the statistician preﬁareo monthly

91



reporte, trimester and annual reports.

4. 3epvices

The fact that the program has been integrated within the
Department of Public Health and Population reflects the
major concern of the Government for the high maternal
and infant mortality and the increasing morbidity.

Let us look at some vital at&tistics cesen

ces.Therefore the program will focus its efforts to
improve the health of mothers and children,

Ite -immediate objectives that will be carried out over a
five year period are:

a., A decrease of maternal mortality of 10 per cent a year
during five years,

b. A decreose of infant mortality (age group 0-4) of 10
: per cent a year during five years,

c. A decrease of fertility of 20 per cent of couples in
. the reproductive age, :

. Therefore the services in the clinics'arex

a, .Pranatal and postnafal cﬁre with objectives to:

(1) " Aim az 75 per cent bf'all'bfegﬁﬁni'kddén
receiving prenatal care,

.(2) Incresse the utilisation betFa,naternity
centre beds up to 80 per cent within five
years,

(3) Improve the conditions in which thp home
deliveries are performed.

(4) Aim:at S0 per cent of all women who qive
birth to raceive postpartum check-up within
. 8ix wesks of delivery, .
b, . Family planning services to ensure that 20 per cent
of couples in the reproductive age group adopt &
contraceptive method either feminine - 15 per, cent,
or meaculine - 5 pexr cent,

Q.B.‘~ Thers will be cancer detection in the.clinics aﬂﬂ;liatod
to Hospitals,
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Paediatric clinics, with purpose:

(1) To offer paediatric services to B0 per cent of
all children from birth to four years.

(2) A program of vaccination of pre-school children,

(3) Increase the number of children seen in well
baby clinacs.

Evaluation

It is important at this time to conduct an evaluation of
this work, so called the first phase, with the following
objectives in mind:

a.

' Co

,
«
- d,

To assess the achievements and non-achievements of the
project goals and targets and the reasons for both,

It is important to identify the role of the specific
project inputs,

To assess the possible inputs of the first phase.,

To learn from the experiences of the first phase with
a view to supplying these to the ihplementation of
the large scale project. o

To establish a baseline for the second phase of the
project which would serve as a benchmark 'for future

‘evaluations, .

'Since evaluation of 1974 has not yet been done, but by
looking at the histograms prepared by the statisticians
during the last six months of 1973 we came out with some
remarks and the most striking to us are:

8.

b.

The direct acceptors at clinic 'M! at the beginning
was less than 20 per cent and has increased to
stabilize around 40 per cent. This is in contradice
tion to what usually happens in elinic 'U' where the
percentage of direct acceptors are higher at the
beginning and decreased after - the reason is lack of
integration and education.

The percentage of newly delivered women at Maternity
Hospital Isaie Jeanty who chose a contraceptive
method is very low, The same is true for Clinic 'U',
That would be for the same reason mentioned earlier.,

There is a sensible difference between ciinic 'U' and
clinic 'M' when the methods chosen are considered,
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In’clinic 'U' 30 per cent chose the Pill compared to
12 per cen’ in clinic 'M',  40% chose the candom

in clinic 'U' against 18 per cent in clinic 'M',

12 per cent chose IUD in clinic 'U' against 20 per
cent in clinic 'M', In brief, after the evaluation
unit has established the attiition and retention rate
for both IUD and Pill, we will know which is a better
method for the women enrolled in the programs, In
this program it is important to note that a good
percentage of clients had chosen the condom at clinic
'U'.

This program was reaching in higher proportion (30 per
cent) the age group 20 - 29 and omitting a great number of
fertile women who in our culture have a high fertility
until very late in their reproductive life. So in every
age group fertile women are integrated in the actual
programme and we are expecting the data and results for a
better appreciation and evaluation.



Appendix N

MATERNAL AND CHILD HEALTH/FAMILY PLANNING PROGRAMME
IN BELIZE

By Dr. Lionel A, Clare
Registrar Obstetrics & Gynaecology
Belize City Hospatal

I am grateful for the opportunity to address you on behalf of
Belize - the new emerging Central American country in the heart
of the Caraibbean Basain, It 15 very satisfying to see the
International Confederation of Midwives and the International
Federation of Gynaecology and Obstetrics coming together in a
Joint Study Group in the Caribbean area to consider the situation
of maternal and child health services in the area, The coming
together of these two bodies (Midwives and Obstetricians) 1s
desirable because of the very nature of theair work - too often
we see the nurse and doctor working side by side, and hand in
hand 1n the hospatals, clinics or homes but never coming
together afterwards to make an assessment or evaluation of the
health situation. We in the Caribbean area are noted for the
coming together of various races and nationalities to produce a
colourful and harmonious society, and I feel certain that our
mixture will be richly enhanced by the product or products of
this union of Midwives and CObstetricians.

The fields of midwifery and obstetrics bring the nurses and
doctors closer to patients than in most other fields in medicine
and are the only ones that take an active part in human produc-
tion, and guite often lead to a lifelong interdependence of those
involved, This Joint Study Group will deal mainly with the
training and practice of Midwives in Maternal and Child Health
and the place of Family Planning in maternal and child health
programmes, and I am sure we are moving in the right direction
in ensuring that mothers remain healthy so that their products
may in turn arrive and develop into healthy children while at
the same time being given assistance as to future planning if
requested. However, it seems as if there is a missing link in
this chain of events - namely the father, and in this era of
comprehensive medical care it might be expected that future
study groups will also consider paternal health and well being,
because he too quite often needs assistance,

The aims.of the Joint Study Group is to continue the improve-
ment of maternal and child care, and the quality of maternal and
child life through the inclusion of Family Planning among the
services provided by midwives of e2ll categories, These are
admirable and necessary aims in an area like the Caribbean
which consists of a large number of young developing nations
each with their peculiar economic and social problems which make
it difficult for blanket proposals to satisfy the entire area,
Therefore to begin to achieve our aims and objectives we must
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have first hand factusl information of the situztion in each
territory ond it is with this in mind that I will now give you a
brief synopsis of maternal and child cuare and family planning
situation in my country, Belize,

MATERNAL CARE

Maternal health service is offered throughout the country by:

1, Hospitals,

2, Public Health Department,

The Hospital nrenatal clinics are supervised by the Obstetrician
or Medical Officer ond ridwives, while tnose through the Public
Heolth Department are supervised ty the Medical Officers of Health
and Publac and Rural Health nurses, There ore eight hospitals
thrcughout the country and | will use the Belize City Hospital
prenatal clinic as the mccel,

1, Selection of mothers:

a, All pririgravid potierts,
b. A1 grund rultiparous,
Ce Compiicated pregnencies referred froms
(1)  Heolth Centres,
(2) District Hospitals.
(3) General or Private Medical Practitioners,

2. Booking Clinic - held weekly on Tuecsday mornings.

e 8 Compilation of basic statistics on special antenatsl
forms,

b, Blood taken for Hb, Grouping and VDRL,

3, Antenatal clinic attendance for uncomplicated pregnancies;
monthly up to 30 weeks of pregnancy, then fortnightly up
to the 36th weekh followed thereafter by weekly visits,

a, Procedurse:

(1) Maternal weight,

(2) Blood pressure,
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(3) Urine testirg for sugar ancd slbumin,
(4) Gereral exarinaticn,

(5) Edicatior of mcther in child care and
hygiere,

The activities cf Fublic Health Antenatsl clinics are performec
by two M,0.H.s alorg with Public and Rural Health Nurses of which
there are:

1. One supervisor,

2, One Senior Putlic Health Nurse,
3, Fcurteer PLblic Heaith Nurses,
4, Sixteen Rural Health Nurses,

These rurses wcrk out of Health Centres of which there are two in
Belize C:ty, cne ir each of six urhan areas ond sisteen in rurasl
areas, Cther ruvai ccrmunities are covered by Mobaile 11ty which
rake ~cnthly visits, The ac:ivities of these clinics are s:imilor
to those cf the tospital cl:irics with the additicr of :mmunization
egainst tuotarus to prevent tetanus in the newborn,

In 1972, €5 per cent of expectant mothers berefited from these
prenatal clinics, The number of live births for the past threae
years were!

1, ~:1971 ‘- 5,052

2., 1972 - 4,954

3. 1913 - 4,845 - of which 62 per cent were del-
L o ivered in Goverr..ent Hospitals

by professional attendants,

In hosgitels ang centres & professional midwiie wos always
present at delivery and in the dcamiciliary midwifery service in
Eelize City. CLComiciliary confinements ir. the rural ‘areas are
largely superviced by troaditional birth attencants, who usually
refer comglicated cases to the area professional midwife who may
in turr refer tc tre nesrest District Hospitel or clin:ic,

In 1973 tre average length of stay in Hospital, following

unccmplicatec delivery, for o multiparous mother was 24 hours,
while for & primiparous mother it was 46 hours,
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Maternal deaths in:

1.

2,

1971 were two - c8:..8e3 not known.
1972 were four - ceuses:

8, Two from septis,

b, One from haemorrhage.,

Ce One - unspecified,

Maternal mortality rate/10C0 iive births irs

1.

2,

‘971 was 00 390

197¢ wos 0,80

The Demiciliary delivery service in Belize City s carried out
by an Inspector of Micwives and two Domiciliasry Nurses/Midwives
whose functions include:

L

2.

3.

S5

6.

Field training of ntudent midwives of the Belize Hospital
SchooX of Nursing,

Supervigsion of guoalified micdwives in pgrivacte practice,

Supervision anc truining of unqualified midwives allowed to
practise in rural ereos,

Home delivery cf woren from sacond through fifth preg-
nancies,

Aspistance in anrtenatal clirics,

Postnatsl visits to patients discharged from the Belize
City Hospital maternity ward,

HILD CARE

1,

Hospital

Fsllowing discharge from hospital the motrer and baty report
ts the hosoital on alternate deys until the umbilicus i9
hitalec, In 1674 a postnatal clinic was ectablishec at
Belize City Hospitual, where in 1973 32 per cent of all
births uccurred, At this clinic all vebies drlivered a%
that kespital along with their mothers sre seen two ~eeks
after discharge, fullowed by monthly visits in uncurplica-
ted cases up to three months, The procedure here is as
follows:
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8y Baby
(1)  Age and birth weight,

(2) Weight.,

(3) Type of feeding,

(4) General physical examination,
(5) Advice on childcare,

Mather

(1} Blood pressure,

.. (2) | General physical examinatiaon,
¥, L '

This clinic is supervised by the Registrar in Obstetrics and
Gynaecology with the assistance of a general trained nurse

and student midwives, There is, in addition, a children's
clinic supervised by a Paediatrician at the Belize City Hospital,

2o Public Health

..+ In private practice, professional midwives make twice daily
visits to mother and baby for five days. In the domici-
liesry service where the professional midwives are in
attendance, visits were made twice daily for three days,
once daily until the umbilicus healed, and then weekly up
to one manth,

3., MWell-Baby or Welfare Clinics b

Well-baby or Welfare Clinics supervised by the Medical
Officers of Health and Public Health Nurses are held in
boeth urban and rural Health Centres. These are attended hy
babies one month through five years, Here the servaices
offered include:

a, Immunization against several communicable diseases.

;o
by - < Medical supervision to ascertain normal development

and early detectiaon of defects and/or abnormalities.

'c. . Dispensing of supplementary foods and vitamins when
necessary.,

de Education of parents in child nutrition, child care.
and hygiene,
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The Public Health Nurses also give B.C.G, vaccination to the new

born,

Some statisticss AR 1872
Live Births 5,052 4,954
Live Birth Rate /1000 population 39.7 28,77
Infant deaths 148 167
Infant death rate /1000 live births 29.29 3. M
Neonatal deaths (less tnan 28 days) 75 52

Neonatal death rate /1000 live births 14,84 10,49

FAMILY PLANNING

Belize 1s a young developing countr: with an zrea of 22,949
square kilometres and in 1973 had a population estimated at 131,477
of whom about 42,860 lived an the former capital Belize City,

The population is relatively young, with 48.8 per cent under five
years; only 4,2 per cent of the populalion is 65 years or over,
Census data 1960 and 1970 indicate an ennual population growth of-
apprpximately 2.89,

With these figures in mind, coupled with the fact that the
economy is basically agricultural, it 18 riot difficult to see why
Belize has no organised programme leading to a limitation of the
population in the immediate future. Where as most of the
Caribbean islands suffer from a high density population, we in
Belize have a very low density and if we are to develop our
resources, mainly agricultural, we will need a higher density of
papulation, Our outlook on Family Planning is not ragid, but we
feel that in our country it must be a voluntary process whereby
the necessary advices and services will be available to those who
request them, It must be remembered that Family Planning does
not necessarily mean family limitation, but must be considereéd in
the total context of the economic and social aspects and aspirations
of a country, We are fully prepared to take part in conferences,
discussions and working groups so that we will be equipped to give
the necessary assistance to our pzople when requested, On behalf
of the young developing nation of Belize I thank you for your kind
invitation to perticipate in the Joint Study Group, also for your
hospitality, and we trust that we will continue to ~ork together in
the same spirit of friendship and unity displayed at this
conference so far - for the betterment of the Caribbean area and the
world as a whole, ' :



Appendix 0

THE ROLE OF THE DISTRICT MIDWIFE
IN _FAMILY PLANNING

By Mrs, Hazel Sinclair, Jamaica

Nestling under the tropical sun in the Caribbean Sea is the
beautiful island of Jamaica, She lies approximately one thousand
miles away from her sister island Barbados and with an area of four -
thousand four hundred and elsven square miles she has a population
of two million people.

With an ever increasing bairth rate of 38,85 per thousand
population 1t became necessary to do family planning on a national
basis. In 1267 the National Family Planning Boerd was instituted
and the setting up of many daily and sessional clinics across the
island came into being. As family planning is an important
component of basic health services dealing pramarily with the
planning of one's family with respect to one's social, mental and
economic situation and with the aim of giving each member of the
family an opportunmaty to achieve his or her goal in lafe the
District Midwife now finds herself in & dual role as "delaverer"
and "postponex",

The need fer controlling the population in the wider context
of global and national aspirations does not adequately penetrate
the attitudinal barrier at the local community level to reach the
majority of the population for whom some form cf family planning
is a necessary pre-requisite for fulfilling the nataional
aspirations,

It is at the vital community level the "nerve centre" of. the
nation that the district midwife operates and is therefore.: . . ;
ideally placed to play an impartant part in the success of the | |
family planning programme, Fe V

Al

As she always resides i1n the community she invariably has an
intimate and personal knowledge of both the individuals in the
community and the community itself, This implies that she
either conscinusly or unconsciously understands the attitudinal
problem (and although she may possibly be a victim of it herself)
she can with proper guidance use this advantageously. Her
knowledge of the individuals in the community their social and
economical circumstances and their "philasophy of l:fe" can be
invaluable in advasing as tc the method of family planning most
likely to meet with some degree of success in a particular client.
Further, becesuse she is present at the cratical moment of the last
pregnancy, the delivery, her rapport with the patient or client is
likely to be much better., She is more advantageously placed to
reinforce (in a humane way) the need for family planning.

. -1

The district midwife can also use her influence in removing a
wide range of socio=cultural traditions that are obstacles to
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family planning e.g. @ woman must have out her lot, or that a
woman must prove herself., There is also a belief that children
are a form of sociel security in old age so the more the better,
For the males it is an expression of manhsod. In situations
where there i1s resistance to the use of family planning she is
often the best person to pan=point the sources of the problem i.e.
the husband, consort or the woman herself - the "fears" of using a
method or any methed, She may not be able to overcome this
resistance but her knowledge may be invaluable to allied workers
in the same field ip approaching a particular client,

The District Midwife can also help to stimulate and encourage
those drop outs who for one reason or another fail to continue the
practice of family planning, Two thirds of the Dastrict Midwives
are now actavely engaged in the family planning clinics through=-
out the a1sland.

