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1.  INTRODUCTION O G

e . mewm e e e tovr s mt e

1.1 r.fraditional Midwives. in Africa

. - i

Traditional birth attendants (TBAS) are a Drimary
source of health care for preqnant nothers and newborns in

most rural’ dreae in Africa. Thoy account -or apnroximately
" 80 nercent of deliveries é LBA ig definet as that person
(male or femal°) who assis ts wonen in doliverl and whose skills
are obtainel from nrnctice or frem a DerECLaSO (10). T=2As

r

are influential recnect menners o* the .village community who
fe

nerform an Lnnortant fu t*o for the society. It is believed

that the rural community orefers

T3As to goverrment health
“" services bacause of confidence, trust and the cultural scnsi-
tivity of the TBA. A true T2A is an obstetrician, a herbalist,
42 gynecologi 't and a pediatrician at the same time (13). She
is tycically an oloer, illiterate ‘woman, has. alwavs reached
the .age, of menonause and must have borne children herself.
o She hns had no for”'a1 training. Her role includes employing
n!; technical and mystical skills to insure good health for- the
‘ ‘mother anutnewborn._’TEAs dre not a homecgenous group;  -roles,
.pr?ctices and characteristics vary from country to. country,

village to village and -midwife to midwife. S : :

. . The TPA performs important psvcholegical functions in
'Afxican soclety thrcugh traditicnal rituals and ceremonies
surrounding childbirth. The African lives in a world filled
with complex beliefs which to him are vitally important
-z7i:Events ir. life do not just happen by chance, but are intima-
tely linked to supernatural and mysterious forces which shape
7wevithelr attitudes.” Obstetrical belisfs are complex and vary from
;Bjagygone;group to another. "Childbirth is always surrounded with
- lhavymany rites to protect the mother and newborn. The death of a
¥ newborn, miscarriage or ‘sterility are never natural, there is
.always a:manifest cause. Often the TBA acts as an important
) . llnk -between the process of childbirth and the control of
,';invisible ‘"forces" which threaten the process.

S £ TR T R
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1.2 Training TPAs in Africa

Rural health corditioas”iH‘Africa’ aze_ba51cally
s:l.m:l.],ar._~ Only a, small prooortton of the pcnulation is
'qranted pfFPctﬂva access to modern health care. At 1ga

ShENGIES R 3
89 gercen; OL thD nonula*ion llvps in rural areaa. Most
T -

(PR !

Deople llV° 1n VLllaqes or haﬁWets'witb pooulatiOns ranging
ca from sevar l thousaﬂd to 1853 thaﬁ_loo _ Thos; groups are

oL

often ve*v lSOl to€ 11 low Hons**" Lural‘a*eas>(30) Human

and materlaT resources are “ynica‘ly conceptr:ted .on the

[ LT ) broe

,needs of the urban areua.' Tvo ﬁontrastlAq whenonba byoibal

to ru*al arpns ar=2: (1) thero is a lack of of lcial health
.. servicpslard (2) the local health servicps that do exist are
~_ poorly used.. ' T - 7
et feTiaoe .. NP T e (T 0 I L

T TBAs constitute a’large ressrve of Health manpower.
' Options for health 0fficiials”fér dealing with this' reserve
may be to eliminate their oractice, igrore them, or "train
“""and integrate then into a range Of potantial acfivities.” In
e

spite of the fact that most TBAs remain outside the organized
“* "Health delivatry zvstems, a movement-to train and”intaégrate

“tRhem is being ‘promoted in various devaloping count*ios and

by the 'orld Hzalth Organizartion (193, 26). S
adoacag i T '

o

[ <., PR - .. . e e —e -

nAfrica, ‘some countries have made attempts to train
. - St . s g T -l

“And"Ttilize TEAS. A hriaf review of available literatire

bulreveals the following. & «ff  chimesoieoo o
wmizdni v Avsurvey carried out by -WHO (1975) in:which 18 African
mredeountries respcnded-to. a. questionnaire concluded that -the
mott vackivities: of TBAs. are extensive:and reach beyond the delivery
p.riltself. - They are freguently involved in antenatal and postnatal
= U.cara.- Seven of .the countries renliied that -TBAs practiced tradi-
ot 9tionalfmedicine'in-additionfto conducting delivery.- -They are
in-wsuaily - part-time practitionesrs, not.professionals who are
seglf-emploved in. the majority of the.cnuntries. ..Only six of the
18 governments. . recognized them and more strikingly only- five

FATE b oo NS ¢ 2 e
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,midwives’,associationa recognized, TBAs.:-On the other hand,
,Fglocal communities in .which they operate: fully-accept them.
-About. 80 percent of rural women- prefer red TBAs to profesg-
gvijglonal-ones.queveral noints were made during the course
of the survey: (1) local communities should be involved
as much as possible in the selection and training of TBEAs,
in £2792) traindrs should also be snperviaore;j(3) there is a
vl danger that 1if not supervised, TBAs will guick’y fall back
&5 he 61d ways of doing things and (4) governments ahOUld
n o TEAS on their payroll. Only three countries: Chad,
UN{.¥ ‘and Liberia reoorted that tnn TEAS were emolozeﬂ by the
~if lgpYernment. ~Seven out’ "6f the 12 countries reported to’ “have
training schemes: Ghana;'Lieeria,‘Nigeria, Slerra Leone,
)

Togo, Uuoer Volta and Zambia §36 . )

wiw .0itt T TOTH Ghana, TEAs are being' trained as a part of the
‘1 parifa”Rural Health Family Planning Progect*. . 'An initial
“LP - Tgurvey 'in"1972 registered 263 TEAS out of whjcn 125 wers

4% males. Training progr?ms and S}llab”s have Loen de veloned.

i3

““rThree pilot areas are involved in the 'study. ‘A small-scale
;training‘courSe'began in 1974 ia one village with 12 THAS.
*v Tnitially, the training included 2 two to three two-hour
"~i. gegsions per month. Results will'deterﬁ*ne the feasibility
"of expanding the TZA training effort and help indicate ‘addi-
“ww 3"gional ways to utilize the services of TEAs in Ghana. They
‘"hope to eventually use them as family olanning agents '(35) .

t 72" i 7 Also in Ghana, a joint Ministry of Health and WHO
project is training TBAsS in Nkoranza, Kintanpo. The TBA
program started with a survey during whlch TBAs gathered in

- Vo=
P ' v - ;
ey B ¢ . : . 1

noT. 1- T coo + r ' '

A comorehensive rural health and family planning demonstration
teaching ‘and research program initially develorned by the

-a~Department of Preventive and Social Medicine of -the Ghana
Medical School in 1965 and implemented under contractual

o L™agreement’ with UCLA and US-AID from 1970~ 1978.

Lo
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villages close to their own homes and described their own
~eXperiences. This approach was.dunlicated. from the-approach
Jggeﬁ.inethe Danfa Project... Some young. girls: (not TBAs) have
been chosen to undergo training.. This is a- trial approach

heﬁever it seems that. warking with TBAs offers more nasitive

prospects (28). . . .; .- oo

P R In diberia,.a%éﬂf;ceeeieting the prescribed courfe of
study, TBAs are awarded a ce:tificatO with which _hey aooly
“to the Yocal midwives':bounci1 Tbej then receive thei*
license to practiﬁe frcn che ?eﬁis ar or the Couhcil They
are used as aiaec in clinics ﬂﬂd hospital ana as family

nlanning ﬂotivators THe trend i'*lt:) inc*eise training in the

five gcvernment training ceqter ;(36) o

(SRR . . B

oo s

Nigeria has a oiloi'traihing'bioﬁeéi in Sokoto, North-
Western State. T*aining takes place at the School of Mldwifery ' i
and is run by a senior Miﬂw1-e. Tzo DrOJeﬂts in the planning
réfege are the Nice ia ramllj uaaltn DroJect,,Institu"e of Child

Health,vUn*versi*v or Lacos a“d th, Tejior—Be*elsen Proqect

Calabar, Soueh—raseern utate. D;. J D Dcsai (l°73) reoorted

that durinc tho 1n1+1al qtaﬂe oi a WLO DrO]ﬂCt in Niceria,

‘the idea of training TBAs or ~ven agsociﬂting them with the
orOJect was regecced by ehe nurging proresgion _ Tn aedition,
‘fit was dif:icult to Dersuade TBAQ to Cﬂme ffrward because they
were afraid of mrosecution or the levy of taxes.__”he idea was
'accepted in principle only aiter perSLStant nersuaqion (27) .

-

Ademuwagun (1973) conducted a study of 242 households
in the’ Ibaraoa Division in the UeSeern State ©of Nigeria where
the'Meaical School of the UniverSity of Ibadan rad established

iEs experimental integraeed rural health pro;ect in 1963. One
e of the cobjectives was to identify the pattern of utilization
"igosjﬁ~*of.health.service ‘as a criterion for neaghrina the effecti-
t;'vehess of the Dro1ecivpi247 Women reiponded to questions
cencerning the utilization oF obotetrical and gynecological

i

£

Tyt

B * ! v N
Vi
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The overall results showed that orthodox medical care

Ti%hag an edge’ over other traditional sources of mOdical care

LY

Sahd- services’ utilized

The major reaaon for this is the pre-

.Sence of other operating health services particularly those

"of the tradition=l healers/midwives and spiritualists/

sl I Ll
¢ "Aladura" . Tho pattern of utilization of traditional healers/
% e [0
vmidwives islohovn below. . -
Pattern of Utilization of Traditional Healers/Midwives
“~ &4 . o - Ibarapa Division, Western State, Nigeria, 1973
Obstétrics and No. of Percent who used
. Gynecology Cases Traditional Healers/
o ' Midwives
' ' Anténatél Care 183 - 19.1
;' , Postnatal Care 175 13.7
s N
' N Child-Delivery ' . o :
eot PLif 0 Complications 53 17.0
e e " IlLack of Concepntion 135 50.4
noelii BT daportion (Induced) 26 46,2
EELE Miscarriage(Spbntanéous) 115 25.2
IR To 1 A

. this is

the highest percentage

medical care because of lack of concepticn.
that most traditional Yoruba believe that traditional
healers/midwives-know the answers to sclving this problem since

iy

child health aid.

A}

(50,4 mercent)

P T T

. best organized system of training TBAs at present.

Advantages of the preograwn are:

The area in which the traditional healers/midwives had
was those who scucght

The reason for

-.its: cause is intimately linked to their cdnceptS‘of‘the spirit
. ~world (2). I

Sierra Leone was reported by the WHO.survey to have the

Village

.. maternity assistants (TBAs) are trained for three weexs at the
;-district hospital.
. ; taneously-at two centres.
..child health work.and leads to a certificate of maternal and
the trainee is

- Two annual training sessions are held simul-
Training encompasses maternal and

R ESR SRS B e
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“gure to return ‘to her- own ‘district to serve and it is easier
to bring them under the suoervision of health authorities (36).

..i+ «'- - The programﬁin-Togo does not train authentic TBAs.
Instead, they:train auxiliary midwives (accoucheuses auxiliaires)
for 18 months who must come from a village, have a "CEPE" schooul
certificate, are young and do not have experience in doing
deliveries. They chose to train young, literate auxiliary

- midwives chaUS@~lt-iS too hard ‘to- train .older TBAs. As of

1974 317 auXLI’ary TidWizes nad been trained (17).

b With creation of Ujamaa villageS'in'Tanzania, rural

=-health services-are-staffed-with four -cateqories of primary

health workers: medical assistants; rural medical aids,
maternal and child health aids and health auxiliaries. Village
midwives were recruited to hecore the maternal end child health
aids; Each village sends one TBA to the district hosrital where
she is trained three to six months. They are responsible for

maternal and child welfare, iqcluding faﬂllj olanninq and

hutritiohveducatioq; After traininc thejwreturn to the

© .

M

r

viliage to worlk at the dispensary or the rural health centex(20).

'Sudan has the oldest and most successful training
program Thev started training TBAs in 1921 and by .1975, there
were 4 423 v1llage nldWives in active practice. This expe-~
rience was a gr adual_evolutiou which preserved cultural and
religious integritv Initially, older lBA or their daughters
were trained. Todav, eighteen “raining schools‘offer a .nine-
month course tailored to a illiterate, young (18-25 years)
rural women (abcut 40 percent of village midwives are now
literate) ' At the end of tralning, they are reglstered and

' issued w1tn licenses to practice domicilliary midwifery in their

areas.' Thev are most often prlvate nractitioners. In addition

,?; to regular actlvities, ‘they are allowed to distribute simple
- drugs such as ferrous sulohate, vitamins and. chloroquine..tablets.

The safe oractices of trained village midwives have almost
replaced those of uatralned TBAs (4) .
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Professor Ampoto2 says that "review of the literature
of training of trdditional birth assistant's ‘shows that thelr
rusefulness has bc ! sShort-lived. --Acart from the training in
Suden;'very few proarams arz really planned ‘with well defined

' ob]ectives He cites four main factors that are regponsible

S

LUE £OY ‘the fallure of training orograms: R En

et

B

o] U AL I . e 2 1a SRR A

v

s an{l) - the emohasio is nlaced on the training of the TEA as

S3in. T Toa sLudj and not on a continLal.process.of’education
" 2) " Vno effort is made to-prepare the“community tc receive
~ T oD : Sl .
i th° t;alﬂ?d TBas .. ; :
. B - "r . . N
'_ (3). no, author*tv is made’ resnonsible for the rewWenishment
A e e -

of .medical supnlies

) laCk of sustained interest~in training programs by
- - , e £
i governmen*- agpqcign (36) ey L
SRbeT TR : ’ ‘ P s
i1t -t Training prograns for Senegal, Mali, Niger, Upper Volta
et .

and Cameroon are discussed late;”in this rercrt.

-1

SRR A T . B
o .

I

e Efforts to train TBAsS as faﬁily plann 1 g rotivators
‘were noted in Ghana, Liberia”anS"Tén:;nia. In manj Asian
countrie . such as Pakistan, nd*a, Ind;nesia, Dh livpines and
Lhailand ,programs-have been undertaken to use TRAs to recruit
familj nla“n*nr ‘acceptors. These nrograms have met with
’varying success. Despite some problems, it is felt that the
potential of traditional midwives as family pl nning agents
cannot be iqnofed_ In Iran, 232 TBAs have been taught to
8successfully insert and remove IUD'~ (13}, In Africa, rasis-
tence to the idea of familv nlamninfY is strong in rural areas,
especially amonqg: Mo5lems.’ Txe African wants many children for
the added soclal and econohic value .that the children bring.
-Excessive orocreaticn is a 7'edction to the high death rate of

children and assures the survival of the community and the

. society. -The D Danfa’ orogect hynoth sized that the us= of TBAs

as a groun to'promote’ Family planning would be difficult because
of the archaic:- outlook of’ most of the TBEAs. (36).

V"_"...-.

2, Professor Ampoto works at Korle-Bu Teaching Hospital, Accra, Ghana
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T Overall it is felt that rotralned TBAs can Dlay an

e -

imoortant role in maternal and child healtn services, family

| plannirg anq low-cost Drimarv health cara schemes. Positive
'aspects to this aoproach are that they arp accpssibln and

available in rural areas, that they nossess a knowledge of ;

-~ . the environment .and peoples, and that-their omninicns‘and

...;Advice have a special :impact on the village community. On

the othor hand nenative asnects cannot betoverlooked; theixr

' practi “are fre aquently shrouded with secrecy and jealously
guarded, thev are ignorant of the limits of their skills, it

vercdils difficult to chande-theéir traditional practices, and they
are difficult to train because of their old ageé and illiteracy.

It is géﬁerally felt that:TéAs should be traired as a
stop-gap measure while'the trainihq of nurses and midwives is

-:-accelerated (26)., Total coverage of rural areas by trained
professionals is a leng way off. Foster feels that the number
and quality of traditional practitioners are declining in many

“wtraditicnal societies. He feels that socdial, economic and

educational change 1s coming with' such sneed that TBEAs will
" ~- not continue to be produced-in *he same numbers and with tha ;
viwtsame:skills. Therefore, Foster suggests that their use as

part of a modern svstem would be short-term and transitional(1l6).

s

1.3 The Role of TrAs in'the-Develonment of wOmeﬁ'

L Eme Povexty of ceveloning countries -is accompanied by ;
- rabidlv expanding ponulaticns, inadequate nutrition and
%ﬁ”: unsanitary living conditions which are.at the root; of health
..problems. The most vulnerable group are mothers and their
.., children who constitute 65 percent of the population in.Africa.
The rate.of infant mortality (0-1 vear) is estimated to be 150
. --£to 300. per thousand.. Mortalitv rates of children(l-5 years) is
}ﬁ”:M_4QL§Q 5Oztimes higher than in industrial countries. Thirty to
40 nmercent of children die before reaching the age of five (34).

High fertlllty r_tes 1mnlv hiqh parity and high parity-directly

-t wd . "4.. 'R .14' - -
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affects maternal mortality. Due to the marked contrast of
socio-econcmic conditions between rural,and urban arsas, the
@igltuation is much worse in rural. arzas.

The health oF the rural ¢enal° pooulation directly
affects the developrent of the country. The role of women in

MEGE N R i

2rrural develorpment can be ¢lassified into two broad categories:

e

o G v : v o
- H 7

L. (&) the lz2bor market and cormmunity affairs: the rural

Tmen PO . woman contributes physical -labor to the family-farm
o cirentermricse TR : T

(b) = at home: tho‘*ural woman oe?forms tasks which are
diractly related to her role as wife and mother as
well as education of her young children (15).

Success‘ul fulfilment of these roles can be seriously hampered
H . oo . X
by poor health hycienic cenditions, undernourishment and

conplicat*ons resulting from pr s. A rural African woma

-

e
is pnregnant or lactating the maj
o nerable and frequently

e
rity cf her child 'bearing year
During this peried, she is the 1

the only person to aid her is the TRPA in her comdunity.

W;'Tréihing TBAs can have the double benefits of improving
the health of rural women and childran as well as increasing
her own self-image-and professional prestige. Women in rural
areas constitute an underpriviledged c¢roup who because of
traditions are characterized bv inferior social status. Traini
programs:provide the TBA with an opwortunity for access to non-
formal education. During grour training, TBEAs are grouped
together for the first time which acts to create a sense of
professionalism and organization. This in turn leads to the
possibility of asoabllshing associations and codes of ethics,
This process is a vital step toward increasing the social statu

of women. Training TBAs also improves oprortunities for increa

L2

in the modern health system, It can help develoo a positive

n

S.

ng

s
sed

income through sel;-enolovment or emuvloyment through integration
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attitude toward narticipation -in the -social, economic and-
politlcal life of her country. It can.help to increase:the

-

.

social visibility of women who previously had been content

to live in social marginality.

B M 3L SR
. el BT

dealth development programs should introduce ¢oncepts

- ;"":“i,("

which improve the social status of women. Training TBAs can

PR EI NI

Droduce long-term results. if carefully conceived. Thelir

attitudes shnne the attitudes of .their community. Indigenous

i

midwives can be the best cqualified agents of social change or

ey s e o . <,

they can remain the most adamant prononents of the status quo.

Hence no health program can afford to ignore the TBAs existence.

- e - oo -
-2 [

2. SCOPE OF YWICRK

e A o 0 b

- O

oo ~ ~ i "
Five Afrlcan countries were visited Senegal Mali,

Niger, Uooor Volta and Paneroon in order to fulfill the
7Follow1ng objectives

Y

A3

i.l'féﬁaéctives h '“.‘vj_; ; ; _v o | -
(1) To identiFv and assess ex1sting information and data

¢

sources on traditional midwives

-

(2). ,To,reach tentetive conclusions abhout:the:role of
“tgsditiOnal midwives in the delivery of improved
w'heslth:services in rural areas based on existing
‘studies,‘Qata.and discussions with public health -
wfficials and cxperts - fo . ‘ C g

.

3y e idenfify and analyve the constraints that inhibit
'the utilization of traditional midwives in the modern
(governmental) health sector

il ey '

L

..(4). . To .provide guidance to field nosts on the imolications

vt ofthe study's finﬂino for AID- fjnanced rural health
@ ltie " projects’ *

(5) To determine further research requirements.

¢ n it o e A A
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2.2 Methodology

- P N cx Apesc e e

. An average of ten days. were. spent in each country
during waich disru551onq were held with government cfficials,
health Dersonnel traditional midwives, World Health Organi-
zation Representatives (WHO), United States Agency Ior

., International Devezlopment health officers (US-AID), UNICET

and otaner doror agency personnel interested 'in the project.

..p.- Literature search was limited to the African Regicn.

..Included were resources froa the WHO Regional Ofiice for

Africa at Brazzaville, Congo, and available reports, articles

and research projects obtained in the five countries visited.

. Short field trips were mader to major training sites

. when possible. Twenty-seven traditionzl midwives wera

interviewed inp their:working milieu to get a gereral idea of
ﬁhe,epplication_and accentability of the program in the
village community. ' '

_ The reader w111 notice that traditional midwives are
referred to by di “erent titles in each country. These titles
make it difficult td distinguish bketween traditiconal midwives ‘
and auxilrarv midwives (See Annex.2). I have delikerately
referred to all in dlgenous midwives as traditional birth
attendants or TBAs to avoid confusicn. Relevant information
on the training of auxiliary micdwives is included to show
nossible alternatives to rural obstetrics and to emphasize
the conflict between modern health systems and traditional
systems. Each country will be dealt with serarately, with a
summary at the end of each country. Common trends and
constraints are grouped together in Section 8.

et wae wms e mman

2.3 Limitations ¢

'?A -
. - "f’\v
e e % :

t: ="Bacause of great socio—cultural differences bétween ethnic
groups, communities and individuals, this is not an in-depth
study, rather a survey which focuses on major trends and
constraints concerning the training and utilization of TBEAs.

. i
.

v —— e emn o e e ¢
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- The survey was limited to five francbphone countries3
because of practical and financial considerations.
'Special'empha51b was. given to Sahelian countries. -

- Field trins were limited, congequentlv the remort ..
~ - concentrates on programs visited whllo oth@rs unknown

‘to me are not included.

L. Unfortunatély, it was imposéible to observe working |,
habits of the TEAs, therefore, I was unable to analyze

“-  the effect trainirg has had on changing traditional
practices. ‘A

- I felt that most cdﬁhentéAof'pérSOns interviewed
emphasized vositive aspects rather than problem areas.
More time needs to be spent in the field in .order  to
overcome cultural barriers and to gain the confidence
of the ponulation..: ‘ T

-~ > Soma key peonle were not available or bh‘Vacation,
li'therefore, I could not include their opinions.

s .. s ' '~. r- b
"'&  Many statistics were not available or were contradictory
which hampered the accuracy,of‘thé rebdrt. .

A i L4 /..-,4 “
L3 ' )
~ T . ) e i ! R
’ o M AN i . (T e
RS ToRante rA
, o e 1 ;
. Crvear) ALY ) o
i3 . S -,. .k N, e e . )
Official languages ‘of the- Cameroon are both French and
" English. ... :
’ [ ST T S e

e



3. SENEGAL .

<ot

g ° fpey o - < o . R :
3.1 Demographic Prefile ''* : ° . .. . L .t

. The pooulation of Senegal is uncven1y distributed
Out of a total pomulation of- 4,418,000 in 1975, 28.3 percent
live in urban areas within the- -region of Capa-Yert. {(Dakar)
being tne moSst heavilj populated. ' The majority of the - .
Senegalese live in rural areas (71.7 cercent). The copulation
grOWth r is Lse_m ted at 2.43 percent. " As in most West
African count ries, ehe'mhvemert of -the rural population is
impo*tant In Senegal, this movement is characterized by
seasonal or Dermanent fluctuations. "Male members of the rural
nopulation lzave their- vill=ces‘seasonally to search for
temoorarj e.nlo'men* to eugmenttthei: annual income from-cash

crops.' Others lnave their raternal villages vermanently;.
24+

attracted to urban areas b7~ehe rremise of a higher standard

Tas

of liVing and easier '1ife.” This rural exodus puts pressure

on economvc and social develorment in both urban and rural areas.
TSl o

v e T

¢
'

Voo Six African ethnic groups constitute 3C percent aof the

population: Jolof, 36 percent; Serer, 19. cercent; Peulh
(Fulani) and Teuececaleur, 21 percens: Dicla, 7 percent: and

Manding, 6 percent. Most of thesge ethni C grou

‘0
o
o
b
N
6]
0
5
‘,.)
...
n
h

cultural values. This is partly because of thﬂ Wideapread use
‘of Wolof as a lingua franca and the inflvence of the Muslinm
* " religion which includes more. ‘than 80 percent of all Senagalese.

< -

e, e .

1
T

3.2 Administrative Refom

Since its independence on April'4}'i960,téeﬁegal'hés
ibeegwdivided into .Seven administrative regions-. Cape-Vert,
s#Gasamance, Diourbel, Fleuve, Senegal-Oriental, Sine- ~Salcum and
ijﬁmhiés. TheSe ,regions are divided into 27 deoertients then into
95 arrondiseements.. Tbere is a total of 12 991 villages in
Senegal. In 1972, an adniﬁiserative ieform was idit ated, first
in the regions of Cape-Vert and Thias, Each ar ondidsenent was

s e

103
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administrative structure.

%

Coa

.

The rural community, or IOCal collectlve, includes a

PN

population from 5,000 tn 15,000 inhabitants. Divisions are
made according tc inter-village xelations and ethnic 51mila— )

}ifYI“'Each rural community has financial autonomv and

¢ o i g o T p pasiem s e i R T e

democratic reprasentation. A rural council is elected by

universal sufferage which is resnonsible for making decasions

concerning econmmic and social develonment. Financial

resources come from the rural tax and the animal tax. Before

the reform, only 45 percent of the regicnal tax was uaed to
finance regional projects, and without conaultaelon or partl-

cipatlon of the ponulation. After the administrative reform,

rural taxes must finance exclusively local develonment prbjects,
: after examination and aporcval by the rural council. 'hThe'bﬁdqet
"“F7Bf the rural communities reflect, thereforz, local relt needs
oy | . by its inhabitants. As we will see later, this aa“iniatratlve

reform is resmonsible for the high level of motivation felt by

the rural population to solve their own nroblems.

- WA . - R P : e ,('.,.7-!

3.3 Health iesedrces

MERRIE A

The coverage of health workers and health facilities
is inadequate at all levels in Senegal.. Distribution of health
services heavily favcrs Cane-Vert (Dakar) and other urban areas.