In the post-natal clinic the use of the first post-partum visit
as a family planning advisory session provided it ircorporates the:.
district midwife further enhances the reainforcement,

The informality of her contact with her patients in no way /
encroaches on her professional integrity or respect of her patieﬁts
and is a familaiarity which breeds no contempt in overcoming '
attitudinal problems, With her knowledge, the district midwife |
holds a unique position within the health team in that she has
access to the home at a time when the family is emotionally cone
cerned about the well-being of the family,

A look at the age distribution of female population by age at
first conception would suggest that there is a critical need to
reduce the frequent number of pregnancies occurring in relatively
young women (under eighteen) years of age, Traditional morality
may be against advocating the use of family planning in the
adolescent population but, when confronted with the evidence that
the sexual act starts at a relatively early age and frequently
results in an unwanted pregnancy the need to minimise this trend is
urgent - anc family planning should be made available to this
sector of the population,

Where the long arm of Government may be ineffective in bringing
about the desired result, the short arm of the district midwife
operating at the community level with the advantages outlined
befors caen in the role of a family friend and advisor identify
potential problems before the tragedy occurs. Her rapport with
the parental figures or the adolescents themselves would be
adventageous for suggesting the use of family planning methods to
postpone the early age of the first conception, C

It may seem at first glance that the district midwife may be
functioning in two opposing situations of conflicting interest.

t
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This is not necessarily so, for the pregnancies which are dolayed
or postponed by use of family planning are those which frequently
cesuse most ccncern to the ridwife in Ante-natsl Clinic, during
delivery e.3. the grang multi-parous wcman,

The birth rate ¢f 31,3 zer thousand posulstion is still not good
enough and i€ favily plannirg in Jsroicas is to be effective in
ite ultimate aim a drast:c reducticn in the birth rate nust over-
come some of the chbstucles related to the adverss social and
econcnic conditions which it gueks to improve, The ills of
poverty, illiteracy, inadequate housing, ancd others with which we
are a8ll familiar,

In essance the success of fanily planning will depend largely on
the incorporsticn of the district midwife in tha entire progranme
88 her unigue position within ¢he health teem cannot be gver-
emphasized,
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Appen.ix P

THE ROLE Of THE HOSPITAL MIDWIFE

[N FAMILY PLANNING PROGRAMMES

By Mrs, P, Hinds, Barbados

BACKGRQUND G THE ISLAND

Borbados is o small island - 21 miles long, 14 miles in widtﬁ,;
having on area of '76 square miles,

The population is estimaled at 241,600,

Education is free up to University Standard, It is not
compulsory, but in spite of this Barbados is said to have the
highest literacy rate in the world,

MATERNITY HCSPITALS

The Obstetric Department of the Queen Elizsbeth Hospital hae
58 Lteds., There are tmo other Government owned Maternity
Hospitals, cvoch with a complement of 20 beds, There is one
Private Hosgital and two known Private Clinics, eech with & smal
number of teds catering to midwifery patients,

ANTE-NATAL CLINICS

Four Ante-natal Clinic Sessions per week are hela at the
Queen Elizabeth Hospital, with an average of 1J0 patients per
clinic, There are nine other clinic locations, scattered in

such 8 way as to provide for easy access throughout the island,
making a totul of 11 sessions per week at these clinics.

TATHERCRAFT

Introduced with very good reception from a few fathers. Had to
be shelved due to work pressures,

ANTE-NATAL VIS]TS

1, 1972 - Queen Elizabeth Hompital - 21,295

2, 1973 - Queen Elizabeth Houpital - 16,538

The drop in attendance is due to the fact that it was necessary
to refer patients to other clinics, because of our heavy workload

at the (ueen Elizabeth Hospital,

Due to lack of time at my disposal figures from other clinics
are not availsble,
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MIDWIFERY TRAINING

Two types of prograrmes are conducted jin our training school:

1. The one year programme - » post-graduate course for the
gereral trained nurse,

2. The two year programre for the non-nurse student,

Cxaminations for the Register are written yearly for the
General Nursing Council of Barbados which 13 the legal authority
responsible for setting standards of training and practice for
Midwives and Nurses,

EG AT JON

In Barbadcs midwives were permitted to practise by an act of
Parliament in 1932, :

* \

In 1949, the rules for regulating, supervising and restricting . ..
within limits, the practice of midwives, ware enacted.

e S -———

In 1973 the Hidwzves Act and Rulaa were revised and up-datad.
The midwife was given much wider scope in her duties:

1, May do episiotomies,

2, Remove & placents manually,

3, ““In’ multipla bi.ths perform extarnal varsxon.-
el SR .

4, Artxfxcially'ruptura membtanea. L.

More severe disciplinary measures were adopted. for melpractige
or negligence,

STATISTICS

1, 1972 <« Island's deliveries estimsted st 5,454
Of these 0.B. -~ Department, Q.E.H. . 4,064
Other Government Institutions 734

D] .
PR N
e

2. 1973 - Island's total deliveries estimated S,OSf
BRI 0.B. - Department - Q.E.H, 3,952
Other Government Institutions 692

3, Avoreqo Patjent's Stay
PR Pl

Thrae to five days, Queen £lizabeth Hoapxtal.'

e W il
)
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4, Averasge Age Group

Ths 12 - 16 age group has been the cause for much concern,
Our statistics show:

a, 191 - 267
b. 15372 - 343
Ce 1973 - 312
Midwives attend all normal deliveries,

Paedistricians are present at deliveries if hig presence is
indicoated or he is called following delivery, if necessory. All
newborn infants usre seen by the paediatrician bevore discharge,

"Rooming in" has tween practised very successfullv in the
departrment frcm the t:re it was opened,. During visiting, babies

are removed to the nurseries,

FACILITIES FOR PREMATURE BABIES.

There ore:

1, 24 cots,

2, Six incubators,

3. One portable incubator, battery operated, which can be
usad to transcort an infant from the district smaller

hospitals cr private clinics, on request,

4, Thg Premsature Unjt

The premature unit 18 divided into three aectioﬁsx
a, The premature section,

b. Sick Nursery,

C. Graduate Nursery,

Infants are admitted to the unit depending on the Apgar Scoring
Rate, Maturity or any indication of special care,

It is not possible to make & comparetive study, but the number
of infents admitted and the number discharged home, indicates
that tke unit is making & significant contribution to the
islond's Neonatal [Ceath Rate per thousand live birthg which was:
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. 1970 - 30,7
2, 1977 - 21,8
3, 1972 - 27

Perhaps 1 could mention here that the island's Maternity
Mortality Rate, per thousand live births, for:

1. 1970 - 1.4
2. 1971 - 1,4
3. 1972 - 0.8

LIAISON WITH THF HOSPITAL AND FAMILY PLANNING

Very close relationships with Family Planaing Persuincs onu wne
Depsrtment of Obstetrics, Queen Elizabeth Hnspital was established
from 1964 - 1965, when our department ospened, In the early days
Family Planning Personnel visited our wards three times weekly in
an effoxt to reach patients Lefore they lef! hospital,

They were also available at Post-natal Clinics. Now~ Fanmily
Plenning is included in the curriculum for pupil-midwives,

Midwives give Family Planning advice in their Planned Teaching
Programmes in the Ante and Post-natal Clinics, on the wards and in
our "Outreach Programme"™, of which you will hesr later,

There is one nurse/midwife with Post-Besic training in fﬁmilyulﬁ'
Planning, working in the department,

AT CATJON FROGRAMME (P.E.P.).

This is simply what it says, and was introduced into the
Hospitel this year by the Nursing Service Department. It ic o
10 - 15 minute talk to patients Monday - fFriday over our call=- "’
system, Through this media we are able to reach a number of
persons advising ther on matters of health in goneral and we in
Obstetricos have taken the opportunity to reach the entire hospituL
population,

QUR QUTREACH PROGRAMME

Because of the renid turn.over and heavy work-lood on the |
department of Obstetrics the in-patient stay had to be shortened -
considerably from our original plan,

As 8 result of thies the Nursing Service Department becanme
concerned - (because of the sbsence of a Domiciliary Midwifery
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Service) aboutt
1, The after-care of the mother and infant,
2. The education of tho pupil-m.dwife,

An outreach-Piogramme in Continuity =f Care was ¢therefore
initiated in March 1973, The objectives of the programme were

to:

1. Continue the eduzstion of the rother in her home
atmosphere as rejardss

a, Breast feeding,

b, Care o the Infant,

C. Nutrit:ion,

d. Family Planning Advaice,

e, General far:ly health education including fathers when
8t hone,

2, Our target pcpulation was:
a, Th2 ysung prinigrovida,
be T-e grand ~ulti-para anc associated problems,

METHODOLOGY USED FCR SELECTION OF PATIENTS

1, Asked by the midwives in our arte-natal clinics as
g.itable persons for follow-up.

P
.

B .
. e o a—

2, Or by the Ward Sister making &~ assessment on her ward,

During the year ‘4] patientc were seen, Visits made were:
approximately ',000, Co

‘o Midwife )
) at each vigit
2, Pupil -~ midwives

ACCEPTANCE BY THE PAT]ENT COMMUNITY

1, Midwives are warmly welcomed into thte hones,

2, The receptiveness to teaching and advice igs very marked =
and fathersparticipate more readily,
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3. The patients confide their doubts and fears more readily
in the security of their homes.

CONTACTS AVAILABLE FOR_IMMEDIATE ADVICE

'.  General problems - Administrative Sister, Obstetric
Department,

24 Urgent obstetrical problems - Medical Officer on duty
Obstetrics.,

3,  Non-urgent obstetrical problems - referred to next clinic
- of appropriate consultant, A

4, Urgent neo-riatal problems - paediatrician on‘duty.» o

'l R &y e s s
5. Non=urgent neo-natal problems - neonatal clinic, .

A
3

RICNTII oo
6. Family Planning Clinics,” "
7. HealtH Centres - for immunization of other siblinga.
8, Social problems - referred to MédiEaI spéiai Worker,

f
A .,

ASSESSMENT OF THE PROGRAMME

We consider that the programme has been a decided success.
This success is due in large measure to the midwives who received
the idea, were keenly interested and are filled with enthusiasm

.

for the project, .

Requests are now being received from:

AL ¥

Obstetricians,

2, " 'Paediatricians,
f§.‘f Hospital Social Workers,
_.The Nbrsing Service Department and midwives see this project as
a8 means of improving our M.C.H. - programme as we believe it to be
an excellent forum for educating the family in all aspects of

health, including Family Planning,

We anticipate the extension of this programme, but will need the
support of our Government to facilitate its expansion,
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TRADITIONAL BIRTH ATTENDANT - HAITI

by Mrs. Antoine Cesar Stenschke

Appendix Q

It is a very great honour and pleasure for me to be here and I
wish to express my thanks to all of those who made it possible.

After hearing of the activities of midwifery services all over
the other territories, I am under the impression that I am doing
the wrong thing by exposing what my country does not have,
However, it is too late for me to withdraw so I will have to
continue,

In Hait: we have the following personnel attending to this:

L
2,
3.
4,

S,

Registered Nurse Midwife - 7 per
Registered Midwives - 3 per
Registered Auxiliary Midwife - 8 per
Aid Midwife - 2 per
Traditional Birth Attendant - 80 per

(called "Matrones")

.
8,

b.

Ce

B

cent

ceni

cent

cent

cent

The Registered Nurse Midwife is someone who went to
the nursing school for three years then went to the
medical school of one year and became a midwife,

Registered midwives are not nurses, they just went
to the midwifery school but there are not too many
of them anymore because of the opening of the

registered auxiliary school.

Registered Auxiliary Midwives can do a normal delivery
as ticy have had one year's training at school,

Aid Midwives are girls who have been sent from some
centres in the country and have been trained at the
Midwifery Hospital in the capital. We try to
discourage them because they wish to have a certi?i-J
cate which we do not like to give after only three ﬁp

four months training,

According to the geographic and economic cond®tign of
Haiti and the shortage of personnel in the Piblic
Health programme, the Matrones assume responsibility

for a large percentage of deliveries,

In 1958 the

Health Department started an Educatiomal programme for

+ne Matrones to:
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(1) »‘Decrease the rate of mortality and morbidity of
‘mothers and infants caused by traditional
practices,

(2)  Decrease the rate of infant mortality caused by

umbilical tetanus by teaching simple hygiene
rules,

(3) Promote contact between matrones (leaders of
the feminine community) with the new Health
' Centres,
“(4)  Promote by teaching the hsalth rules to prevent
‘ gickness.

The matrones have acquired an unconscious and un-
reasoning experience by mere observation of daily
accurrences,

ge They put into practice some empirical knowledge

* transmitted by tradition and they do not even care for
understanding the techniques of the processes employed
by them,

In Haiti, in the backward and the suburban Tegions the midwife
or,matrone is held in high regard by the majority of our masses,
There is an emotional tie between the matrone and her client.

By establishing a psychological affinity with her patient, she is
able to get some positive results - she is a social entity.

Of a sample of 43 matrones interviewed in the different zones,
it has to be noted that they average 25 to 80 years of age. 35,2
per cent are Protestant and the rest 64.8 per cent Catholic.
Besides these two religions, a big percentage is composed of Vodou
adepts. 97,3 per cent are illiterate and it is impossible for
them to state exactly the number of years experience without
referring to certain government or political events. So they do
not have any notions concerning dates and manths and are therefors
unable to calculate the exact time for the delivery of the pregnant
- woman, The number of deliveries made by them does not exceed on
an average four per month and the average fee for one delivery is
$0.70, This amount shows that this sole activity is not
sufficient to assure their subsistance,

Almost all of them use the same tools for the delivery (razor
blades, scissors, etc,) and the cleaning methods are all the same,

In spite of their empirical knowledge, the matrones do not seem
to be able to get a correct idea about the physiolegy of pregnant
women, the position of the foetus in the uterus or the way it is
nourished, Besides, they are always called when the parturient
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woman presents some difficulties and particularly when they are
about to give birth.

Generally they do not have any adequate facalities at home
allowing them to receive their patient,

Concerning preparatory methods they are also all the same; for
all of tkem this consists in the utilization of numerous articles
for the baby and the mother before and after the barth, The
presence of the matrones has without a doubt a considerable
influence on pregnant women. The techniques employed by them
for the protection of the mother and eventually the baby are
numerous and may be divided in two categories - the more ar less
hygienic proceedings (6.9 per cent) and the rather non-hygienic
proceedings (93.1 per cent).

[

In Haiti we have a saying - "God 1s good and God will provide",

Some examples of how they use their methods: ,

1.

;4o

To make sure that a woman is at the beginning of hex
pregnarcy if the latter did not have her periods for
twe or thiee months, the matrone will notice at the
base of her client's neck two racing beats and a deeper
celouration of the nipples,

In the case of haemorchage, what she calls "Perdition"
the matrone treats the so-called pregnant woman by ) .
massaging her cl.ent's back, starting from the two sides ., *
of the lower part of her abdomen towards the middle of
her back as 1f she would fasten up her waist, Sometimes

she applies on the lumbar region until the delivery, a
cataplasm prepared with leaves and vinegar or a plastar
bought an a oharmacy. o

L

-

When the woman starts having pain, whaich means that as she
18 having contractions and labour pains, the matrone glves
her (to facilitate the dilation) twe spoonfuls of "liane-
molle" (lissus sicyonides) mixed with one spoonful of
olive o1l, In case of abnormal presentation of the
foetus a smart matrone can easily come off, In some’
casas really very difficult presentations, called

"wvaini mal", the matron only intervenes with prayers and '
orisons,

1
bt

!

After the delivery, the abdominal pain is called "tranchee
caban" (bed pain) she gives to the weman in childbed some
wine boiled with salt and she massages her abdomen and then
puts a very tight abdominal bandage on her., Sometimes
they also give her a ginger concoction or a "toffiﬁoff"
concoction without sugar,



5. The women are in the matrones hands for three manths
after delivery because it is traditional for them to
give steam baths every day for three months and some
women have to be sent to the hospital becaldse of first
degree burns in the vaginal and buttock areas.,

TRAINING

Since 1955 training courses of matrones are organised at
Albert Schweitzer Hospital at Deschapelles situated a few kilo-
meters from Port-su-Prince,

The meetings are scheduled every week on Mondays. Approximately
70 to 80 matrones participate at these meetings regularly,
After four classes they are given a test after which they obtain
the privilege to carry a box containing the necessary equipment
for five deliveries. All of them are already matrones, They
average 25 to B0 years,

There are also a few men practising midwifery, they are called
mid-pen and the women called midwives,

During the first class they get a course on the phy51ology of
the pregnant woman and on the importance 'of’ the prenatal conaulta-
tion, -

The second course deals with tetanus and is prevention by
immunization, It is also a revision of the first course,

The third class deals with the delivery; diseases caused by
gonococcus and affecting the mother and the baby; the prevention
of tuberculosis by vaccination (BCG).

The fourth course deals with lactation, kwashiorkor preveﬁtiun
and the delivery of the pregnant woman at home.

Any matrone who brings 50 babies to the hospital right after the
- childbirth gets a radio set., (We have a control system by means
of number cards in three parts. Part ! stays at the clinic, Parts
2 and 3 are given to the Matrone who gives Part 3 to the mother

she has delivered., The mother then brings Pert 3 into ths

clinic with the new baby as soon as she can so that the baby can
get immunization care, etc.).