~3.3.1 Health Facilities

~ Health st*uctures surh as maternities, health centers,
health posts and PMI (MCH) crnter; do not adchately cover the
rura;.popglation. In 1974, there were 60 maternities, 33 health
i~ icenters, 428 health posts and 66 PMI's of which 24 were located
| R 3 o CapeTVe:t;(ll). Health posts cover'dnly 15 nercent of the
f?,' population. Cane-Vert and Thi2s are _he.OAIy'fegions‘withi
fﬁ - adequate coverage. No PMI centers serve the rural areas. The

gt s -

it R
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»

rural population is often discouraged from using available
services because of long distances and traditionzl custcns.
Reasons why rural women ‘do rot Iiké to deliver in’ materri-

ties are: ST SR g T e

(1) Ignorance of services offered: by a maternity for the
hezlth of theimother. and‘chfld._i.:: i' -~

(2}~~Labor is often rapid an -transnortation.iﬁ.not aiways.
5 T Vailagle o f” SR R |

it BRI P e T EREETE NS }

'R3Y“~Many DOGE “Woren’ TeTiver at home because they do not- ‘J
[ e
: have monay for transrort ) T e

%4) Many vomen above 30 years old refusa to have young
midwives attend to them ‘

(5) Post-natal care is considered' to be promiscuous to"

-

many ‘Muslin women which'éncourages evil spirits-to "j

P

P descend upon the n°1uorn v ST

- - — - - — - .
- -

(6) - Practices at the maternity may go against *radltional
~ beliefs, taboos and may provoke evil spirits

(7) Women do not want to leave their children with the co-

wife fo go to a maternity

(8) The mother must be present in the village to prepare
. the day of bactism

“" (9)" Preparing food at the maternity will ‘put a financial -

burden on the family (1)

Because of Lhesn rroblens, some rural communities are
building rural maternities at which either Tnks or auxiliary
midwives work. UNICEF usually equips them In the region of
Thiés, twelve rLral maternities are func*ioning and UNICEF
plans to equip 20 more by January 1977 in the S;pe Saloum region
(personal communication: Dr. Samaké, UNIqﬁFj,‘ :
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"? o The following chart indicates the ratio of health,
i, centers and health posts to population by region: L aany
B

'A  Ratio of Rural Health Facilities to. e

[ T - P . L4
s ' Ponulation by Region, Senegal, 1973

V? Reaio Health Centers Health Posts

L gion Density/Ponulation NDensity/Population
I Cape-Vert 17 132,500 | 1/13,250

ff Casamance 1/100,000 1/ 7,700

EE o L o . e - :

b Diourbel °~ - ‘|~ 1/100,000 _ 1/12,914

1 Fleuve 1/ 93,c00 | 1/ 7,914

iy Senegal-Oriental | 1/ 75,000 | .. 1/ 8,407

2 - n .- I . O

S Sine~Saloum o ‘ ?wl/ 56,500 | - .+ /10,157

1 Thigs - | 1/105,000 J -

i Source: USAID Development Assistance Program, FY/1975,
EE Section Three: Senegal, Mali, Mauritania, March 1975,

3.3.2 Health Perscnnel

g, e The inadequate numbers of health parsconnel at all
levels and its concentration in urban areas is a limiting
factor to the develonment of relevant health services for, the

rural pooulation.

Health Personnel in Senegal in 1974

RN BN g B Cateqorx!” ’ _ Totalg;;v . L
SR LA DoCtorS" T o ’_ 227f¥”“ ,'l‘”ﬁ,"
Yeoadirvi ' professional Midwives 312 '
g Nurses S e i 9/lfl‘ ".L
coues ol - Auxiliary Nureeé” - ' : 659ih; : ﬁm”|;~
Matrons' (Trained’ TBAs) 77 i

Source: Statistiques Sanitaires et Démographiques du Sé&né&gal,

Ministére de la Santé Publigue et des Affaires
Sociales, 1974.

3
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Trained health personnel concerned with obstetris R
is limited. Midwives in Dakar are trained at a rate of around
27 per year. In 1974, a total of 198 midwives were located
in the region of Cape-vart (l ) The concent*atlon of midwiv
in urban areas creates a severe shortaqge in rural areas. The
only recourse the majorlnl of tha oopulation has to solve this
shortade, -is-to rely on tr=ditiona' irth attandanta, who are
called matrons in Senegal. Therefove, ln order to improve
the coverage for ruralvobstetrlcs,/fome healtn officials have
undertaken with the helo of UNICEF to:retrain TPAs. From the
following chart, it is interesting to note that in Cape-7art"
there is one trained TBA to 193 midwives and in the regions
of Diourbel and Sine-Saloum, trained TEAS out number midwives.

o

tzoveCoverage of Midwives and Matrons by Region, Senegal, 1974

Region Midwives - Matrons
Cape-Vert 198 _ 1
Casamance 16 s
<Ot amfe (e, Diourbel e 18 21
“eo -3~ Fleuve e \‘“‘: 19 ‘ 5
Sonegal~0riental .5
Sine-saloum . 23 34
Thigs = j; . t 33 ,
a0 e Total . 312,.'_ - 77 B

NN

Source: Statisticups Sanitaires et Démographiguas
du S&négal, Ministdre de la SantZ Publigue
et des Affaires Sociales, 19?4.

Y
o

5:4’{:Trhditioﬁal Birth Attendants -

S e B o=

} . It is difficult +o say how many TPAs exist in Seneczl.
HSQever, 13nlleqrin (1970)renorted that during a survey of 129
villages arcund the Khombole health center, 181 had TBAs.
Their dictributicn is unequal because in some villages with less

-
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than 100 inhabitants and sometimes' in bigger villages thefgf
is no TBA, while in others there may-exist two or three.

VS

» - .A research sroject conducted in 1965 by Le Centre
. Interpaticnal de l'Enrance de France in collaboration with
L‘Institu;,de P&diitrie Sociale de 'Dakar to determine living

‘conditions of the child in rural arcas, concluded that 44

percent of the 3,300 persons interviewed responded that a TBA

i assisted during childbirth, +whereas 55.5 parcent responded
i that deliveries were done with the assistance of a co-wife or 3
o). ’

the family without the matron (9 This indicates that ten

years ago, more than 90 percent of deliveries were not
controlled by prof=ssional health personnel. Today, it is
estimated that official maternities control only 20 percent
bfmall‘deliaériééw(i;.

3.4.1 The Serer - i
g The ccomnlexity of ethnic groups in Senegal does not
' permit an in-depth analysis of obstetrical beliefs and
customs within the sconme of this study. However, before

training TBAs is attempted, it is necessary to have 2 general

5& {, idea about traditional beliefs, nractices and the role of the
' TEA, so that one may better adapt teaching methodology.

The following is a summary of Serer obstetrical practices

and beliefs taken from Pellegrin's (1970) major work on
traditional childbirth. ' L

Composing 19 rvercent of the population, the Serer live

in the Sine-Saloum and Thiés regions. Most Serer.adhere to -&
local traditional relicicus beliefs and have been slower than
other -ethnic groups to accent modernizing trends. About 15..

percent are Christians and a few Rave recently beéome Muslims,

t

o The Serer believe in one God, reincarnaticn and ’
" numerous good and evil spirits.
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E Irn order to. become pregnant, it is necessary that a
certain spirit possesses the woman.' Man thtervenes only as
a Seéondary necessity. A progﬁant woman hust take many
precautions to protect her unborn infant from evil spirits.
She must avoid indiscrete looks, avoid eating certain'foods
and follow traditional rites because the conduct of the
mdthér'may have direct consequences on the infant. During
pregnancy, a woman must he continually on the alert because
sorcerers desiring vitality may eat the soirlt of the unborn.
Danger can also come frem a co-wife, the jealousy of a man,
a small family incident or the death'of an animal. In order
to protect herself fron these dangers, a pregnant woman must
take ritual purifying baths. R

Childbirth always occurs behind tge hut with old
women watching from a distance. The moment the delivery is
near, the young woman drops to her knees because the infant
must’ land on soil. After the first cry of the baby, the old
women rush to pick-up the baby, cut the cord and wash it.
The TBA proncunces rituals and praYers and gives the baby
2 secret name in case it dies before the naming cerémony.

The placenta is bu*ied by the TBA 1in the same place
as the delivery which symbolically attaches the child to the
village of its ancestors. . :

The :irst week after birth is the most crucial because

the sorcerers are dangerous at this time and can easily "eat
the baby's spirit". During this week, the mother must stay

'’inside her home. A hole is dug to either side of the door,
"depending on the sex of the child, anZ all the waste of the

child, dirty water and unfinished meals of the mother are
buried in it. On the eight day, another hole is dug outside
the hut to signify that all taboos have been 1lifted from the
mother.

AR B S e L
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~Twins. are: thought to'be”beings given a‘certain power.
They are considered-to be two friends who were united to
return together on earth. A malformed newborn infant may be
guffocated by the old woman before  the mother has seen lt.

Throughout this descrintion, we can sce the iméortance
that is attached to rituals that protect the pregnant mother
and newborn from evil sgirits. The old woman nlays ‘an active
role in the performance of these rituals and in insuring good
health for the child. These-are tremendous os&chclogica]

factors which must be overcome when a woman goes to a modern

maternity to deliver.

3.4.2 Training Trends

=. - Bince the administrative reform in Senegbi}’deciéions

are made by each rural community céncerning economic and
soclal develooment. Therefore, the- OOWicv toward trainlng

TBAs- varies from one community to another and from one

.,

department to-another.::

')

There are three basic trends that st

= to train onlvy TBAs to work on the village level oo
~i + in rural maternitizs. T
- to train only auxiliary midwives to work in rural

maternities:

227 2 'to train both TBAs ani aux111arv midv1ves who may or

:‘may not work toqethcr ah'rural mat“rm.tlcm

-

Auxiliary midwives are tvnlwallv young, literat eigirls
who ‘have had no vrevious zxrerience’ in doing deliver é . :Their

training ranges from three to six mornths.

' D
ro! TN

I

. Pellegrin (1370} ; as a result of a small survey of 22
midwlves in Senegal, pronosed that TEPAs eventually be phased”
out at all levels. She recommended that this ba accomolished

L e
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§ by short, medium and long-term objectives:

i o S e me L xe omaNEL ey

Short-term
- train TRAs e AR ITERE . c .~_A.~.‘;,—A‘>

- reorient the *raining of midwives

-~ ratrain nidwives e ey

teamwork

3

! ' Medium-term S

LN ¢

- tréin auvxiliary midwives

A

- create delivery units

! | Long-term
e

! - build rural maternities

- train midwives as "supervisors".

. T T
LY 8 " 4. T
. AN

i % ;. Pellegrin said that obviocusly nhasing ‘out practicing

TBAs will not hapnen tomorrow. In industrial countries, the
‘ TBA" disappearad as medical science progressed; the same
j holds true for Africa. Shz feels that as social change

logical, short-term step to

i

prograsses, training TEAs is
take, considering the shortagz of trained midwives and the

~available supply of TEAsS. The training of midwives needs to

be reoriented toward the rural ponulation and public health
to obstetrics. All

3

instead of limiting their rolc only
midwives should rvarticimate in retraining scessions. In
addition, midwives should maks an attempt to work closely

: with rural health posts and personnel.

j Medium solutions include training younqg rural girls
i« to act as auxiliary midwives who williwork at rural health
posté. At this stage, it will be necessary to provide two
rooms for her work: one for delivery and aﬁother for

hospitalization.

| In the long run, rural maternities should be built
ng by rural communities for the auxiliary midwives.. There should

o it T

AR
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be two midwives .at-:each heaItﬁ'é@ﬁfef‘thCH:would insure adequate
supervision of auxiliary personnel. Coe

3.5. Trainina TRAs

3
-~ ;

Duriﬂéfﬁhe era of colonisation, TBAs were trained for
one week by the midwife and nurse of the health center. However,
due to the lack of supervision and retraining programs, the TBA
gradually returned to her traditional practices (l). Various
attemps are now being made. to retrain TBAs in Senegal. Exact

figures are not available on the extent of training.

The researcher found that 50 TBAs ‘have been trained at
the Babak Catholic Micsion in therr:gion of Thié&s. They are
furnished with'mediaél'éuppiies and return to the Mission once
every two months on Satu;day to reéplenish supplies and to

uﬂndérQb’mdfe tralning. UNICEF reported that it had given
£raining stvnands to a total of 107 TRis in the Sine-Saloum

region as of 19,6. In addition, UNICEF had provided stipends
for 195 TBAs in the Tnlés region. UNICEF stimends were increa-
sed from 5,000 C“‘ to 9 ,CCO CFA per mcnth for three months

'(perfonal connunﬁcation ‘Mr., Samaké, UNICEF).

Total Xnown Tfainéd TRAs, Senegal, 1976

Region y . - a Number of TBAS trained
Thié reqion e T o S
AERE UNICEF stipends . =7 195
Bahak Catholic Mission 50
‘Sub-total < 245
atet E'WSineﬁsalonm'region ‘ e ' o
IR UNICEF st*pends- ) .
e o iuos Patlck e e 11
- _.. . Foundiougne " ‘' ° R B R T
- ="Nioro 25
- Raffrine 17
- Gossas ' . 30 .-
-t K.aOlar.Ck crpexcs L0, MR T e 15 . .o 4
s wy oL i"Sub=total 107

T ' Grand Total 352

et gt
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3.5.1 Khombole Training Program S R

A major training program has been in axistence for
eighteen y2ars at the Khombole medici ' center, in the Thias

region. At Khombolw, under the dirnction of Dr. Coly, and

Ty e el

Miss Koate, Social Assistant, T235hs ara trained with the
ﬁopes of reducing infant mortality ind eliminating tetanus
of the umbilical cord. Village collectives choose TBas who
are from 35-45 old, =xperienced in childbirth and respactad

by the community.

Training was originally for one week only, but rzalising
that this was insufficiaent, the period was increased to 15 days.
Retraining is undcrtaken periodically. Training is essaen-
tiaily nractical and includes t2aching hygilenic rules and
notions about sanitation, nutrition and childcara. UNICEF
contributas stipends for =ach TBA and UUICEF midwifery kits.
Supervision 1is carri=d out by a2 hzalth toeam. It is difficult
to supervise all 195 TBAs duc to lack of personnel and financial
means. However, it is falt that the training program of the health
center has succeaded in lowering tetanus and infant mortality
in regularly sunervised villages (9). The rate of neo-natal
mortality, that is one month after hirth, fell from 70 ner
thousznd to 35 rer thousand by supprassing totanus only (2).

3.5.2 ' Rural Maternities

The first attompts to build rural maternitia»s in 1964
failed becausc the population did not understand the concept.
It was only after an educational camnaign in 1970 that they

were a success.

. In 1975, 23 rural maternitins were planﬁed'but 6nly 12
were functional in the r2gion of Thies (versonal communication:
Dr. Samaké&, UNICEr). Two rural maternities visited are located
at Touba Toul and N'Goudian~ in the region of Thiés. Others

PR
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in the region are at N'Diakhou and Soune-Sernre.f TEAs :Qnly

work at these rural maternities.

In 1973 3O TZAs worked at Touba-Toul, six at
N'Goudiane, *4_at 'Diakhou and four at Soune-Serere. . Touba-Toul
is by far the most important of these maternities. 'Built in
1973, 1its radius of action is eight km including 96 villages
and 17,000 inhabitants. The maternityv itself includes- six
large traditioﬁal or semi-traditional African huts which
resemble the environmant of a village community. This cons-
truction technicue was praferrad to a modern unit bhecause
of the lower cost and the psychological impact on the rural
women. The construction is done by the village community
and UNICEF provides equinment. The TRAS are directly
supervised by a male nurse or nidwife and indirectly b? éﬁe
doctor of the region or arrondissement. Tvery week midwives

~give prenatal examinations at the maternity.

.« Working in teams of thrze or four, the TBAs work 48
hour. shifts. They are not emnloyed b the government, rather
... are naid 350 CFA ner deliverv of which 50 CFA goes to the
~maternity. There are an average of 25 births a month. After
dividing the income, the TEAS may get a maximum of 5,000 CFA
gVery two months, often less. In order to increase their :

income, the TBAs at Touba -Toul have a collective field (2).

Fatou N'Gom has breen a TEA for oleven vears and has
-been working at the Touba-Tcul ma;cr“itv for four years.. She
“is 60 years o1d, Her training included three S“SalOnS of four
days, ten days and two months reépedtivolv. She cowbines
harmless traditional practices with modern tnchnlnues which
reassures her patients. Fur example, drinking traditional

“.medicines is forbidden, but those apnlied to Lhm_skin are not.

-4.. After the dﬂlivery, the TLA buries the nlacenta 1n the tradi—
=+ tional way, in this case, it has to be in the right position

.50 the woman do&s not become sterile. When asked what she would

NN et Rt 108 e 1
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like to see in the future, she responded she fould like to
‘earn more monej and to Lhave a bigger more modern maternlty"
with Tunning water. A e St

¢
: ESS IR 4 '
%
e

3fg!' Rﬁféi”AﬁxiliafV Midwives

-

;
-&

. . An Kaolack, Dr. N'Diaye, Regional Heaith Director of
Sine-Saloum, is training rural auxiliary midlees (&UXi iaireg
accoucheuses) to ranlace aditional birth attendants (matrones
. traditionnelles). WHO datormined that 83 percent of women in
the rural zone of Kaoclack ar= affllcb,a with cgynecological
. disorders. and th four out of five children frcm thz ages of
T 0-5 yezrs suffer from variocus afflictions. Dr.N;Diaye le
that it is ineffective tc train TEAs to halp resolve this
situation because a large number of rural women dalivar with
ce CA. In
addition, TRas aré too oWd.ahd tco attachcd to tra ﬂlﬂlon: to

=, Lt

assimilate.nouer techniques in the short tima the} are trained.
They have a limited role tc nlay in nublic ﬁééltﬁ ““d should
not be integrated into the modern health tean (2). He adopted
this approach after learning of tralning programs for rural

auxiliary-midwives in Togo. Cae

R ‘. - . EE
ce

3.6.1 Trainina

-1

In ord2r to meet the needs of this vulner;ble popu-i.
lation, young, educated girls are chosen by the rural corwu—.“
nities to follow a three month training proéréw at thc ‘
maternity and dispensary. Usually the qlrls have finished
elementary schcol and a few have their EPCl. They should bhe
at least 20 years old. It is not necessary that they have
experiéncé in delivery. UUICEF orovides stipends of 9,000 CFA
per MOnth;er‘éhree months. |

-
h

L. BECP is equivalent to 10 years of schooling.

s i e B e i o
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At the Centre de la qanté de‘Kasnack in Kaolack there

B

has been two tfaining sessions. The first cne was from

January to March 197§ during which 20 girls were trained. The
second, from August to October 1976 t:alned 2o girls. The

[OOSR

doctor and midwife are in charge of training

- The midwife ranorted that nrobltns wbich occured during

the second training sassicn include:
e

.~ too manv .girls, supervision during practical training
is difficult (26 girls) !

P

= the courses ara too advanced for the educational level

- . -

of the girls, thev need to be sim:xifled

‘= teaching methc‘o ogy and audlo-visuals.need to be .,
’ adaoted to tno lev of st"dnnts : E .

T v, o

- t"xey have no au‘(;ll"rv nidwife manual to follow '-
) VT C e,
Jx spro-, = motivation is low to improve teaching because staff e
e is not p(-lid extra for t"}e ',]Ory:.; - .o
T eI L. L Tan

- s

Upon commleticn of tralning, the girls take a wrltten

- A

e

and oral examination. Thzy recaive a ce*t*flcate ‘and an apron

l defining their rank after successful completion of the exam.

8 Most girls pass. RS .
H

i t

D In the first training ﬁrogram, ‘four TEAs were train d
iy with the: auxiliary midwives. However, thej have decided they
would not accept anymcre TEAs because’ ‘they arz too hard to "’
train. Since they are . illiterate they cannot follow tHe

course work exnacted AR R - ST

At the end of training, the au iliarv nidwife should
have sufficient theoretical and practica; training which. will
enable her to do routine prenatal consultations, deliveries
and medical surveillance of the mother and child (see Annex "4)07

e

‘
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3.6.2 Activities. ERUAI I LR A G
Lani e Since this new experience has begun, it has been

established that rural women readily accent that a young
auxiliary midwife be resnonsible for their delivery. Also

for the firstv time, a survey of oregnant women can be under*aken
and PMI activities can take ﬂlace at-health ﬁo:ts. The health
team at a health post should include a state nurss, one sanitary
agent, one auxiliarv midwife and one laborer. Efficient eva-
cueﬁions are cossible and reccmmended after. 3. to 10 hours of
labor (6) .

L

' The auxiliary midwife nay also worlk a one =t a u*al

=*“maternity built by the rural community. I v1°it°d two unsunnr—

LYo

vised auxiliary matrons in the arrondissement o‘ Kaoun “aolagﬁ

*"department. The first girl was 27 yvears old and has been doing

deliveries for five vears at a rural maternity.‘ Basic activities
include deliveries and first-aid. Responsible for seven villages,
she delivers an averaga of 16 babies per month. She has her own
horse and cart for evacuations to Kanlack which takes twe hours.
Her major problems ars payment, reolanishment of medicines, and

lack of surervisicn. Zach delivery cosgts 500 CFA but she said

.sha. is rarely waid.  Recentlv widowed, her financial nosition

wi~ids difficult. She goes once a month to Xaolack bu+ he: suJservisor

-
[}
N

does not visit her maternity. R

' - oo :
; . B ve oy N
e i . . i - R -

The situation of the other unsupervised auxiliarvy -
midwife was pretty much the same. Various sources said that
Some common vroblems of young auxiliary midwives are: (1)
acceptance by the rural traditional society, (2) scme girls are
selected because they are the daughﬁers of chiefe or notables,
(3) villagers might not come to them unless they'are officially
ssigned to their post by an innortaht'politicaf figure ) )
they think they are professional midwives. Regar dless of these
drawbacks, the rural auxiliar v m*lwives appeared to be devoted

to their work and nroud of +heir accom“liahments.
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3.7 Integrated TBAs SE T

. A few TBEAs are irntegrated into health posts and rural
materﬁities depending-on the policy of the rural communities

or departments, .. . .. o 0T b

" 307,10 Mbadakﬁoﬁh Rural Haternity . . - o

e Three TRAS-and twdreukiliéry ﬁidWives werk at this
maternity which serves 29 villégesﬂ The maternity includes
six traditional huts. Tasks are divided between the TBA and

younc girls according t literacy demands. Village women prefer i
the TBAs to conﬂuct the actual delivery while the auxiliaries

keen ‘records a"d run t“ﬁ PiI'T activit as, I was unables to observe
the worning rel’tionsbio betweer the two groups- -which is necessary :
to draw re1evant concluSiong, however, it seemed .that the mater-

nity was runctioninj with few problems. B U S L

,'~r o

PP L L. S R+

tﬁ?r3!732 Loul-Sessen liezlth Post

Tbis health rost is located in the Aeoartmen* of Fatick

B IR A LS AT

-t

I

A
The sta‘f consists of cne sanitary agent, one TE 23 ‘and one laoorer.

i | The TBA is 27, Ser=zr, Catholic, speaks no irene“ and a native

' of the area., She had been doing deliveries with her blind mcother
‘ v'ﬁgr 15 yearsAbefo:e she followed a =ight rmonth WD\ traﬂning course.,
Her mother is a charlatan2 and reknown' in the area. - She occa- %
gionally assists her daughter at the disnensary (a maternity 1s .

being built). = 7 o -

PR R LD PV

K - Duties of. the TRA - include the’ following°
f W ae e

-~ normal deliveries both in the natnrﬁitj and home

1T?;;‘ deliveriee, : L -
. C 4 P < yisits dﬂﬂiciles-,_ A T -
T—__———. ‘ 7 L IR A

'*.-& chHarlatan is a traditional medicine man or weman who. gives
. allusion to magic. They rarely have an extensive knowledge
- of pharmacopea, but ;hey still use plants,- often’ haphazardly' (4).
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“% Horks: ‘with midwife durinq monthly orenatal consglw

7 fations; conducts them herself when mldw1fe is‘;:(t?h

* ‘dbsent.-- This includes urine analy51s,_"aginal :;ydao
examinations (she uses gloves), and nutrition

e '*‘consultations; S e

OUE . 3 >
- N g =

'r

. conducts consultations for O 5 year olds- -
-*gives general first-aid to. the oonulatlon,

- keeps a UNICEF kit well supplied, she .goes to - R

Fatick to got new suoolias T

- A A, .
- . P R A T
- B

mhe surcess oF tn1 TpA is directly rzlated to.the -:

fact that she is well ‘krown and trusted’ By the .community.: An
increasing number of women come to consult her. She is:not Y
vaid for her work excent for occasional gifts,

4
e

.

3.8 Summary

- . N T . S

be,
\
3

[ [ A -

"% .7 ".The Government.of Senegal”hasfnot adopted.a national

policy-concerning -the rolg. of TEAé_ighthe modern health sector.

e

;According to:available 1976 estimates, mcra.than 352

. TBAs have been ret*alned in all of Senégal. Training programs

. vary according to the r g*on. dupartmént and rural community.

Some rural communltlos cnoosa only TRBAs ‘to be trained; scmae.
hoose a mixturn oF TlAs and voqu girls; while still others
select onlv joung, l*tarate clrls without exverience, who will
begome the rural auxiliary midwifa a“d ngdL lly replace tha TBRA,

t -
"

"* ° TBAs are successfully integrated into’rural maternities.

For lexampla, at.Touba-Toul rural maternity near Khombole medical

'center) around 320 TRAs WOT k *otat*ng 48 hour shlfts. They work

under the direct suzervis ion of a'statt nurse at a earby health
post. ‘Major actlvitles includb norma l dtlivtrlts postnatal care
for mothers and babies, and nutrltion consultltions. " This approach,
however, has been limited to the Thlés rtgiow and has not béen

it L mmm e e e
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duplicated in othe::regionéuof-thefcountry:i“TBAs"Who do not
work within the structure-of a rural maternity usually werk
at village level:. where thay-are irrcgularly supervisaed.

[ oy o~ .
. v RN . ) -
etk SR . M

At Kuolﬂck Sine -Saloum region, haalth officials feel
that it would be bettor to phase out TBAs 1nd to replace them

with young, literate 2 %lTl‘r} miduives. Thgy foal that
training T3As .doss not solve the haalth: prohlems of the rural

- . ey
T. i

mother arnd child and that thaev are teo old and too attached
niquzs. In scnme

inst tho law of the rural ccrmu-

7
to traditionnl customs to assimilate new tach
azreas, home d=livaeries ar2 agni

t

nity and a fina 1is imn-sed on the TBA. In spma2 cases, it is
difficult Lcr thb youny “uwlllaries to be fully accepted by -3

rural tracltwonal women. o T R RN S 4

As a compromise, some areas are training both TBAs
and auxiliary midwives to avoid a brutal break with tradition
and to insure a gradual sccial change. They may work togaothor
as a team at rural maternities with tasks divided according to
literacv demands or they*may work seﬁirateﬁy. At rural mater-
nities their ro rv. search indicates that
s
techvlruos Her age, experience and knowledge of villacs .
e

custcna reassurea h

SEPEIES

the deliveries becausé‘pheybare mere acceptabl
and the literate auy17*; j *ékef rasponsibility Zor
keépiﬁg,veighlnq babiea, prenatal surveys and other administra-~

tiV° duties. re"uirina literacvy. The.alternative WHO/Senzcal

favors is to train auxiliar y midwives to worx at the rura :

. materpities and.to train TBEAs to work at the village level. 1

P

A major guestion to ‘be resolved in Scnﬂgal is: "Is lt
‘better to train TEAs or auxilia*y midwives". A compa*ablve study

‘€0 determine the socio- osycnoloc;ral imoact and the cost-
i'effectivéness of ‘training’ programs 1s of major inoortﬂnce to

.

aw gulde :future volicy decisiéns. -

. ‘-. Ve .o’

..
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4. MALI )
4.1 Demogravchic Profile wrpwh i
webdan w2iegvering 1,204,000 km?2, Mali is characterized by three

the desert zone wiaich -
“Second, the :Sahallan --

Pirst,
includes a part of the Sahara desert.

distinctive geographic zones.

‘zone- charactarized by savananas and a moderate annual rainfall.

Third,” the Sudanian zcone where rainfall 1s most favorable.

In 1975,
The average density of 4.4

the vopulaticn to be 5,697,C00.

angas from 13.95

inhabitants ner km? in the Segou region to O. 8 1nh:zb tants rcer
km2 in the Gao regicn. The crude birth rate was estimated at

49.4 per’'thousand while the crude death rate at 24.0 par thoucand

2.5

20 years renresents 59.8 percent cf' the total populatilon.

with an annual crowth rate at rcent. The ropulation under

ma
Le

female povulation between 15 ard 49 years (child bearing y=3ars)

represents 44.2 nercent of the total female ponulation. IMali

with tha rural ponula tlcn—“1

i
1975 totaling 8€.6 percent. Infant mortality in rural areas
has been estimated at more than 2C0 per thousand {4).

The country is divided .into six regions (Kayesz, Drmalo,

Sikasso, S=gou, and 42 circ

into 286 arrondissements (7, 10).

Montil, Gao) les which are subdividcd

4
-

i : .
4,2 Health Resources f ~Lo s ? ‘ ' .
o Tﬁ;malstriquiOﬂ.Of health resources favors urban areas.
Health nersonne- lncluded the following in 1974 (4): i
o .., ... Doctors 137
WL TR0 Midwives a 201 ° -
et -i-r: State Nurses ;- 466 . .. G e
el . First Cycle Nurses 1,254 . '
Ve ' Auxiliary Nurses 1944 T T i e TRUT
S S SRR _Matronsl- 1'7_8 : 3 TPy
T.
A matron in Mali is a young girl with at least six years _.
(1:.education who is trained six nenths to.one year. - - et
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More than half of the total number of doctors and
midwives are working in the Bamako region.,
- . f:~

o

A doctor or state nurse directs a medical circumscription
in each of the 42 existing circles. Thére is a rural dispensary
at the arrondiaaement level. Twenty out of 286 arrondissements
have a ratern‘tv which include MCH actlvit1e52 At the village

level, there is ra*e*y a ‘fixed health r'enter ‘Some villages

B have a rural maternity built by the copulation and run by

matrons (auxiliary micdwives).

Ll R S

4.3 Rural Matrons' ' C s R

oS A

An est mateq 30 to 90 percent or ﬁhe female pooulation
deliver outside of medical facilities. P centaaea of controlled

deliver es in 1972 are -shown in the ;ollowxng chart. . T
. LQJReqistered Deliveries in 1972, Mali ) '
‘Region Mumber oI Number ofi Number orf | Percentage of
inhabitants births "estimated |, controlled
) registered| births births
Kayes | 742,586 1,313 46,000 10.8
Bamako 564,320 15,758 53,0C0 29.7
Sikasso . 954,002 8,863 | .32,000 - “17.0
1 segou ;i 735,647 4,589 | 43,000 - 110.6
Mopti 1,106,185 | 9,226 61,000 15.1
Gao 634,249 2,736 35,C00 - 7.8

Source: Dr. P.G. Jean-Joseph, WEO iission Report (:“D/‘CH/7O),
.- 1976 .

Faced w*th iradequate coveraqge of mode*n health services
for childbirth in rural areas, 'lalian uea1th OfflCiala opted to
train rural matrons . or auxiliary midviveq. --In 1967, a training
program for 50 rural matrons, supoorted:ﬁ%gahcially by UNICEF,

e
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was ‘Epproved. .During 1969-1970, ‘UNICEF supported the training
of 85 rural matrons. - UNICEF provided 5,000 MF (Malian francs)
for each trainee per month. Rural matrons must have six years,
education. They are trained from six months to a year after ..
which they are 'installed in the chiefs-lieux and large villagés
of arrondissements. In 1974, there was one rural matron per
30,000 inhabitants. Today,~they are being trained in all
regions excepot Gao. The region of iiopti has recently trainedv

ia

1¢ rural matrons (personal cermunication: Dr. Sory Ibrahime Kaba).

A training program was elaborated by the National
Direction of Health and ccmmunicated sto regional directors so
that they could adont it o local cenditions. The principal
guides of this proqram are the following:

[

(1) to give practical training

(2)  to put emphasis on the necessity of maternal and
Anfantile protection in the rural milieu

(3) to teach basic hygiene princioles e

(Z)"Eo ive nutrition demonstrations -
g

"(5)" to try to change bad nutritional practices:.which
contribute to malnutrition during weaning ..

(6) © to teach npractical obstetrics
(7) to assign matrons near a dispensary run by a state nurse

" (8) - to develon in the trainees a sense of responsibility
41 to care “for their equimpment.

IR
-t

WPO has been contributing to the rural matron program

~

by preparing training guldes and educational objectives (8).v‘

. 4.4 Traditional Birth Attendants

Traditionally, each villare has one or two TRAS who

~-are chosen by the village cocmmunity. The TBA must be post-

menopausal: ‘i.The’profession is passed from mother to daughter and
| - e iy e Y
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"

is highly respected. During delivery, the woman 1ays’ on’ her
;qurn . Tradixicnal medicines are used to insure atsmooth
delivery The 'wnbiltcal’ cord'is covered with.'beurre de

(o 4 _
karit‘“ and a- péanut wirture. Tet nus is a oroblem. - In’ case

ra

of retention of n1=centa, hc T:A D*ovobes coughing, presses

on the stomach, or administers traaltionaT medicines. Tradi—

It e TN

tional payment on'the’ daj of the bhptisn ie- tyolcally a ch cken

\

-~ T

or leg Of lapb '“'2:..tv‘: - o

In the early 1960's, thore were several attempts to

] « v "prain TRAsS in Bamako. Since then, howaver,. the Government has

- -
J—

decided not tc encourage the practice of TEBAs and has been

trying.to replace them with rural matrens. .

1d T2As are very adapt. However,

[T S

It is recognized that

reasons given by Dr. Samba, M&decin-Coordinateur de -1a Région

0

de Bamako, for not training TBAs are: TP B

- the old wonen ehemse7ves do not see any need to be
trained e

N . -
e S

- nowheres has the traln}ng of TBAs- keen successful
- the TBA re*uses to give out certainvinformarioh in

‘|“L"'..o

the village A

- g O
v [ -

- they ire *lliterate and too .0ld, therefore, “‘cannot
keep statistics. B
sa4ua v The' Governmeng recognives thae TBAs do. exist but net
that thej can make rmuch of a contrlsut*on to modern health
services. They would like the rurul matron to work together
with and to supervise the TBAs. EHowever,” more Orten than Jnot, i
the.TBA refuses. The problenm has not beer resolved. -
In spite of this negative a;titudewrowards tra*hin&iTBAs,
several regions have nevertheless trained them: Kayes has trained
two; _Bamako has trained eight ’and Segou has trailned the greatest
number of all-including 22 *BAs and 75 community: develooment TBAs(S)

This makes a total of “io7 trained TBAs in Mali.

sl R
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modern maternity/discensary/social center complex.

- Rural Materni?ies, "Rural Matrons <
:/;} v.?,;,’x . and mB}&‘ MaliL 1976 Baiad b -
A AR l IRl C R MR SR =
' Rurail Rural . |- ; K
. TBA Community
Region Maternities |Matrons Development
Kayes 15 17 | 2 - be
Sikasso 109 933 - -
Bamako 1i0 74 8 -
Segou, 421 11 22 754
Mopti - 10 -] -
Total 255 ° 205 32 | - 75
Source: WHO/Bamako s

4.5 Ouelesseboudou Training Center

In the T'egion of Bamako, there are three training enters
for rural matrons: Ouelesseboagou, Kolokani and Koulikoro. 1In
1975, 74 matrons had been trained@ (personal communication:
WHO/Bamako) .

Sy~

4.5.1 Rural Matrons sy - Comam

Q

Training of rural matrons at Tuelessebougou began in
1974.

Since then, there have been three training programs and
one refresher course qiven.“ Traininq takes place at a very

Originaily,

'it was buit by the Catholic Mission

Lo

In summer 1975 there were 38 girls in t:aining

lasts for ten months.-
childcare, literacy, medicine accounting, ciVics, administration
LT ) oo,

and professional morality, - Pk EINTEY-

Training

o ch 55" ,C\

3. <L Lz
Sikasso reported to the researcher that they "had t trained 132
rural matronc (see 4.6, 2)

LTIy L e il e 0

e 8T B

Operation Riz . reported:tOmthe-researcher'aztotal of' 99 -

(see 4.7, l). . ‘ T Py f :
&l TS : o - =
TSR R (R S S T RSN G I (IS I TR X5 AT -0 S0 T X0 (BN o [ &

Course: work “includes obstetrics, nutrit_on,

3
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Teachers include twn. midwives} one sccia’ assistant,
one. nurse, one accountant,..a literacy agent and civil service

; agent which totals saven different teachers. f

Rural matrons ‘are chosen according to the following
L : | E , N

criter

i
' b !
i t ;

' '

chosen by vil¥ages® | ' T
- must return to rural maternity ucon completion‘of

[ _ __training N | i Coe
' = must pass entrance examination :
- literate in French (7&me annee rondamentale -

..L e

Séme francaise) ‘ =

- unmarried (bzcause mcst husbands would not let their
wives go for the 10 month’ ~training program) = -
EE - =-ages range from 16 to 23

i .7, - cannot ceome from the citv of Bamako . .. . e

4
¢
i
!
4
!
i
!
!
A
Lt
'

v~ = 3f. glrls are nregnant they are not accented.‘ﬂ

i
-
et . i

Upon <ompletion of final examination, the matrons receive
a midwifery kit from UWICEF and a monthly salary of 20,000 MF =
(10,000 CFrA) from the rural collective.

N

o e ,
L D .- L .

Mr. Teogo, Director cf the tr ining cencer,'cited various
4prcblemq he has enconntered 1rst,‘_here is not enough
personnel to serve kboth as teachlnc staff and as regular health
staff. When a nurse gives course s, there should he scmeone td
run the dispensary.;r Second, the matrons do not get a stipend
.-during training-to mav:.for food and lodging. Some girla are _,
~~ivery poor, therefore, -must go without food. Finally, medical
supplies snould be nrovided for the matrons to use during training.

fﬁ,s,gn,lntecrated T3As | _ o e

of T . oo

U ST N

Four TBAs who were trained six months inCBeﬁakcﬁin‘the
early 1960 S“"are now intégrated- into the Ouelessebougou.maternity
center. The TBAs work 24 hour shifts. Their activities include
deliveries, supervision of maternity and younger rural matrons when
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the midwife is not there, urine analysis, and'care of mother:
and child after birth. They are paid SOO MF per deiivery.
The total is-divided at the end of the mouth g*vino each of
them” from 10,C00 'iF to 15,000 !F. The TEA is an important '
pait of the health team and village women ffeq ntly will not
‘accepf’a young girl cénductiné their delivery. however, 'they
are“afraid ‘that ons day they will be renlaced by the yéunger'

matrons and lose their jobs. DR S

- A e e T -

[

4.6 Sikéééo Regiéﬁ_:

Do AU

S Nager TS
I‘rrv [ .

' Since 1970; pr! Dlallo Qegional Health Director of ' ?
Sikasso, has heen training rural matrons and pncouraging the ' 3
population to build rural maternities. His efforts represent
considerahle Drogres¢ in providing orimary nealth ‘services
for the rural pooulauion.

§
1
f . : e 4
[ e : R I T
[ SRR S . : i )

T N {

"4.6.1 Rural Matarnities °

To date,there are 110 finishgd maternities of which 1
89 are functioning. After extensive education of.the rural

population and discussions about their major health problems,
the rural collectives enthusiastically contributed their

support to the »roject.

The maternities are built of cement or part cement
and each costs around 3,500 000 Malian francs. The zone of
control of a’ rurial mahernltl is estimatad at five kms and
sérves about six to ten villages‘with a oooulation totaling
4,000 to 7,000 inhabit nts( ) . ST

L - Lo \ -
l‘. AN . ot . - -

ey

The success,.of the building of rural maternities in <%

Sikasso has been contributed  -to recentivity of the nooulation,
;. relatively high. economic level of the region, co-operation: *

between. the rural masses of the region, and the dynamism of ¢

technical and administrative officials of the region (7).
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4.6. 2. Rural Matrcns A

A:'E:-,.n. e ' ..
The region ofSikasso has .trained 132 rural matrons
since 1970 Girls are chosen by the- Village who are literate

and ‘who will returnito vork in their village. The trend now

..

4

is” to choose older married women {(age 25 35) because ‘they wi;l
not’ abandon their post as readily as w*ll younger unmarried

woman (age 16-22). e T

KN

Training is for six months at the Sikasso maternity,
PMI and hospital. The teaching staff includes &’ midwife,
a doctor and nurses. Training is mostly, nractical, with two

houre of thaorj each dav. 7 - .4 L
."C’»«_; . [ - . : - I ,.,.’;;r..

’ - ’ ST T P . L.

Activities of -the rural matrons include: o ,
- o TEs 3o

- maternal and child srotection (preﬁatal consultations,
delivery, postnatal consultations, nutrition consul-

e . - . tations):

~ first-aid for stulents and ‘the rest of the ponulation;

A T S %t

"7¥- distribution of anul—malarlﬁl ”ills : :
EEAIR I : ST

- birth registration. ’

Deliveriss at rural mat=rnities range from 5 to 25

P

FE .
monthly. St

L. . f A .
RS S s S

Sincé’ the matrons:have been”workihg, the numbef‘of
controlled births in the. region has.risen from 6,500 in 1970
to 17,743 in 1975 (l). Matruns receive a monthly salary of
3,500 MF assured oy combining the cost of each delivery (300 MF)
with nroflta f*om selTinv nharﬂaceutical products(2). They are
paid by the rural ‘¢dlléctives (ies groumements ruraux), by.the
“fﬁdérationg prlmaires" or ‘rarely by the regioral hudget, They

are, suoerv* eﬂ by state nurses at the nearest dispensary.

) ~ .
,’:‘.r~’ .
- i oo

Training young matrons nas posed certain oroblems for
the community:

e AL
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(1)

'*"‘[‘" 'ﬂf"

4=+ A2): youn§ matrons have

13y

if uvnmarried, they
the;;,husband:bnr : o T e

if the matrona are

v~do hbme deliveries

- B BRI A DA !
[ VAR -
B E= TR A
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nay aoandon their nost o follow
TR

Ce ey, RS L AYE
difficulties in being accemted to-

y e
J -

when there is a JTEA idvolvedz

fron thn same,village as their °

T clients, m:ny women wj_l]_ xefuse to give birth aided -

..

b] tbeir'"d ugtners..

, Bowever, in mzternities the work

of tha Y'u*‘al matrons 1is more acceptable;’ R '

,--r-r' t ’ ,.‘.-l,—r

~payment. denends on the nrosperity of the "fedé ations

. primaires”. ’ i

vy - . N

"In order to discourage home deliveries by TDAS, come
areas have impcsed fines of 1,000 MF on the Tq\ and ne* clicﬁt.

4.6‘3

g

Place oFf

THOA-.

u')

o

TEAS

are

not y»t integrated into the rural

system.in 52 ‘asgo. . Fowever, Dr. Diallo feels that

health

-

- . 8 e s o mmiman

-——————

*'been achievei.

in the
future, it "ou‘d be desirable to do so.’ R -

- . v DAY N

Tt NI Given tthe nrasent situation, total coverage has no:x

five kms.
.feasible

the ex istirg 1ﬁ~:astrLc ture of 110 rural maternitics, Lhis

can only cover a radius
Zacause of the ne

4

to DL;lL

heavy Zinancial cost, it 4

more rural maternitie ez, However,
vhio should
;» should follcw a

training sessicn; and should undergo retraining foz

permits training and regular sucervision of TRAs

b2 designated by the

l' .

month

villages themselves two

weeks evetz vea

I

.”

ach TPA would be sumervised by a rural matron which:
Dr. Diallo feels it is better. to try ta™:
integrate TPAs clowly until thev are used to tihe idea of rurgi

ill

could rose nroblem.

~r e

matrons and maternities. If progress is too Laet,'there
be conflict betwzson the traditional social system and the
medern hezlfh The health officials are fearful

she will demand a salarvy.

. A
that

sccror.

cnce a TEA is trainad Hopefully,

ol

t'«','O,_, [N



http:better.to

Page 40

~

~

they will contiuue to work according to the traditional system
of payment.' RN

4.7 Oneration Riz, Segou
hOperation Riz" *s a rice development project financed
by FEDS. A sccial action program has baen integrated into the
project which is. financed by UNICEF and FED. Five community
centers have bezn built. The cbjective of establishing the §
centers 1s to ancourage in village communitizs a collective
mentalit] open to pregress and change which will vermit the

develo“r ant of wemzn and

Q

onribute to tha e¢fficiecncy of
agriculturz production. 3 community davelorment
activities . have been expanded to includ:z 46 villagas in 1976.

At the village lewvsl, threc

c cf voluntecer animatrices
are trained: (l) animatrice da santid, (2) nutritionniste, and

(3) matrones traditionnalle (TRL).

4.7.1  Matrone traditicnnelle (TBa)

- . i

Two TEAs ara chosan by villagers. One should be an
t u

i older experienced TBA, the othor should be a middle~agad village

? woman, not nacassarily exoariernced with daliveries.. They undergo
? four to five day theorstical training at the cemmunity davelopment
i center, Aftar that, thay ars sent ks the noarast maternicy for

] one to twe wasks trainfug. durlnq training, ledging and meals are
: paid by Operztion Riz for thosa who have had to travel from -

their village. TBAs are givan flV to =2ight day refresher courses
once every year. So far, there have baen twec refresher courses j
5 given. - o K v — ' ;

e e e

During training 2 "Guida To Care of Hewborns in the Rural
Areas™ is used. This was pr eonrﬁd bv a WOrld Health Organization E

Nurse/Midwifz, Miss Mitchell (&). Contunts of this Guide include %
nine lessons (sc2 Annex 5) o o e

g

- . ‘ ‘ \i}

: (1) the first cry of baby - %

§‘ (2) the baby opens his 2yes fcr the first time ’ \
A 5.

o PBD.-1£urcpe_nﬁnevelcpmenttFund'




(3)
- (4)

e ,al8)
e s (;7 )
. (8).

(9)

~ bandaging the cord

Page 41

preparation of thread ties for the umbilical cord
tying and cutting the cord '
the first bath of baby TN

nursing baby for the first -time

discussion on traditional practices

care for newboras in the rural areas. o

25 "5

Training TBAs was undertaken to imnrove the hygienic

conditions during home deliveriss, to make up for the lack of

maternities, to diminish the infant mortality rate and to

gather statistics. The role of TBAs at the village level include:

making regular centacts with pres q ant women, including
participation with the commun ity develoemant team who

ives pr:nut=l consultﬂtlons in villages every 15 days;
h , ] : A\

,anplylng hvglunlc s*andard during childbirth and to

s
call for a doctor in case of emergency;

‘taking care-of the mothar and baby un*ll tha day of

~qr the baptism (2hout one weak).

Tha has bezn no chonge from th: traditional payment

:'system which in ludos traditional gifts (lzg of lamb, cola, nuts,

sogp, mille t), arnd 2z money payment of 200 to 500 MF' from tha

-

father whlch Assurces raeplenishment of medical supplies for the
UNICEF midwifery kit. ‘

"TBAs ar: suparvised bv thea cormunity davelopment. team

once every 15 days. - In this way births arco registorgd regqularly

and ‘birth cartificatas =2ro distributed.

Overation Riz TBAas, Mali, 1974/1976

Year f Total TEAs Total yearly
- trained per vear deliveries
1974 ‘ LTIT26 C ' 436
1975 C. 49 : 477
" 1976 24 1,265 o
Total | | 95 [ 2,238 ,

Source: Rapoort:da Synthész, Camnmagne Agricole
1975~ 1976 . Opération Riz, Ss3gou

. PP A :
e e e .
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As can be seen from the chart above, trained TBAS are
increasing their coverage of rural deliveries. Reportadly,
they are well acceptad by the population and enjoy added prestige

because of their training. ‘It seems to b2 a successful program. 3

; One person commanted that "women in' the villages prefer to go

’ to 'Operation Riz TBAs' rathar than the’rurzl matrons trained ]
’ by. the_ fédérations nvrimairas’. P T A ?
4.8 Summary . e e ey
i odieTe 7714 Mall, there are various regional aoproaches to the

-.proplem’ of rural:obstetrics| s o

In the raglo of

g-(16-23 .years}, literate,

[ 1Y
td
=]
o
x
O
"
(o]
c
:1

i e

unmarriod rural matrons are tr ned 1’or 10 months at three

ot S

training canters. Lhey a*e as gncd to work in rural arz=as.
Only eight TBAs ware trained in the early 1960°s and these have
been intagrated into the modarn healzh system. However, the

health officials are prssently against training mcre TEBAs.

The‘regicn of Sirasso has mad2 prograss toward providing
"‘'basic health care for or:gnant women and newborns bv building
llO'rurnI‘mater t and tr:1n1nJ 132 rural matrons. Because

of'the ‘high 'rate df ‘abandeonment bv youngar unme

fu

H

l..;.
]

QA
g

-
H

’_J
-

the health officials ncw prefer to train middle-aged mar ried
women (25 35 veara)f_ No. TBAs hava 72t be:n integratad into the
~rural natarnluy systzm because of the conflict between, tradi- -
tional oracticss and modarn practices. Howavar, it is:-hoped:
that in tnz Luture TBAs can be erlnxd for two.months to serve
on a volunta r) ‘bacis in isolated ~reas that a ;ur:l matron

does not.Esach. - “

A rurzl davelopnent project for imoroving rice production
in Segou includﬂs social action vrograms bx;ed on community
development c;ntﬂra.M:“Opera;;on_Riz has. trained 99 TEAs who

have deliverzd 2 total of 2,238 newborns since 1974... Two TBAs

e are chosan to be trained: one is an older expericnced TBA, and

AU NI, SIS USROS P S P S SIS YRS AR AL

the other a middle-agad womar, experienced or not. The training

: P
g e ¢ emmema mmemeien g e et bl S STETSLLLETC Lae i e A e ’ g
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L4

program is two weeks long and advocates cloge adherence to -
traditional customs, excluding harmful practices.

d 1

tWhat is striking in Mali is the conflict betwean

traditional birth attandants and young rural matrons. Often

4

the first encmy of the rural matron is tha TBA. Becauch'of
theiri youth and lack cf e"oerience,. £ is diffi ult to
integqrate matrons into the trqditiqnal Vlllage Sbviul structure.

-

Criticiam o‘ the training of rur=l matrens on the national

*

level includas: ' Lo e

R S

matrons becoma discouraged because th2y are nct eegul rly
.., inspacted, superv1scd and p=id SRR S R

]

-ﬂrfﬁere is no cohzrent policy or ednlnistrat-on .regulating
the training 2nd payment of rural matrons due.to.the lack

[ r mgene of_co-ordinatlon and planning:

IO e they:should be fr= e1y integr=ted idto beelth services as

T civil servants. . ) ,

Ideallv, the TPA and rural m“tron should work toqether,
the rural matren at thz maternity : =nd tha TPA at the village
level | Tr“inlnc TBAs would help remove barriers of understanding
between the trad itional systcem and threatening medern health
systcm.- However, the majcx question iz "Would T2As acceapt to
continue working as voluntsers ?". With this 2s 2 fear and
with the’éener:l ncgative attitude and lack of directives on
the.national level rost TBAs, exceot for those trained by
"Ooération Ri"" “nd a rﬁw others, ccntinue'eo work in the

tr=ditional w"y, 1gnored by he 11th authorities. ' . L

S e

Y to
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5.1 Demographic Profile

The: Republic of Nigei 15"1,287,000 xm? with a pdpulation
“isf 4,592,000. Population density ranges from 0.1 per Km2 in
Agadaz to 17 per km2 in Dosso, with all of Niger averaging
four persons per kmZ2 (1975). 9.5 parcent bflfhe pbpulation

- Y 1§{¥es in urban areas. Four cities: Niamey, Zinder, Maradi

-
-

. .r

Slser

..population is undsr

. and Tahoua, have a2 population of mors than 20,0C00. Niger is

predominantly a country of small villages with 2 rural popu-

lation of 90.5 percent.

ert. The Ncrth is

S
herafore, 90 percent of the
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people are-cencentratzd in a2 narrow band :long the Southern
border where- the Niger rivar flcws. T

In

The two largest =2thnic gr~ups arz tha Hausas {50 percoent)
‘and thé Djerma-S5~nghz2i (23 percen%). The2 n-ma2d or semi-nomadic

peoples, Peulh, Tuareg and Tcoubous, total arzund 20 percent of

u
the pcpulation. The Muslim religion nredeminates with some

e

5
traditicnal 2nimists a2nd Christians.

;o ~Infant mortality iz cstimated at 200 per thousand Tive

€ -

births (1974). In spite of this meore than 45 percent of the

o)
L

5 years of age. Population growth rate

3

equals 2.76 percent par yoear with 2 crude birth'rate of 51.7
per thousand and a crude deatch rate at 24.1 per thcusand.

Administrativaldivisiqhs,include: »éeven_departmentS'
(Agadez, Diffa, Dosso, Maradi,‘Niamey,vTahoua, Zinder) . .There
are 37 arrondissemaﬁts, five municipaiitiés (Niamey, Zinder,
Maradl, Tahnua, Doutchi), 127 cantcns and more than 9,000 villages.

5.2 Health Res-urcas

Given the dispersicn of the pooulation, Niger has been
confrcnted with the prcblem of previding adecquate health faci-
lities and personnel for total coverage -f the population.

i
3
3
i
i




5.2.1 Personnel and Facilities

In 1974, health mersonnel included: =~ -
' :iriflsi:nﬁété;é  - f ,109:(inciuaing 34 nationals)
e MiEWiveé N S .
. ﬂn_ététevnu;Sés T”i . 200
?:' e Cértified‘nurses 547 o Lo
O Auxiiié;:'y—nurses" 87" o w i _

Sourcea: WEO/Niamey,

LR -.V,"_.

The health rascurces of the country are distributed
unevenly, Favcrlng thz urban ponulation. Each departmant has

RN e X7 0d

R O,

. 8lcwly accapted by the oopulaticn (18).

" premcting MCH centers.  Seven

one major medical ceantar. Rural dispansaries number 142
r2 than 9,000
villages. 1In 1975, ~ut ~f 33 mato rﬁities, 15 were without
a midwife. Out »f 46 nati-nal midyives, 39 worked in PMI
centers and maternities in urban arsas(7). |

overnment and cight nrivata which serve no
gh ,

5.2.2 Maternal ard Child Haalth Centars
o

i ) ST ) - A “

L Out of ten nowbrras, only four will reach the age of

£iVe years. In order £ cembas infant mertality, the high
-

morbidity rate, aa nalnutriticn, the Government has been
teeon MCH centers axist. The

majority =zre located in urban areas, howevar, an ahtampt is

being made to integrate MCH activities inte maternities

rural dispensarias. S> far MCH services hava been integrated

Ant2 all 33 government maternities and 73 rural disoensaries(S).

Howaver, proventiva madicine offerad by the WCH uente*s is

5.3 \71 o Hoalth Tesms e

r ¢

L . -

-Realistically facing' the actual health situation in

 Niger, the Ministry of Health has taken steps to aexpand health

coverage by creating "Equives de Santd Villageoises® (E.5.V.),
or village health teams. BUEREI

A o Ll S B b A 0 e 5L
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5.3.1 Policy of Mass Medicine

.'L' ey ; RIS S r;if . St

Politically speaxing, the Government is following the

prinéiple of orovxdlng nedlcine for the masses. The triennal
plan (1976-1978) states that_"accent will be put on the

development of a true mass medicine, which will be essentially

preventive and mobile”. Two objectives includaxd in this policy
concerning village health teeams are:

- continuing tra inlna and supcrvision of first-aid agants,
sanitation a nts and Lv'ad;t:*or*al birth attendants of .
villages, as well as th2 implantation of village pharmacies;

- maintaining tha "voluntcer" systam(d4). '

'r N
-

-
T

5.3.2 Animation and Health

e Phiees

-

In October 1962, tha N*ger*an Government created the
Service of Aninmation(l). The Ob]ECElVP of“rural anlmation is
to educate and encourags the pepulation to-taka responsibility
for their own devzlopment., With the collaboration of animation
and health different skills wer=2 combined which facilitated
the implantation of villag= health teams. 2zllonclz2 and Fournier
(1975) cutlined d=finita tasks for animation and health:

~ - .