Generally the matrones understand the importance of Family
Planning as socon as one deals with the question, They are

leaders bringing women to family planning clinics,

We only have two pilot clinics in the National Programme, but
there will be other centres in the different regions of the country.
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Many women contacted by the matrones expect to be able to get
Family Planning and Maternal and Child Health clinic services in
their locality, especially in the regions far distant from the
F.P./M.C.H. centre,

FAMILY PLANNING

Family Planning is making its way in Haiti, Of the 43 matrones .
questioned, 83.7 per cent are well informed and willing to co-
operate with the program. 95.7 per cent of the well informed
matrones have decided to collaborate with a view to start the
Family Planning Program,

From the data collected and analysed, the educatiocn of the
matrones may require;

1. The formation of a flying team which will be able to open
a positive way of approach to the matrones.

2. The diffusion of some necessary data; enumeration, the
12 months of the year, the number of weeks, number of
days in a week, etCsees '

?." The popularisation of personal hygiene and then of
hygienic principles at home through interrogatory '
methods,

1

4, Extension courses concerning the methods to be employec
to get a happy childbirth. o

5. An adequate attitude. A particular way to approach ‘the
pregnant women with a view to inciting ther to adapt ’
their methaods to the principles recommended within the
Family Planning Program of the Division.
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SR
1. Show the picture of the foetus in utero,
‘Can‘you'ahow me the bsby? 0000000000000 0000600000000000000
the cord? ‘0000000000700 000000000000000000
“ the placcnt07 ‘0000050000000 000000000000000000
2, How is the baby nourished during PIOGNBNCY? ooevosoocososcsess
3, .Uhich.foodn‘ahould_the_moﬁhq:.eqt‘du:ing_pragnancy? tessceense
' PRETrer e T 0060000600000 000000000000
..0.‘:0’0.0‘0’.‘;:.‘.‘0‘;;;:..0........
4, .Uhat BIB thﬂ OymptOMB Of tatanu87 ooooooooooooooo;oo;oouoooooo
5.. . What CBUBOB.tﬂtGﬂUB?. e e e 0000'00OOI"’,,.,’,,’::0.000000
6.'\-How-can.totanus‘bo preventsd? 00000000;00000000000000;;0’0000
<-Note: The answer to question 6 should bes. :

. Vaccination of mother during pregnancy, and the
performance of a sterile technique for cutting the '
cord on the part of the midwife,

The following are sub-questions to make sure that
these two points have been thoroughly understoods. .-
8. How many vaccines doés a mother need during pregnancy?
.':::..;;;.;;.......;‘.;.0‘....'.....O....l.......0...0.0..0.
"*b. “where can kho mother obtain the three vaccines? :
e .::::.0:;‘.“’0‘0‘.;’.‘..‘0...O’....0'...‘..0..-".‘0'...V.l.'l"...‘......OO...
c. Which menths during pregnancy should the mother ‘-
*++++raceive the vaccines?

M VES' EXAMINATION (F A R

'~;00....0000.000000000‘00.00.0.0000.0000.0.0..000.0.0..

When you arrive to deliver o baby what is the first
thing you ask the mother?

LS

What must you do if the mother has.not received three
vaccines during pregnancy?
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Stexile Technjque

a, Using the H.A.S. Bor the midwife must domonstrate how t¢
cut the cord,

Satiofactory: $000000000000000000000000000000000004
Unnutiﬁfactory: 0000000000 00000000000000060000006000000

why? 00 0000600060000 00000000000000000000000

b, When the H,A,S, sterile cord-cut sets have buen used up
describe how to make one at home,

0 0000000000000 0000000000000060000000000000000000000000000
00000000 000000000000 06080060060000+000000000000000000000000s

0 000020000000 0000000000000 000000060000000000800000000000

c. When the cord has been cut what do you put on the stump?

L I R . R B ey ::vfu'
.

G000 0000600000000 0600 0000000000060 00000000000000600000000000

' '000000000000000000000000ooooooooooo'o'.o.'o.ouéo.o-o'o'o.o.'ol'o'.o"oo
**-d, *When doss the stump - fall OFff7 seosvoososssesosssssosnncs
e, Dose the midwife pull it off? .oonooooooooooof.ooo,{:tbo

7.® How can blindness in the baby be prBVBntOd?.ooogodooooooooooo

GO 00 0000000000000 000000000000 0000000000600000000000000000
Nota: Midwife rust demonstrate putting in silver nitrate,

Satisfmctcry 0000000000000 000000000000000000000
Unsatisfactory oooooooooooo.00‘0000000.000000;..0"

¢ o . L R R N NI

..

8.% How is tuberculovis prevented in the baby? cessecssscsssssses

.
tebe P

e s e 0060000000000 00000000000000000060000000800000060000000190000
Cs e .. .
L. .. .

a, Show the midwife the B.C.G., tickets,

How do you use these tickots? 0000000000000 0000000000

9,* How cen gastro-enteritis be prevented in the baby? secesssece
1

PR

Note: The follouwing questions are to make sure that this has
bsen understood:
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10.f2How canﬂmelnutritionubalpanQﬁt

Note:

ub.

Ce

d.

(1) Wnat ceauses diarrhoea and vomiting?

......00....00000.........0.0........000...‘.......

(2)  Uhe.. does the mother first give her baby the

breast? 000000000000000000000000000000000000000000

.....................O....O..0000000\00.000...‘0...

(3)  Should the mother give her baby & boltle?

- ———

NO.;-~why3n0t7,.ooofoacotioqooooooooooooooo

e s .

LI . .
. bl .

- ., NQJ' -

R T

Oa 1n'0 éhiid?uééé,otg{gﬂoooooo

\
\.0.0..00...0....0.0.0.l.O.....OQ‘0.0..OOOOOOOOOOODOOQOOP

The_following questions are to check that this hes been
undesrstood,

Which foods does a child need to make him grow ang’ _
prevent malnutrition (ti-moune enfle)? oooco,ooooooooooii

l........'.................0.0"0'.....0.‘00..l........l.

At what age is a baby weaned? R R RNy

At what age should & mother begin to add supplementary
f°°d'7 0.000...0.00000‘...0.....0.....00..00.0000IOOOOOOO

N
-

How does she introduce new foods? .................;.....

..O..000.00.0..00....0...0.........00..0.0.0..0..0000....V
. . . *

11,® If a mother is sick during pregnancy what dc you advise hor to 1

do?

Ng;gx

000000000000 0000000000000000000000000000000000000000000080

If possible the midwife should accompany the mother to
the hospital,

'2,® How do you prepare 8 mother fOor 18DOUT? seeeosscesosoocsscosses

Note:

..............................0.0.‘.O........0...0....0..

The required answer is good hygiene as regards hand-
washing, washing mother, and agking for clean linen,
and NOT ss regards shaving, douching or giving enemas,
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13.* If the mother bleeds after giving birth what should you do?

Note: The required snswer is only to give uterine massage
and to refer to the hospital if the bleeding does

not stop.
14.* What do you do if the baby does not breathe after birth?

00 000000000/ 0000000000000 0CRR0CPRFRRRROOCIRNRSEOPIOIROIROPROIEODRYS

[ A X AR NENNNNNNNNNNNNNNENNENNNNNNN NN NN RN NN NNNNNNNNENNNNENNN ]
.

Note: The required ancwer-is to wipe mucus away from the
s child's face, and to do mouth-to-mouth resuscitation,

These questions must be answered in order to qualify for
H.A.S. BOX. c
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Appendix R

THE TRADITIONAL BIRTH ATTENDANT - BELIZE

By Belle Lovell

Bafnig I present my topic, I would like you to bear with me
while I give the following information on Belaze.,

No doubt some of you might be asking the question, where is
Belize? Well, I will answer that question now.

BELI ZE, as it is spelt, is situated on the East Coast of
Central America, has an area of 8,867 square miles, and an
estimated population of 131,477 1nhab1tants. Census data for 1960
and 1970 indicate an annual population growth of nearly 2.89.

The population of the country is relatively young, with 48.8
per cent under 15 years of age and 18,3 per cent under five ysars, ..
Only 4.2 per cent of the population is 65 years or over,

The country's literacy rate is comparatively high, with an
sverage illiteracy index of 10.5 per cent ranging from 1 per cent
in the capital to 30,2 per cent in the rural areas of the southern
district of Toledao.,

The territory is divided into seven districts, viz: Belize
City, Cayo, Corozal, Orange Walk, Stann Cresk, Toledo and Belmopan,
which is the capital, Population density is highest in Belize
District, where Belize City, the one-time capital is located, and
lowest in the Toledo district, ranging from 4,75 to 24,83
inhabitants per square mile, Each district-is comprised of | |
villages called Rural Areas,

In sach district town, there is a Government hospital and Health
Centre. These areas are staffed by the Ministry of Health,
- In the majority of Rural Areas, there are small Health Centres
staffed ' by Rural Health Nurses, who are accountable to the Public :
Heslth Nursm in the District Town,

Living in these Rural Areas are Traditional Birth Attendants or -
Nannies, as they are called in Belize. “

‘In the year 1957, Government in collaboration with UNICEF,
became very concerned over these ladies and two gentlemen A
practising midwifery and decided to work ou a programme where
these people would receive some formal training in the Midwifery.
Unit at the City Hospital for a duration of six months, c

-Candidates selected for this programme must meet the fnlloWlng
crlterza-
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. Presently performing the service,

2, Live i1n a locality where there is no other certified
Midwife or Semi-trained midwife in practice,

3. Enjoy good health and suffering no incapacity as
certified by a medical examination, ‘

4, Must be able to read and write,

VENUE AND DURATION

A clinical experience will be gaven in the Belize Cjityl
Hospital and will be for six months duration. o

AU S

The course consists of theory gaven by the Inspector of Midwives
personnel of the Obstetric team and of the Public Health Service ‘.
over a period of two months, Four months practical work in the .
Belize City Hospatal Maternity Ward - 20 deliveries the
minimum, under supervision of the staff, and two months Domiciliary
training with at least 10 deliveries,

Trainees wi1ll wcrk normal duty hours while wath the unit and
will be expected to perform one month night duty as part of her
training,

ALLOWANCES 8 PRIVILEGES

Candidates are expected to pay their own expenses to the
city, and also make their own boarding and lodging arrangements.

Trainees are paid a stipend of $75.00 per month by the Ministry
,of Health, '

" Trainees are provided with meals, and other privileges such as
free medical attertior, enjoyed by the nursing staff,

Trainees are expected to provide themselves with white uniforms
to be used on duty. The Department provides aprons ard caps.
The course commences January and June. :

Candidates are expected to sign an agreement in the presence of
the Inspector of Midwives before thes training commences.

On completion of training, these ladies are given a Kit
provided by NICEF and are expected to return to their area to
practise, They are not allowed to practise in the ritv and
district towns where there is a full supply of certified midwives,
These ladies receive periodic visits from the Inspector of Midwives
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for the country., They ars sxpscted to have their Kite ready for
inepection during these vieits, If they do not meet the
stenderd that is expected, these Kits are wi{thdrewn and their
cortificate taken away,

They are also reguired to attend Antenatal Clinics whers thea
Public Health and Rursi Health Nurse obearves whether they sre
maintaining standarcs at the same time kmeping sbrsest with
present trends,

These \annies ars under S¢stutory Instrument Na, 23 of 1987,
Regulations mece by tnhe Cormittes of Medical Registration under
Section Kine cr tre Midwives Ordinence, 1929 (No, 26 of 1929),
(Gazotted 313¢th March, 1957),

MMENDAT

f. Progremre for etingle trained midwives,

2, Family Plsnning Progremme,

13



MEDICAL DEPARTMENT

¥

Belize City’
Belize.

Data:

This is to certify that Mrs,/MiSs seeeeescecoscsssevceasoee
secsouassscsssssssssssscssssseses NAS undergone six months course
of training in Practical Midwifery and experience in deliveries
in the Belize City Maternity Ward from .eeseecesessoscscsccecses
0 10essasssssessssesssssss and has received an equipped Kit to
enable her to continue efficient SErvices in seeesvecescesovecee

0000000000000 000008000 00000080 Village and Surrounding services '

in the eeeesecsessssnsssessnses District Onlyt

On retirement, the Kit must be returned to 'the Medicel

[

Officer of the District or the Inspector of Midwives, -

Inspector of Midwives
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Appendix S

FAMILY LIFE EDUCATION -
.ITS RELEVANCE FOR_HEALTH WCRKERS

Written by Mrs, Carmen, B,Sc., N.P.H,
Acting Director, Bureau of Health Education,
Ministry of Health and Environmental Control - Jamaica

Read By Miss Barbara Patterson

. INTRODUCTION

The purpose of this paper is to present a brief review of the
development of Family Life Education in Jamaica, as a basis for
recognition of the roles and responsibilities of health workers,

"I am the Public Health Nurse in charge of X school., I watched
with pleasure the development of Janet Grant* as I visited her
school each year, She was 14 years this year., She turned up
pregnant at one of my ante-natal clinics. Janet was not a bad
girl, I have had similar experience with many other girls.,

Isn't there something we can do to prevent this?" These were the
kinds of concerns and S.0.5's that reached us in the Bureau of
Health Education from as far back as the mid-fifties. These calls
for help, emphasised for us the need for a programme of Family
Life and Sex Education, which, as time went by, has gained in
momentum and amportance,

The Family, regardless of the structure, is a basic social
institution which influences every human being. Many social ills,
such as early teenage pregnancies, result from a breakdown in
~family living.

Man is a social being, People live, work and play together,
,and will continue to do so. Man is also a sexual being, To live
a life that is full and satisfying, individuals must understand
their roles as male, or female and be able to make adjustments
within their society, The quality of our life long existence as
male or female in a society, within which interaction with others
,is intrinsic and unavoidable, must not be left to chance.

BASIC POINTS OF VIEW

The ultimate goal of any health worker is directed towards
improving "quality of life" - to help people to make best use of
their potentialities and capabilities,

Accepting the World Health Organisation's definition of health
as,a "state of complete physical, mental and social well-being",
the Bureau of Health Education, views Family Life Education as the ,

* Fictitious Name
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provision to all age-groups within the society (and in particular
children, adolescents, young adults and parents), of those
educational opportunities which are aimed towards the development
of mature and responsible persons and stable family living,

We believe that the following principles are fundamental to the
development of any programme of Family Life Education, or Sex
Educataion,

1. Mun's sexuality is integrated into his total life. /"
development as a health entaty and a source of creativ
encrgy., |

Human Sexuality =~ the quality of maleness or femaleness
must be recognised, understood and used in a creative and
purposeful and positive manner,

2, P programme of Family Life Education is of concern to the
total community, and calls for concerted community=-wide ‘
“involvement, Since Family Life Education is involved
i with attitudinal changes, the influence and pressures
from other groups within the society must be taken into
consideration,

3, The home, the church, the school, community and youth
groups, health and other social and welfare agencies,
each has specific and important functions in relation
to Family Life Education., Parents, teachers, religious
< and other leaders need adequate preparation to carry out
these functions, In Jamaica, most social and educational
sgencies are now keenly alert to the urgency for implement-
ing programmes of Family Life Cducation, Some of the
v prime movers have been the Ministries of Health and
Environmental Control, Education, Youth and Community
¢ Development and the National Family Planning Board,

“aﬂ Family Life Education is not merely information giving,:
V The Objectives of such a programme also include develop=- -
ment of right attitudes and positive values, ‘

5 The content of a Family Life Education programme must. .
give recognition to the many needs of the total man

"along the followang dimensions - Physacal, Mental,
Emotional, Socisl, Spiritual, Psychological., A Family -,
Life Education programme should aim not only to combat - -
negative factors such as illegitimacy, promiscuity,
venereal disease and other forms of anti-social ills,

but also should seek to direct itself in a positive way,.-
towards the building of improved interpersonal relation- ,

ships, self acceptance, human fulfillments, ) .
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HISTORICAL REVIEW

The highlighte of the historicel cevelopment of Femily Life
Education in Jamaica over the past two decades include:

1,

195¢

8, Concern of nealth wcrkers, teachers and sducators
cver acdolescent behaviour, resulting in the
cevelopment of a unit - "Growing up" for use in
extra curriculer courses in scme schools, Thie
tnit in addition to tcpics related to physical
cevelopmant at puberty and human reccoduction,
included parscnalicy cevelopment, boy - 3irl
rolationshios ma-riege ancd jot selection as arsas
of concern,

1960's

8, Appointmeat by Ministry of Educetion of & sub-
comnittee to cevelop 8 curricitlum in Family Life
Education, [+ was trrcugh the work of this
comnittes toat the corcept of a need for the
troader area cf Farmily Life Education whick
includes sex educatio~ wag established,

bs Conduct of a sex education study by Bureau of
Kealth Education on the status of teacher training

¢colleges 8nd youth grcups,

¢s Under an agreement netween the Ministry of Health

end ¢he Netiorael Favnily Planning Bcard, the Bureau of

Health Educaticn was charged witn 8 specific
responsibility of accelerating the developrent of
8 comprehensive ‘arily life education przgranre,
including sex educaticn in schools, by assisting

the Ministry <f Education; end with stinmuloating the

cevelopment of progroa~mes in youth organisations,

-d, Inservice troining courses in Fumily Life Education
for teachers, nurses, social workers, religious and

other leaders,

‘8, Desvelopment of a reference librocy in the Eureau of

‘Fealth Educas*ion of bcoks an¢ cther educationsl

materials, The inzrease in rumber of short courses

for school leavers throushout the island,
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3.

4,

110

b.

d,

1973

b.

Ce

National Femily Planning Act 1970 provided that among
its functions, the National family Planning Board
*ray provide for sex educatior and encourage the
development thereof". (No, 22 - 1970 4 (3) (d)j}.

Inclusion of courses of Family Life Education in
teacher training institutions.

S minars with leaders of youth groups,

Conduct of worksnces for developrment of resource
ond teachiny materials, The participants of these
workshops represented a cross section of health,
noc:a1 and welfare workers, teachers and religious
leaders from JBtaica arz the ciher West [ndian,
islangs,

Special prciect st the Social Welfare Training
Contre of ¢he Extra Mural Jepartment, University of
the West Indies to train socisl workers to carry out
their responsirhilities in Family Planning and family
Life Ecucaticn preqrarmmes,

Apoointmert an Ministry of Youth and Conmunity
Develiopment of Family Life Education Officers, work-
inj o¢ 3 regional level, aond inclusion of family
Life Ecucstion in the course of training at Youth
Centres,

The Miristry of Health and Environnental Control
Paser ta!:led in Parliament this year, gave strong
support to the prcposed progremme aof fFaaily Life
Education in the schools, and Family Life Education
wss accepted Ly Ministry of Education, for inclusion
in the school curriculun, ’

Reorgarisation of the curriculum of Grude 7, to
inzlude Farily Life Ecducation, ty the Curriculum

Develogrent Trust of the Ministry of Education,

The new curriculum will be adcpted in September of
this year,

126


http:nrcgrarm.so

de The Trade Unions, Jemaicae Council of Churches,® .
Voluntary Social Services are all launching out
“ 2t in programmes of Family Life Education,

g. Research into a Community approach being conducted
by the University of the West Indies in collaboration
with other agencies.

OBJECTIVES

All aimed towards the development of stable and responsible
persons, the "Overall objectives for Education for Family Living
Course for Youths", developed by the Sub-committee of the Ministxy
of Education, mentioned before, included statements such ast

i

1s To help young people develop an appreciation of and respect
‘for the complementary roles of the different members of a
family. ,
12, + To help youths appreciate and accept their role and
. responsibility as members of their family now, -and
their responsibility for establishing stable families.of
their own in later yesars, ‘

v
wd

3¢+ To give young people a knowledge of:the.biology. of sex.
' ¢ ) ¢ 1
4, To help youths develop acceptance of and respect for their
=}inwnfaex as male or female, and to adjust wholesomely and
et inguccessfully to others of their own sex as well as to
members of the opposite sex.

iy f '

5., ¥!To combat misunderstandings and lurid.concepts about sex, .
7.t {and to help young people establish desirsble attitudes,:
v regarding the part sex plays in life, A ot

SCOPE.OF FAMILY LIFE EDUCATION PROGRAMMES

Based therefore on the premise that the aim of Family rate -
Education is to fit individuals to live, and to meet the objectives,
‘the scope of any Family Life Education Programme must be a wide
one. Programmes must extend beyond the mere supplying of informa-
tion on the biological facts of reproduction to include aspects
such as: (

personality development, nutrition, child care, immunization,

environmental sanitation, interpersonal relationships,

personal hygiene and good grooming, career guidance, menners

and spncial graces, the search fuor an identity,

all of which contribute to personal}gruwthdand development as
well as family and communiiy well beingei; ;-

wl
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CONCLUSION

We must be thankful for how far we have come, but that we have
a far way to go, is clearly evident,

Because Family Life Education is concerned not merely with
supplying factual information but with the development of
attitudes and skills whlch will create a way of life in which
individuals can grgw, develop and function satisfactorily within
the family and society, materials are needed which deal directly
with Jamaican and West Indian needs, situations, and problems and
which are written by Jamaicans or West Indians themselves, |

Implicit in this is the recognition that Jamaicans and West |
Indians must themselves find solutions to problems which are
disruptive to our family life and must determine the kind of
family patterns most satisfying to individuals, families, and the
gociety on the whole,

There is need for more programmes of training of teachers and
leaders and others who have a direct role to play in the Family
Life Education programme, and the commitment of these workers
must be encouraged and strengthened.

New techniques for achieving the behavioural objectives must
be developed.
' > 1 !‘ *

* All these re-emphasise the nsed for a systematic scientific
and co-ordinated approach to programmes in Family Life Educataion.

The stage has been set, the time is ripe, the ball is in the
courts of all those who work towards bettering the quality of |,
life, And it is to these, to us, I now direct these few closing
remarks,

First, every person who touches on the role of sex.in life, & -
must feel responsible for the development of appropriate attitudes
as well as for the presentation of accurate factual information,
Development of a "sense of responsibility" begins with us.

Lastly, Fami.y Life Education has been defined as essentially .,
an education in human relationships, that is learning to live with
ourselves and with others, To borrow the words of Dr. Zhivago,

"Well, what are you? What is it about you that you have
always known as yourself? What are you conscious of in
yourself; your kidneys, your liver, your blood vessels?
No. However far back you go in your memory it is

always some external manifestation of yourself where you
come across your identity, in the work of your hands, in
your family, in other people, And now listen carefully.
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You in others - this is what you are, this is what your
consciousness has breathed, and lived on, and enjoyed
throughout your life, your soul, your immortality -
your life in others",
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Appendix S.1,

*J/ FAMILY LIFE FDUCATION = A ONE WORLD CHALLENGE

WHAT DO WE MEAN BY FAMILY LIFE EDUCATION

Family Life Education is essentially an education in human
relationships - that is learning to live with ourselves and with
others.,

It is a lifelong process and ‘involves everyone - adults, youth,
children, married, unmarried, single and celibate.

Family Life Education is concerned with formulating positive
attitudes and with the development of stable and responsible
individuals rather than with merely supplying information, It
seeks to educate - lead forth, liberate, rather than indoctrinate.

Education in family living is positive and dynamic rather than
negative and static, Hence, the primary aim is not to cure
symptoms of breakdown in family living, such as teenage pregnancies,
promiscuity, delinquency, Lllegitimacy and criminal abortions,
Rather education in family living aims at going deeper than merely
treating symptoms, Through the educational process, the progremme
seeks to build the kind of foundation which will enable our young
people and our adults to become better able to live with themselves
and with others, to feel more confortable about themselves, to
become more competent to make decisions, to develop a greater sense
of responsibility for their actions, and the likely effect of their
actions on themselves and others. The ultimate aim is that all of
us Jamaicans along with other peoples of the world, develop
that feeling of self worth and caring for others which will enable
us to enjoy life, to enjoy relationships, to achieve a better
quality of life - physically, emotionally, spiritually, economically
socially and healthwaise,

JAMAICA AND FAMILY LIFE EDUCATION

Family Life Education in Jamaica with its broad goal of .
impraving the quality of family living for all our citizens has for
many years been the concern of various organisations, agencies and
individuals,

Although the family has always been recognised as the basic
unit of society and deep concern has always been expressed for
the development of stable family life, there was no co-ordinated
or systematic effort on the part of the various agencies and
organisations concerned.

Today, we have arrived at the stage where many Agencies and
Organisations have not only identified Education in Family Living
as an area for priority attention but have recognised the benefits
of a concerted rather than an isolated approach in which the home,
[}

130,



school, church and community are all involved in supporting,
supplementing and reinforcing each othex,

Implicit is the need for a concerted and systematic approach
to Family Life Education is the belief that learning to live
fully and purﬁosefully to have positive feelings about self,
others and country and to relate satisfactorily with others does
not depend on chance, but demands practice, concentration, genuine
insight and understanding, It is to these ends that Family Life
Education addresses itself,
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Appendix S.2,

SEX EDUCATION
» WHAT DO WE MEAN BY SEX EDUCATION

Sexuality is not only an awareness of the sex organs and the
opportunity for sex relationships, but it is also an awareness
of oneself as a male or female person, It includes the roles of
the individual in society. ;

==

It involves respect for the opposite sex, and an understanding
of the similarities and differences of both sexes and how they
complement each other. It involves growing to manhood and woman-
hood and being able to enjoy one's role and live creatively as a
male or female person.

Sex education is a part of and a2 very important aspect of
family life education. Sex in itself is a very important aspect
of our personality.

Y We believe that the same attitudes and values which permeate
;our other relationships alspo influence our sexual relationships.
'Hence if besically we care, we will approach our sexual life with
a feeling of caring and responsibility. On the other hand if we
have developed attitudes and behaviour patterns of exploitation
these attitudes and values will influence our sexual behaviour,

AIMS OF SEX EDUCATION

Sex education should help people develop an understanding of
their sex roles, accept themselves as members of their own sex,
and establish their own guidelines and standards for responsible
sexual hehaviour, '

Qur concern is not only with making individuals aware of what,.
sex is, but also to put sex in its proper context in life, '

We want individuals to understand that sexual feelings and
attitudes are part of normsl life and to know how to handle sexual
feelings to ensure a healthy and happy life for themselves and
others,

We feel that learning to make choices is far more important
than blind conformity and that any attempt to indoctrinate
nenple with a set of rigid rules and ready made formulas is
doomed to failure,
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Rather than supplying ready made answers we feesl that the
objectives of an educational programme should be to equip indivi-
duals with the knowledge, attitudes and skills which will enable
them to make intelligent choices and decisions. This is based on
the premise that if people are to make decisions for themselves
they should know where their decisions are likely to lead. As
social beings individuals also need to consider the possible
affects of their decisions not only on themselves but also on
others. ‘



Appendix S.3.

FAMILY LIFE EDUCATION IN SCHOOLS ,
(EXCERPT FRCM MINISTRY PAPER - 22ND JANUARY 1974)

It is invariably felt that the ideal place for sex education is
the home, This pre-supposes parents who are themselves knowledge-
able and sufficiently imbued with wholesome attitudes towards sex
to adequately tindertake this essential task. Since this is very
far from being the case in Jamaica, the school must fill this gap
and it certainly offers the best opportunity of reaching the next
generation o) parents,

Unfortunately, there are at present few teachers who feel
competent to take on this task. A primary task of the organisers
of the programme must therefore be the training of suitable
teachers and an attempt to improve the attitudes of all teachers
towards sex so that their influence will be wholesome. In view
of the shortage of trained personnel, it 1s not feasible to start
an immediate islandwide programme in the schools. The immediate
focus will be on teacter training at the level of the teacher
training institutaons and through in-service courses.

The Ministry of Education fully recognises the present need for
adequate family life educatinn in all schools and colleges an the
island. This need is all the more pressing because so many
families are unable to cope with the task of rearing thear children
in a manne: which strese-~s this and other aspects of personality
development. Most parents are too ill-informed or too shy to deal
with what has long been regarded as a3 very delicate subject.

Among the results of ignorance and undesirable social attitudes,
not the least is the frustration and unhappiness of school girls
who, through premature pregnancies, drop out of school to give birth
to unwanted babies, This sets up a cycle of inadequate parent-
hood, neglected children, poverty, 1.literacy, lack of trairning
skills, unemployment, poor housing, unstaule families, delinquency
and sometimes crime,

The proposed programme for schools goes far beyond mere informa-
tion about the anatomy and physiology of sex, important though that
may be. The objectives stress the development of healthy attitudes,
good inter-personal relationships in the family between the sexes,
an adequate personality and sound moral principles. Far from
encouraging promascuity, pornography and other aberrations, the
programme aims at combatting and reducipg these through emphasis
on the positive, wholesome aspects of sex.

The programme will be designed and carried out in such a manner
as ta reassure the public of the benefits to be derived and to
counter any adverse craiticisms that are not based on facts. It is
also of the essence that the co-cperation of parents and guardians
be sought,
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There have besen consultations with the Jamaica Council of
Churches and the Jamaica Teachers Association and these organisa-
tions have pledged their support.,

The outline of the type of curriculum considered satisfactory
ig attached. This has been developed over the past 5 years by an
inter-agency committee consisting of representatives of the
Ministries of Education, and of Health & Envircnmental Control,
the National Family Planning Board along with many other volun-
tary groups and associations and much work has already been carried
out in developing individual programmes in some schools and welfare
institutions,

The curriculum indicates that instruction will be integrated
with the on-going health and social studies subjects already being
taught in schools and will cover the span of a child's school
career from the primary to the senior high stage.
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Appendix S.4.

SELECTED HEALTH PROBLEMS AND NEEDS ASSOCIATED
WITH JAMAICA FAMILY LIFE HAVING IMPLICATIONS

FOR_FAMILY LIFE EDUCATION

Prepared by the Bureau of Hsealth Education,
. Ministry of Health with the assistance of
S.P.W. Street, C.D., F.R.C.S.,

Chief Medical Officer, Ministry of Health,

Kingston, Jamaica,

INTRODUCTION

Famjly Life Education in Jamaica, with its broad goal of
improving the quality of family living, is approached from many
angles, This outline touches upon elements of one aspect only,
namely the health aspect., Personal health problems and needs of
children and youth arise as they grow and develop within the family
or household. Moreover, the family ain performing its various
functions, creates conditions which favourably or unfavourably
affect the health of its members.,

Children and youth, as they live in families and anticipate
families of their own, need instruction on the responsibilities
inherent in family living, ancluding health responsibilities,

This outline points to selected health problems and needs of
the individual, and of the family or household as a unit which
have implications for family life education in Jamaica. Since
conditions vary with economic, social, and educational status,
and between rural and urban settings, items included here are
suggestive only of those which may need attention in a specific
programme of family lafe educataon, Space is left at the end of
each section for indivaiduals, or groups, who are using the outline,
to add the particular problems, and the particular problems and
naeds, which require attention 1n their satuations,

SELECTED HEALTH PROBLEMS AND NEEDS OF CHILDREN AND YOUTHS AS THEY
GROW_AND DEVELOP WITHIN THE FAMILY DR HOUSEHOLD

1, Food and Eating

a, Protein-calorie malnutrition -~ infants, young
children. ‘

b. Full use not made of nutritious, locally grown
fruits and vegetables, "

Ce Maternal malnutrition during pregnarcy and

lactation, affecting adversely both mother
and child.
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2..

4.

d.

Qe

h,

Early weaning, as when mother works or becomss
pregnant again, When intervals between pregnancies
are short, mother cannot build up the nutritional
reserve for herself and the developing foetus and
for breast feeding the child soon to be born,

Pattsrns of sharing availanle foods at mealtime - for
example; man of household may consume proportionately
more proteins while the grewing children may fall short
of requirements,

Many school feeding programmes inadequately
demonstrate desirable food selection as exampla for

home practices,

Food fads; unqualified beliefs and attitudss
surroundirg specific foods.

Other.

A}:a;na;ing Periods of Activity and Inactivi&x

8. Children keeping sasme late hours as adults,

b, Crowded living quarters which xnterfureo with
sleep and rest,

Ce Travelling long distances by foot to and from
school, thus causing exceseive fatigue, e

d. Other,

Saefety

a, Frequent lack of parental supervision, -

b.. Unfavourable attitudobnina practices of children
and thear social groups touard uafa use of
environment, . T

c. Other.

Prevention and Control of Illness and Djisease

b.

~ High incidence of diarrhoeal and respiratory -

diseass, especiolly among malnourished children .
and those living in hcmes and neighbourhood where':
sanitary conditions are poor,

Prevalence of venereal diseasas.
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c. Need fcr parents to use rore consistently the
available immunization services,

d. Need for children to know the preventatle disesses
for which irmunizations are offered by the Public
Health Service in the country and the vaiue of
preventive ~easures,

e, Dengue fever endemic and poseibilities of its
beccming epidenmic,

f. Other,

S, Developre~t of Emotjonal Stabiligy and Acaptabjility

o, Frcr early s>nfancy, need for love and a sense of
identaty. These and other basic ercticnal needs
often rot —et in broken or civided hcres or :in
large famil:ec where ways have not teen fcund for
the distraibutic~ cf fam:ly responsib:lities,

b. With onset of puberty, intensificaticn of emotional
stresses a~cd urjen which may become asccentuated by
lock of gporuntal supervisinn, the "generation gep®,
and other factcrs

-c. Early sex experiences ond their possible consequences
in terrs cof physical, emgticnal and social problems,

d, Need for develoging confidence and assurance that
progress is teing rade in the development of the
Jaraican society.

e, Other,

6. Usea of Druqgs

a, ("Any substance that, when taken into the living
organism, may ~od:fy one or more of its functions" =
Wld, Hlth, Org, Techn, Res, Ser, 407, 1969, p.6)

b. Harmful long=-terr e‘fect - physical, emoticnal, and
rental - associated ~ith the use of and dependence
on drugs, olcohol, smokirg,

HEALTH PROBLEMS AND NEEDS ASSCCIATED W]TH CARRYING QUT THE
FUNCTIONS QF THE FAMILY QR HOUSEHOLD AND FULFILLING THE
RESPONSIBILITIES OF PARENTHQOD

1, Reproduction
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2,

b,

Co

d.

f.