Animation - e S e . c

“

- to educate tha ponulatlon to their health, hygiene and
nutrition vroblems; . Yo '

- to choose with villagers the 'best candidatas for?traiﬁinék

= to contribute to training programs (cont:ql l12arning
agsimilation and premare for return to village);

= to mz2ke neriodical evaluations at the village :level to

H,,funderstﬂnd villagers’ reactions .and to improve activities.

. . . .- R
ot ! I -

- to executz technical training;
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‘e

- %> renlenish village pharmacies and TBAdkiﬁsfénd %615—“~
supervise regularly the.first-aid agentd and TBAs;

~ periodical evaluations of health elements. T

grr e

5.3.3 Structuro/Auto-oncadrement Sanitaire

The project of village health teams is based on one
principle: that the population takes responsibility- for its
own health. The goal of this auto-encadrement sanitaire-is to
improve the sanitary level of the country by training village
health teams of which the tasks are »ducational, nreventive,
curative atrvq 3dm1ni>trat*VPl The village health teams are com-
posed of a Dresidrnt, a secratary-trsasurer, first-aid agents

and traditlonal oir;h at nts. Duties of each teamAhember are:

The Presidant

= supervise and co-ordinate health activities of the village;

~ encourage first-aid agents and TBAs to execqte_preventive
and curative actions; - , 3 , | -

--assist with cperations betwean the flrst-ald agenbs and

the Secretary-treasurer.

The Secretarv-treasurer

- be in charge of medicines for which a pricde {s fiked and
of the mcney of the village pharmacy;

- distribute “edic1n°s to Zirst-aid agents after receiving

money,
DY
- buy medicinos at the central nharmacy to reolenish stock2

- k8°0 a rpcord of transactiors.

1

»l. At the Second Health Conferonce (Deuxiéme Journea de la Santé)

held at Tahoua from July 5-13, the policy and structure of village

health teams were outlined. Particvnatina in this-Conference
were 75 delegates.from the Ministry of Public Health and Social
Affairs, Ministry of Plan and Ilnistry of National Education.
Most of thz following information on village health tezms in
Niger is based on conclusions from this Conference.

2. The first suoply is frae. Reolenishment is done at Government
pharmacies which provide medicines at lew cost.

ISR ¥ P R
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f The first-aid agent. . rearrade e L0 LA - §
: e R P - 3
§ a) educative and curativeractisn'’ ’ :
i - imprcve persomal hygiene 2 ) ;
: - improve hygieng cof the _enviromment... b - JELE !
; - warn the nurss in cise Af enidumics L , ?
) cor T EPIEY A : :?-' i o ' 3
{ - = a .
; “ntim=l*ri*l camo“lgnr VR g
N .. o I Y PRI 0 ¥
| ‘= rutrificn educdatinn L "y
, sopkes Yo Lty
) 0: %= kKeep pharmuc" bﬁk clezn o, G
. - , e Y _5'\'..‘_:! Coer S e LR . -
’ b) cur=tiv action N , e e mmens
!...'A ' ) . . . .
. .o - ven o RN NP
.g,,1“clean scres ECR S T e '
-rm distribute simple medicines according to symptems
i - - 7 @valuate the sericusnsss »f a ‘illness in ~rder +o "

reccmmend evacuaticn to the nearest disvensary

SR
¢) administ t*Je actisn

Ly ik e i .
- regibte* >ct1v’tics, medlcal supplies receivad and.

‘:-1’."- [Fab R

e distrlbuted and hycienic im wroveneants

1

- xeep up on re 2pl gnishment of medlcal“suvplias

2 26k as liaisen betwasn village members cf the health
team and nurse at nearest dismansary. o P

i . 3 "
i 5.4 Traditiconal Birth Attendants® 3 e, o}
: cE ) .
i 5.4.) Seloctizn ~f villadéd:
' - - T e ' L
! T o

Villages chnsen to particioate in the E.S.V. project
must have reached 2 certain -lavel of. developomert and awireness

——— v ¢y e sy

. of their problems. The largest willages dre choseén within a
. radius of 15-20 kms fr:u‘a disoﬂnsary.‘ Dispensaries -are”in’

'{ r_vr,¢’narge ﬁ‘ﬁsuperv*s ng an averaga of 15 villages. Priority goes ;
f R & o) vill;gea that have 2 schorl, Selectiﬂn is. m=dﬂ.aftcr :
15 *'collhbﬂr=t5ﬁn_wi;ﬁ:uun* tr‘th‘“"U*h”Yi’i*a, tr=d1tihn’l leaders %
§ and represantat iVuS nf rchv"n* ,: ncies.? -

t e . 7 .

§ \5,;,2 Study ~f Envir-nment: ... . S L

: Infrrmation shiuld bé.gathered to> determinz zone of

é implantation. Surveys shculd be mada at the village and profes-

;; sional level to determine customs, belisfs and practices surrounding

ff;: §_~§§EE_3:_EHe information in this sectionm also applies for the first-aid agents. !

AR o e 2
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childbirth. Nutritional practices and sanitation,of the . .
village should be includeq. Following this preliminary study,

education of the population can begin, followed by chaice of
T3As,

ER AN e

5.4.3 Selection criteria

One to three TEAsS may be chosen in each vilia&g. She
should be a Practicing TRA, physically capabla, literate if N
possibkle, permanantly in the village and should ha&émfﬁém
confidence of the population. ‘In addition’, she’ should bha a
volunteer, chosen bv the village, Payment is aécording'to

village custcrs.

5.4.4 Ttaininq T T ey

r;Tiéining prégrams'%éry‘frFm one region to'anbfher,“‘
howaver all programs have ccmmon'featufes...Training occurs
during the'dry’sééééﬁfffom Novembar to-May; ‘A mégimum of 10 TBEAs
are}récomménded for each 10-15 da}‘éessiéﬁ atvﬁhe lccal dispénééfy

‘or maternity. Training is done by midwives, if available, nurses

of the dispensary and membors of arnimationn, Peaca Corps Volunteers

also participata, usually teaching Ayglene and nutritisn,
Training sessions shoulé bea Darmanantly fix=d zach vear in case
of abandonment by TBas. ' o R

“ ‘ Since teaching methcdology_fqr acdult literates is gene-
rally lacking by the staff, 2 general-guideline dascribing metho-
dology and course content is presently being preparad’(sés Annex?G).
This is net to be immosed en the population rather to serve as
a general guide. o I ‘: T -
Depending upon the results cf the environmental study,
training programs usuz2lly include the following topiesy '

i

= general notions of hygiene

= hygiene of the pregnant woman IR e
» ncticns of genital anatomy Sl
= nermal ‘pregnancy and.normaltdelivery* R ax

ty

- ccmplications of pregnancy, hemorrhage, .cedema and parasitas

R 8 N Rl G e R N b T

R

e,
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care of newborn

S e

‘maternal milk and cow milk

demonstration nf baby Ecods o

EY
!

use of birth registry.

At the end cof each training session;;a UNICEF kit or
locally fabricatad kit is given to the TEA.

* -

5.4.5 Supervisicn

Supervisicn is.usu=2lly carried out by a mobile team
consisting of health, animation, and literacy tezm members.
Villages shculd not exceed 10-15 kms from the dispensarv for

supervisicn rzasons. Control shcould take nlace once or twice

A menth.  Every twe months, the head of the medical-czanter with
animaticn and literacy gz should discuss with-;.E'pcpulation

difficulties encountera

D.
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(villagzs pharmecy also), ch
get birth certificates and control and improve techniques used
by the TEA. Mcral support from th° sunervision tsam is important.

~:5,4,6 Rztraininc

P

i e P S S e Kt P 5

Retraining at least once every two years is impcrtant.
: 0ld informatison shcould ke riviewad and new informatiodn progressi-
f vely added on. Retraining is dﬂpb essentlﬂlly by the same system
K as training for abeout ten’ ‘days. ' ’
,S.A,]._Evaluation

- e ' - P
' . . .

" Annual evaluaticns by heiith, animatinon and :1literacy f
agents should ba held to evaluate the impact of the prcgram,

problems and necessary changes. At the village lavel, evaluative
meetings are held with village chiefs, TBAs themsalves and '
finally the village wcmen.

EOUIREIN: R

5.4.8 Training £-r ncmads . ) Ve

[

The strategy is different, but:the nrinciples remain
; the same. Educatinn <f the .ncmad population is difficult due
L to_ the character of the ncmads and their life style. Training

sk tmsanans rmim bt 1t . - g 4 g,
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should be held during the periods whren nomads gather together.
In order to replenish medical supplies, an identity card may
ber 1ssued to permit replenishment in any territory. Perhaps
giving: free medical supolies will encocurage the program until
such time that the nomadic population realizes its benetits.
The big problem is supervision and the soluticn dewends on "
available resources and ingeDUltj ’ .

e . -p e S
- - : .o B : P IR AP SN v At
i, : .

5.4.9 1In Urkan Areas . S e e

D o]

TBAS and "‘emmeb-rclais" should work together in_ their
section of town. The TEA can su*vey tho nunber of mregnan‘

'women, giV° advice, encourag them to 9o to prenatal consultations,

accompanv women to the maternity to dnlive* and follow the
newhorn after deliverv.

e

A "femme-relais™ is mors concerned with nutrition and
health education. She may survey children from 0-3 years, assﬁre
preparation of baby foods at domiciles, give advice and encourage
women to go to the PMI. ' ‘

L

5.4.10 Participation in PMI Activitles, Vaccination Campaigns i

and Anti-malarial Camvaigqns - - - - §

At the village level, T2is should survey all pregnant
women and prepare a list for the supe rvisory team. She should
watch out for oce edemas and high risk pregnancias.  When necessary
and possible, the TEA should encourage the village women to take
advantage of prenatal and postnatal services offerad at a nearby
dispensary. Presentlv, thera are 18 TBAs who é?e integrated into
PMI/maternity centers in Niger (7).  Some are pa{d a small salary,
cthers ar2 volunteers who have bopeé.of eventuéily being paid.

For ewamolb in Oullamn, there are tNO TBAs working at the maternity/
dispensary One receives 5,000 CFA par month, the other is a
volunteer. . i ' -

| _TBAs may alsc play an acf*ve role during vaccihaﬁion
camoaigns and anti-malarial campaigns at the village level. All
pregnant wcmen shculd take antimalaria tablats from the fifth-
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5.5 FinanCi_ngi o . =it ARSI = . !
. Village health te?m training programs - including TBAs,

first-aid workers and the mr051dbnt and secretary-trcasurer -
were in the past"flnanccd by arrondissement budgats and
contributing agencizs such as UHICEF and Groupe d'Association
d'Aide des Eglises du qig;- (gosqcﬁated Church Group of liger).
However, the Government now wishes tn centraliza village health
team training programs and finance training programs dircctly
frem the naticnal budgst in order tc have more con

cost of training varies accor |
estimated 2t around 300,000 CFa

provided 9,450 CFA pzr T
{(cersonal ckmmuniCﬂti r:; Mr, Boubacar Issa Canora). Cost per
4 *

O CFA £2 10,000 CFA. The

Jratron was astimated 4~ be from 4,6
. tetal ceost of training programs inc
n

c
petrol, lamp, focd, tcaching materials, daily 21lowance, etc.

5.6 1970 QU*V““-“C 7illaes Ha

R U

The total number of T35 trainsd fron 1965-197¢ 1s 945.
Including Tahcua, orne ¢an estimate that ovar 1,0C0 T3As have
0

w

been’tr-ingd in diger. Cver 1,20 ourists hava been t alned

(seé'Annex 68)

oo Tramnad ﬂat*"ns (T=,hs), Niger, 1965-1976 - )
. S o l fVillages - Month - faar :
' Departmant rotal without - S
D ed ; : trained TRAS Training| Retrawning-
v L I'Agadez 20 | 25 75-76 | 76 | .
{.:Diffa- 31 33 , 756 ; - B
. |possc. 92 28 72-76 73=76 o | o
ST T | Maradi 4145 67 66-76 71-76
Niamev : 214 132 69-76 75-76
Tahoua 4 - - - - B
Zinder 172 785 ‘ 71-76 - 71-76
Total | . | 945 364 R E
Szurce: WhO/Vi "mey : T e
1. Report from Tahoua not complétcd at time of study. . .+« -

5. The~ rese:rchnr questicns theraccuvacv ~f this figure considcring
that there are 9,000 villagp in Niga
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The Ministry estimates that abcut 1,500 villages or
;§1percenu;of_all 9,000 villages in the cZuntry- are belng
- covered by villags health. teams (18). . . = . .

' o Jurina tha su*vov raiinhs 2f goed or madicera are

R s e TR R e s e R B

given’ by swoﬂrviso*y Stff,  65- -30 parcent of the TBAs were i., o
rated as gnod. 1In Maradi, 394 out of 416 were rated as good E
workers (personal communicatison: WHO/Niger)é~3 e B ;

3.7 The Department cf Maradi R

"The departn nf W?r=di first beg*n training TBAs in
1966. Since t an tr

denartmcnts throughout Wig,-.

A Y

=

]

oy

o

nt
Lining programs have b\en gupiicated in”all

During the preliminary study of custons and practices
of TBAs (Haus sas),; it was found that they »lav a very passive
and ritual role. The TBA -ntﬂrvenes only after th=2 expulsion
of the infant and DlaCQnta to cut the umbilical cord, bury the
pPlacenta and wash the baby. - The 'cord may be cut with a stalk

of millet or traditicnal kni fe. It is not tiad. To heal the

cord,. a hot knifs or plece of cottery may ke applied to the end
S L)

of the cord. The deliverwy takes place on the seoil or on a piace
of used cloth which is no+ washed until. szven days atfter

delivery - tha 2ay of the baptisA.\ The wcma » delivers in a
squatting position or on her kneces with her heels against her

T rerineum. In case of malformation of  the head, the TPA will

Mmassage the skull to reshape it. Delivery is at the home of the mother,

'

¢ of TZAs is frem 60 to 80 - menopausal

fu
o]

The avarage
women only. Traditicn 1ally, the professicn is not necessarily
hereditary, but ofts n the old TPA choosas someone- from her -
family who will replace hér. Usually one principal TRBA existg
per Viilage. Payment is éccdrdihg to custcm. It may be millet,
cola ﬁuts, moncy, or the head, feast and skin of. a lamb which was
killed on the gay of the baptism. Muslim rituals. dictate the

seventh day as the official day of the bantismal ceremony. Y
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"In Eﬁe'caSe of difficulties, the bokoé,(usually Peulhs)
or marakout (Muslim religious leaders) are called to say prayers
and.perform ritauals.  Traditional medicines ara used during

prenatal, delivery and zostnatal stages, always-for difficult
cases (1). . L e ) Ve

5.7.1 Training coa"

The goals of training ara: ﬁé encourage TEAs fo take
a more active rcla befors delivery; to improve hygienic scandards
and deliverv tachniques; to refer complicated caszs to health
centers; and to register the newborn. Later, the role of TBEAs

was expanded to includez sranatal and postnatal activities such as:

Prenatal: (1) search for hign ri

e e, 6e - young wcmen urder 15 yoars a
. - e -.small women;- shorter than 1 SCm Tk
Cie e N ~ history. of fficult deolivaries &
tE (2) survey 2nd rezgistry of all preagnant women
, <Y 3 C
e el i e -in the wvillage . L

A

meoooat L T T (3) monthly home visits to atocb high risk women.

Postnatal ‘
’__ (l) da nst icn of_weahing taby focds
. - oo .. {2) detection of malnutrition by palpitztion of
_the bgttccks‘ A . EET
‘ - firm butto ch .= healthy baby -
- fiébby buttocks = weilght loss
[P .. = wasted buttocks = malnutriticn”

E - . . - . . ooyt

'Malnutrition is a sarious orobiem. In 1975, malnutrition
for 0-1 year olds was 18.5 percbnt for 1-2 year olds, it was:
53 6 oercant and for 2-3 vear olds, it was 63.6 pvarcent (13) .

“Therefﬂre, TBAs are encourﬂgbd to play 2n active role at village

level by pgr;icipating in waiah g babies whan the health.team
comeas to the village and bj pncouraging mothers to gc to PMI .
days'at'the'neafest‘dlspgnsary if not too far.




.

::They assist with orenatal examinations and pe rform other simple

Acurtailed Within the Daat few years training has been going

5.7.3 Achievements Paga 55

In 1975, 381 trained TBAs reported to have partici-
pated in 3,732 deliveries out of an estimatzd total of 41,100
deliveries or. approximately one out nf ten. Deliveries in rural
modern health facilities totallad 1,891 during. this period... .
Total controlled deliveries including Maradi maternity (2,941)
equaled 20 percent. In 1976, 462 trained TBAs served in 174
villages{(9). . SR S S

. e
.o .

Improvements in hygienic conditions have been made. ..
Some, but not all, of the TBAs play a more active .role in prenatal
and postnatal consultations -as mentioned akove. .- One indicator

of progress is to determine if the TBA was called before or .-~
after. delivery. Mcst TBAs are now callaed before, but some are
still called only to cut the cord. . Detrimental practices are

«gradually being changed. The TRAs know their limits and evacuate

in time. 1In their villages, no tetanus cases have been reportad
and .evacuations for perinual -infections are rare(l5).. .

5.8 . The Demartment. of Niamay E s S

': Traiqing o7 TBAs actua 1ly began in 1965, however, due to
lack of not‘vatlon of nersonnel *nvolved ac*ivities were

full force with a tot2l of 21' TEAs trained to daee.

St

From Dersonal interviaws with 10 TRAas, health personnel,

_animation and various recvorts, the researcher found that the

situation in ‘the Nizmey department was essentially the same as
that of Maradi

T OA the whole TBAs ara successfully -eirtegr" tad. into .
village life. Most of the TBAs,feel they are more respected
since thelr training, and some are called'by:other villages. In-.
some arrondisszements two TBAS have been trained per village,

In others, Oullam for example, they decided to train only ona TBA
per village in order to avoid jealousiss. A few TBAs are
integrated into maternities and dispensaries, paid or volunteer.

-
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. e PR s gm0t - »'_‘,.“'...,A
tasks, At Oullam, a TBA participates ‘as a'Etaff member
during TBA training sessions. Refusals by viJlages to parti-
cipate in training have been rare. -

Y

Some difficulties have been noted: (1) in Tillaberi,
animation revnorted that in onz area the trailned TBAs ars not
called because the men say it is against their religion -~ only
one. birth was recorded during a threé month period; (2) since

Y

pregnancy, fearing evil spirits, Srenatal censultaticons  have
proved to be difficult; (3) no
limited to

cord iS’bandagcd regularly each davy aftzr bkirth, however, some
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mothers taka off tha bandage nreferring to usa their tr ditlonal

o
‘. healing methods. - In ona heme I okbserved a baby who had

mercurschrome on th

& um a
the mother was in the proczsss of tapping th: cord and other
parts of the bahv's bcd h

plece of cloth. This ¢

and modern pfactices. Fin;ll*, it has bzen diffi
TBAs to do baby fcod demonst

do not have time znd that'the'villagéﬁwcmén do rot
advice. : o

Scme TRAS h=va éxn*éssed thu-r d351rn to learn more and

to expand thﬂlr activ*ft1 f' Fo example, they would like to learn

more about tHe causes of ill nesses affecting pregnant women,

children 2nd nursing mothers Also, some would like to be in

charge of the villaga ;harmaﬂy to distributz relevant madicine
to women and childran®. This is espccially true when there |
is ‘'no first-aid agent in the villaga.

R

Supervision of TBAs at villaga leval is undertaken =

sronce every nonth or two months. At Oullam,'a tzam of one -

midwifa (expatriate), one 2uxiliary nursz (mald) and one

. e

-.Given the character of:Muslim women, it has been noticed that in
scme areas women do not like to consult the male first-aid agent.

e
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animatrice, visits villages to replenish medical.supplies
and to control activities by filli‘g out a supervisory and
statistical chart (see Annex 6C). Qne important indicator

"qincluded in this'chart is whether the TBA is called before

or after delivezry. This determines the impact of training

or changing traditional customs. At the arrondissement level,
quarterly meetings arz hzld with the head doctor of the
department of Miamey, '2nd members of aniw=tion and health,

Departmental meetings are held yearly in Nl&m@j with healkh,
animation and literacy agents present. B

-

.,.,’
.

The departments of both Maradi and Niamey plus others,
share common oroblems.

Training. Some officials f=el that the training period
of 10-15 davys 1s too short for equate assimilation. This
length has been cstablish ed because of limited financial .
resources and family obligations of TBas. Regardless of the
short training pericd, the cost of training 1
methods used arc not gezre
Teaéhing staff has typically taught what they lzarned in school

a problen. As 2an initial step it is necessary tc appeal to the
oldér‘TEA, hnwavér, in 2 sacond phase more daesirable to

replace them with youngzr (30-5) vears) TBAs who can assimilate
more’easily. o

Reint eqrﬂtlon | Scmetimes the TBA is chesen by the chieZl
of the village rather than the village members. Heo may choose
his wife, daugther, niecz cr other rﬁlativ;. . In this case,
other untrainad TRAs continue =0 work 2nd th trained TBA's
activities +r: limitad to one quarter or family. Contrarily,

a trained TBA may becime - so ocopular that ‘she will draw clientzale,”

as well as gifts, away frcom other TBAs which provokes jealousy.
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Supervision.” Due to-the shortage of personnel and

, v material resources, supervision is irregular if nct non-existent
i | in some villages. " Therefore, midwifery kits may not be rcgularly
replenished. Morala of surerviscry staff may be low bacause they
aras not paid for the extra work. . Superviscry charts havz heen

developed in order to gather more information and gu

supervisicn. Supervisory staff shculd encourage rathsr than
overiy criticize TBAs. L Sl .;,, ,h._..;.n “i

Evacuations. Obstacles to =ffi
(]

inadequate recogniticn

of transport,; and the influence >f mara cause
further delay. In 2ddition, fatalism, the Habit of accénting
maternal z2né infznt decaths, is a cocmmnn characteristic of. ~=r

Muslim sccizty 2and. the rurzl nrocr.

_Exnahéion of activitias., It is difficult to expand
activit}es of the TEA to include preventive services such as
pren=£ai and ?cstnatal consultations. Gatting TBEAs to 2o:babyr
food dgncpst ations to give advic:a cn malnutrition =nd high -
risk wguan h2s preograssed sltﬁl;7.":fforts to get TEXs o follow

. newborns more than the traditicnal seven cdays has not h3en

successful.

In spite of efforts to exte na basic

t
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‘health care to pragnant women and newkorns £y training TDLs, &
R large part of the oooulhtlon remains far from anvy mcdern health

service. In the dazpartment cf Maradi, the mos- progressive

U aeer e

rdepartmant, cut of 2,085 v‘Ll:gus only 21 had a di;p Yy

health team in 1976(15).

(12 percent cf the populaticn) and 174 villages had 2 village

r

L

'Réalicébility nf preogram. With centralization of the

el A ER LRSI

village health program and the continued‘politiCS~of masc. macdicina,
thére-s£1ll cxis: constrain*s on expanslon. Manpowaxz nzeds are
ihcféasing ané developnent =£ the system is handicapned by locl:

of firpance.

7.
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Baby food demonstraticons in Maradi were done when frac
was prcvided.
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5,10 . SUMMARY
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Ve e e
. o

Niger has one of the most orgéﬁizé&'Lﬁést“édncéived, o
most rnalistlc TBA training program in West Africa. Contri-
buting factors t7 its success; include (1) politics of "mass
medicinﬂ" and total covaerage of the povulatizn including
training Tﬁug, (2) intersactorial approach intluding health,
animation and literacy agants;. (3) inclusion‘in'thafbroadér'

framawcrk of village health tcams which ccncentrates on an’

integrated primary health care approach. - - ?
' Obstaclss to its success are mainly due to shortage ™ |
of perscnnel, financing, and material resources. Howevar, i

experience has shcown that training T34s can irorcvn rural

_Obstetrics.and hel» close the g=u ‘be twecn nﬁdcrn health care
and traditional practices. ' '
R N (R A IR R
The Nigerian Gcvernment “wishes to exnadd the program.
New forese;able steps which i1l contribute tn *@e ef‘iciency
of_ppe pregran are training neomad’ Tan, t“e stdéj of traditional
medicines ncw. being carried or in ﬁ gvr, =nd tha DOSuibilitj of

creating mlni-oharm«cips for TBAs.’
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a. UPPER VOLTA

6.1 Demogranhic Profile .. ..

;". The populaticn of Upper Volta was estimated in 1975 at
6 million inhabitants, dlstributed unevenly over an area of
274,000 Km2. Overall Dootlation dansitj is 22 inhabitants per
km? . and in certain localized dreas, it reaches 10Q per km2.

In 1975, the crude birth rate per thousand wag_47.9 vercent:
with a crude death rate of 24 8 per thousand. The population.

growCh is approximately two percent par vaar and the average

3

«t
O

family consists of 9.4 neople. The prooula n fluctuates according
S h

th

th

i
to the exodus cof Voltaics to ccastal towns o Ivory Ceoast and

Ghana in search cf employment (10).

The zepulation is composed of more than sikty different
e

s
ethnic groupg of which 48 nercent are Mossi. Other major groups

are the Peulh, Lobi-Dagari nd Bobo (l). Due to the
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unfavorable climatic an ondltions of this landlocked
country, :he ajoritylof-the population is pcor, depending on

subsisttnce, fam
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popala:*on is

than 5,000 are in cemplete isolation due +o their gzographic

situation, their traditional organization or thair lack of

education. Sreat distances and bad roads separating urban centers
a

and villages arz obstaclas to communication

6.2 Health Rescurceas

The actual situation in Upper Volta shows a disequilibrium
betwaen the health facilities and personnal in urban and rural
areas.

6.2.1 BHealth Facilitiss and Personn=1l

Health facilities do not cover the total population. Some
villages are more than 40 kms from the closest health center.
Health authorities estimate that only around ten percent of the
total population is covered by existing hzalth facilities(6). Due
in part to the sher tage of medical centa. ; and in part to the
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malnutrition and lack of general hygiene and ignorance, there i
is a high infant mortality rate.

=~ . In 1375, Upper VYolta had 95 nhjsic1ans (28 nationals),

~31-midwives, 269 states nurses and 981 corbifi¢d nurses. In

1976, out of a total of 98 prefessional midwives, 69 are working
Jn the major urban cities: Ouagadouqou and Robo. This is partly
due to‘the fact thdb midwivesg g Jparry well-to-do government employees

and 1ive where thelr'husbands_aqu3351gn0d There are around 212
)

ahxiliarv midwiv (matrones rurales). in nublic service and 28

i
e

in the orivatg sector (rersonal communication: WEQ/Upper Volta),

Auxiliary midwives are trained for £-1 montis to werk

attached to dispensaries and 34 rural maternities alcne (including

3
at rural maternities.  Theras are a total of 123 rural maternities
i
cities). Auxiliary midw *veg must be at least 18 vears old and
literate in French. Gcnerall" they a ined at the maternities
to do deliveries, Most ara paid by the rural collective, however,

b
some.are pald by the Ministry of Eealth.

Communityv davelorzment agén s~%=n1natricvs) are trained
to work at v*llugc laval to improve general health and sanitation
of "tha ccmmu ty. For example tha UNESCO project trained a total
of 193 volunteer =n1m trices ané 34 paid village monitrices(3)l

LoririE
6.2.2.  Primarv Eealth Cars

AN

lGiven these conditions - shortage of qualified health
persomiel, limited health centers and ©oor communication ~ the
Government of Upper Volta is attemoting to f£ind a .solution to
these problems. One alto ’“ivb supported hy WEO is to organize
primary health cara perscnnal for v1llage communv“ asfﬁ There‘_“
already;cx S$ts certain kinds of health agants in Vo i aic vil1ages~
first-aid wo*kera (seccurisbes),—tradltional bl:t“ att;ndants
(accoucheouses traditionnelles),'auxiliary midwives (maﬁrones
rurzales), conmunity development agents (animatriczs/teurs) and:
traditional doctors (guérisseurs). The Unogr Volt= Red Cross !
has trained 15,000 secouristes of which some serve in villages.

Traditiconal birth attandants continua to provide an important

I. A monitrice ha

3 a higher level of education than an animatrice and is salaried.
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Y
<

service for rural woman considering the éhortagé of qualified
midwives serving in the rurzl milicu. Pharmaccutical services
in Upper Volta arc studying traditional medicines with the hopes
of integrating effzctive treatments at a reasonable nrice for
primary health care prograr ns(6) .

L

cavile™ “Before sign*ficant progress can be mada toward promoting

‘ﬁhe‘ihtegratlon cf traditional health agents such as traa*tlonal

doctors and traﬂitlonal midWi'“b inro prlmarv heatth care programs,

it 15 necessa Yy

- i <y -

DI

(a) to survey the villages primsry health cara neads . = *F

““(c) to define the functions of the health agants and prepare.
' T'tr=i ning programs ’

.t . L -

(d) to oribn hzalth personnel tcocward the new-approach «(6)-«:

6.3 Traininc Proorams for TRAS . . RN

‘—l
w
‘J-l 1Y

Although th= chyernment nterasted in trainlng TBAS,
it has not yet launched a definite program. However, efforts
have been made by séveraliﬁbtivated doctors to devalop training
programs on 2 regional basis. Some of th‘_s1 _regional efforts

are taking place at Kongoussi, Fada-il! Gourma, Yako, Gaoua and
Kaya2, . . =~ . . ' ' -

6.4 \UNESCO Experimental Project

.y ey -

. One TBA *rainipg program of special interest is under the
‘auspices of the CIESCO Experimental Project - Equal Access for -
Women and Young Girls to Education (Egalité d'accés des femmes -

et dég Jeunes fillzs 2 1'&ducation).

Perhaps other regions are also’training TBAs, however, the
research_r did not have times to. visit all regions, - .' 4

1 PR ]
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¢4, ~r~aUnder the Ministry of Education, the project was
financed from 1967~1976 by UNESCC ahd UNDP, with assistance
from UNICEF, Peace Corps, SUCO? and Catholic Relisf Service.
: The goal of the project is to integratz women into the procesé
of development by increasing cducational nossibilities offered’
. to young girls and women in rural areas. Various educational
activities were undertakan to improve the qualiﬁy of life of -
.rural women including civics, health, agriculture, family
econcmics, sccial educaticn and crafisd, ” |
....Training TDAs was carried cut in tho thrse regions of the
project?” Xongoussi, Banfora and Pé}““ﬁ;nglterm‘objectives of the
nt mortality and to assure
.a& mora harmonioué-devéiopment of the family and country, of which
the eccnomic and sccizl development dazands oh the health of its
inhabitants. Each of thes thrza regions wera choscen becausa of
o)

different levels of econonic deval.

Rongoussi - Situated a2t 105 kms Horth-East cf Quagadcugou, it is
an arid zonz with littlz arnd i T
major ethnic grcuo is Mossi;' 'laast favored regicn

v “of economic development.

Banfora = Situated 2t 445 kms to the West of Ouagadougou, it
- is the most-proscercus of the three ragions; agricul-
.ture and factories favor development; diverse ethnic

T population including Senoufo, Goins, Turkas 2nd

R
Cems .

Karabores.

P8 - = Situated at 150 kms South of Ouagadougou near Ghana,
.dt-1is a2 zone of intermediate economic development
O compared ts_the other two. The major ethnic group
1s Xassena,
P

4. Included activitios such as collective farming, mills and donkey

carts; literacy, village maternities, child care, health
education, -’ . - weaving, constructing latrines and water
filters, sewing, civics, training of animatrices and TBas
plus other activities.

B
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f : - Dates’ Particicants -~ =~ Racycled
Kongoussi - January 13 - Feb, 13(1969) 13 f o e
i o (No data given) - (1370) 6 _ : . X
= "7 March 15 - April 14 (1972) 4
April 17 - May 17  (1972) 1 . v
., Bprdi 17 -May 3 qiev2y - L
* %' Feb. 17 - Maxch 15 (1375) 14 .
R Total T Total
T traired 38 - recycled >
Banfora - March 15 ~ April 9 (1571) ‘_Igm :T_,4
March 8 - April 5 (1975) 13 |
j; o . Total T Total T
i “‘. . trained 32 recycled 0
P& ‘= May 2 - May 30 (1973) 26 | :
March 2 - March 22 (1975) 23
.~ Total ., . - ’ Total
tréined} o 26 'recyqled ~33_
GRAND TOTAL 96 .29
= - o e

P .
X ).

"maternity plus dlsp nsaries, - Du
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Three disvensaries are located in the iéhe of Xongoussi.
One maternity at Kongoucsi ig run by nurses anﬁ two others in
villages are run bv midwives. At Banfora, there is a hospital
with a doctor, m}dwife and nurses. There are three dispensaries
in th2 zcne. In the PS5 zone, there is at 1eas£ one hospital/
to ths divarsity of tha zones,

[}

each TEA training program was adanted locdlly‘to the needs of

‘each;group. A total of 96 TRAs warc trained in all three zones;

out of those 29 attended rafrashar courses.

UNESCO T2A Training Programs, Upoar Volta, 1968-1975

Number of Number

Source:n Rapport de fin de missicn du Consailler Technique
Principal Pro:pt Exnérimental UNESCO 1976 (3)
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+"% 'By‘umgrading technical skills of TEAs,. the UNESCO . -
projédt Hopes to ‘imorove the overall . health of mothers and ..
children, " therzby contributing to the social and economic - . - -
developmant of sociaty as 2 whola. raining programs wars. ..
obtained from 2@ and Kongoussi. There i3 no standarfization
of training. Thoir cbjectives arz to imcrove tachnical .
lmidwiferv skills of TBAS and to provide general education for

0

TBAS so th t the ey w*ll heccme community devalopment agents.

6.4.1° P& Training Program -1 o oL 3

N : . e
: - - . P 4

The training Drogrum f*on Way 2 to 30, 1973 was
obtained as an sxanmrle. Twenty-seven TRA trainees were seleacted

- kY
S

by villagers using the following crit eria: . Sl sEL S
i(af"accepted by village:wmmen o S P

(b) "'influcnce on both villaga weomen-and men . ..

(c)™ experience doing delivaries .- . -. VLS e

(d) "soreone who canserve a long time (not too old)z -t =

r - The age cf TBAs chosen rangzd from 30-55 years,
average of. two TBi5 wera racrui
lations from 227 to 1,235, Participating villages ware located

between a r-adiugz cf two tno 47 kms. Trainzas war:

and a baby sitter provided for children.. An official coering
cerameny which included government officials, rproject officials

and training stafs launchad the four weak training progran

‘Genaral education sessions wers held at tha UNESCO
Regional Officz. Subjects included a variety of_topiqs covering
health education, nutrition, dcmaestic skills, cvv1cs, o*ganiza-

.tional skills, technical skills for TBRas, acricu’tu*e rlus qther

miscellancous tcnics (see Annex 7). nducational_fllms_were shown

on hygiena, child cars and. nutritien. .
The teaching staff of 23 included UNESCO staff, technical

experts and Government official T

-

Ul

Technical‘traininé taok Siabé at théimété}ﬁitb GroLus
of four trainees rotated d aily for 24 consecutive hours - (8- a.n. ‘to

P ———
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8 a.m.)__

e re——— e D e RSN

alth personnel :instructors including'two doctors,

twe state nure jes, and four nursas wara rﬁspvnsibln fhr theory,

practical treiﬁlng and supervision.-
delivery and post“~t31 phases. -

recogniang problems in

InStructlﬂn took place . i

Training covered prenatal,

o

Snaclay amphasis was put on

avacuate (sce Annex 7a).

ardar to
K

n tha Kasszona languaga.

!

=1 " Tha finéncing of the tra2ining was by UNESCO (sec Annax 7B).

The Ministry of H
midwifery kits, At the
tne TBAs wors orasentad

(se2 Annex 38). .

4.2 Xon

.--

6

goussi Training Progran.

Health contrikuted instruncnts a2nd nedicxne far

closing caremcay JE tha t*aln*ng sassion,

with certificates and midwife kits

*ap

The UNESCO onrzjzct has been training TEAs 1n Kongnussi

since 1969. &as alrzady
trained,

of 14 wers trainad in the

February 17 t~ March 15,

9
totaliad 71,711 CFA. -UNESHO

h=* over. thes &ght yaar

ot ChllAD irth in the vil

to t*nin TEAsY. Since t
three TEAs have 4died. T
who c,“ serve 7

are easier te.teach and

Sever I difficnl

no est blished systaom of

by UNESCO monitrices, bi

The Minisqrv of. Health dco

Second supplies for the m
replenished. After tha

of Health, the vi’lﬁgers
supplies.

and six have un

~d, 2 total >f 38 TBAs have been
n2 2 rafresher cvurse.' A total

¢ most recent training program fronm
1 "’55 TYnonso £~ flote o a7
LI . LXpEnses Ior ths prroaram
st2ff memkars in Xongoussi fazl.
period 1365-1676, the overall situation
l2g2 has improwved due to their efforts

12y havez baszn ranlacad by yaqungar ~nes
Younger TELS arz p

ties wera hivhligﬁ¥edl First, there i3

supervision exche cccasicnal visits

rth egistries and ref;esher courses.

contribute ta'supervisory affcrts.
idwifery kits are not re egularly. ..

ini

ara 2xpaected to pay for their own

r

ial contribution frem the Ministry

-that of

5. 1975 Kongoussi training preogram is very similiar it
P&, therefaee, is not included in the Annex. T A

6. Impr ssions anly, no cfficial avaluatisn to prove this ‘point.
7. TBAs underan nhvsiral cxaminatisang +A datsarmine fitneas.
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éaéaq ZBA Profile. I N S R A Tt S L B
et RTINS wE R e ! i
Yalka is a emall Mossi village located 20 kms from -
KongouSs Dry and bar*en, it is in one.of the least econo~

mically devplooeﬂ areas o‘ Upner Volta. ,In 1969 two
traditional midw1ve= Jare t*ained at the Aoncoussl medical
center by the UNE CO nroject They attended *efresher courses

in,l972:for,15 days and again in 1975 for one waek.

ina2d 1is also hf Vlll g? ls ader.
D

= One TsA who'was‘tra

She is very inlluentia and wz2ll res
addition to reaular daliverias, s
and tribal scarring. Shgraaministers first-aid for children
but dops,notdsystematic:ll',do nutrition ccunselling.

Thn orof sidn ié not\“ecesé rilylinthited,,often .
ob;_ Bafore training, she

raditiOﬂal knife which .

e
cut the umbilical’écrd with a metal

she says *Hat now shn uses scissors,

“The TEA did not tiz the dmb'lical cord, lngtﬁad ahﬂ put pieces

‘of ‘heated pottery on tha and of th2 cord. She did not wash the

J

baby. After miscarriaga, it is balicved that women_ghoula not

“wash themselvas for two waaks. Husbands did not allow their
wives to go to the hosrital in case of difficultions,

PO

When asked if sh2 has roticaed any chlngﬁs s*ncn her
training, she responded that her work 1is-much bettar and cleaner
than bafore. She now washes the baby with heatad water, she ties
.and bandagus the wnabilical .cord and puts-eYedroos into the zyes

S

~ -

of thg ncuborn - She.learned about causes of in<a nt nmortality
such as tetanus. . Befora training, she did not dc evacuaticns,
now she{ugderstands when a woman should be evacuated and the men
accept 1it. Consaquently sha said, thera hav; not becn zany
maternal deaths in the vi She also learned how

to do deliverias with the pa

[
[}
}—
n
t 10
-
n
[
e
0
W]
[
0
&Y

iant lving on her back. However,

“she’is not convinced that delivering on the back is better than

in a kne eeling nosition. Cu ncernad akout hemorrage during pregnancy,
she asked what could ba donw to stoo it, Duz to lack of regular
SquI‘ iSiOn. the TRA has diffic'ult-v Toanlanichine har maddicmnl mmeaeeld oo

b e s st e e o =
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dlcohol,

e, vt

cara.’

imposing

: V 6.4.4

in maintai

A birth registry is kept by the afilmatrice who lives

The TBA 45 s2lf-emploved but is not pa

deliveries.

cot

‘mod

o

in the same vil1age.

>
-

Q

H

She uses soms of

to

aer

cofisideraticn othar poss
““traditional

.
KN

ing

“supplies such as antibictic
-systam of suparvision which a

supplies is necassa

Villaae

It showed that the numb2r of births

avéraged two to three oer month with a tot:l of 168 daliveries
since 1969.
is called by
her own vill

Filve differ
ther vil1&gas whan there arb difflcultiﬁs.

nt VilllGPS are ragistarsd. The TBA
In

ga

she 1s present before the actual delivery..

N D
id meaney for
raild 250-3C0 CFA to do excisions.

this money tc buy nﬁﬂﬂssi

owever, she is

su

Y <plies such as

e

T s rm
u-’.,m

n, mercurcc e arnd antibiotic mowder

a
improved obstetrical
hrouﬁh .training sta2ff preferred
takin into
the

n t3Cﬁnl TRA w1hh a

«Q

U

For ,xamnl:,

fd

ife can eagily ko sterilized and therz is no harm
tha tfaﬂitionalvdél very nesition. Buying madical
y ﬁbwdzr is a burd~an on the TBA. A
ssures a lowfcdst supply of madical

s

meear .
[RSEEY S

- Vlllagw matarnitizs ware orlalnallj built bybﬁhn

is the major-cause of

A

.villagers. themsalvas to provide a nlace for‘rest after birth
.;n case of complications

~ g i

‘2nd "to diminish risks of tetanﬁs, which
mortality in the village °(l)

4

-

o 4
nIant

However, -experience has shaown that the cooqution =nd TBAs do‘
: . not like to use the

f

maternities for the rollozino rﬁason

i
| ="the matcrnity is often too far from concassions .
E w ="th- TBA is not o=id to staz in the matarnity . 3
(;' "= the earthen building ara ﬁalling apart anddin need. of repair
i t -t the- m“ternlty is oft N’ mora upsanitar?,;h;n concessions. :

ARy

. problem of accass to water o
7" < the Women are afraid to stay alone in:£he maternity.

R -

[

NP

;‘Wﬁr@‘w o e
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The village materwity in Yalka, near Kongoussi has

ey

been converted into a ClaaS room for liter racy classes.

-8.45 - Expansion of UNESCO TRA Traininag oo v

R

The Ministry of Education is aolic1t*xg funds from
UNDP to expand the JNESCO T34 tralnin~ prOjeCt to three other
zones: Sahel, Bobo and Dedcugeu. ,Thefproject title is -
"Trainlnd Traditional 2irth Attenda ants and Othar Agents of
Social Premot fov_and Family “25 H £o ) | y

H

n Ccmmunity Develcpment",
If funded, tha project will Dtg1 in January 1977 and last for
five years. They hooe &2 t*ﬂln 150 Tdns each y=ar., Immediate
objectives of the project ara: C e e ey
= t0 give TBis nctions abcut:hygiene-permitting them to give
re-advice befora, during znd after pregnancy, and to eguip -
them with medical sucplies necassary for deliveries and

village pharmacias; . , _ - SR D s

= to give noticns about sanitars 2ducation, family health
fitautrition and child caras sA

o+

hat thay nay'adVLse the
"7 ¥illage community

- to give elements oF animation technics 32 that they may.

lead the ronulation in communit ty dzevaeloomant:
= to'give training to 2nimatrico s, monitricss and nther

=~~-.-»r1i.a:-':»‘sociv:)—ec:ormmic:''ac;em:s that will’ *elnforce the action of

"7V < the TBAs; A : S .
R : ‘ LT e e ey

- to develop 2 svst 1 0f zvaluation tn measurea tha impact . .
of the prog=ct S '

SEY T RN : :
= to daveloo audic-visual material adanted to train TBAs
and for village health 2ducation. - ... - . > oo

" Vo -

¥

6.6.  Konaoussi Madical Center . S '

-

The Kongou351 nedlcal cnnter started 1ts own TEA tralning
orogect in September 1976 SLDaratL from tha UV“SCO Droject Thej
recruited 16 TBAJ from 16 villaces located mnrﬂ _than 20 kms from
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the hospital.- The two week éraiﬁiﬁgrﬁrogfam established by
the head doctor at Kaya includes the following objectives:

- to train TBAs to do moimal hygienic deliverias, evacuating

when necessary;

v =y

'“;'to prevunt child il’necses such as malnutrition;
1.4, -

- to teach health and nutrition aducation;

“= tn distribute asperin, nivaquine, vi mins, collyrc o

o
“a - (eye=drops) and disinfectant in crder to orﬁv1de free
s

first-aid for mother and newberns.,

Supervision will be dene by a health team who will
visit villagos every 15 days. The team will executz a orogram
of health and sanitation zducaticn and at’ ths same time - -
contrzl thz TPAs and reolzanish thair supolies. The team will

be ccnpesed of one nurse, three

pill distributors and five
é ( ing twn landravers

sh their tasks. This team will not sup2rvise the UNESCO
T 2a. In the futurz, maternities

nsisting of two huts and a shed.

t

At the Fada N'Gourmz2 regional hospital, tha-"Fréres
das Hcmmes", a prﬁéate Frernch vaoluntary organization, has trained
thiréy matrons and eight TRAs. The matrons are voung (18-25 years),
have children of their own, sveak French and are chosen by the
village. They are trained for three to six months at the
maternity to do PMI tasks and deliveries. Matrons work at rural
maternities, which are buit of cement, have onc rocm ﬁor.PMI

activities, one room for deliveries and one storeroom.

TEAs are tralned at the maternity for 10 to 15 days.
Training concentrates on crinciples of hygiene, normal deliveriex

~and detection of abnormal cases for evacuztion. .Ideally the-
“‘matron and TBA arz to work together in thz rural community with

s~¥he mMatron supervising the TBA. The TBA, who is a volunteer, works




T

"6:8 Yako ﬁedicaliCeﬁter ' ;,

5nurse at Yako medical center)

6,9 Summarv R
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at village level while the matron runs the maternity and PMI.
When there is no mate*nity, the T3A is exvected to do demons- .,
tration of baby food and to distribute nivaquine. Payment to,
the matron is 300 CFA per delivery of which 50 CFA is to buy.
supplies fcr the maternity. Births average 12 per month gilving
a monthly salary of CFA 3, CCJ Dr. Mary Frangoise cited the
’followlng Obat&ClEa ko, the 1ntegration the T3A into the modern
health system '

- cor - Lo

- "negative attituds of tha health staff towards the old o
uneducated TEA; ' ' o

= ' teaching methods’ for TBAs traininc wore lackinc, )

<=" there was no sociological stuﬁv to detormlne amoroach _

to training; ’

!

-~ the TBA does not always accept the matron,and,ls_not

~ integrated ineo_the rural maternity.

iDr. Gourrier began training TBAs in 1974. "Over 50 hava
been trained. . After six months training at the maternity, the
TBA returns o her village to do normal'deliverieéiand nutrition
education. There is no reqular supervision in the field due to
lack of personncl and resources, Coon completion of Eraininc
a basic midwife ry kit is DrOVid“d Raplanishment of medical

“'supplies is frae at tha Yako hOaOltal ucon o:esentatiop of a

birth :egistry."B rth C“rtlfluat as are tben glven to the TBA
to distributas o the Lopul=tion (D rsonal conmunication. state

. In Upper Volta,‘ aining of TBAs is donz on a regional
level depending largely on thz motivation of individual doctors :
and demand. As yet, there is no official government TEA training
projram, Findings indlcat an overall trznd to ¢YDend training

‘pPrograms for TPAs on a sactorial hasio. It is recogni ed in some

‘areas that TBAs have an 1noort3nt role to play in safeguarding

¢ 'the health of woman and children on the village 1evel.

¢ i Ay
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I Een -
LA major TBA training program is included as a compcnent
in the.UNESMO nxparimental project - Eaual Access for Women and
Young Girls tco Education (Egalite d'Accds 4des Femmes et des
Jeunes F¢llﬁs a l'nducation. Sinca 19€9, 96 TBAs have baean o
trained and 23 rc cvc ad. _»?in‘nc takas place in three

ragions of pccnomic lechlty Kongoussi, P&,and Banfora. TBAs

are trained for four weeks to b2 a community davﬂlooment worker

as well as to attend deliverizs., Villiage matarnities have bean
built but have met with limitod succass hecause they ara not

kept clean a2nd wcmen arze afraid to stay alone in the maternity
at night. Twc maj xist which limit the success of

o e
the program: tha -la -ragular supervision and lack of a low-cost
h

systeam to replanis

R “blems, the o oger has bezn rela-
né the Ministry of Educ tion is sollcitlng
funds to expand the UNESCO TEL training oprogra m in 1977 to include

tivaly succes

}e
e
—
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o
H
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the Sahel, Ecbc, and Dadougou zonnés. Thay hcpe £o tra

per year.
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a siﬁole village oharmacy.
14

w ... Other training =fforts are taking place on 2 sm2l

scale. in Upner Volta at

regional hespital acd Y

frem-ten davs to. si s or

Activities. generally include nnrmal deliveries, psostn :h:l care,v
a

simple nutritio n. At Kongoussi mcdica1

(

n o)

centaer they will train *the TBAs to distribute nills 2nd uminiatbr
minor first-aid. Supervision . Will be carried nut every 15 days
by & mobile team. All TPAs return t~ their mﬁtnfﬂ“l v;ll ges
where they are self Gﬂnlnvgd Th»‘resbarchrr dld nﬁt sze any

cases whe*e LE: arc intarr"t@c into modarn health facilities.
- . r . . . L i

Matrons rurales.or rural 1uxiliary,midwivgs arz being |
_trained to work in rural maternitiss and other health facilitjes.
As of Octcker 1976, 240 had bheen trainéd.__Matrons ara conside%éd
a2 part of the official,healthAprog;;m. Somé are paid by the Ministry

b i e o o s e

H
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of Health and are therefora responsible to the govarhment to
fulfill certaln obligatinns. On the other hand, TBAs are an un-
official cemponent and ars net directly resovensibla to the

Ministry of Health. Matr-ons are young and literats therafore

r-capable of carrying out a wider varizty of =ctiviti=¢ which

-demand literacy. Howaver "because of tnuir mutﬁ thev are not
: b4 ’

~easlly accepted by village wemen. On the ccntrary, thb older,

illiterate TBXS have the advanta 1ge of be ing m“ra =cceptable to

the-villagers because 3f their aée:énd *wpbr*ence.

. C”mnnn d*‘:lculties.enccuntered in Uppar-Veclta TBA -7
training progr, ara: - . T
e thc vo*tvc"l cfg= nizatisn ~f fbe.Government rather
PROEY Y horizontal, co oé;ﬂ*lﬂw batwepn differant agenciaes is not
ot ‘assured. 'Fnr exaﬁple, in ¥ongoussi, health personnel will
{00 e . ]
SRR ‘Supervise Tan rr m the U“:SCO preject ¢f the Ministry
[A r., ' .
-8 of Educ1t1ﬂn- N
. ,' -~ - - [ :
- the eccass to villages is difficult becausz of roads and
T _
distaqcasa ' ) ‘ .- : L vt [ .
= Ssupervision is insufficiant becausa éf lack of Dersonnel
and material rasources such 2s tran spﬁrtatibn and gzs;
= At is difficvlt to systamatically replenish midwifery
. "2
- trmpon Kits onca  issued;
R £ Y gener“-, rural women dc not accept delivering in -rural
Clra 7 ‘ )
C m“ternitles- _ , - . T
- indepth scecizlogical prez-studies wers n-t conducted ‘o
Sty
] i_QeterminL necessary practice and attitude changes for TBAS;
= nd- evaluaticn or cost- erf ctiveness studies have been
. AR :
» Cal’ried Out "’V :
. r . . - ~ \ Al
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7.: .CAMEROON

gty i

ate ! - . : . L

7.1 -Demogravhic Profile -

A . . . o Coer

4~ The United Republic. of Cameroon is a country of cultural
and ééographic diversity. It is estimated that over 200 athnic
§roups exlst in Cameroon along with twenty-four major languages
and numerous dialects. Out of a peopulaticn estimated to be
6.5 milllon in 1374, the major ethnic grouwss include the Fulani
numbering 4CC thousand in the MNorth, the Bamiliks nunbering 701
thousand in the Western highlands arnd in nLnberlng 705

t cul
thousand in the Southern forest. In 1973, approximatel: 75 DHGCnt
i

“unpldanned agricultural

.

S (
. . S, : o] = ‘ . L
"frém three inhabitants per km< In the Zastern Province to 70 inha-

e
“'bitants per km?2 in the:Wastern-P ovinca.l with an annual growth
“rate of 2.1 percent n will be 7,200,000 in 1930 (3).
Historically, +the Camaro 5 the only country in Africa where
both the French and English languages have been ng~n official
status; with French keing +hz dominant language.

7.2 Health Resourca

Dr. Abané, Dirzctor of. Rural Mzdicine-and DASP Zonas,
reports that health sarvices for the rural vopulation are characte-
rized a2s being inaccessible to

fu
,_J
v
t

[Se}
D

rercentage of the population
due to distance >, béd roads and the imperson al behavior of health

personnel. Cara 1s giwven uniguely to hospitali

3

2d patiants

indicating that priority is given to curative medicine rather

o
o
r

than -Preventative medicina. The distribution of nealth centers

t

and health personnal favers high-density populati
Dr. Abané notes that 64 percent of gualific
concentratad in hospital servic

I3

aggravated by pcorly equipped he inccmpetent
personnel (1). Theraforas, in 1957, in an cffort to imnrove health
delivery for thz rural pepulation, the Government created Health
Demonstration Zones (Zcnas da Démonstration d'Action de Santéa

(
Publique - DASP) in six different geogravhic regions of the country.