Many pregnancies, large family, short spacing
betwsen pregnancies, and early age of mother,
8ll interrelated factors which may affect
adverssly maternsl heslth, child health end
even family heaslth,

Pregnant teenagers s high risk group., High
incidence of complicaticne of pregnency, including
high blocd preseurs and snasmis, preracturity,
abortion ccwpiications, high desth rate of babies,
and in the ycung girl, not fully developed
phyeicelly, serious cifficulties ducing delivery.

Pregnancies cuteide of marriags, ~hen rejected by
pesrents or juerdians, :i~hibiting some girls from
seeking pre-natal ca:e, and, in some instances,
leading them to secure non-medically controlled
abortions, .

Continuum of pregnencies, starting at an esrly age
with resulting lerge families which cannot be
adequately fed and cered for,

Need for better spacirg of children so that one
presgnancy does not immediately follow snother to
the detriment of maternal and child health,

Need for scientific knowiedge of reproduction,
birth process, and early adolescence,

Other,

Phygicel Majntenance and Prosection

b,

Co

d.

Crowded housing conditicns, maxing it difficult to
carry out the necessities cf life and creating
emoticnel protlems, Infecticus ciseases more
readily spread under crowded living conditionse,
Lack of privacy exposes children and youth to
soxual aspects of family living,

In some areas, water supplises may be inadequate,

Insdequate facilities for and careless disposal
of body was:tes und refuse,

Poor focd handliing practices erid lack of suiteble
food storage facilitiss,

Personal hygiene practices sometimes poor and
restricted or asggravated by atove conditions,
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3.

f.

g.

Accident hazardes in and about the home.

Other.

tducation and Socislization

b,

Coe

Family Patterning

(1) In some instarces, pattern of eariy sex
relationshins perpetuated from generation
to gereratacn,

(2) A son rmay sroke because his father or older
brother smokes,

(3) Other,

Status Conferring

(1) Fertility may become & status symbol proving
manhcod or demonstrating that a woman can
produce children,

(2)  Using lir:ted funds for luxury items with
high status value at the expense of less
costly items of grcater health value,

(3) Othor.
Recreation

(1)  Over-stimulation, over-cating and fatigue
of children who are included in family
recreaticn pursuits unsuited to their "age
levels,

(2)  Promiscucus sex experiences becoming a form
of recreation for some younqg people,

(3)  In some areas, lack of home ard community
recreation outlets agprepriated for
physical, emotional and social development
of children and youth. .

k&) Other,

¢« Defining Masculjine and feminjne Roles

(1)  Some evidence of differentiated treatment
sccording to culturally accepted sex roles -
boys often allowed great freedom while girls
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may be burdened with household and child
. care duties, sometimus beyond their physical
and emotionsl cepecities,

(2) . Need for encouragement and opportunities to
develop within the family and community those
Qualities of life as boy and girl or man and
woman, which contribute positively to good
interpersonal relationships and strengthen the
fibre of family and of Jemaican Society.

(3) Other.

4, Home Management

"t @&, Managemgcnt of time - difficult to carry out the basic
necessitiss of heslthful living in houssholde where
human ensrgies ere depleted by ill heslth or by the
numerous household tasks connected with raising a
large family,

b, Distribution of ressponsibilities - need for 8sssign-
ment of tasks, including such tasks as child care,
food preparation, cleanliness of premises, Often
difficult to carry out in urban cormunitiss when
both parents wcrk outside the home; perhaps less
difficult in rural areas where extended family cen
share some of the responsibilities,

c. Distribution of resources - need is especially acutse
in reepect of competition for limited funde and
determining priorities for their use including heealth
and medicel care.

d. Need for young people anticipating familiss of their
own to consider ability to manage & household and
assume responsibilties which will befall them in
keeping a family in good hsalth,

8. Planning family size in terms of health, socio-
economic position, and life goals incressingly
recognised as a need among all parts of society.

f. Othez.,

h are
., Young people often become parents without thoughte

of parental responsibilities, including their
responsibilities for health care of the child.
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"b(

d.

fe

. Nsed to recognize that a child has his rights as

well as parents - that he shall "enjoy special
protection, and shall be given opportunities and
facilities, by law and by other means, to enable
him to develop physically, mentally, spiritually
and socially in a healthy and normal manner and
in conditions of freedom and dagnity".
"Declaration of the Rights of the Child" as
proclaimed by the General Assembly of the United
Nations on November 20, 1959, See U.N. Division
of Human Rights 1968 Year Book for Human Rights.
Human Rights. New York, United Nations, 1967
PPe 89-90.

Need for a child to be brought into & world where
he is wanted,

Need for good pre-natal and-nost-natal care and
continuing attention to the healthful development
of children and youth throughout the years of
dependency.

Need for communities to provide essential child

health facilities and services and assist families
in their effective uss.

Uther .
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App®NOLX

LEGISLATION
By Mr, R.J. Fenney, C.B.E., Field Director

TRODUCTION

The W.H.0. Expert Cormittee in their report on The Organisation
and Administration of Maternal and Child Health Services said:

"The field of maternsl and child heolth is covered primarily
by public health laws, but also by other laws related to
education (cchool kealth), social affairs (edcpticn,
ingtitutional care, day care, care of children in fcoter-
homes), labour (employment during gregnancy), etc.”

MATERNAI _AND CHILD HEALTH LEGISLATIGN CLASSIFICAT]ON

1, Legislation regardirg registration and reporting, e.g.
the registration of barths ard deaths, th> reporting
of communicable diseases,

2. Legislation regarding licensing, e.g. licensing of
personnel (physicisns, rurses, midwives) or of services
(hospitals, institutions, day-care centres),

3. Legislation regarding action, e,g. immunization of -
certain grouns, such a8s children, examination of
certain grouns, such as children on admission to
school, or protection of certain groups, such as
pregnant worxing women,

MCH oadminastratcrs should inquire into the need for
legislation, advocate legislation where it is necessary
and assist in the drafting of laws,

The rcasons and need for legislation should be clearly
explained. Before legislaticn is enacted it is sound
practice to conduct hesrings with expgerts in the ficld
concerned and with interested organisations and groups,
Following enactment, it is essential to make provision
for ccnsultation with the agencies, organisations and
individuals concerned so that the intent and purpose of
the legisletion are observed. Consultative and
supervisory staff sre nceded for this,

In general, specific procedures required by law usuelly
represert the necessary minirum,  Manuals of

recormencded procedures usually set higher standards.

LJCENSURE AMD DEFINITION OF PRACTICE

1 propose to deal with Class 2 - Licenayre and Definjtion of
Practjce,
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In most countries the professional recognition of a midwife
implies that she is licensed to attend women in childbirth,

The system of licensure of professions is usually classified as
"friendly" or "unfriendly" depending upon whether the underlying °
object is to protect the profession or to protect the public.

In the first category the members of the profession seek to
praotect themselves by establishing a system of trainipg and
examination to exclude undesirables, In the second category
the state seeks to protect the public by establishing a similar
system, In practice thers is no reason why the two systems
should be mutually exclusive, but if professionalism is going
to be anything more than "a conspiracy against the laity" the
control of licensure must always operate in the public interest
rather than the narrow interest of the members of the profession.,

Legislation to sstablish a profession needs first to define the
profession, The World Health Organisation definition of a midwife
for instance represents in a few short phrases a mass of accumu-
lated wisdom and experience. Bul legislation to establish this
definition in a particular country needs careful consideration,
and drafting.

The first objective of such legislation must be one of identi- '
fication; identification of present practitioners, . o

In the developing countries where we understand two~-thirds of
births are attended by traditional birth attendants this is
particularly important, The maternity service in any country
depends upon the workers who are currently available,

The second objective of legislation is to establish an
effective system of licensura. There are two facets to this
objective; the first is to confer status and responsibility on
the licensee; the second is to establish some system of control
of the licensee,

It is essential that midwives like other para medical or
allied health professions should practise within defined:
limitations, (unlike medical practitioners whose practice, is
only defined in general terms).

It is a function of licensurz to define the limits of practice
for which the licence is issued. It is a secondary function of
licensure to operate controls to see that the limits on practice
are observed. This is not only to protect the patient but 'also
to protect ths practitioner.
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My purpose is to urge that the legislative framework ‘of .a-
satisfactory system of licensure is of fundamental importance,
Only on such a secure foundation can improvements be built,

The identification, licensure and control of all birth attendents
should take priority over the training of elite cadres of
midwife tutors or other educators,

It seems obvious that such legislation must be drafted to suit
the circumstances of individual countries. But though no
universal pattern cen be applied, great advantages can accrue
from comparative studies of systems in comparable countries and
comparable cultures,

For fear it may be thought that I am urging & bureaucratic
rigidity and unifnrmity as desirable I should stress that while
certainty is an essential element in legislation there should also
be a built-in system which allows for development,

Midwives confererces are always obsessed with future training
and no legislation should be considered which does not make
provision for future improvements in training and future develop-
ments in practice. Thas implies that training should not merely
cover the training of new entrants to the profession but ths
retraining of existing members.,

i
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Appendix U

1

PAEDIATRIC CONTENT IN EXPANDED AREAS OF TRAINING FOR MIDWIVES .
By Dr. Keith McKenzie

INTRODUCTION

The primary purpose of pregnancy is to produce a healthy
normal full=term baby.

The care of the pregnant woman is designed to achieve this
result,

Traditionally the midwife has been trained to care for women
during pregnancy, labour and the puerperium, to conduct deliveries
on her own responsibility and to care for the newborn.

ANTENATAL CARE RELATED TO PAEDIATRICS

At present then, the midwife tries to ensure reqgular ante-
natal visits from the first trimester not only for abstetric
reasons but also to ensure a healthy baby at birth,

- .
y

A
‘ -

To this latter end she pays particular attention to the follow2.
ings )

1. . Nutrition of the mother.

2. Preparation for breast feeding..

3, Blood Group and Rhesus factgr.

P i
i

4, Blood serology.

{ |

;

5, Prevention of antenatal Rubella,
6, ' Vaginal discharges and smears,

7. Care of the newborn,

i

By the end of the nernatal period she has handed over res-
ponsibility for supervision of the baby's care to her Public
Health Nurse colleague or Health Visitor.

The new concept of an expanded role for the midwife seeks to
extend her responsibility to irclude supervision of care of the
infant and young child in keeping with the role of a community
health worker.,

Let us consider what further training will be indicated.
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NORMAL _DEVEL OPMENT IN INFANCY AND CHILDHOOD

A knowledge of the normal course of development of a baby
during the first years of life is basic in order to adviss the
mother of what to expsct and to reassure her in the face of the
many little anxieties that worry the inexperienced mother from
time to time.

The fact that little Johnny next door is sitting up at four
months while Richard is still trying to balance st six months does
not necessarily condemn Richard as a retarded child as the mother
may be quick to fear. It may simply be illustrative of the fact
that there is a normal range for development and that there is no
magic age at which the child must sit up or be promptly labelled
as retarded,

Apart from the physical developmental miiestonas, mental,
emotional and social development must be undersiocod as well, as
these factors play equally important roles in the growth of a
healthy child.

NUTRITIONAL CARE OF THE INFANT AND YOUNG CHILD

This is of special importance in our countrles whera
malnutrition is such a problem, '

Traditionally, the midwife should be one of the most important
of the health professionals promoting the necessity for breast
feeding,as she has the opportunity of seeing the pregnant woman
from her first antenatal visit. Furthermore she has the
unrivalled opportunity of seeing her at each subsequent ante-
natal visit or of visiting her in her home and so can play a vital,
role in the mental conditioning of the pregnant woman as well as
in the physical preparation for breast feeding.

i

Just as essential is her role in seeing to the establishment
of breast feeding for the newborn as she sees much more of the
mother and the baby than the Doctor.

She must continue her good‘work by encouraging breast feeding
for four months and advise the mother on weaning practices and
good mixed feeding so that by age one year, baby is feeding from
the family table, | N

I will not dilate on this top;c gs it will be dealt wzth by
the next speaker.

IMMUNIZATIONS
The midwife can play another valuable role in advising the

mother on the importance of a comprehensive immunization programme
for her baby.
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Far ‘0o much illness in our communities and Hospitals is due
to preventable disease.,

The midwife should not only advise the mother but should see
to it that the mother knows when and where to go to start off
the irqwunizetion programme,

PUBLI{ HEALTH ASPECTS OF CHILDHOOD ILLNESSES

The midwif « will expand her role into public health education
of the mother as regards certain illnesses and disorders that may
occur in the early years of life with emphasis on prevention.

I am not drawing up an exhaustive list but conditions like
congenital defects and disorders, malnuirition, gastro-enteritis,
whooping cough, diphtheria, tetanus, measles, congenital heart
disease, sickle cell anaemia, scabies, skin sepsis, nephritis,
rheumatic fever and accidents in the home come to mind,

HE FAMILY AS A UNIT

The midwifs in her community health role can help to instruct
the parents of the child as to the emotional needs of the child_ and
the importance of harmonious relations in the home between the
children, mother and child, father and child and mother and father,

Anything she can do to strengthen the family unit in our
cauntries will be for the welfare of the child. ’

In conclusion this new concept of the midwife as a community:
health worker is exciting and challenging, but requires further °
discussion as to integration with the other workers in communlty
health such as the Public Health Nursd.

148



Appendix V

EXPANDED AREAS OF TRAINING FOR MIDWIVES ; ‘
(IMPLICATIONS FOR NUTRITION)

'
- By Patricia M, Pena
INTRODUCTION

Adequate nutrition is unquestionahly of prime importance in the
health of the individual ard more so in the vulnerable groups,
In a survey conducted in Barbados in 1969, the vulnerable groups
were identified as children six months to 59 months, pregnant and
lactating women, The maternal diet is the ultimate sources of
nutrients supplied to the foetus and it is well known that with
maternal deprivation the outcome of the pregnancy will he less
than satisfactary. Carefully designed longitudainal studies have
shown that matermal malnutrition during pregnancy has serious
repercussions for the child, Ffortification of the mothers' dists
had a definite effect on the babies birthweight which in turn was
associated with increased resistance and better adaption to the
hazards of the environment, The synexrgistic effect of malnutri-
tion and frequent infection ain children i1s well known,

There is an increased need for certain nutrients during
pregnancy - protein to meet the increasing demands for growth of
new tissue (the foetus, placenta, uterus and breasts), Calcium and
Phosphorus for tooth formation, Folicin and Iron for formation of
haemoglobin in the increased total volume of red blood cells and
proper maturation of cells. (Nutritional anemias in pregnant
women throughout the region has been identified as a major health
problem by the Ministers of Health in the Ten Year Health Plan
1971-1980). It is accepted that the increased requirement for Iron
cannot be met by ordinary diets, therefore the use of supplemental
Iron is recommended; other nutrients required in additional amounts
are vitamins, especially Vit. A and C, B Group (fol can has already
been mentioned); Magnesium, Zinc, Iodine, Calories. The
allowances for Calories have been established at 2,100, 2,200 and
2,300 in each of the three trimesters. The total energy require-
ment imposed by pregnancy may not be more than seven per cent of
the mother's total energy expenditure. Duraing lactation the
requirement of Calories, Vitamin A, Niocon, Riboflavin, lodine

“and Zinc are even higher than during pregnancy. Increased fluid
intake 1s also important as well as modification of the normel
dist for the complications of pregnancy.

ROLE OF THE MIDWIFE

What is the role of the midwife in dissemination of nutrition
information? She is often the person who has the most frequent
contact with the mother - at antsnatal and postnatal clinics
whether in a hospital or health centre facility, or in the home,
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Nutritional counselling is not, nor should it be the exclusive
domain of the nutritionist, It is in fact the nurse/midwife who
assumes much responsibility in this area. To do this she does
not need to be an expert in nutrition, but she must have a sound
basis for much of the advice regarding nutrition which she must
give, At the present time throughout the region little nutritional
counselling is given and the information imported is often not
unifarm,

M.C.H. Services should aim at continuity of care - i1n the
hospital, health centre and home. Because of the nurses!
knowledge of the family background and becasuse of the mutual trust
founded on long contact, MCH services form ideal sites for educa-
tion of direct or indirect nutritional importance. Advice on the
delivery of nutritional requirements needs to pe interpreted in
terms of local food preferences, habits and meal patterns.

NUTRITION EDUCATION IN THE TRAINING OF MIDWIVES

Where does the midwife acquire her basic nutrition information?
Often such information 2s limited to he Lasic nursing programme.
Examination of some of the existing midw.fery curricula reveals that
there 1s little or no nutrition offered. What e«ists in some
areas consists primarily of infant feeding, breast and artificaial
feeding.

To improve nutraition education in the training of midwives and
upgrade their competency in nutritional counselling, the midwifery
curriculum should contain a minimum of 20 hours of nutrition and
diet therapy to include the following:

tor vt ’

1. Introductior to the basic principles of nutrition.

2, Food nutrients, their functions and sourcas wzth
emphasis on cost-nutrient values of 1ocal fooqq%r
Nutrients - Carbohydrate, Protein, Fat Vltamlns,
Minerals (Water and Cellulose).

¢ ot tr o
L S 4

3. Composation, structure and selectlon of foods. i
Principles of food preparation. Menu plannlng.
The understanding of a balanced diet,

t

4, Metabolism and calorie requirement.

Se Dietary factors tequired to meet the nutritonal "
o needs of various age groups - infants, preschool,
school-age, adolescents, pregnant and lacteting
women, Recommended Dietary Allowances.

'
i

6, Pasdiatric Nutrition.
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8, Nutrition for normal growth and development.

b. Feeding handicapped children,

c. Halnugggggon:

(1) Undernutrition (P.C.M.)
(2)  Overnutrition (obesity)
d. Food allergies,

.. Infant feeding and emphasis on breast fesding.

v

1. Supplemnntary foeding (multimix concept).

7. Rolo of nutrition in obolxty and cardiovescular discase
‘ “(raducing diets, lou sodium diets - current concepts).

8, Hodificationo of the normal. dxet for diebetes,
- Diabetes in pregnancy.

9. Community nutrition,
"10. - Nutrition in complications of pregnancy.

11. Socioseconomic or educational factors affecting adasquate
nutrition,

12, Good dietary practices is not current food fads and
misconceptions,

The objective of the foregoing outline is to impart to the
midwife knowledge of food, food habits, food economics, provide
8 sound background in nutrition, to indicste the part a well
balanced diet plays in good health; to create an awareness of
the nutritonsl problems affecting mother, child and family and the
role of the modified diet in nutritional rehabilitstion; to
create an appreciation for the place of nutrition in the midwifery
- curriculum,

ldeally, guided clinicel and fisld experiences should be
correlated with theoreticas) learning to provide opportunities for
the spplication of learning and acquiring of new skills,

But the inclusion of nutrition education in the midwifery
curriculum is not enough, The midwife must at all times impart
current up-to-date nutrition and diet therspy information to
mothers, Nutrition education must be a continuing process 8s new
research brings additional knowledgse. Therefore, in service
training should constitute a part of the continuing education

151



programme for the midwife as she, and indeed all those who impart
nutrition information, formally and informally, must keep abreast
of changes in the field of nutrition. Hore misinformation is
passed on by well meaning andividuals who have not bothered to
keep up to date. The long outdated concept of the green banana
being a gocd source of iron (due to colour changes during cooking)
is an =xcellent example!

M.C.H. Services must have a vital educational role. The
plethera of costly prestigious highly advertised infant foods pose
special problems of interference with lactation and wasting of a
limited budget on convenience foods with high cost/nutrient values,
How many midwives are aware of the nutritive value of local foods?
Are midwives in the region fully aware of the concept of the
supplementary value of proteins (amino acids) and that
traditonal cereal legume mixtures like rice and peas, Loti and
dhall, pea soup with dumplings are good sources of protein since
the limiting amino-acids in the cereals and legumes are supplemented
when the two are eaten together? That greater stress is now laid
on the provision of sufficient calories rather than protein in
P.,C.M.; the concept of the multimix for supplementary feeding.

These are but a few of the newer concepts in nutrition education
of which you must be aware in order to provide effective nutrition
counselling and fully achieve the goal of competence in patient
care.

i
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Appendix W

FAMILY PLANNING AND HOW IT COULD BE INTEGRATED INTO !
THE MIDWIFERY CURRICULUM

By Helen Christian - Trinidad & Tobago

The government of Trinidad and Tobago recognises the “act that
Family Planning is an essential part of any health oriented
curriculum, In keeping with the terms and agreement between the
Government of Trinidad and Tobago and the Internationa Bank for
Reconstruction and Development, The Ministry of Health has
incorporated Family Planning in the Basic Nursing Curriculum and
Post=-Basic Nursing Programmes in the country.

The aim of the project is 4o give more emphasis to Family
Planning in the basic training of nurses, because it is felt that
nurses can be very influential in motivating a substantial pro-
portion of the females population with whom they coms into contact,
during the performance of their functions in the Health Services,

The integration of Family Planning demands that the subject
matter be included in all education programmes. It also demanded
that Nursing Tutors be prepared for their educational role in
Family Planning.

Under the direction of the Medical Officer, Population
Programme, workshops were arranged in 1970-71 to give the tutors
required training, and at the same time to prepare guidelines to
be used in their classrooms., The result of these efforts ic a
Family Planning Reference Manual, which is used in all nursing
education programmes in Trinidad and Tobago.

I have been asked to speak on Family Planning and how it '
could be integrated into the Midwifery curriculum. Prior to
1971 lectures by obstetricians and tutors consisted of a course of
lectures including the.followings

1

1.'*4Hietory'of Family Planning.
B ETAT 4 el v A e N 7 .
2. 'Sotio-economic factors.; Cro
‘4“

3. Organisation of family plann;ng cllnlcs

EAT]

iy {M, 4
. 4, Mstnada of contraception and advantagss and d;sadbentagea.

55w g
. AN RS L

5." ¢ Knowledge of avallabla fBCIIItIBBPLBMTrlnldBd and Tobago.
On the advice of the Director of Nursing Education the follow-

ing topics have been incorporated into the obstetric programme
' under the following headingss
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ANATQMY AND PHYSICLOGY
1, The Re dycti S em
0, Hyman reproduction
b Concepts and Methocds of prevention of concoption;
2. Ante-Natal and Pget-Natal Cage 7
e; Heelth mspects of family planning in relation to
she mother with emphasis on increasing incidence
in venereal disease,
"3, Psedistrice

8, Heslth effects of farily planning in relation
to the child.

b, Socio-economic effects.

4, Pyblic Health

8, History of family planning.

b, Community education and .motivaetion in.family
planning., :

c. Family plenning clinic oréahio;tion.t
S, Vjte]l Ststistics | o
a, Health of family,
b, Advantages of cereful planning.
In addition to theoretical experience, 8ll pupil midwivee
have sight-sight hours practical experisnce in the Family Planning

Clinics. This is in addition to experience gsined on Poat-
natal and gynaecologicel wards,

SONCLUSJON

So far the midwifery school «staff has found the proqrammo.fo
be working well. ' However, I ehtil welcoms any ‘suggestions for
change,
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Appendix X

w7 EAMILY PLANNING MANPOWER

¢

By Dr. Willard Boynton
Deputy Director, Office of Population USAID

Midwives should be aware of the population problem as well as
the health aspects of family planning. There is a world popula=
tion oroblem and those of us who are population workers believe that
if we do not blow ourselves up with atomic bombs, the slow quiet
cancer of the population explosion may destroy society just as
completely unless birth control parallels death control.

Today there are nearly four billion people in the world. Each
year there are 80 million more than the previous year. In 10
vears we will add another billion people, whereas it took hundreds
of thousands of years, until 1830, to reach a world population of
one billian, ,

This Conference has been talking about two million people in
Jamaica, nearly 250,000 in Burbados, etc. and the difficulties of
providing reasonably adequate MCH services for these numbers.

In our AID Population Office we talk about the 800 million fertile
couples that reed family planning services. If we can't provide
. adequate health services for our present paopulations, how can we
prov;de for 80 million more people each year? P

Why must we, as midwives and physicians, be interested in .
populatlon and famlly plannlng? There are four good reasons:
wipe gy “ e t
[x To promote economic and social development - the pr;ml
ivee 1nterest of AID -and of most developing countrles.

rip
fh r, . t

o
Plans’for economlo and social development in developing |
‘countries are undermined: by rapid population growth ...,
rates of 2.5 to-3 per cent per year, When national:.~
prodottiv1ty gains of approximately 5 - 6 per cent. .«

‘ have to be divided among 3 per cent more. people; . . .
little is left over to improve health and nutrition, -

i

3?51 "To'proﬁeépﬂthé health of mothers and children,

| e
rf\é‘a “public health physician working in developing * &
countrles, I' am convinced that the spacing and .
limiting of children will do more to improve public
health than most any other health measure possible

blund
Wlth llmlted resaources, . -

I
wi b

23, To ensure a human right and therby enhance human
freedom. '

a4

4
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The United Nations has declared that access
family planning information and services:is
human right; 30 heads of state have signed
declaration to that effect., Midwives. are
largely women and women are demanding thear | ;s
right to eguality and freedom, including the
choice of being pregnant or not being pregnaqﬁ.i
- oy,
"4, To ensure adeguate world resources and to limit
world pollution.

L O ct

The recent petroleum shortage should make us "

. all aware of the fanite resources of our planet,
We heard todav that bus schedules changed from
once every half hour to once every hour becauss
of a shortage of petrol. The majoraty of the

* world's population are undernourished and mal-
nourished. Increased agraicultural productivity
is offset by populztion increases while prospective
shortages of petrol, fertilizer and insecticades
meke future wrcreases an productivity uncertain.
Most of the mcjor cities of the world are developing
a canopy of untealthy smog which becomes steadily
Wworse., »

‘

What is going on in family planning? AID is providing about';
100 million dollars a year to assist family planning programs in )
developing countries, Private organisations and governments
of other developed countries together are givang about the same
amount. This assistance 1s available through bilateral programmes-
country to country assistance; through such multilateral
programmes as the United Nations Fund for Population Activities;
through the International Planned Parenthood Federation; through
intermediaries such as the Family Planning International .
Assistance, the Population Council, the Pathfinder Fund etc;
through training centres such as Johns Hopkins University,
Downstate Medicel Centre Midwifery Programme, the University of
North ‘Cazolina, etc; and through private foundations such as
Ford and Rockefellsr.

So you can see there ore many opportunities that you can take
adventage of to expand ond enrich the family planning component of
your MCH services., No MCH service can be considered satisfactory
or complets unless it includes adequate information and services
for the spacing and limitaing of children.

Are we making any progress? Yes! A few years ago we could
herdly discuss birth control - not at all at AID until 1965. Now
we assist 36 countries bilaterally and BO countries through
intermediaries, WHO has received requests from 50 countries for
agsistance in family planning. There has been a rapid increase
in family planning acceptors, but programmes still reach only
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S - 10 per cent of fertile couples worldwide. The more
advanced progrommes reach 25 - SO per cent of fertile couplas,
We have done very well in a short time but we are Just stoerting
and have 8 long way to go in a hurry,

As health professionals we have neglected fa-nily planning as o
health meosure, I was able to graduate from medical school with
no training in family planning and even today 1 om afraid most
doctors, nurses, midwives and public healt* workers receive little
or no treining in family planning, Yot the outcome of pregnancy
is determincd more by the number of pregnancies, the intervel
between births and the age of the mother than by rost of the
routines we doctors and midwives put our patients through, If we
reslly care for the welfare of our patients, we must focus rore
on those thres factors,

The 'WORLD HEALTH' magezine of WHO in the Januery 1974 issue
has an excellent article by Dr. Omran on the health bensfits of
femily planning for the mother and child. Every midwife should
read it.

Since 1865 it has been recognised that grand multiparas run
greatar risks of disorders of the placents, uterins rupture,
hsemorrhage and abnormal presentation, They also run an’increased
risk of diabetes, cancer of the cervix, malnutrition, and chronic
ill health, Even fathers are subject to hypertension and gastric
ulcers due to worrying how to pay the bills,

Mothers who conceive before twenty or over thirty are poor
obatetrical risks. Those who conceive between the ages of thirty
and forty have twice the risk of dying in pregnancy or childbirth.
as women between twenty and thirty. For example, in Thailand, it
has besn estimated that if births to mothers over thirty could be
averted, a;proxzmataly 1 500 uomen per year would bs saved from
death.

The interval between births is also important. Relevant date
demonstrates that the psriod between the end of one pregnancy and-.
the beginning of another should be no less thon two and no more
than five years,

In his article fos WHO, Dr. Omran‘concludes:

"World-wide experience indicates that effective family planning-;

can favourably influence the health, development, and well

being of families and individual family members in many wayss -
By meking it possible to plan family size - that is, by -
enabling every couple to have the number of children
considered best in terms of health, socio-economic
rrgources, and femily goals, Four health objectives
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should be considered in pianning family size:

a.
b.

Cs
d.

2. Byop
and

J. Bym
ages
moth
matt
firs

4, By m
legi

5, By p
aborxr

To lower levels of fetal, infant, and childhood
mortality and sickness,

To improve the physical, mental and intellectual
development of children,

To secure the health and life of the moather,
To enhance family health and adjustment.

lanning birth intervals, to improve maternal health
child development and well-being.

aking it possible for women to have children at the
at which pregnancy carries the least risk for the

er and the best chance of successful outcome - a

er of particular saignificance waith regard to tha

t and last pregnancies,

.

akaing it possible to avoid unwanted births, whether
timate or illegitaimate,

reventing abortions, especially hlgh-rlsk (lllegal)

tions, S T

' v
- ) * v

6. By making 1t possible thrcugh geretic counselllng for
couples with hereditary diseases of handlcaps to avoid

pass

Family Pl
and continua

Most fami

coverage of the country with adequate services.

ing them on to their children,

anning has two principal praoblems, adequate coverags
tion rates. Midwives can help solve both problems,

ly planning programmes do not begin to provide complete

studies that 90 per cent of vasits to rural health clinics are

made by peop
family plann
miles apart?

le living within three miles of the clinic. How many
ing programmes have clinics located only five to ten

A very important deterrent to better coverage is lack of trained

manpower,

Most developing countries in the world have one doctor

for 5000 - 25,000 of population, and they tend to congregate in
cities, The number of graduates of medical schools in most of °
these countries are barely adequate for the population increases,
Therefore, doctors cannot provide the family planning services
needed to solve the world population problem,

Midwives
the bulk of

and nurses must come to the rescue; they must provide
the professional person power required., Every study

with which I am familiar demonstrates not only that they can do the
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job, but that they cen do it better, Nurses and midwives will
take the time to establish rapport with women patients; they can
learn to insert IUDs safely; they can screen patients for the safe
use of oral contrecuptives; they can teach patients to use
conventional contraceptives; and they can provade treatment for
side effects of contraceptaives,

Although midwives and nurses can provide tens of thousands of
family planning staff, we need hundreds of thousands if we are to
serve =11 B00 million fertile couples in the world, That means
we must enlist the help of auxiliary nurse-midwives, indigencus
medical practitioners and indigenous midwives. These auxiliary
workers must be supervised by qualified midwives., Since midwives
have experienced and sometimes resented the quality of doctors'
supervision of their own work, I am sure you will recognise the
need for gracious and sympathetic supervision of your auxiliaries,

As a physician, I would like to see every patient have nhe.bést Ny
medical care possible, As a public health worker, I wnow our
family planning programmes must have realistic staffing patterns or
we will effectively deny any service to people, Therefore, the
medical service offered in family planning progrems must be the

" .best podsible under existing conditions, but it must be consistent
with the level of medical care possible in the country.

Family planning services have been plagued with peor continua-

tion rates - sometimes as low as 30 per cent after one year, I
:amconvinced that the most significant factor is an unsatisfactory

. ekperience at the clinic where services is rendered, There is
often a lack of interpersonal communication - failure to explain

.. adsguately the procedure and the expected results., Further

"+ daterents to patients' continuation of family planning are
excessive fees for the service and a long waiting period without
adequate shelter or diversion, Supplies may be limited and
equipment lacking., Patients may be required to return too
frequently or clinics may be held at inconvenient times or for very
limited hours. Too often potential family planning acceptors are
told to return at some other time or to go to another clinic.

As midwives you know that preventive services such as prenatal
~care or family planning must be offered to patients in an accessible
and acceptable manner if you want them to return for more services,
They must be convenient as to time and place, financially affordable
and acceptably presented. Midwives who understand tender loving

, care are needed to organize family planning services,

My conclusions are that:

1. Midwives have a duty to protéct the health 'of mothers and
children by providing family planning services for the
spacing and limiting of pregnancies,
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2, Midwifery training courses must include adequate
instruction in family planning,

3. Midwives must participate in family planning work or it
cannot succeed,

4, Midwives must co-operate willingly in family planning
work both with the doctors who supervise them and with
the auxiliaries whom they supervise,

5, Family Planning must become part of our accepted health
culture, if we are to solve the world population problem
and are to take full advantage of an important health

measurs,

In these ways midwives can help improve the quality of life in
the world by improviny heaslth and extending personal fresdom,
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Appendix Y

NTIN AT FAMILY PLANNIN
By Thelma Grant - Downstate Medicel Centre, New York
The topic of my discussion will be continuing education in
femily planning., Before I discuss this I would like to spend a
few moments discussigour family planning training progromme at

Downstate Medical Centre,

FAMILY PLANNING TRAJNING PROGRAMME AT DOWNSTATE MEDICAL CENTRE

With the financial assistonce of the Population Council, the
Ford Foundation, and the Rockefeller Foundation, our family
planning training cf three months' duration for foreign troined
midwives sterted in October, 19£6, We started originally with
three troinees, four staff members, anc two ghygsirinnag,

Since April, '97!, our prcgromme huas been supported by a yrant from
the Agency for International Develcgment. With the advent of
A.1.D. support, our progromme was expanded., The number of cur
trainees gradually expanded from 10 to 15 per session, Our
family planning staff increased to eleven staff nurse-midwives

snd four physicians, of whom two are part time, and two are full
time,

1, De iption of Clinic P ation

There are currently over 25,000 patients registered in our
clinic of which spproximately 6-7 thousand are inactive, Our
petients are 80 per cent black, 15 per cent Puerto Hican,

and 5 per cent Caucasian. About 80 per cent are under

age .30. In general, in our clinic, patients are permitted
to choose the method of contraception they desire unless
there are medical contra indiceatione, Our clinic offersa

all methods of contraception,

2. Trajning foreign Trajnees

. There are three training sessione per yaér, each of 12
weeks' duration, The training programme includes:

8, Genersa)

(1) - Comprehensive:instruction-in sll phases of family
planning. »

(2) Understanding the basic concepts of the anatomy
and physiology of the reproductive systems.