!

|
i

."year devaloom n‘ nlan (1

ii 'doctors themselves have
~their profession. 'Traditicn:

e o o = - ——rvy v e - - = e . p— .
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)~ b

The long-éerm objectives of the DASP projgct is to 2rogressi-
vely imDrovu the coveragz of the population through community
medic¢ne to obtaln eradicaticn ol nd mic dissases. The short-
term ob;ectivas ara: first to adapt and lntecratﬂ rethodaAand
techniqun of communi t" mfdiﬂln in 2 smaller zcne beforz |
‘application to larger araas; and sgédnd,to tra;n mersonneal ésing
methods adasted (2) . . | )

(8 TR e
H

The rural populaticn faced with inefficient health .
delivery systams continuzss to rely heavily »n traditional
doctors (guirisseurs) and traditicnal.birth ottendants. (accou-

cheuses tradit ionnelles). The Govnrxmenx is attempting to more
fullj understand traditional ractitiorers. In the fourth five-~

r S S

made to list and identify tr“ditidhal dnctors with a view to
integrating traditional medicine into a rational treatment system
for sick persons”". (7)1.. Th: Na:zion ’ iss

of.Traditional Medicine was craezted in 1976 in nrdar +o define

more clearly traditional madicine and its practiticnars. As

- -Dr. Lantum explained, it 1s hovwed that the genaral attitude

towards traditicnal nractiticners will changa and that thay will
eventually he more intsgrated into the medern haalth system. It
“would logiczally follew that 2fter a agroater und:rstandidg and

acceptance of theilr practice
programs for indigenous haalars would ke develaned. Traditional

2
iations tc represent
a

The Cameroon Government has no present: o2fficial policy
towards integrating TBAs into the m~dern health system. During

discussicns with health officials and personnal, twe distinctly
.. DRI St

(ﬂ

opposing cpinions about trainin emarged.

7 3 Negativa Asnects Tawnrd Traininc TRAs

seme health cfficials in the Ministry of

nt dozs not want to encourage the practices

Acecrding t
Health. the Governme

¢}

('.)

L. It is not clear whether "traditinnal doctors" iaclude

traditional birth attzandants.
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of TBAs, rather they wish to train more qua lified auxiliary
héélﬁh'personnel who will bv=ntUﬂllv rﬁplaca thu servicea of
the TBA in the rural arsas. Idﬁallv, at every alpment=ry
ﬁealth centar (cantrb da santé éWQ‘ent;lrc), whlch is the

basic hcalt unit, tnev would like the health tcam to include'

J

one nursb/%cc Lc‘eur (ﬂqulla:y nurso with one year tra 1n1ng),

one nursxnc =1d;/*ggprat@ry cption and ona nursing aide/’

accoucheur, The frollcwing statistics raeflact the trend to

train more health-auxiliaries, . - -~

.-Bealth °e“son el Training Projections, Camercon. 1976-1931

foan .-
b ke T,
‘ ~ Dersonnal - Target Prasent | To ke
i . 1581 Strengthitrained

State certified nurses and nurse- : , - Co
accous heurs (5 vzars study) 441 151 250
Statc reg*s terad nurses * .

¥ {3 years study) ' o - 2,044 1,414 60
Nurses and accouchzurs (1 year study) 2,394 1,294 1,160
Nursing aides =~ = 7 : 2,493 1,283 | 1,200
Source: Fourth five-vear Economic, Social and Cultural

Development Plan 1576-1981, o

It is.falt that it is essential to train literate health
workers rathar then illitcratc TBAs. The nursing aides wmust
have a CEP ( d'Etudces Primaires). MNursing aides ere
young, (17-30 vyears), and 3230 percent are assigned to rural health
centers. Reportedly, they ars accepted by the lccal »opulaticn
and thg Dopul tl s the traditionzal practitionzrs less and

D gt R : ) . R

[t~ »~. BAccording to Mrs. Moumlom, Dirsctor of the Nationzal. .

School of Hursing, fidwifery and Sanitary Engineering, scme.. ..
additionzal negative facto:s‘concern;ng the training of TEAs‘are:

.~ there are no statistics to show how thelr workl ng practices
actually affact the rate of tetanus and mortality:
=t ace | .

L e

This cannot be verified by the researcher.

s : . H s - .
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= TBAs make errors during their practice which causes 7 : .-

. complications and deaths;

- very littla is known about their practicas; .

- if you start to train TEAs many others will want to be

trained and will expact financial reimbursement by the~-f.=

Government which is impossible.

7.3.1"-Dschang Experienc

e

N [T
EA i

Eh)

Ihe only,cxnorvence the Governnent has had with training

TBAs was during the

Menova, at Dschang.

the Dschang hospital,
cheuses de villago). As
completed thes four-wesk
Dr. Abané exnlained, the
in' the long run bacause

Y3

J
(T

expat

H

'-thcn the iate
did not consi ider tra

continue the nrogram;

= the principle of vol
TBAs

for their servicas.

expected they s

traln =dd villege birt J =t

doctor left

ining TRAs

-

e -
untarv 520

Py

hould bz wai

Because nf this experience,

once . TBAs are tralntd th:y will demand

oris. impos sib a t9 g*v

7.3.2° Bamenda Experiznce

Vo AC'

former West- Camexonn,. I

attitudes toward their: integration into the health svstem,

total

arly 1970 s in the Bamllekt dena*tment of
Dr F., Xl=fstad- S*1lonv1lle, head doctor o~

endants’ (accou-
188" TRAS hud

<4)'.

Dschang was nnt successful’

However, Aas

t Dschang, the next doctor -

oricrity and dié not

the Government fears that

a Government salary which

v

During my v1si* to Bamenda in Vorth-Weate&n Province,
ancountered both 1gnoranc=‘cn the Dart
- of henlth officials abcut TBAs: activities and strongly negative

This

may be due in part to- the gnp between educated health officials

and-villagers, and the advanced develppment_ot hea

e, ‘. v o L BEAR . R .' . LN

th facilitieu.
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I visited two rural health centers, both of which are
against training TBAs. In most cases health officials said
professional TBAs dco not exist and that if it 1s necessary to
deliver at home, a member of the family or whoevpr ig around
attends. Lhe delivery. At cne bhbealth center, °rsonnpl are
making an atfeﬁbt to work with tr L*tlonal ﬂoccors vet remain

adamantly against training TRAs. Reasons given for thi: are:

“TBAs have low standards and aquality of wfr< ~they do not know
what to do in case of complications; aﬂﬂ they prefet to train
professwon " health persennal and build health centers. In
fact, ave f thing is beihg dona £o discourage deliveries in the’
home. The pecpulation is afraid of home deliverizs bacause in

case of death this cculd lead to serious problems with relatives .

Curiously enough, I intervicwed onz2 TEA who had previously
2 ms from Bamanda. The.village is
nous ragion around Pamanda with no maternity
withln easy walrlrg dis ﬁca. iIn 1965} this TBA hadhbeén trained
by Dr. J.A. Kusin, a Dutch voluntzer, “The traditionai midwife
v

said that there arce five other TPAs who continue to work in her

maternal village.

7.4 Positiva Aspects toward Training TBAs - N
" As explainud to by Dr. -A%ané, head of rural medicine
and DASP Zones, thefFou th Slan of Davelopment explic¢ity encourages

the considerati £ possible contributions by traditional

8]
5

o)

practitioners, including TBAs, tc the nbaLth dﬁl*very svstdm in
Cameroon. This is in compliance to thz general healths polic; as
stated by the Health Ministcr, Fokam Xamga: (1976) which includes
total health coverage of thz entire country, and active involvement
of the populatiocn in h=a2lth promotion (3). 1In additicn, it is
hoped that by =stablishing village matzrnal and child care

cencters 2s stated in the Fourth Plan, it will be possible to train

- TBAs. locally. The goals of such 2 training program would be

to improve hygilene during deliveriaes; to train TBEAs to recognize

e S Tt Al e PN 1 e i 0

the limits of their knowledge and skills thereby evacuating difficult




P

- T e e e g et e -

'Der thousa

Page 79

cases;
_miBAS exist,. are exnerienced, and are accepted by

and to give advice concerning nutrition and sanitation.

villagers.

Many women continue to dellver at home for various ooyrhological

and social rzasons.
7.4.1. Mortalitv Rates ‘ o : T

Curvejs on infant mortality in the Cameroon tstimate\_

1

“'100 orr thousand live births for the urban populat:on and 200

nd live blrt‘mu for the rural pooulation (5)
survey of 567 woman in Dschang (1970)
Ranimated at 130 ver thousand live births

: Erom‘a
» Infant mortality was

in matarnities and

400 par thousand for heme

to conduct ras
Camercon. Eowaver
mortality contribuias

-——just.discussad... Dr.
o that iﬁ two matorniti
—~¥—rates #cre~3l.2 mer thou
" total Lirths (3).

‘ratas to bz even

o ememes e e

[ Causes of maternal
2 matically 2nalyzed, howavair,
mortality resulting

-a problem.

. aborticn, gr

Maternal daaths

—=-- inserticns by indigenous loc31'or3ct1

from two Yaounde
maternal dezths acccunted for
16 percent of <hase matarnal 4
tional birth

of maternal deactrs in matarniti

attendants befora

-Are as fcllows:

-"Age unknown. Woman admit
village) with retained D
supervised in village.
How much do we know abou
Cameroon?"

-

PRI

A5 sho wn by L

and multivarity and tntcxi

materanities in 1975 po;nted out ‘that avoidable

tetric and vadiatric expertise
c been. touched upon irn

perinatal

Rerort noted
' pre4atal'mbrt&lity

!

thous"nd

bxuect such

9]
O
o
j—
QJ

'
B

ality rates hava hot been systn-  §
fum {1573) mttmrnal

'
.

nd provoke bortlows is

1

d to r:sult from cr.ninal
1th conﬁoct‘ons ‘and

(5).  Sta tisticalff;"

icn

loner S_

20 percant of 211 deaths,

and that

eaths had been-trecataed by ‘tradi-

admissicn. Two reported examplas

25 *esu’ting from practices of TRA

tted sixth day post-partum (from
lacenta. Pregnancy and delivery
Traditional birth attendints. Qrment:
t the traditional bir rth attendants in

————— b e

e e e
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-mge 24: Delivery by TBA. Admitted fourth day post-partim.
A .Treated "3 l'indig2ne". Died one day hospital. Comment:
" 7' How effective is our health education program?" .
Because of prcblems asscciated with the mractices of TBAs in
the villages, Dr. Nas
action on the part ~f the “*nlbt*y first to control the practice

2h f22ls that “There. is need  for pcsitive

b’

of tradi*ion“l dectors and to ensure the safety of paticents.. One

} -0 el = SR st 5 FRE
way to ur=dic=t° harn ul orictices is to replace them with bene-
ficial cnes (8

s It is difficule t

mortality rates for beth ru

e]
K @

deaths =2re oftan not r

‘i‘
H
H
C
3
2]
Y]
+
©®
3
1

P

ep
"bhflé&‘ cheve:, the £ollowing stztistics ccllec
n

NP ‘Maternity Activitiss, Camercon, 1974
Department | termel|Dystocid Livirg|seiliber .".cr*f;.affty Maternal fy. oo
' * first wack | death -
Centre-Sud| 28,846 663 [29,6728 " &34 317 76 1,835
Littoral | 6,495 159 | 6,552 213 14 11 . ..862
Nord 10,504 413 10,463 355 183 56 759
Ouest  |28,147] 763 28,373, .732 162 26 1,318
Nord-Ouest! 14,953 263 |15,55¢ 266 134 13 i 675
Est 2,378 83 | 2,314 151 30 15 | 162
Sud-Ouast | 4,33s] 178 | 4,563 . s0 50 - .5 : 20
Total .. -| 95,669 3,142 [96,5042,806 |. 975 ° 202 | 5,631

Source: Dr. Nzhi

(D

- Departmant 2£f Rasearch and Statistics, y
s :Ministry of He=alth. - C o

7.4.2 Use of Maternitics

-~ Everything is don2 to encourage Camero~nian women to

.deliver 2t available maternities, however, scme remain reluctant

e X iimlt number of beds 7

to do so, espacially in the rural areas. r. hhang said that some
wemen--prafer to d;l’vp* at home rather than the maternity because:
. e r c Lo

(V| o~ .
~r .
i

it inp rscnal reception of health perscnnel =nd s
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= limited resources such as medical susnlies and oarsonnal
Frequently,~women do not want to leave their households
‘and children.

Rural women are further discouraged frem using maternities

because of strangeness of the environnent, indigenous practices

ﬁfwhich could nsychologically benefit tha woman are not allowed;

distance to the matarnity; and once at =hs maternity food must
be provided by family members who accompany thz mothar. A woman
usually sets out for the maternity on foot 'and if lucky, by car,
when her labor pains begin. Impromptu delivaries on the road

are not uncomon.

In a study carricd ocut by UNICEF on -two rural maternities
in Matomb and Ngog Mapubi, it was found that out of a combined. o
porulation of 70,0CH inhabitants, onlv .an .averace of forty ‘
deliveries occurred in =zach maternity monthly. This reflacts,
in.the opinion of UNICEF, th2 underutilization of available
maternitiss in rural arcas and tha tanacity of the rural popu-
lation tc cling to their traditions surrns ounding childbirth,
: the helo of TBis., UNICEF estimated
that 30 vercent of tha rural femals nopulation continuas to
deliver at home. “any only come to maternities when there ars

complications. L -

AN v
Under theso circumstances, UNICEF feals that a legical
step would be to train TRAs 2s in interval steo before the
population fully accerts the modern health facilicies and personneal.

H)

However, it is very difficult to start TRA trainingﬁércgrams in
Cameroon and other Central African States. The reasons for th*s
are not fully understcod. dotwithstanding, UIICEr'gaia tH 2y :
would like to encouragz training TBAs in the future with*n the
framework of DASP Zon=5 (personal communication: Mr Frarklin

Rakotoarivonu, UNICEF).

IRy R

7.5 TBA Profiles ' L

‘e,

. Personal conversations with TBAs and available reports
made it vossible to put together actual nractices of TBAs. Given
the cultural diversity of the Cameroon, technigues and beliefs

1
B
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7.5.2 Bamenda
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concerning childbrith vary accordi.s to giouﬁ_ghé as well as
the individual.

7,5.1. Dschana

- o= .
i

o Dr. Klefstad-Sillonville (1970) reported in his article
or Bamiléks TBAs that a larcge number of deliveries’ take place
iﬁUVillages with the assistance of co-wives, an’ experimented
neightor, or perhaps a nmale traditional dector’ (gu&risseur-
accoucheur). Infractions of social rules and offenses toward

ancestors can relaase venceances which will prevent the woman

from giving a child o the world. IZ the woman has not been

fidel tc her husband, she rmust confess 2ll ren with whom she
has had sewual relaticns to assure a smeoth delivery. If
childbirth is not grompily accomplished, the blame may be put

fatish eractsd by a neighbor
who wants scme cf her land, or the sorcier himself could be a -
vampire who ate the baby in the stomach of the rother. Unable
| tional

to find the cause, in despa i

doéﬁqg (quirisseur-accoucheur) toc nelp. Births takea nlace 'in
the homes1of women. The placénta must be buried in the soil
nearby; therahy attac“iﬁg the child and adult to his ancestral
territory. This explains why a grand majority of women continue

S
to-deliver in their homes.

.. - - - P
) ' . - E

S Mrs. Freida Menbo worked-in her maternal village, Baba

"Tou, as a TBA before she came to'Bamenda, a major city in former

West Camaroon.. She learned her professinn by experience-as did
£ive other TBAs in her villacge. -The aunt of har grand-mother
was a TBA. The village wemen called on her during prenatal,
delivery and postnatal stages. Palm oil was utilized during
examinations. Abdominal massages wera utilized as were not
baths for *he mother and child. Sha would bury the placenta

an arm's length from the door of the house. If it was thrown

‘cutside, the child would not be stable. Traditional. payment-.

was palm oil, cooked plantain with meat, or scap. 1In 1965,
she walked eight miles to a health centar once a week for six

PO
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months to follow a course for native midwives given by

Dr. J.A. Kusin, a Dutch volunteer. To this day, she has an
identity card with her picturc stating she had successfully
completed tha course for native midwives of which she is very

proucd. She does not continue to practice in Bamenda.

7.5.3 Ekoko II and D'Zkali I

I visited two Muogamcug villages located 30 kms from

Yaoundé. Conversations with seven TRAs revealed the following

The T2a's profzs phe:
generation. They ars active in preonatal, delivery and postnatal

stages. Regardless oI the fact that

the TBAs continue to

2 kms away,

o) c
further aray the villags is from the maternity, the more delivaries
they assist. Constructicn of a2 village rmaternity was bagun in

sed it. In spite of the

D'Ekali I bLut the Government supnre
t
they are keenly interasted in rsceiving training %o
>

i
payment except tha traditicnal gift giving.
Some traditional practices they utilize are listed below:

= during labor the TBA tells the mother to dance in order to

"shake things up'; . . N

-~ mother lies on back with kxne

= pre~delivery akdominal massage:.. . - .0 F

. = cloth is used@ to plug anus so ‘that the bab§ﬁééﬂ'fin§ the

r

TS . H e

right opening:

e

- when the baby's head is out, they plug the _nose and mcuth so

"the baby does not absorb water;

e
! RN

~ three fingers are ‘nserted 1n;o the vqcina for examlnation,

.

- the umbillcal cord is cut w1th a varity of instruments: razor
blade, bamboo or scissors rubhked with alcohol. One woman said
'~ she is afraid to cut with scissors because she associlates
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tetanus with heial;"fhe}efofe} she'élwéys cuts with
bamboo; o i - :

- retention of placenta~ (a) lifts mother under her armpits
and hits her on the head; (b) makes. the mother try to
inflate empty bottle as one does a balloon; (<) abdominal

massage; (d) orerares indigenous medicinal drink;

- the TBAs are accomplished herbalists and prerare various
concoctions during all phases of the delivery to drink or

to apply to the skin

- when there is a serious complication, they call the

‘traditional doctor (gudrisseur) and/or go to the maternity.

7.5.4 .Tha EZvuzok

Louis Ma lla t (€) in her study on thmevucok, a group
numberlﬂg S CQ0 1n Souch Cameroon, extensively describes ‘
childblrth and the ro‘e of the TBn. Following is a brief‘suﬁhary
of praccices, -

O

3

fa

}_‘

&)

, P ..
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o
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The Evuzok traditi tendants are usually older.

They beccme TBAs by he izage. .The girl who accompanias hnr meother

will progressively learn secrzts of the trade and will in tirme

beccme a TZA. Men (gudrisszurs) who have recaived the power o

practice chilcébirth are called in cases to deal with

scec*lvc zvil spiri I
%)

£ +he wcnen cdeliver=d
in the villa a

- TBA participatcs in vrenatal, delivery and pestnatal stages;

- deliver in kitchen or outside behind the heousae: ‘

- TBA‘prepares ccncociions to drink and rubs the stomach in
order to speed up delivery. She may alsc ordar the mother
to walk around to speoed up labor pains;

-~ the mother herself cuts the umbilical cord with a knife
or razor bladsz;

- a mixture of cooked bananas and water is put on the umbilical
:cord P . » .

‘?'the placenta must be carelully buried in a secret place, often

: next to a banana tree. It is Lelieved that loss of the

- %;‘ll TR

T Y
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placenta will cause sterility, o

- after birth the mother must submit to regular hot baths .,
and enprgetiﬂ messagas cf the uterus;

- TEA may make the newhorn sneeze by putting pepver into

the nostrils in order to clear the chest;

- ‘“TBA puts various things into the eyes of newborn such as .

-Tlemon juicz or mother's milk; L

daily bath before the ritual prasentation. - - o

7.6 Summary

The Government of Camercon has no official policy to
train TBAs, howaver, limited progress is be*ng made to change
this attitude. Many health officials intervlewed felt. there

was a need to train TPAg, especially in isolated areas. Since

the recognition of "traditlonal,docto*s with a view to integrating

traditional medicine into a lonal ‘treatmant svstam for sick
persons" (7), the logical step would La to include traditional
is efforz. Tradltional chstoetrical

birth attendants in thi
0

ractices ¢

s
in secret vituals surrounding chil?b;:th, As can be"s seen from
the descriptions of TRA practicés, there -are some wort! Whllb
practices and some harmful ones. This indic¢atzs the need to
train not only TBAs but also traditional doctors who frequently .

participate in deliveries. - -~

It appears that TSAs in Cemeroon have not taKen the -
initiative to form their own associations as have traditional
doctors, nor has attantion been focused on their role and contri-
butions to the Cameroon society. In reality, this may he due
to the low-visibility of rural women resulting from their inferior

social role and status.

-'special concoctions are §repared by the TBA for the newborn's

owl ﬂdQ&.blG o
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Obstacles that stand in the way of training TBAsS are: f
(a) attitudes of Government and hcalth personnel, (b) lack of :
4 understanding of TRAs, (c) financilal limitations and’(d) lack
of a practical approach to training TBAs. Regardless of these
4 o obstacles, TEAs.continua to work in the Camcroon and they
n provide a necessary szrvice to village wemen. They £1i11 gaps
d that cannot be filled by professional midwives. As a result
1 of this limited survsy, it may be assumed that many TEAs are
-- Willing and eager to receive additional training to improve
their practices without expecting monetary rewards. .
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8." CONCLUSION: COMMON TRENDS AND CONSTRAINTS

wIn conclusion, 2ll five countries are facing the same
nroblems in the rural health sector: a shortage of qualified

health personnel and .facilities: unecual distribution favoring

urban areas; and under-usc of =xisting f2cilities and personnel

i
in rural areas. In Sencgal, Mali, Miger, and Upper Volta, TBA

..training oprograms arz on-going. In Cantral Africa, there are

presently noc on-going training programs because of a pravalling

negative attitude toward their integraticn into the modern
health system. Overall cbjzsctives of all training programs are
to improve rural cbstetrics on the wvillage level by training

‘ berenv lovering infant
and maternal mortality raies. Most training p programs are
regional efforts; Niger has the'ohly natiénally surnported TBA
txainlng program. TBAs z2re not OleClallj recognized as official

S

health stazf in most countric and thay hava no legal status,

Despite various orcnlens listed below, there is a definite
trend to expand TEX training programs. It is apparent that

T8A5 into the medern hezalth

system will be effective onlv to the =xtent that the constraints

‘discussed in th= following-sun-o=:1c*°nhs are addressad.

‘8.1 Attituvée of Covernmants o ' e - -

-

Most governments arc slow to recouynize the role that

—" r

traditional micdwives play in the delivery of primary health care.

They are hesitant to establish national policies and lccal status
controlling thae training pfactices'of TRAS. Only Wiger has 2a
national policy to expand .the training of TBAs. Notwithstanding

this trend governments ars beginning to recognize the utility

'of Drimary health care programs and that TBAs cannot be ignored.

Govprnments are hus*tent to u‘uncc into beginning training

progrhms bccause no sustained kncwledcc has been built up as .a

.guide. The lack of co-ordinaticn, Dl ing and co-operation

.between governnpnt agencics hanpers the effcctivaqess of program

execution. In Upper Volta for example, the linistry of Health

U R o e
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refuses to supervise UNESCO trained TBAs under the Ministry

of Education. On the other hand, iliger has the most successful
TBA training program because of the co-operation between
animation and health, support by the Govermment, and the™ . '~
incorporation of TBEAs into the broader framework of a primary

3

e A e oy b g e e M Sremtt o e . a  m e

health care program based on village health teams.

In many countries training TBAs is grourmed together with
activitiés and justly so. The logical

0]
u
}_.A
ot
o

maternal and child h
place for the trained T2aA in the administrative framework is

services or the PMI.
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- within matern:
rizcs wvisited issuced licenses to...
practice. Yhis element of traininc T3~s should be considered
c
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The Ministry of Health or devolon*cnt :genCJ should be
ining coszts. It is not desirable tha tra*ned

ey LA

responsible for tra
TBAs be put on tha governments payroll. . Howevar, perhaps to ;

[ PRI AR

encourage and motivate-TBAs, tho.hich performance TEAs could be
rewarded by eventuzl integreat i a
A.small monetary reward could ba providad at this time by the .

i i T e A

government as dcne in liger. S —
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 More empnasis shculd be put on .cost-benzfit :nalysis,which

u
depends on the evcluticn of sels ctaed health indici

Py

es and on
o ‘ comparative studies to more clearly define altarnative devglopment

Y

v " ‘schemés to imprcve rural okstoetrics.’

:Q o "~ 8.2 Attitude of Professiocnal Hoalth Staff

NS SR

Theré'exists a tramendous educational and cultural gap

al health‘Ctaff and traditional midwives.
of health ccrgonﬁcl is thb biagcst obstacle
T

s ek st Arhid

betwean the profession

B

N

o _ The negative attitude :
i to the integraticn of TBas into the moﬂern health system. F*e- i
i i
. quently educated in Eurnpe, profess:onala have littlc xnowledge

RSPV

and inte*cst *n traditional practitioners. They prefer to work

heRRad

in u:ban,rauhar than rural areas. Midwives fear that TBAs will
be put on the same status level and reduce their importance and

A SR (P it e -
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clients... Professionals areﬂusually Drnjuciced against TB2s .
because: they do. not undgrstand her beliefs and practices, they
consider her to be ignorant and dirtv, toc old to assimilate
knowled: e, and tco attachzd +o trud1tinns to change her prcrtives.
In some areas fines arc imposzed to discouragas home deliveries.,
This’ att1tud~ was the most striking in C:mgroon where the trend
is tu ‘train rore auxiliary staff and to ignor= tr=d1tlonal
midwivcs.' This gap represents a barrier to ovcrcom "if co-
operaticn is to be established between the modern health systam

and the traditiconal systenm.

Tt ot - T [y

I talked to a total of 27 TBAs. Their attltude unanimously
reflééé;d an interest in upgrading their snills and in co- oocrating:
with governmantal health servzcos.. mbcy wer; in favor of
training, felt thay had learncé a lot and were'enthusiastic bout
. retraining. In Cameroon, TEAsS who had rec 5

" anxious to improve their methods. These results may be lnrluencpd

by the fact that most of the TBas already operceive the nzed to

be trained. On “he conts ry, if this need is neot percaivad it can
be a constraint. 2As themselves,may resist training feor fear
c

s r

_ of the authorities, maintenanca of sacrecy sur rvunu‘ng their
practices, or socio-cultur c '

‘fh Nigar, it was reported that very fow wvilla
particiéate in training, usually for sccic-c
'céﬂéerning the rcle of wemen. . A few TB&as ref
" becauvse of the question of remunearation. Once-trained’they feel
they should receive a fixed alary frqm‘thé'government.

8.4 Auxiiiarv Midwives

There is a trend to train young, literate‘girls‘from rural
areas to be auxiliafy midwivas. They typically work at rural
maternities built by villag rs. These girls must be chosen by
‘the rural community but lt is'nnt necessary they have experience
'in. doing deliveries._ Progr_ms of this kind have been-executed in
Senegal, !Mali and to some extent in Upper Volta. The girl; should
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f be‘polyvalent. In addition to deliveries, they should perform
, maternal and-child health, and administrative tasks. The idea
‘ behind this trend is that training TPAs does not significantly

I

improve the health of rural women.

A major problem with training auxiliary midwives for

rural areas is that unmarried ycung girls frequently abandon

their posts. Therefore some programs have decided to train
married women around 30 years old. For exarple in Sikasso, Mali,

Dr. Diallo is making an effort to recruit women with the latter

gualifications.

8.5 Conflict between Traditional and Moderh éeelth~sector o

e
W oe ' a

Introducing young auxiliary midwives into a traditional

~ .
St . e

é rural environment can create conflict between the traditional and
! _modern health systems. Tradition dictates that older, experienced
% womer who are familiar with childbirth customs should conduct the
: delivery. The first enemy of the auxiliary midwife is the TBA.

In turn, the first enemv of the trained TE

A can be the untrained
: TBA. In order to avoid a brutal break with tradi :

resulting conflicts, som2 erens have found it better to train

both T2As and auxiliary midwives. The resulting roles are
complementary: tha T32 works on the village level, and the

auxiliary n.d iz +ivities at the rural

y, e le c
matern~*v or health post. Co-operatrion depends to a great extent
on the perscn viduals jinvolved. In Senegal, the

tmert of Fatick chose six T3as and

iy
0]
[OT
6]
Y]

. rural communities in t r
ix zuxiliarvy midwives to be trained. Also, TBas and auxiliaries
1 maternities. The TBAs are mostly respon-

work together at rura
sible for deliveries, and the youngesr girls for MCH activities
0 and administrative tasks requiring literacy. .

An estimated 20~-90 percznt of dszliveries in rural areas

ffiv“‘ occur outside official health visits. Rural women prafer to
deliver at home because of distance and lack of transport, economic

~r factors, and.sccio-cultural attachment to the villaae traditions.

.- Practices at the maternity may go against tradit ional beliefs and

PR SRR SN
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taboos. For example, an inportant deciding factor for a village
woman choosing whﬂre she W1ll d liver is influpnced bv the
handling and oropor disposal of the placgntu.' As we have already
Seen, the way the placenta is buried is thoucht to detormine

the destiny of the child or fertility of the mother. The plaéinta

i8 often thought of as a person which can fall into the hands of

,,malintentioned people. 2 professional midwife may i”nore these

belinfa and opractices. Soc:La1 costs arn notn 2T dﬁte*minina
factor. If a joung woman, rejects the radi ional midwife, who
may,also be a relative, this mav lzad to conflict which is too

high a price to pav for rerceived advantage.

N 7

‘ _ Foster (15) is convinced that aconomic and social costs
- gre more, imgportant in determining the'use or non-use of scientific
medicina tuan is p@e belief-conflict betweén.trsdltio nal and "’
modern m@diCin . Eyiéence praves chat where sciantific medicine

i1s available ‘or

fu
[
3
0
H
fu

t o}
quality, traditional peoplas ad

It is my person al'opi.ion that trainiﬁq both T2As and
auxiliary Widwivns is a resalistic and practical zporoach. It
softens an abrupt brzax with traditions and ac the s

- - .

encourages the gradual =ro

8.6 Intecration intc Modern Enalth FPocilities- S

t naicatc & strong trend

o] o
to. integrate traided TRBAs into modern H 1th faciliti;s. Rcasons
d

..; for this have alrcady been cited. Tle ajor*tv of TBAs work ulone

r
on the village level. Eowever, it is wor;hwhile to summarive

specific cases which can give tha readﬁr an ideP of exicfing o

In Sznegal, TBAs afe‘integrated into rural maternities.

A traditionally ccnstructed rural maternity is operated by "
30 TBAs who work in shifts and chargs 350 CFA for each delivery.
They are directly supervised by a state nurse. At another rural
maternitv, twc TBAS work together with three young auxiliary

" midwives. They have no direct sumervision. ‘At onc health post,

e s & L he- e et et e et o H— - St &
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the team is composed of one saniﬁary agent, one TBA and one 4
[ )

laborer. The TBA conducts deliveries, orenatal and postnatal

consultations (scmetimes with a midwife), 2nd adéministors goneral

first-aid to the comrmunity. She is not paid for her work ex;ept
for occasicnal gifis. i

In Mall, four TBAs have been working at a mo dern maternity
for ten years. They work 24 hour shifts, ara paid 500 MF per
delivery and ars supcrvised by a nidwifec. They are responsible

for deliverizs and suvervision of che matarni ty when the midwife

3 TBAs in*cgrataed into fHI/mate;nity
centers. Some are paid a small salarv, othars arc volunteers‘who
have hopes of eventually baing paid.' For example, at ochPHI(
maternity, thers are two TRAs working, ona rz=caeives 5,000 CFA

per month, tha cther is a voluntear.

Thesa exampl:s show that an attom pt 1s being made to
bridge thc gap between health personnel and tracditional midwives.
My gener

al imcression was that the TBA was highly aporeciated and
respectad by the health staff in most of thesz cases.

8.7 Sclf-zmplovment

- na . N, =
o - T~
- ——t -

Evidence proves that the mhjority oF TBAs acceot the
principle of salf- employmnnt. Payment is tyoicallj in kind or
small monay payments ﬁer deiiﬁery. The gecneral rule has been
to let the villacers determine tha system of mayment. Frequently,
villagers acdhers to the traditionnl'b=?ﬁént system. Povernnents
fear that once TBAs are trained they will demand a govnrﬁment
salary has not proven true in the majority of cases. However, paid
positions for exceptional TBAs should be encouraged as an incentive

measura. , -
8.8° -Training . ’ ' i

.r

Trainlng crograms visi ted shared common elements and
problbms. Yost training was done on a regional basis as a.result
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of highly motivated doctors. Niger was the only country that
was. supported by naticunal directives. Some” programs were a
component of a broader rural development project such as the
UNESCO projcct in Upper Volta anid "Op&raticn Riz" in Mali.
Program expansicn is hampered by shortaga of manpower, lack of
finance and lack of governmcnt support. Nevertheless, ﬁany

- -, S

programs plan to train morc TBAs in the future.-

There is a trand to select younger TBA5 (30 years)

. rather than older weman becausa thasy arc easier to train and

can work .longer. Accerding to the population'ofﬂeach village,
one to three T2As arc chosen by villacers to be trazined. One
program in Mali selects one old and one young r inexpcerienced

pa

TBA to traln." _ . . .

-

The World Health Organizaticn defincs two types of
training: (a) informal training which implies‘on—the;job'traininq
in the environment in which the TBA practices and (b) formal
training which dcnotes structured courses withigroups of TBA (36) .
According to this definition, the training pattsrn which emerged

-

included two wecks of formal training at the nearcst maternity

¥

in groups of 10 to 15, followad by informal training by

H

supérvisors in the village if possible. Traincces were elthe
providad with £cod and lodging during training or they stavad with

friends or reclatives. UNICEF stipends wer? availebla for scme

trainees. . C - -

e ey ot~
4 .- -
-

Teachlng staff includvd nideVes, nurses, conmunity

develbpment agents, socia l assistants and Peace Corps Volunt ars.

“In Niger, one TBA was included in teachinc staff. Training was

essentially oractical and included lectures in tbe local language,

‘demonstrations, and clinlc and delivery sess;ons at delivery

' wards. Courses were fashioned after what the midwife or nurse

had learned in school. Common topics included non—lnterference
with normal labor and delivery, recognition and referral of
.abnaormalities, basic nursirg care and elementary ‘hutrition
edugation.' There. is a trend to expand theirirole to include cH
activities such as prenatal consultations. However, it has proven



~guide explaining each lesson.

Page 94

difficult to expand activities to include preventative care .
because it joes against the traditional rgle,and makes more
demands on the worklcad of the TBA. In Upper Volta, the

UMESCO project trains the TBA to also be a community develorment
worker. Training includes lectures on civics, organizational
skills, agriculture, deomestic skills and health education plus

other miscellanecus tonics.

Mo pregran included family planning in the countries
ist

visited becaus=2 cf res reated by traditional attitudes
toward the value cf chi R~ high infant mortality rates.

1 =hat two wc=ks training is too si

- . €
a period. The length of ﬁraini:q is limited due to fi c
constraints and family obligations of the T3a. Retraining
workshops are planned for about cne wee % every year, h

retraining <oss not always. occur whaen nlannead.

Selecting onlv cre or two TEAs frem zach villagz seems
A 3

necessary for financial reasons, nowever, probably creates a

conflic* betwaen inad and untrainad TS5As at the village level.

=2
Often, untrained TILs wer2 not allowad to Dract*ce. Perhaps

training ~ the village leval including all 1ntoreated

e

s
uld resolwve this probl_n.

OUI

persons ¢

The majcor problem encountered during training was- the
teaching methods used. Many programs mentioneé the need to
train trainers. HMost taachers were not prepared or trained to
teach adult illitcrates. Consequenélf, the teaching staff was
at times insensitive to the TBA'S 1avel and nceds during training.
This suggests that more time nceds éé b spent on training
staff how to teach and to develop relevant teaching matarials.
Only Niger had develeoped a tzaching syllabus which was a pilcture

[

8.9 Incentivas .

.+ .Incentives vary from onetrai.zmmg course .to apother .(see Amnex 11).

: -A-universalafeatqrezis-the‘provision of a midwife’s kit -after

N e - -

R . e - - [
-1 -
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training which may be provided by UNICEF or fabricated locally.
The advantage of a metallic UNICEF kit is its. durability and

the protection it providas fronsanc. On the contrary, it is
not adapted to local nzeds and often is toc complicated for

“the TBa. Looally fabricated, wooden boxes cost from 1,000 CFA

""to 1,500 CFA to construct. Medical supplics are provided by

i

el

the health unit. 'The major advantage of local kits is ‘that the
contents may be adaptcd to local conditions. For example TBAs

have a difficult time learning how to use scissors. In this

- case adnoting a sterilized lccal traditioral instrument may be

more practica 1. It is batta* not to rely on an extarnal sourze

for kits and supplies in cago‘toore is a shortage of supply.

© After inspecting Widwi 2 Rits in the field, I concluded
that the mojoritl vers k“?t relatively clesan, althouch not all
instruments ware being used. A greater effort should be mada to
adapt kits to local conditions and customs. Most »f the
traditional midWivas were proud of cheir kits as a new symkbol of
prdstige Hodical supplies such as alcohol, bandzges, cotton
and mercurochrome were often uszd up. Replenishment of supolies
is a problem.

8.10 Supcrvisicn

Sopervision is difficult, irrtgul=r and in some cases
non-existant. Two mojor methods of suoerv151no 2xist; (a) the
supervisor visits ths TBA in the field cr (b) the TBA goes to
the “nearcst health. oost.‘ Utilivinc a mobile team for village
to vi llacﬁ SupﬂiVlSiOﬂ is -deal howavtr, there are major -
obstaclts First, it is exoﬁnSive hoc“ust of vehicle maintenance

'and petrol. Stcond he=lth porsonntl may not be available or

" their motivation ray be’ low bccou53 they 2re not paid extra for
" the work. Midw ch r=ralj h rve the ti ime to supervisa TBAs in

the field.

Supervision should be combined with othar activities in
‘order to naximiuc the utilization of ,r2sources. In Niger,
(department of Ni_mey), 2 mobile team consisting of health and
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animation staff visits villagt health teams once a month
They replenish medical supplies for both the TBA and the first-
aid agent, discuss problems with the TBA and village members,
settle disputes, and collect statistics. The contribution,of:
animation is invaluable because they_sre frequently most «.
sonsitive to village problems. o ;”
Birth registries afc kept by.éost trained TBAs in which
births and deaths are recorded. A literate person is askad to
Write in the information. The averzge workload ranged fron )
6 to 12 births per month depending on the size of the conmunity.
One way to control the TRBA, is to oblige her to presant her
registryiztrtha nearzst haalth post o:'méternity in order to
replenish medical supplies. TBAs may also distribute bi;th .
certificates. B

In order to be effective, suporvisiocn methods shduld be
adapted to local available resources, should be regular, and
shculd be limited to a reasonable radius from a health center.

8.11 Evacuaticon

.. ALl TBAs are trained to evacuate difficult cases. In
reality, this is ext rtmoly difficult tc accoﬁplish Obstaclcs
to cfficien evacuatioc ns include in=dtquate recognition of
risks and the;r striousnoss, thc influence cof men, marabouts
or traditional dfctors tht attitudt of f=t_lism, and inadﬂquatc

transportation.' In Senega L, evucuati ns are done with a herse

and cart. Other countrias such as M?li Nicer and Uooer Volta

are not as lucky. Evacuation may be by horse, camol donkey or

country taxi if lucky. Frequently a messengdr is dispatched to
fetch a vehicle at the naarest hecalth center but it may not be
readily awvailable.

._ Although difficult to rnsolve,'cmpha51s should be put nn

finding a solutihn to imprzve evacuations. Many,tints“thq -
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xeputation of the TBA 'depends on successful .co-operation with
health perscnnel.

. - ! o
. . . g I -, B " .. S . . . . -‘::
8.12 Scientific Evaluation - ~ :'- o i}
IR , R R S S0 i T
R :

M

A major constraint to program expansion -has been the
lack of scientific evalua aticns €o guide decision making. ‘The
Long term goal of most tr=ining prﬁgr ams is tﬁ reduce maternal
mortality and morbidity: rﬂtos, neonat 1 =nd inf=nt mortality.
rates. and the incideénce of tetanus of the umbilical cord.

However, no czcnclusive evidaence exists that proves that ol

1train1ng TBAs is-effactive” in imaroving"tﬁé health Tof.rural-c:

women aad .children. ‘ . 43 DU
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9. GUIDELINES FOR INTECRATING TRADITIONAL MIDWIVES
- INTO THE MODERN HEALTH SECTOR

The findings of this study may be cf genérai'ihtérest

-

to ccuntries cutside the study area who pl;n t~ utilize the

indigenous midwives in the mcdern health sector. — == =

By combining relavant infdrmatisn nbtained from field
research and available dats, the following steps are recommended
to formulate T34 training programs, assuming that he=lth
perscnnel and government officizals have agreced to the c¢zncepe.

1. Build in an avaluazisn framew~rk £° "assess TBA nocrisrmance.

Such a tool shculd bzutilized in ~rder £ assure ctntincus eva-
luaticn of thao zrogram bascd on its shjectives. Prasantly,
relevant statistics arz not well rscaorded. More crmrhasis sheould
s s t> ccllect informaticon. The
birth registry kert by the T2L is 2 important elzament ~f this
process.  addliti icn shruld be collected by superviscors
v

ajuative framewnrk

(2) maternal mrteld
(b) perinatal mcortali
(c) mcrbidity rates

(&) numbcer ~f referrals to health units or more qualified

(e) change in cractices cf TBAs
(£) chancge in theo wnrklcad cf the TBas

2. Assure an interagency appr-oach at the village level. The

initial ccntact with villagers is ~ften the most crucial step.
Mcst hezalth rerscnnel 2rc not trained in community develorment
technigues. Tharefore, it may be helnful to combine 2ffcrts
with trained rural community develcsment workers. If training
TBAs is nct 2 felt nesd by the community, interest must be gene-
rated by holdinc meetings with the chief and nctables, the
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fate-of their women. Care must.be taken to,build confidence*w
and: enthusiasm -in- the villagers.. In the end, it is important::
-+ that.the: idea comes: from the v1llage community, not from the -

government, Jand.that.the,villagers,accept,the reSponsibility of

working out a system =f payment: that, is -most convenient to -
them.  The idea that training: implies payment by the government

must be dispelled.. : SRS

- 3.
-In,order to more efficiently use: human and. material, resources,

| Ao e Ui YRR ST R AP

- a- - P e ce oAl .

Sl i EAVLSATERN IR L

Integrate training TBAs with primary health care proaram.

Fo

TBA training brograms should be a- part,of a broader ccmmunity
development action. It may be a component of a broader public

or private rural developnent pregram or governrent health programs.

e, o

4'

be carried out regularly Superv’Sion duties do not have to be

SUpervision is an important aspect of procrams and should

;.

1

limited to health personne’ lrained communltj cevelooment

workers, social assxstants, or oerhaos village orinarv school

teachers can supervise TBAs WILh the tecqnical suprort by the

nearest midwife or nurse. Objecti ves of supervision should include
checking the condition of the nlow1Fe <it and_ raplenishing
necessary supplies (low-cost medical supolies should be made

available), gathering statist*cs, discusslng and resolving

T

problems with the TBA and villace nembers, continuing eﬂucation,

and providing moral support.,, L e e e

S

:"\
-

Supervision may be through: B P,
' ol Tia PN N : N . et et AR

(a) a mobile team concerned with controlling a broader: -, .-
primary health care program;

"(b) Feqular visits by -TBA. to—nearest health—Tacility;‘incentive
measures’ include presentation ‘of birth registry to -
replenisn medical supplies ‘and to acquire birth certificates~

(c) periodic in service education on a local level in the
form of clubs, ,or meetings, N i
(d) planned yearly workshops on district 1evels.;
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5. raining should take place in the rural community. ‘Training

should last a minimum of two weeks and a maximum of one month.

It is not necessary to think tha transport, weals and lodging
need to be paid by the pro;eﬂt IZ the TBAs want to attend‘trai~
ning sessicns, they will find the means to do so elther by
self motivation or community support. Follow -up retralning
sessions should be held pericdically for one or two da avs.
Supervisors should be responsible for ccntlnued lnd*vidual Ar

YT o

e

training arnd supoort in the field. —
L L - ’ ST IS DR S

o

6. Conduct an in-depth study in the proposed area, Relevant

(S

factors affﬂc*irg program implementation might be: ) )
(a) dete Fef~be*ﬁ‘¢o"°n~ae- ver _and Who‘aSSlSoS,

u)_obtain perscnal charactaristics of the TBA such as age,
literacy, number of vears in practice and estimated number

-

2 - ... .0f deliveries; A ' ~ S
(c) determine social status and influence in village
Ld) detect custems, belliefs and practices surrounding childbirt

""'w1tn &R o'I4ea~*o—e:1nLra~e dangercus_pract cos, keen inoffen-

sive p*actlces ‘and to add cn new oracoices,

(e) learn ateit des of ‘village wcmen and men toward cxlstlng

.

alternatives of childhirth {example: TBA, family member
or maternity); : o ,
(£) ascertain perceived or non-perceived needs on the part

of the TBA and community to improve health care for

19

pregnant mothers aﬁd children. o
: il

S .
Iy -

DéQélopnent of the proqram.w*ll be based on findings from ‘this

4 AN

initial survey.

) ~ g . .
TN BN BN Cer s~

7. Local participation in the program. The rural community
should participate in all phases of the program as much as
possible. For example, they shou‘ﬂ select the TBAs to be.

¥ trained; they should contribute money and/or labor' and materials
for the: construction of the rural maternity, they should decide

% the method of payment; and tth should participate in the

res -

e

r

rnsolution of p*oblpms.

-~ rives .
- . 0 4 s L
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Several factors should be taken into consideration
copcarning .the selection .of jpersons to be trained:

. s , : 1R 99!

(2) depending on the results of the initial study, training

~r .may not necessarily be limited to one or two TBAs - from
each village. It is possible that family members,

~n gl husbands,. marabouts: and traditional doctors participate

*24n chilédbirth. Training should be adjusted accordingly;

(b) although it is difficult to train TBA.{"{mo' dre too old
R (65 years), pevereheless to avoid insalting the older

. TBA, aﬁ‘aﬁtempt should be made to traln her as well as
a younger TBA (30 years Dlus) who will eventually

replace the older one.

i KN 3 o
8. ) Use loeal materials wheuever p0551ble Do not train

people to be dependent on materials and suoplies they might not
be able to afford or are not availab’e. DA noe condemn thelr

traditional method before ;lndlng out its usefulness. For

example, buylng soap and razor blades is e{oensive Perhaos

TERLL Eﬁere are traditional methods that *nsure cleanliness aad safe

—

severlng of ‘the umbilical cord. a*her'ehae UWICEF orov1c1ng
a kit that is feeouentlj misunderstood or mlsused, Derhaos it
. would be better to make funds available to governments to
provide a container. for locally adapted supplies. Midwifery
kits,shouldlbe devised together with taei?BASueg%izing local -

materials. o ; Lo

(&, -z ;. TPraining should be a sharing exverience.”’ The TBA is-

-

an experienced professional and proud of "her work.: It is.
important that confidence and dialogue ara built between -the-™

TBA and health professional in order to-facilitate -an excHange

'0f ideas.  The'professional should mat assume a superidr dttitude.

] R f L - L TLE oy el

10. . Limit scope of training Drocrams._ Hast tra*ning programs
try to cover too broad a range of sub]ec_ matte:,,consequently

Tty o

.retention is 1ow. _Hajor objectives should inclgge,c;ean;;ness,

"'recognition of abnormalit;es_and confidenee_buil@ing._

fem PR—
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Upon completion of a training course, TB2As should be
able to fulfill the follow;ng objectives: -~ ..+ .,

(a) to identify tyoes of mothers they can deliver and-to- )
conduct safe and clean de‘iverles,

(b)-to recognize: signs amdsvﬂptcnsof abnorpalitles inc’uding
high risk women and to refer them to‘ﬁbfe dﬁélified

health personnel; ) _
(c)” to conduct simple prenatal exam*nat*ons:— aetermlnation

.of gestation, fetal parts, listen to fetal haart beats
and cbserve Zor carger siéns such as ocedema: - Y,
(d) to. recognize the "orﬂal “*OCES: of labor and cdelivery
and avoeid inteffg arco of the process; :
(e) to work co—operé *ve’y Wlth pérédnnel of the health
units refer and mersuade mothers to attend !MCI clinics
...and, carry out instructions received;
~-{£),;: to provide simplé i;formation on birth, deaths and
. .«causes of deaths; __ - -
(g) to care Lor “ew"orﬁs and mo Hers using hvgiénic practices;
(h) to. g*ve s.nyle “utri,ional advice concerning pregnant W or

mothers, newborns and lactating rothers.

. . ’ tLh .
Objectives may be expancded if desired during retraining
follow-up sessions cnly after it is assured that TBAs have
retained original cbjectives. '~ Aveid rapid expansion of
activities that aras against her traditional role... .. -

: . . ‘ ~ .
11. Teaching methcds and materials shoulq be adaoted to teach

illiterate acdults. It does not make sense that each country

or “4ndivicdual training progran spend time and money devclocing
teaching aides that are often inadecuate and ineftrcient.
Therefore, I recommend that a concerned agency such as WHO, UNICEF
Oor USAID develop a uniform, low-cost teaching guide and ocudio-

" ‘yisuals which are explicit and easily used and understood by
both the instructors and TBAs. This guide should include a |

ST

simple handbook which can be locally adapted and given to TBAs

to be used as a reference. It would. also be useful for literacy

campaigns.
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TBAs only have their memory to replace. notebooks,
therefore, the following rules should be observed 'during
training:

cohorr

J e

repeat the lesson several times;

Tt (a)

et e e etat—  r————

(b)
(c)

explain why and how;

develop a dialogue between teacher and students; first

.
e e e e —— —— e e
‘

the TbA explains her method, second the teacher explains
the new method explaining why it is better and how to
it; Yﬁ < \...

(a) use realistic demonstration tachniques,

execute

(e) "use ‘simple terminology, T N

‘(f) teach the "do s" "don t! s" a
oL [ : ’_”“.

Practice on. dolls or.z simalator ‘pelvis u51nq a doll is recomrended,

. . ORI
V recray, oy L)
B RS I N S S (S M-

followed by practice .at a maternity if p0551bie. Audio visuals

are difficult .for TBAs to understand during the short two week
training period..' Therefore, it is recommended that the use of;
audio-visuals ke limited because it takes a skilled’ Derson to .
use them effectively A speclal effort should be made to

prepare .instructors in publié health and teacbinc nethodology

by holding a teaching skills workshop.

2 Sl . .
..By fcllowing these guidelines and Iééﬁing roon for
flexibility, it should be Possible to ef‘cctively design and

implement low-cost training programs for traditional midwives.d

Sl ¢

A large reserve of trad*tional health manpower in rural areas
«+ " would be*lntegrated into a practical and realistic framework
which takes into consideration socio- psychological aspects of

~rithe TBA and the rural community

r
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10. RECOMfENDATIONS' N N e

¢ . x n '

It is hoped that this study will stimulate further = °-

research which will contribute to the meager body of scientific
knowledge concerning traditional midwive and their utilization
in modern healch services In the five countries - Senegal,
Mali, Niger, Upper Volta ‘and Cameroon - there exists a wide
range of practices conterning the TBAs and the way in which they
relate to the health‘sector: The material collected in this
study suggests topics for further discussion. ‘ .
| - 3}
A conference would be a. ‘useful forum and starting point
for discussion of salient points and integration of ideas for

y--West and Central Airican countries. The conference could be~ "¢

convened by. an international health or development .assistance

organization. It could include representatiués of all interestéd

countries. Tcpics for discussion could-include: : T
o - [ i . S ¢ M

(a) Desiraoility to develoo a uniforn teaching package for TBAs
in French which could be utilized for teaching a wide .
“variet ty of sub-topics. f The development of audio- visual and
teaching aids wculd be included in this package.

(b) Disseminaticn of research results collected in this report.

(¢)' Range and limitation of "5RS'WhicthBAs can be et
' ‘taught and permitted to ‘practice including prenatal,

PR

L4

' delivery, postnatal, Family planning, health education
and first-aid task N ~ - A ’

S FETRELA-R I :-',.; - ‘

(d) Methods and administrative rcchanisms under which TBAs
can be integrated into the modern health sector.

(e) Desirability of having uriform vital statistic methodo-
logies to evaluate current and future haalth trends.

(f) Socio-cultural differences in utilization, practices,
payment mechanisms, acceptance of role and functions of
TBAs by medical and non-medical personnel.
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(g) Relative advantages and disavantages of retraining
older experienced TBAs varsus training younger,
literate and inexperienced girls to work in rural
obstetrics.

(h) Need for further financial and cost-benefit analysis
to assist in the evaluation of TBAs function.

Recommendations concerning the training of TBAs could
be included as a discussion topic during the prooosed conference
or could form the basis for a project by an existing organization.
The development of training and teaching materials in French
suitable for translation into lccal languages was a clearly
defined need in all countries visited. t would be logical to
develop a teaching package from which various countries and
training levels could select those portions which they wished
to cover. Little material is currently available on desired
lengths or depth of t-aining, frequency of retraining, and many
other training related factors. It might be desirable to start
with the development of a minimum teaching package and conduct
research in its usefulness pricr to developing a wider training
program. Discussions concerning the role of trainers and
teaching methodology emploved should also be held.

Further evaluation is needed on most factors concerning
the current and future roles and functions of TBAs. Little
information is available on traditional or desirable tasks for
TBAs. Almost no information is available to evaluate the effect
of training TBAs versus other methods of improving the health
delivery system.

This study could serve as an introduction to a wide
variety of topics needing further investigation. 2 pilot project
in any country to evaluate various factors involved in the
utilization of TBAs could be a starting point for program
development.
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WHO PUBLICATIONS . . .. B R L

” \

18.

119

20.

African Traditioh552Me&icihé. AFRO Tééhnical Réoort Series
No l Rpjxonal Of‘ice for Africa,'Bra zaV1lle. 1975,

AFR“ Memorandum. Fron"urs: Marshall To-' All Nursing/
: -Midw$fery Personnel:. Subject: Proposal for Training
..0f Emperical Midwives (Traditional Birth Attendants),
May 15, 1974, . :

Alternative Approaches o Meeting Basic Health Needs in
Developing Countries. A Joint UNICEF/WHO Studv.
Dr. Djukanovic, V. and Macti, E.P. eds. Geneva

1975,
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and Johnson-Romuald, Dr. F.D. Traditional

Medicine and Its Role in the Development of Health

Services in Arrica. Twenty-sixth Session, lampala,

Uganda, September 8§-15, 1976, Regional Office for .

'22. Analysis of Training Programs fo

” Aj;ica, Brazz;ville, 1976 (AFR/RCES/TD/l).”

r Traditional Birth

Atrendants Received Trom Twenty Countries in Wh

0 Reglons.

1973, (ng(mq35/73/6),Ag_ﬁi
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24+ De Lourde

gﬁVe;dgreseL”MiSS-

Haria._:Consultationfon £he'Role

Fo. . of the Traditional Birth Attendant -in Maternal ancd
.7 . Child Health and Family Planning. Geneva, March 13-20,
2 . 1973, (AMD/NURS/73/3). o )

\ .
25, De Lourdes Verderese, Miss Maria. The Traditional Birth
Attendants in Maternal and Child Health and Family

Plannina. Geneva, 1974 (BAD/NUR/74/1) .

De Lourdes Verdarese, Miss Maria and Turnbull, Lily ti.

The Traditional Birth Attendant in Maternal and Child
Health and ramily Planning. & Guide to her Training
and Utilization. Geneva, 1975.