(3) Complets introduction to accepted methods of

- 7., family planning and exposure to the experimental
methods being investigated by us and others,
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(4) Instruction in demography and the economics of
family planning. ’

(5§) Orientation into social service problems of
family planning.

(6) Clinical record.keeping and follow-up of patients.,
b. Pelvic Examinations

All trainees must becnme efficient in performing
pelvic examinations. In order to properly care
for patients medically, end in order adequately to
prescribe family planning methods, ths traines must
learn to:

(1) Determine position, size and shape of the
uterus and adnexa,

(2) Determine the direction of the cervical canal. .

(3) Sound the uterus and recognise gross pelvic
' pathology.

(4) Properly take Papanicolaou and G.C. Smears.

Ce Laboretory Techniques

Qur trainees are taught a minimum of laboratory .
techniques including: ’

(1) Hematocrit or haemoglobin determination,
(2) Trichomonas and: monilia slides,

t J

(3) Prenostican test and urinalysis.

f 1 1
»

. These tests ars performed whenever indicated on her
ER "“pdtient and are cartied out under the direct:super-
‘“vision of her instructor. ‘

d. Didactic Instructions

In addition to the clinic instructions, the)trainees
receive didactic instructions in: ' .

(1) Demography.
(2) Psychology in fémily planning.

+ (3) Endocrinology of the ovulatory cyclewénd oral
- contraception. C ‘

162



" (4) Disorders of menstruation.
(5) Infertility.
(6) Paediatrics.
(7) Sexuality.
(8) Veneresl diseases.
(9) Abortion, tubal ligation and vasectomy.

e,  Other
After the third week, the trainee begins to insert
IUDs under very close supervision. After the sixth
week, she is usually capable of doing this on her
own., Our past 169 trainees have performed over
16,220 pelvic examinations and 13,637 breast
examinations, They have fitted over 668
diaphragms ancd have inserted over 4,373 IUDs, without
a single peforation of the uterus and have prescribed
oral contraceptives for approximately 14,000 patients.

Our clinic operation is carried out primarily by our
nurse- midwifery staff and our trainees. The medical
staff is present for supervision and consultation.

The nurse-midwifery staff is charged with the rasponsi-
bility for clinical instruction of medical, diploma,
Baccularate nursing, and basic nurse-midwifery students,

The New York City Maternal and Infant Care Unit has
provided us with family planning counsellors who
give contraceptive advice to patients on the post

..partum, gynaecology and abortion units. If we are
to meet the unmet needs in family planning, we must
get on with the job of training paramedical people
to deliver these services under appropriate medical
supervision.,

STATEMENT ON PHILOSOPHY ON CONTINUING ENUCATION

The complexity of knowledge and skills required to safequard
recipients of family planning services makes it imperative for
physicians, nurses, nurse-midwives, family planning nurse practi=-
tioners, and family planning counsellors to cortinue their education
in family planning., Completion of a three month training programme
in family planning no longer prepares for a life time of practice.
Family planning as an essential social service must be concerned withk
meeting changing societal conditions and needs, Programmes of
continuing education in family planning must be designed not only
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for nurse-midwives, but also for members of other allied health
prafessions and recipients or consumers of health care.

1. Continuing Education Includes:

a,. Trainang maternal and infant care family planning
personnel from other nations, Each year, from 30 -
50 graduates and professional workers in maternal
and infant health and family planning programmes in
other countries come to the U.S. to learn more about
continuing education in family planning. These
professional workers are anterested im clainical
techniques, especially in administration,
statistical evaluation methods of family planning,
and studies in behavioural and cultural acceptance
of birth control.

They are eager to share our experience in training
professionals and non-professionals, and techniques
for obviating the manpower shortage. ‘Participants
want to know how to use practically illiterate
‘assistants i1n health programmes.

The controversial topics of vasectomy, tubal ligation,
and abortion are reviewed eagerly and the particular
‘hazards encountered with family planning for
adolescents are increasingly relevant.

‘fhe training in such programmes are usually conducted
by a public health officer (MPH) and an assistant
who handles secretarial and administrative duties,

The 56 maternity and infant care projects give
physicians and nurses &nd social workers from less
developed countries an opportunity to see family
planning at all phases. In these projects, teaching
goed nutritional patterns to patients is emphasised.
Community participation in the management of clinic
programmes is demonstrated in many cf these projects.

Downstate Medical Centre has helped in the continuing
education of foreign visitors. The special interasts
of physicians are usually:

%

LI
Yook,

v
1

Family Planning, Paediatrics, Obstetrics, -
Ultra-Sound, Infertilaty, Laparascopy,
Coloposcopy and Abortion,

I believe these graduate trazining programmes have been ¢

of value largely because they either supplement or ?
tie in with the efforts to improve the health of
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mothers and children in the participants' home countries. For
example, the multi-disciplinary approach to MCH and family
planning programmes, the extended role of the nurse and the use of
auxiliary personnel are relevant to participants or students

from developing countries, where manpower cannot keep abreast of
the population's medical needs.,

The students and participants who come to the U.S5. for continu-
ing education have benefited from scientific studies and ressarch
which would not have been aveiiable to them, in most instances, in
their own countries,

In regard to these considerations, the MCH training programme
has relied on the students apparent awareness that the practices
they ubserve in the U.S. need to be evaluated in terms of their
applicability in their respective countries,

2. The Nurse Practitioner in Family Planning

I feel that the development and utilization of family
.planning nurse practitioners is a logical extension
. of the role of the nurse as a provider of primary health
care for women. Most of our large cities in the U.S.A.
- are faced with major problems relative to family
planning; for example:

a. Inadequate services for the low income, person.

EETENE

b. Lack of awarenass and dlffzculty af enfry 1nto a
health care system.

e n:.l...l;-o- X . ;' < M R i
c. Poor continruity of ‘services’ to womeH" durlng“thelr
years of potentlal child baarzng._ \

"oy oo

'
:'" s H) ‘l *

1*

de. - A large number af potentlally hzgh rzsk -non=,
'f~:ﬂ pregnant women in low income populatzo ﬁ,.ﬁ’

. 4
vy

As part of a project program to attack tbe abcye problems,
Planned Parenthood Association of N.Y.C., and Hartford
Hospital, University of Connecticut, .(funded by OEO) are
training nurses so they might assume more, responsibility
in family planning clinics.

W3 e o~

* K NUTISNRAY i
Instituting this programme requzrad initiel acceptance and |,
approval by hospital administration; physicians apd
nursing services.

What should be the criteria of a family planning practi-
tioner programme?

Nurses selected for programme:.:
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3.

"a. Are registered professionsl nurses,

. Have a broad knowledge of maternity nuresing.

. Demonstrate manual dexterity generally related ¢c¢
obstetrics exterience,

d. Demonstrate ability in teaching femily planning,

These criterio sssure the delection of nurses with good
judgement, moturity, solid background, and interest in
the goals cf o family planning pvugramme,

The curriculum is almost the sare as our threes month
family plenning treining programme at Downstate, More
emphasis is placed on prlvic examination and evaluation,
Unlike nurse-micwives, most nurses have neve performed
pelvic examinations.

One family planning nurse practitioner at Hartford comments,
"daterminotion of the size, shape, consistency and loca-
tion of the uterus is not & simple procecure; & fact
willingly attested to, by the doctors, agreess that the
evaluation of the adnexs remains the greatest concern in

the physical exam",

‘As ohe can see there is 8 great nsed for the oxtended role

for nurses, but continution and general approval of this
progremme is yet to be seen. ‘ :

Community Heslth Services and Famjly Plannjing

This is education on the part of the public to relate to
the community, In 1969, the N.Y.C. MIC started s
programme in the training of lay persons as family
planning counsellors, The trainees were of various
othnic background, selscted from the community where
Maternal and Infant Care clinics are located,

Duration of the training programme is six.to aight weeks,
The curriculum includea: :

LD Pregnancy and birth.

“b. = Mathods of contracoption.'

Ce Sexuality.
U ol MR

d. Patient/Counsellor relationship,

e, Evaluation of the progremme,’
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4,

f. Structure of the hoapitaliil
g On the job training,
h. . A total view of M.I.C,

At the completion of their training, these family
planning counsellors are assigned to hospital and
community MIC family planning clinics. Their primary
role is instruction of controception to patients on

Post Partum, Gyn,, and Atortion Units, Currently there
ere five ccunsellors employed at our institution (KCH),
They are doing a tremendous job of counselling our
patients and we dc hope we will be able to continus their
employment.

In Servjce €ducation

Implementation of staff educationsl progremmes in family
planning for nurses and other hospital personnel should
include one to three days workshops depending on the
hospital and nursing service, This includes education

on all methods of contraception. This involves
encouraging health personnsl to learn sbout birth control
methods and to be aware of when and where services are
available and of other matters relevant to inform patients
and to help them start and continue birth control.

The staff should be.instructed in providing the individual
or couple with advice on the health implications of child
bearing especiaslly as influenced by the mother's age at
first and last pregnancy, intervals betwesn pregnancies
and the number of pregnancies.

_The staff should also be informed sbout the various

referral agencies, e.g., Child Health Stations, Social
Services, Social Hygiene, Marriage Counselling and other
family planning services availablse,

At_the Downstate Medical Centre, in service education is
égyén_to all nursing personnel at least once & year,

At these sessions, organized lecturee, clasees and distri-

bution of audio visual material are given in variouse
aspects of family planning, There is usually a Question
and Answer period. This is usually a wcrthwhile session
and is considered by the staff to be of substantisl

_professional importance, contributing to their own

individusal professional growth and providing atructure and
information to help maintain a dynemic quality of seervice
to.tha patients,
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ation in Schools

Unjted Stateg

In the U.S., programmes for population education are
in vorious stages of doveloprent at such Universitiee
a8 Columbis, Harvard and Florida State. The need
for family planning education in schools, colleges,
mental inst:tutions und prisons i1s vital, The
N.Y.C. Board of Education hags established a School
for pregnant garls, providing prenoatsl, post partum
and contraceptive services, The Woran's House of
Detention has expressed a desire for contraceptive
services, If the State's purpose of prison
detent:on 15 rehabilitaticn, this goal can only be
achieved :f educotion in ccntraceptive methodology
and controceptive services 1s mode ¢ “-ilable to
women who desire such services, e ‘chlishment of

a "team approch™ to family planning s:rvices,
utilizing & nurse, nurse-midwife, on & visiting basis
to exist:ing colleges, schuols, prisons and other
facilities should be on an "on coall”™ basis, On
several occasions, our family planning staff at
Downstate has visited colleges and schools giving
lectures on contraception,

Sweden,

Sweden's sex education programme in the scnools is
the most unique in the world. It was introduced in
the curriculum in 1944 and made compulsory in 1946,
Instruction in sex education begins with the first
grade and is given throughout the compulsory nine
year school. Topics include contrace, tion,
venereal disease, expianation of the reproductive
process and social, psychological and moral aspects
of sexual relations,

ndia

In India, publications of a handbook called;

Popylatjon Edycation, for secondary teachers, demon-

strates the importance of bringing about changes of
such channels of education,

Nepal

In Nepal, papers by the Ministry of E€ducation
recommended inclusion of population education in
secondary schools, science courses, rewriting of
curriculum and in service training of teachers,
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6. Video Eduéation in Femily Planning

“The New York State Coslition for Family Planning is

./ smbarking on & pilot project using the newest techniques

‘* of video for family planning. The Coalition has developed

'*a series of programmes on contraception and family planning

“+techniques on video cassettes, These cassettes and video
equipment are now placed in 15 clinics throughnut the state
for a six month period on an experimental basis. One of the
aims of this video education is to minimize ths hours of
teaching time by family planning personnel. At Downstate
Medical Centre, this programme is in its initial stages,
tharefore any evaluation at this time would he premature,

‘1/('1

nele . Eamily Planning Training for Social Service
"The family planning training for staff in public assistancs
departments is the project of many creative minds and hands
working in common cause, Family planning is recognised
as a besic human right and information, education and
services are encouraged on the basis that they permit
couples to exercise their rights, knowledgeable and in
accordance with conscisencs,

In 1967, a congressional amendment was passed that the
state and local welfare sgencies must offer and provids
family plenning information, including the availability
of medical contraceptive services, as well as social and
educational services, Such treining programmes provida
case workers in public service departments with & frame
work within which they cen carry out the intent and
purpose of the 1967 amendment,

8. Purpose of Family Planning Social Service

The overall purpose of such a training programme. in
family planning is to equip the public welfare
cassworker with the knowledge and skill necessary to -
‘provide adequate information of services to all
families who are receiving assistance. They can then'
make their own decisions about the number of children,
they feel they should have ac well as about the

spacing of these children; a decision which will be

in the best interest of the physical and emotional
health of every member of each family.

‘b, ~ Educationsl Objectives of this Programme

(1) Acquire the rationale for the involvement of
case workers in family planning counselling.

'2): rAcquire an understanding of family planning as
;.@niimportant praventative health measure and of
ﬁh*.gthe phxloaophy and goals, of family planning,

.
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. (3) Identify and understand the contraceptive

methods and techniques currently available
and their relative effectiveness, accepta-
bility, advantages and disadvantages of each
method, to enable the case worker to anawer
client's questions.

(4) Acquire knowledge and understanding of methods
and techniques for initiating services in
relation to family planning.

-

(5) Acquire information about referral procadures,
recording and follow=-up procedures, in relation
to case work activities in family planning.

The intent of this course in family planning for
gocial wnrkers is to help case workers acquire the
necessary information and counseelling skills to
enable them to provide femily planning advice and
services to clients who need and want such services,

Currently, family planning programmes for case
workers are now being implemented in Michigan,
Illinois, and Plenned Parenthood New York,

2-, Courses for Family Planning NursseMidwives

Courses for nurse-midwives to upgrade and improve as well
as augment their knowledge of family planning should be
included. Continuing education should includs

seminars nn new trends in contraception.

f:b‘v
.

Pasdiatrics

The goal of continuing education programmes in
Paediatrics for family planning nurse-midwives ia

to provide kncwledge, understanding and skills that
will enable them to assume a direct and responeible
professional role in ambulatory child health care.
The program should build on previous nursing know=
ledge and skills and include soms knowledge and
skills that conventionally have been the province of
the physician, Experimentation of such programmes
ie indicated.

Sickle Cell Anamemia
Thie is a hereditary disorder which is only now
coming into proper focus with physicians and

patients alike, Much more information is needed
on contraception for the patient with Sickle Ca;l

170



Anaemia, The oniy methods of birth control we
are dispensing to these individuals ars:

diaphragms, condoms and foam, and depo-provera.
¢ Sexuality

Includes male and female anatomy; normal sexual
response; treatment of sexual abnormality R/0
organic pathology.

How far a nurse-midwife should go depends on the
cultural setting, age and religion,

From four to six hours is adequate depending upon
the student's knowledge of anatomy and physiology.

C‘Patisnts converse more freely with family planning
' nurse-midwives, The family planning nurse-
‘midwife is especially well equipped emotionally,
professionally and physiologically to adminster
counselling in the arsa of human sexuality.
(Suggest films on sexuality, Human Sexual Response
. and the Facts and Fallacies of Sex).

"d.  Nutrition

This is a very important aspect of family planning,
Wa find meny of our patients have very low vitamin
"and iron intakes, and most often complaints are
‘related to poor eating habits and unrelsted to tha;
.modality of family planning,

‘es Ultrasound

3! [ f

This procedure is used at Downstate for localization
of the IUD in patients with suspected ectopic or
uterine pregnancies, and to confirm myomata,

It is of greast assistance in Obstetrics and Gyn~
ascology. This procedure is more advantageous
thant

(1) Probing with instruments and the risk of

. infection, perforation and unreliable

" results,

h(Z) Radiography, which exposes a fetus if present
to ionizing radiation.,

Implementation of all the sbove courses will undoubtedly o
require some fprm of incentive from voluntary or government
agencies,
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9, . New Trends of Contraception

Intrauterine Contraceptive Deviée |

The introduction of an intrauterine contraceptive

device with the progesterone are now in expsrimental
stages in New Zealand, Mexico, U.S. and other parts
of the world, Pvogesterone is a steroid that
decreases oxygen uptake of human spermatozoa,
modifying, at the same time the pattern of utiliza-
tion of selectivity labelled glucose.

In New Zealand, an experiment has been done on female
and male rabbits and three groups of volunteer womenj
one group of eight normal fertile women with

. regular menstrual cycles with no contraception

treatment; one group consisted of seven women with
six to ten months of use of a progesterone T releasing
30 ug. of sterpid; another group consisting of ssven
women with six to ten months of use of a progesterone
T releasing 50 ug. of steroid,

t1) Results

Results showed uterine secretions for the ‘
normal women had little or no_effect upon the
oxygen uptake and utilisation of spermatozoa,
On'the contrary, the uterine secretion of
wearers of the progesterone T produces a
significant decrease in the oxygen uptake, )
also the changes were made more apparent with
the patients wearing the increased progesterons
device. It is possible to postulate in this
study that progesterone released in the uterine
‘cavity may act primarily by interfering with
.spermatozoa metabolism and perhaps with
cepacitation,

Results from this study also showed a reduction
of pregnancy rate and a significantly reduced
frequency of side effects such as bleeding and
expulsion, Since the direct effect upon sperm

. motility was not directly assessed in this

. study, it 1s not possible to state that the
presence in the uterine cavity of progesterone
releasing IUDs makee it hostile to the sperma-
tozoa, However, the mechanism of action of
this kind of contraceptive is not completely
understood, and is still in experimental
development,

, }%72.



‘We are currently using the Copper T and

Copper 7 at Downstate, The Copper T is
.8till. experimental,

The Copper 7 has been approved by the Federal
Food and Drug Administration and is now avéile
able for general use in the U,S.

(2).. Action of the Copper IUCD ',

’

! §

,Available data indicate that dissoclution of
the copper from the IUD causes precipitation
of albumen, which sticks to the uterine walls,
preventing implantation. The copper may also
.interfere with intrauterine sperm transport,
The exact mechanism by which metallic copper
enhances the contraceptive effect of the IUD
has not been conclusively demonstrated.
However, metallic copper is known to dissolve -
from a copper IUD, therefore our patients are
told that their copper 7 intrauterine device
should be removed in about two years.

(3). Acceptance_and Suitability

The Copper T and Copper 7 intrauterine devices
are well accepted by our patients at the

: Downstate Medical Centre. The device can be
inserted into the uterus of virtually all
normal multiparous women.,  Crapps and
bleeding are minimal, ~What is not clear

» however, is whether the decreased blood loss
with the copper device is due solely to its
small size or to the metallic copper encasing
its stem, .
It can be concluded that as. far as bleeding
is concerned, the Copper 7 IUD in our clinic,
produces the least menstrual blodd loss as
measured quantitatively, and hence is suitable
in-developing .countries, especially since
their contraceptive efficacy is highly

_ reliable,

(4) Effectiveness

Pregnancy rate of less than two per 100 women
each ysar,
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(5) Amount of Ceppar

89 mg of copper wire with & surface area
equivalent to approximately 200 square
mms.

Oral Contraceptian

The present trend is toward.the use of oral contra-
ception with less estrogen., At Downstate Medical
Centre in addition to the conventional combined
pills we are now using LoEstrinyl/20 and mini pills
(Nor Q D 0,35 mg, and Ovrettes 0.075 mg, Norgestrel),
The U.S. Food and Drug Admanistration has agreed to
the use of oral contraceptives which contain only
progestogens, Mina pills do not blockpituitary
activity as do conveniional combined pills, Their
main mode of action appears to be the reduction in
the ability of spermatozoa to penetrate the cervical
mucus, This loss of motility most likely is due to
agglutination of the spermatozoa,

There is reasonable evidence that the thromboembolic
risks of oral contraceptives are associated with
estrogens, and that these risks may be greatly re-
duced or eliminated with progestogen only pills,
although their use is not yet sufficiently widews
spread to enable this theory to be tested reliably.

(1Y Side Effects

Progestogen only pills are assaciated with.
menstrual cycle irregularities, but have few
other side effects. Their pregnancy rate is
higher than that of combined oral contracep-
tives but is comparable to that of the IUD or
diaphragm, o

At Downstate, the mini pill is utilised mostly
for patients who have medical problems, such

as hypertension, varicosities, and who refused
other methods of contraception or other methods
may not be suitable,

(2) The Morning Pills

et———

This is a series of high dosage estrogen pills
given to a woman fewer than three days after
unprotected intercourse in the middle of
menstrual cycle, This increased estrogen
affects the uterine lining so as to make it
difficult for nidation of fertilized ova,
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(3) . Dosage ,

1,50 mg. of diethystilbesterol teken daily for

« five days, This method is not widely used in
the U.S. (Yale University is nresently using
this method), and is still in the experimental
stage.

A New Potential Approach to Male Contraception

With the advent of the steroid contraceptives, the
control of contraception has become primarily the
responsibility of the women. One reason for the
unavailability of a male contraceptive pill based

on the same biological principles as the female pill,
lies in the difficulties of achieving suppression of
fertility in the male without interfering with his
sexual drive and potency.

Recently, however, it has been shown in castrates and

in hypogonadal men that a major endocrine function of
the testss can be replaced by the use of subdermal .
silastic capsules containing testosterone. The
capsules are designed to release slowly but continuously
an amount of testostzrone which is sufficient to main-
‘tain libido and potency for at least one year.

This study was conducted by E.M. Coutimho and J.F.,
Melo at the Federal University of Bahia, Brazil, in
1973.

(1) Result

«In all-subjects the drop in sperm count was
:found, to-be; accompanied by, a marked decrease

_in, sperm motility. In most subjects, the
~spermatozoa were observed tc be immotile well

. before the sperm count reached zera. In some
subjects, the initial sperm count of 87 million/ -
ml dropped to 50 million/ml over a peried, of . .
six weeks and to one million in another six "
‘weeks,

(2) « Conclusion .
In conclusion, this study shows that it is
possible to inhibit spermatogeneses in men for
up to-four months without depression of libido
and potency. Libido appears to be maintained
by testosterone released continuously from
thesubdermal silastic capsules at the rate which

-
l
s
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roplaces or supplements endogenous
testosterone. The testosterone capsules

are active for cne year or longer, Whether
the progestin capsules alone have any effect
on spermatozod or male fertility remoins to
be demonstrated. It takes a2 long time for
it to become effective, Usually about three
to ‘our months,

(3) Complications

Local infection and purulent discharge occurred
in one patient at implantation site,

"d. Potentis] Types of Vaginal Contraceptives

‘One ares of particular interest is the possible uss
of a vaginal preparation for the duasl purpooe of
contraception and prophylaxis against venereal
disease, The veaginal contraceptives currently

used have varying deqrees of activity in vitro
against Nisseria, Gonorrhea, Trepoema, Pallidum

ond other sexusally transmitted pathogens, There are
few data regarcing the clinical effectiveness of
vaginal ccntraceptives in preventing the spread

of infection and no single product has been approved
for both purposes, This aspect of vaginal contra-
ception requires further investigation and development
with respect to whesther a single compound or a
mixture of agents would be more effective as a
contraceptive and prophylactic and whether the
preparations available sre suited for this purpose,

The main disadvantage of this contraceptive method
is the requirement that the user be motivated esnough
to utilise ¢he preparation prior to each time she
has intercourse, could be solved by the design of a
bstter delivery system for the active sagent,

CONCLUSION

Although I was invited as & consultant for this workshop, it
has been a great pleasure to have been given the privilege to
participate. This type of workshop, a sharing by all, is a very
stimuloting experience,

Moy I tuke this opportunity to express my sincere gratitude for

the pleasure of being included in this continuing educational
axperienco,
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SUBJECTS FOR CLASSRQOM LECTURES - DJISCUSS]ONS

ngra

1. Anatomy and physiology uf the bresst, technique .
of breast examination cceececcscecssccoccccscscvsssconce 2

2. Anatomy and physiology of the female reproductive
organs, technique of pelvic examination, spscial

aspects of past partum and post abortal exams qeceseees 4

3. Vaginal discharges, laboratory methods, diagnosis and
management of vaginitis and cervicitis sesesececoscsces 3

4, Overview of all methode of contraception seeesscsscscses 3:

S. Endocrinology of female reproduction, hypothalmus--
pituito-ovarian BX18 seesvcscvsssvsssrceroscnssrtrssccns k|

60 Oral COntracaptiOn 0000000000000000000000060000000000000 2

7. Machanism of action of intrauterine devices and
insﬂrtion techniquee I'EEEENEN NN NN NN N I I I B ACECE N A B SN I N ] 3

8. Indications for the diaphragm, instruction for fitting
and patient training oooooooooooooooooooooooo;ooooacooo

W

7

9.* Diagnosis and management of pelvic infection seseecsees 3
10, Menstrusl disorders .....f............................; 2
11,* Demography .........;..........;....................;.. 3
12.® Sexuality and contraception seeesesescssccsscsssscescss 6
13, Hdtivationél techniques seesessssessssssccccscecscocesse 2
14,* Infertility ......i...;................................ k)

15.* Sterilisation - vasectomy and tubal ligation ceeveseses 3.

16.®* Sickle Cell Disease as an example of genetic

problame 0 000000000000000000000000000000000000000000000 3

17.® Pasdiatrics and family planning including keeping
the baby alive, growth and development of infant,
nutrition, immunization, gastro-enteritis,
reBpirOtory IiNfeCtiONS seececossosececcsscsccosscoccocse 10

18, Nurse-midwifery in the United States ..ccececcccccccoes 3
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19. Orgenisation and management of a family planning
Clinic' record keeping 0000000000000 0C0IBICECCNOEEOOOOINOIOODS

20.*% International Planned Parenthood Federation ceeeesecssce

. Lectures given by physicians., Other lectures may be
given by nurse-midwives or physicians.

4
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AMILY PLANNING FOR NURSE-MIDWIVES

QUTLINE OF TRAINING

Classroom Lectures - Discussione
Weekly Obstetrics Seminar

Tutoriels and Asa;gned Study-
Clinicel Work

Vi;its‘to Family Planning Resources

Special Group Activities

TOTAL

7

179

Hourg
67

.,65-

197

17
42

399

Pﬁz Cent
16.8

2.7

16.3
49.4

a;é
10.5

100.0



Appendix 2

CURRICULUM DEVELOPMENT
By Kate Larigq

INTRODUCTION

* Curriculum development, by its very title, is something which
many believe beyond their comprehension., For too long educators
have shrouded the subject in mystery. However, no subject is
more important to midwives, doctors and others in the health
professions, Time and time again we are told that one of our
most important functions is to teach. However, nowhere in our
training are we taught how to teach, except possibly in the
clinical setting. This paper is to discuss some of the simple
steps, which, if followed, will help anyone become a better teacher,
It is not important if you are teaching one mother in a pre-natal
clinic or designing & full year's course of studies for a sthool
of midwifery. Before starting, there is one thing which we .must
all keep in mind and that is the purpose of teaching. This
purpose is to get someone elge to do something new or in a :::
different way than they have done it in the past. Witn this ‘in
mind we will outline the steps to accompliszh this aim,

NEEDS ASSESSMENT

First, all good curriculum development must start with a needs
assessment. It is also important that we find outwhat our
patients or students want to know. One of the principles of adult
education is that teaching must start with the student's present
knowledge and interests.

Needs assessments can be very simple or quite complex.
Probably the easiest assessment is done by asking the proposed
student what it is that they want to learn. However, this has
its drawbacks as many people do not know exactly what it is they
want to learn, In this case they must be exposed to learning and
then given a choice. For example, an entering midwife can tell
you she wants to learn to deliver babies but may not be able to
tell you that she wants to know how to conduct a breech delivery.

With this in mind, there' is a second way of doing a needs
assessment: it is to observe someone who is doing the thing you
are trying to teach and see what they are doing. You might also
ask them to list the things they need to know to do their jobh.
Now all this seems obvious, you may be thinking, why go to all this
bother when I know what my students need to learn? In answer,
let me give you a couple of exampler, To begin with, if we know
what our students need to learn, why aren't we teaching them how
to teach in our schools of midwifery and medicine. We are
generally agreed that this is one of their most important
functions, but they are supposed to learn this most important
skill by osmosis, On the other hand we teach quantities of
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material of questionable value in the belief that it is good for
the student. When I was in school I was made to learn the
insertion points for all the muscles in the human body. Two
weeks after the examination I had forgotten all the information
and have not used the knowledge to this day,

Finally, on the level of midwife to patient. If we did
needs assessments of what our patients wanted to know we might bhe
much more successful in our teaching. How many times have
midwives taught something because that was the appropriate thing
to teach at six months of gestation instead of listening to the
patients needs. I recently observed a midwife telling a mother
all about what to bring when she went into labour. However, the
mother was much more interested in breast feeding, having been ..
unsuccessful in the past.

, Uﬁs last word on needs assessments: there are some quite
aophlstlcated assessment methods which are useful in designing..,-
adult educat;on programmes for large populations: that 15,;f1fty )
o several thousand people. If any of you have need to such:
techniques, please contact me.

SETTING OBJECTIVES

L

Unce a needs assessment has been don the next step is to-set
ObJBCthBS. These objectives need to demnnatrate what we wish
the student to be able to do at the end of his instruction. A
simple patient objective might be that Mrs. Fulan will breast feed
her baby., With student midwives an objective might be that: thly
be able to conduct a breech delivery, or to give the names and.
functions of seven hormones or give the dosages, effects, and.
side effects for four analgesics which could be used during.
labour, If the objectives are vague then you will have no basis
on which to judge success or failure. All too often vague
objectives are used to caver the sins of instructors. If we do
not know what we want the outcome to be, how can we possibly teach
anythlng in a coherent manner and how can we expect our student to
learn.‘ If a needs assessment is done and objectives carsfully
wrltten, the major job of curriculum development is over., More:
than half of the plannlng time should be spent on these two steps,
unless, of course, one is interested in preachznq ones own ideas
rather than in seeing results,

THE_TEACHING PROCESS

The third step, is planning what you are- going to teach and how
you are going to teach it, From the objectives and the'needs - °
assessment 1t should be fairly cbvious what you are going to .
teach. However, the how is another matter. We have a huge
variety of methode open to us, Think back,tp your own school
experience., Did you like the ways in which you were taught? -
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Are you using the same methods on your students and/or patients
today? Unfortunately, we tend to teach in the ways in which we
have been taught and this is a hard mould to break.

A few guidelines about adult education might help. Adults
learn best when they particaipate in their learfhing - this would
indicate that lecture is one of the least effective methods of
accomplishing change., Secondly, we learn better when more senses
are utilised. Therefore, using a blackboard, movies and/or slides
is better than lectures., Group dascussions and active learning
where the student participates, is even better. Remember you
cannot make anyone learn - you can only expose them to learning
and the more pleasant and beneficial this experience is, the more
your chance of success,

Based on this, I think that it is easy to see that for each
step of our educational programme it is necessary to think out

what we are going to teach and how we are going to teach. The"”
teaching process is as importanmt, if not more important, than tha
content. () L
EVALUATION , \ -
i . 2 LR DA

The last step in curriculum development is evaluation., This
is the point at which we must ask ourselves, have we accompllshed
what we set out to accomplish and if not why. Again let me use
a few examples., With students we often give tests. It is
important that these tests reflect the things which we set out in
our objectives. For example, if we want students to perform é"
breech delivery, it does no good to give them a test asking them
to describe with paper and pencil a breech delivery. Rather wa
must go into the delivery room and watch them perform.

INTERPRETATION

Finally, we must be able to interpret the results of cur
evaluation, For example, if our objective was to have eigh510utk
of ten mothers coming to the prenatal clinic to breast feed and
then on delivery only two of them breast fed, I would say that
samething was wrong with our teaching, We should go back' and’ try
to find the error rather than continuing to tell  each of the Lo
mothers to breast feed. 8

The same is true with examinations. If more than six per -
cent of the students fail an examination one of the following is
wrong, First the selection process for the students may be at
fault, Students were admitted who could not achieve. Secondly,
the teaching may be poor, inconcise, confusing or irrelevant,
Finally, the examination aitself may be at fault either not
testing the subject matter that you taught or being more complica-
ted or vague than necessary. When the failure rate is high, ' the
fault lies in the educational system and not the students,
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, |
CONCLUSION

This paper has been a brief overview of the curriculum
development prucessjfrom‘needé assessment to evaluation,
Curriculum development is rather like taking a trip. If you don't-
know where you are going, you probably won't get thsre,
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