26‘

27.

28.

29.

30.

3l.

32.

33 .
34.

Desail,

Dr.

J.D. AFPRO Memorandum, Plan of work 1975-1977,

Project NIE/SHS/COL, November 24, 1975.

Duty Travel Report by Jercme Strombarg. ACCIa,
Ghana, 27 April to 14 May, 1976.

Health Care in Rural Areas. AFRO Technical Papers No.lO.

Regional Bureau tor Africa, Brazzaville, 13975.

"Health Care in Rural Areas". WHO Chronicle. January 30,

1976, pp 11-17.

Methods of Increasing Health Services

Zintamno,

Coverage in Rural Areas,

Report on a Seminar, July Ll-6, 1974.
Africa, Brazzaville, 1974

‘Organization and Administration of Maternal and Child Health

Regional Office for

Services. PReport on a Seminar, November 10-21.

Regional Office for africa, Brazzaville, 1969.

"primary Health Care." Wworld Health, April 1975

Progrés Sanitaires en Afrigue 1965-1973. Cahlers Techniques

AFRO No.6. Bureau Regional pour 1 Afrique, Brazzaville, 1973.
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l. Coly, Koit3, Camara et Garrick. Formation et Supervision:
des Accoucheuses Traditionnelles au-Sénégal. .. !

2., Fall, Mrx, Ibrahima.  "Matrones et Matarnit3s Rurales au Sénégqal".
UNICEr, 1973. : L

3. Gomis, Mrs. Contribution 3 1'Etude du Travail de la Sage-femme
en Zone Rurals au Ssnégal, Mémoirs CESSI (Contre d'Ensei~
gnement Supdrieur en sSoins Infirmicers), Dakar, 1973.
a e A == _ ks e
Kerharo, J._"Lo Facteur Magico-Réligioux dans 1'Exercice de la
Médecine Traditionnelle an Milieu Sénégalais.," Médecine
d'Afrigue loire, No. 8/9, Aolt-Septembre, 1969.
5. "“Mindist2re du Tlan ct de 1 Industris. Troisidme Plan Cuadrianral
d2 Dévelcupement Zccnomigue =t Sccial, 1509-1573, np. 222-245,
6 M'Diaye, . Papa Sculav. "L'Auxiliairs Acccuchcus2, son RAle dans
la Promoticn da la Santé de la Communautae Rurile." 1976,
7. N'Disys, Pape Soulay. “Projst ds Matarnité Rurala"., 1976.

8. MNelson, Dobzsr%, McDorald, ¥McLaughlin, Marvin, Moecller. Area
... ..Barndbcok for Sen=¢gnl. Washingten D.C.: The Amcerican
University, 197s.
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cuchement en Milicu Rur=l Traditionnel

9. Pellegrin, Marcells. L'acc

au Sénégal, Rgceard sur le Passé et Perscectives d'Avenir.
... Mamoirz CESSI. (Centro d'Enseignemant. SUDGricur <n Soins
SR - Infirmiers), Dakar, 1970. - e

10. Rapport du Séminaire Francovhona Quest-Africain. Dakar, Sénégél,
. 17-23 Novembre 1974. La Sage-fomme et la Santé Familiale.

it ' { QOrganisé par la Conf#dérztior Internationale des Sages-femmes

. m— . - - -

en Coopération avec lz Fédération Internationale da
Gynécologie et d'Obstitrique, )
1ll. Républicue du Séniqgal., Statistigues Sanitaires et DSmograohigues
o du Sénégal, 1374. HMinistére de la Santé Publique et des
. . . .. Affaires Scciales. . _ : S '

12. USAID. Develorment Assistance Proaram, FY 1975, Section Three:
Senegal, Mali, Mauritania. March 1975, -~ =~ '

\
;3. USAID. Rural Health Projcct, 1976. o o Lo
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l., Diallo, Dr. D#Avelorpement des Structures des Services de
Santé de Base en Zone Rurale. 30 Janvier 1976.

" ”

2. Diaiib; br.' Formation des_Matrones ;radltionnelles au Aali,
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e,

3:- Imperato, .Pascal J.M.D. USAID, Health Sector Report,
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i -

4. Jean;Joseph, Dr,;P.G._ Divelonpement d'un Prograrma MNational
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1. Bﬁlloncle, Guy “and’ Fournier, Dr. Ceorge. Santé et Dé&velornement
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Nigérienne). Paris: Editions Economie et Mumanisme -

Les Editions OQuvriéres, 1975. '

2., ‘Department of -Stats. Background Notes, Nigzr, July 1976.

3. Halima, Mrs Damien. OQuel est 12 R3le de 1la Matrone en Milieu
Rural ? Mdémoire ENGP (no date) T

4. République du Niger:  Le Precaramme “riennal 1976-1978.
Niamey, Janvier 1976 e

5. UNICEF/WHO. "Use of Village Health Workers and Trained ,
Traditional Birth Attendants in the Deﬂartmﬂnu of Uaradi,
Niger." Alternative Aoprocachas +o Moz t*"q_B sic Health
Needs in Davalorina Countries. Ganeva: World Boalth
Organization, 1975, on. 73-83,
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9, Direction des Affaires Socialas =t de la Protection Maternelle
L Loet Tnfup 5%;, Raznmort PMI 1975, République du Viger.

10. °4llﬂ0u* \"*"=*1ﬁn Seard de FArmation Jes Matronns 2 Filingu§,
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le 15-26 Avr1l ly/o.

11. Maradi L_-o-uaticn,des "at'o (Livraet Aijis-minoirzs), 1971.
12, Haradi Dirsction de la Sants. Princinalzs Ccnclusions de
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Départament “e Maradi (17 et 12 Janvier 1373),
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- Sil -.la R3union Trimestrielle das Cadres Sanitaires du
' Département da= Maradi (5 et 7 Juin 16735) le 27 Juin 1975.

. Princimales Conclusions de
des Cadres Sanitaires 4du Départe-
bol ;- le 2 Janvier 1976.

14. Maradi, Direction d= la Sant
— la Riunion Trimestriell
—--— -~ NMent de. .laradi (5-6 Dic

15. Mar=di Direction d= la fantd. Rouninn dac Cadras Crnaitairas
e du Dé&sarterant de 'laradi Avec la Particiration des Cedres
de 1l 'Animation, Alnhabdtisation, cd= 1l'Lnseignement et de
. Divers Services (29-30 Aavril 1976), lea 29 Mai 1976.
16. Minigtere de la Sant3 Publlﬂue et dos ALfdier Scciales,
, Lo Deuxiémes Journ=as ﬂe la SantaA Tahoua, le 5-13 Juillet

v

T 1976, ' Lo R

17. Oullam Animation. Formation Sanitaira. avril 197G

18. Poulsen, Niels M.D. MPH., Renort on Preliminarvy Survey..
of Niger Health Sector. Sentembar 1-10, 1976.

., 19,7 WHO Rgpreséntétiééﬂ;proﬁilé.du;ﬁicerl.Niger, 1976.
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(no date). e

- i.Zl*_.Tillabéri-Animation.u-Journoe d'Evaluation des Activités des
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sr=—uldal il . Matrones et Animatrices.. AvVril- 1976 -
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l. .‘Atlas de la Heute-Volta, 975, Editions Jeune Afrique, Paris.

2... Dindinian, Dr. 0. -Développement des Services de Santéa en
DTN T Haute-Volta. ~3 D3cembre 1974, (WBEO-AFPR/PHA/137) .

- ;3.-.Diog, Mrs. Sira. Rarport de Fin de Mission du Conseiller
B Techniaue-Princ1Dal "Egalit3 d'Accés des Femmes ot

des Jeunss Filles 3 1 'Education.” "Projat Expérimental
UNESCO, HautG—Volta, l972/l976. )

.o 4. Dicp, Mrs. Sira. Stage de Formation dps HCCOLChEdSQS de
Village de la Zcne de po. Projet Expérimental UNZSCO,
Haute-Volca, 2 Mai 1973 .- 30 Mati 1973,

}J.

-~ P

5. Fall-Ba, Mrs. 0. Prodist Exnérimental &'7
dss Femmes ot des Jeuncs Filles 2 L
Juillet 1571.

1it3d d'Accés
”cion, UNESCO,

-6, Martin‘Samos, Dr. F. UPO Re ._atsvb Ru:ort,Decaﬁ~ 29,1975,
7. Minlsteru dae 1! Educatlon Waulonalg’ht d 1a Culture, Eaute-
Volta. Formaticn des Accoucheuses Traditionnallas et
Autres Agents d2 Prcomotion Socizle 2t da -Santa
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8. Minister= de l'uuucnt*on‘vat*Onule 2t de la Culture. Projet
Soms s Exncrlm?ntal - Eg2litsd d'Accés. das Femmas o« 4
) Filles 3 1° Zducacicn, Document de Travaii dans le Cadre

L de la Particiration de 1'UNESCO 3 la Célébraticn de
Lt T T L'Année Internationale de la.:emme (1975). Ouagadougou,
—— - Haute- Volta, Mai, 19/4

9. USAID, Stranqtnenlnc WOﬂen s Roles in Develooment. PP. Upper
Volta, 197s6. . ; . '

- i 10. USAID. Develomment Assistance Program, FY 11975 Upper Volta
and- Niger. March 1975. . - RN
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1. Abané, Dr. La Mé&decine Rurale au Cameroun -- Zxpérience
Camerouniise sur la [lédecine Communaut=1re, {ro date).

2...Aban, .br. ' Zones DASP, (no date). - .

3.. Depar;mentﬁof State., Develooment Assistance Proaram FY 1975
B - - - Section Threa: Chag, C,maroon, Central African Republic,
and Gubon. March 1175. T
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1'Enfant en Milieu Tropical. Institut de Pidiatrie Sociale,
Dakar et Centre International de 1l'Enfance, Paris.MNo.65,
1370, pp. 25-30.

Lantum, Dr. Dan. Health Services and Pooulation Oriented
Policies in Cameroon. Paper Praesented at German Medical
Seminar, Yaounde, Cameroun, 21/4/76-24/4/76.

Mallart, Louis. La M&decine Traditionnella chez les Evuzok au
Cameroun, Ecole Pratique des Hautas Etudes, ORSTROM,
Yaoundé, Juin 1970.

Ministry of Zconcmic Affairs and Planning. Fourth Five-Year
Economic, Sccial. and Cultural Develovment Plan 19/6-1981.
United Republic of Cameroon.

Nasah, Dr. 3.T. 2nd Drouin, Dr. P. Obstotrical Rerort 1975: i
MaternitZ Princioale and Central Hosoit=zl. Yaounde. ,
March 25, 197s.

Nelson, Debert, McDon2ld, Laucghein, Marvin, Mocller. Area
Handbecok for tha United Revpublic of Cameroon. The
American University: Washington D.C. 1974.

Practical Traininag in Health Education. PP ,RDO/Yaoundé,
April 1576,

Rrural Ezalth Project in Ouham Prafacturz, Caentral African !
Republic, PP.RDO/Yadounda.

Sanwogcu, Lardjar. Les Coutumes dz Nos Ancdtres Face 2 la Vie
(la Recherche dz2 1la Santé et des Bonheurs) Projet
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TITLES GIVEN TO TRADITIONAL BIRTH ATTENDANTS
AND AUXILIARY MIDWIVES

Auxiliary Midwife

Countgz TBA Title Title
l. Senegal Matrone Auxiliaire acccucheuse
2. Mali Matrone traditionnelle Matrone rurale

"Cpération Riz" Matrone

3. Niger Matrone

4. Upper Volta Accoucheuse . Matrone rurale
traditionnelle

5. Cameroon Accoucheuse Alde-soignante/

traditionnelle accoucheuse
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PROGRAMME DE STAGE DE MATRONES DE L' ARRONDISSEMENT
. : BE THIADIAYE - SENEGAL .

l2re Semaine du 7/4/75 au 13/4/75

I -.LA GROSSESSE NORMALE .
) Examen succinct d'une grossesse normale

a) Examen dans les premniers mois
b) Examen dans les dernier: mols

IT - LA GRCSSESSE PATHOLOGIQUE

Les accidents pour lesquels la matrone est le plus ordi-
nalrement consultée au cours de la grossesse:

1) les hémorragies cu pertes de sang
a) les hémorragies de la l3re moiti3 de la grossesse
b). les hémorracies de la_ 22me . moitié de-la--grossesse

. ———

2) le port du fcetus au cours de la grossesse .
3) le volume exagiré de l'ut.cus ¢ » - -

a) l'hydramiose (exc2s de liquicde)
b) la gimellité . IRt o

28me semaine du 14/4 /7: au 20/4/75

ROLE DE LA MATRONE PENDANT L'ACCOUCHEMENT
1) Préparatifs 34 l'accouchemert '

a) eau bouillie (chaude, froide) - NS St
b) stérilisation des instruments L. ‘ ‘
... ) préparation du lit d'accoucheméntis. =% .. -m S
- @y toilette de la femme A S T
e) dssinfection des mains ce l' ccoucheuse~ s

£f) désinfection de la femme

— T ey, .34 T

| L N S n e -

328me semaine du 21/4/75 au 27/4/75

- - ;e o}

SURVEILLANCE PENDANT LA DUREE DE L' ACCOUCHEMENT

- oo [ D S oy b

1) Cas od tout est normal SRR L ~_:----~-—~——_
a) pendant la pZricde de dilataticn B

b) pendant la pZriode d'expulsion * -+ *

2) cas ol surviennent des incidents’ il il JaRE
a) douleurs insuffisantes .
b) douleurs exagérées AL ST L1 L L ST JE U
¢) rupture prématurée des membranes et e (s
d) lenteur de la dilation ~ :h ‘“;1';ﬁ2,1&‘7 3

e) :lenteur de-lz descente

B L A

4
=8

-

-
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l) Cas ol il v a une présentation’anormale mais non dystocique

A) présentation du siége"'
B) présentation de la face L .
C) accouchement gémellaire oo T T e T

2) Cas oll 1l'accouchement est dvstocique -

conduite 3 tenir devant un risque de t&tanisation de
1'utérus, une présentation de l'épaule, une présentation
du front, une hydrocéphalie, un décollement du placenta,
un placenta procevi,

5&me semaine du 5/5/75 au 11/5/75

Cas ol 1'accouchement se complique d'accidents variables

~

conduite & tenir devant une hémorragie, une procidence du

. cordon, une crise d'dclampsie.

- N e

62me ‘semaine du 12/5/75 au 179/5/75

1) La délivrance normale - ' oA

2) La dslivrance Datholoqidue

a) hémorragies

| ;
b) rétention des menbres ( ppndulte & Fenir

3) Suite des couches normales

4) Suilte des couches pathologiaues
-f
a) complications du cdt3 des seins (
b) complications du cétsd de 1'utérus(- conduite 3 tenir
c) complications fabriles . (-

5) Toilette du béka

6) Role de la matrone dans l'allaitement

7) Analyses d’urines-- - -.- - o SRETY AN

1 N S5 o0
B .

a) recherche de l'albumine H CooM
b) recherche de sucre . - - T
b A e K

Les matrones ainsi formées assurent le fonctionnement des
maternités. C'est pourguol”je m'adresse a votre organisme pour
qu'elles bénéficient comme leurs autrgs_collég§§§'g‘ung prime de
stage. S TR

Veuillez agréer, Monsieur le Cpprdinateuryflﬁéxpréésion de
mes sentiments les meilleurs. ' o o '

Signé
LE SOUS-PREFET
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_i‘IggEj "i'iacmvaE POUR LES ACTIVITES DE L' AUXILIAIR.. ACCOUCHEUSE
ToAs o KAOLACK}‘ctﬂ“CAL, DR. PAPE SOULEY N'DIAY” '

-~

o )

' T S I
KO B . l_'; 4
I.oACTIVITES PREVINTIVES Core D ke om0 e
RIS AU balorks SN LU )
A. Consultations prénatales , _
G2 RAL AN et A
Leetarn Convocat*on des femmes enceintes RN

- Mise 5 jour de la fiche prenatale {en ce qui concerne

les Lense_gﬂemenbs suivants: .
i Vi ol -

wNom et prencﬂ 2e la femme enceinte

I/ TR TI-TNom dw mari’
WEEITTT T profession S
*=<~ Adresse (N°- cccde, localité)
t7y~=23~ ,-Enfants- vivants

Date (approximative des 'dernidres ragles)
An..~ Polds de la femme enceinte
5+ = Mesure- hauteur utérine
Bruits- du coeur -
Position du foctus
Eventuellement état du bassin AL TIDTNCT BT TV
Tensicn art ‘rielle ]
... Examon d'urines = albumine, sucre
+5Fducation sanluaira = thémes choisis conjoin;ement

RIS

nar la sage-femme et cnef de coste ' -
NIt
- Préparation de la femne a l accouchement Lo

- Mise en application de- directives données par Ya. .sage-femme
av cuurs de sa visite . e

B. Consultations postnatales - .. ..t
;Vznaggbbcation do ‘I'aceouchse au dtspensaire (avec5on’ enfant)
- Soins au nouveau-nd ‘*Vllu'f-;;;4‘3¥
el sl Premiers %9191 _ és l accouchemgng . _{'?f”f_
< Collyre - e e

Signaler les ﬁalformations~visibles a lﬂinfirmier ainsi
cldg3dng use) raqgue-toute, 2namalie evient;,, N p v
dreatas’l ol faProcedef'aprés avis de l'infirmier a l'évacuation
;.de .ces .cas. de malformations ., ... , N S
Pansements ombilicaux ...~ ... .. GRS 1
Faire procéder 2 la vaccination ‘au BCC ,
Présenter l'enfant''au chef de 'poste pour”tbué les
21J .o i Soins nécessaires. ;.o Cpe Yt L
- Surveillance des accouchées (pendant 3 2 4. semaines)

.. ehr:UAttitude i adooter en préseqce'”hémorragie~importante
- ’ P infection puerpérale

Corsa) &actna ol sl o .‘" RS '.‘.,'° ,)""-,'-'u-,'f
rﬁ;) . i' S I""’ S e nhEe ‘rétention placentaire
e R LA RIS, R Pl o D O s Pangpeys

" anomalie’du’ placenta
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-~ Avertir et:appeler;au;secqur53ljinfirmier pour tout état

évidemment anormal des suites’de.couches afin qu'il procade
a2 1l'é&vacuation. L TR

- Vérifier pendant 8 jours l'état de 1'utérus o

- Vérifier les lochies L

- Vérifier si la montée latieuse est normale sinon ‘&vacuer

=~ Signaler toute anomalie de l'allaitement.

. . .
- . '."‘

Consultation des nourrissons = - -~ - St e

ey ey
LI g

|2 el
t

.s v aens

-De 0 a1 an : 3 fols par an : taille - poids = &tat général
ST " " soins &ventuels
De 1 &8 2 ans: 4 fois par an : &ducation sanitaire et nutri-
St tionnelle’ des ramans
thémes choisis conjointement par
le chef de poste et sage-femme
-distribution de nivaguine

De 2 2 5 ans: .1 fols par an : poids - taille - &tat Général
‘ T - soins éventuels
'distribution de nivaguine
- -8ducation sanitaire et nutri-
tionnelle des méres

II. VISITES DOMICILIAIRES L o

Recensement des femmes enceintes . ;
Convocation pour les jours de consultations prénatales
Enregistrement e LT TIo e S
Prévolr les vaccinations i faire ' '
Etablir la composition de la famille : el
Se faire présenter les autres enfants+' :

Noter leur age LT o5 o
Apprécier 1'état de santé des membres de la famille et
surtout des enfants I ’

Convoquer ceux qui doivent &tre

consult&s ou vaccinés

Tdches 3 accomolir

- Conseils d'hygidne générale .et d'alimentaticn de la femme
enceinte (hygiéne individuelle, alimentaire)
= Conseils sur des vaccina%tions - leur calendrier

= Contrdler les vaccinations -
.= Education simple sur l'assainissement du milieu (eau potable
alimentation de l'enfant; propreté de la mare et de l'enfant
- Se renseigner sur les causes d'achec ou les causes

entravant un succas suffisant.
(Situation sociale de la famille) .

- Btablir un bref raoport sur-lesfrenseiénemeﬁts pris ou les
observations faites au.coursgde,lawyisi;e_;g;i.

~

' i*= Préparer une seconde-visite. de contréle LT
- = Bvacuation des;femmes enceintes ou nourrissons malades et

iy

‘' mener les autres malades &ventuels au poste de santé& (ainsi

‘qutautres malades sventuels: grands-parents, cousins, etc.)
S
Vit
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III. EDUCATION SANITAIRE ET NUTRITIOWNELLE

Hygiéne individuelle et collective
Eygigne corporelle (ce aque la femme enceinte peut faire

sans danger)

- -

Soins intimes : .
.Activités physigues et sportives, gymnastique

Voyages ’

rapports sexuels - R

- Sommeil, travail, etc... s T

- Colloque direct avec les femmes enceintes

- Hygiéne_ alinmentaire (régime sans_sel, ce que la femme
ce qu'ellewgoit faire manger a

LIRS B |

Q

enceinte doit manger,
scn enfant aux diffdrents ages
.= Hygil3ne vestimentaire )
- Hygiéne g2nfirale .
IV. VACCIMVATIOUE

- aux nouveaux-nis = nourrissons & envoyer faire le BCG

- nourrisscns: conseiller des ditférentes vaccinations,

- varfier lez: vaccinations faites et celles 2 faire

- fermes enceintes:; vérifie- si la vaccination antitétanique
a été faite pandant les derniers mois de la grossesse.

o~

V. ACTIVITES CURATIVES

- Accouchements rormaux @& faire 2 domicile ou au dispensaire

Admission npour surveillance des femmes A la maternits
rurale T
- Evacuaticn de:
-~ femmes enceintes primi gest=s en travail

denuis plus de 12 heures et dont la progres-

sion du b3b3 n'est pas satisfaisarte

- tout cas présentant une anomalie de la
grossessec

- femme en travail et pertes de sang, trés
anémide, a2 des cedémes

- toute multipare en travail depuils plus de

8 heures de travail si la descente ne
progresse pas.

- Soins infirmiers

aide apportée 3 l'infirmiére
-~ soins médicamentaux 2 la femme enceinte, 3 la femme

en travail, aux nouveaux-nés, 3 la femme aprés accou-

chement
-~ distribuer des médicaments préventifs et curatifs.
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VI. COLLECTE DE REWSEIGVEMENTS s
qui sont comnuniques au chef de poste ou & la. sage-femme

= A la maternité (et poste de santé)

- tenue 2 jdur des cahiers de consultations prénatales
-.tenue 3 jou* des cahiers de consultations de nouveaux-nads

e
-t
g
d
- &

"l -ad

t méme de nourrissons.

enue d jour des tableaux d'emploi du temps des
raphiques des activités @u calendrier des visites-
omiciliaires

tablissement cu rappor+ mensuel

omicile

-t
e
.C

-

enue ad jour des c&hinrs de recensement des femmes -
nceint2s et nourrissons - -
ommunication succincte de renselgnements-sur:

hygigne maternelle et infantile ey
éducation sanitaire et nutritionnelle '
malades dnpwstns et &vacués
ncuveaux-nés pandant la npr*ode Derinatale
décés 1 domicile des nouveaux-nés et des méres.-

T

M
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EMPLOI DE TEMPS
E— S L8, P
T~ .
Premiéretjourﬁééﬁ5¥? - L Legon’Ll.. e .
. s PR --....,'__‘ R :. .- T e e ..-J_ s
- T Leégon 27T o B LT
s T gon, 2 R P i,
Deuxiéme journée Leqon 3 *
' ' Loviooc ..~ . vLegon 4 |
Troiséme journée Legon 5 - ' f;:
- C: cl.t.mme o Legon, 6
o Legon 7 tor T
Quatridme journée Legon g~
Cingui3me journée Legon 9 o . .
Sixigme journée - "' Répétition de la lecon 9 ?i?‘

'Chadque legon dure une demi-heure. .

Chaque cours prendra une demi-heure .... seulement .-.-

-

le neuviéme cours prendra 3 peu prés une heure
et demile. E ; T

Une trousse 3 pramarer

Matdriel ndécessaire pour constituer une trousse (sur un tissu
fermé par une cordeli2re =t assez grand pour contenir le matériel
cité ci-dessous).

1l paire de ciscaux. . LT
1l cuvette (tassa) avec couvercle.

1l morceau du savon pour se laver les mains.

du fil 3 coudre (blanc) pour préparer les ligatnres du cordon.
12 compresses dans un sac en plastiaue.

12 boules de coton hydrophile dans un sac en plastiaue.
6 bandes de 8 cm de largeur.

.
L)

[}
AT 2

1. bouteille d'huile d'arachide de 30 cc. See s zal
1 bouteille d'Argyrol-3a 2°/° avec compte gouttes 20 cc.'-“ﬁu*
1, bouteille de mercurochrome 60 cc. - _ Py
1 bouteille d'alcool 60 cc. U N cedthoot
1 bofte d'allumettes. o h c-'.L"_,'f' T
e I - o L ‘ ".-- ," )
L'Argyrol doit &tre renouvellé chague mois . | v e
o La_cuvette en émail (tassa) doit &tre assez ... ..

grande pour contenir la paire de ciseaux.
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LE PRENIER CRI DE L'ENFANT ~ = '~ -

Matériel nécessaire pour la démonstration:::On prendra.dans
la trousse prénarée a l'avance le morceau de savon et le sac
de plastigue contenant les-compresses propres

et
e ;"-_.L-‘-~
et e o

Une table. _ Lo A
morceau de plastique de 2m sur 1 m gqui doit recouvrir la table.

poupée. i o s -
boite avec de l'eau. :

calebasse pour l'eau sale et pour les compresses sales.
pagnes prepres (un pour placer scus le béb2 si nécessaire

et l autre pou* servir comne serv*ettﬂ)

B et s st

- ot TR

e cours Lo liosl

Maniére de faire

1
Le professeur range le matériel sur la table et éevant
Il se lave les mains. '
Le cours peut engutite £tre prisentd de la facon suivante:

"On attend avec impatience le premier cri du bshié. Il signifie
que l'enfant est vivant. Habituellement le bébé crie aussitdt
aprés sa raissance et il n'a besoin pour crier d'aucune aide.

QuelcueTOLS si la m@re a eu un travail long et pénible, le bé&bés
est fatigué quand il est nd: troo fatigus pour pleurer et il a
besoin gqu'on l'aide. Vous. apprendrez i connalitre comrant se
présente un kébZ gul est fatigul qguand il est né.  C'esk un bibé
qui reste *Hmon~7e, mou et pdle. On pourrait croire gu'il est
mort, mais si wvous placez vos doigts sur 1e cceur: du bebn vous

'("

le sentez qui bat'scus vcs doigts. LT PR

" "Que doit-én faire ? ‘ R

- I1 faut mettre le béb& sur le pagne pli "de faqon gue sa tEte
soit plus basse gue son corps et tournée sur 1le cBLE. S

- Prendre une compresse et envelopper autour du petit deoif de
-votre main droite en ayant soin de cacher toutes les, franges.

- Avec la rain gauche on ouvre la bouche du bcme en luipcompressant

les joues.’ Lo L

- Quand la bouche est ouverte on nettOLe doucemcnt l’intéried:
avec le petit doigt envelozpé par la compresse... En ressoxztant
le doigt on enlédve la compresse ét on la jette. .

- On essule doucement le corps du kEbé et on l'e nvelonpe édans 'un
pagne propre afin qu'il ne prenne pas froid.

= On doit surveiller chaque -mouvement respiratoire. Il commence
par faire un petit mouvement respiratoire, puis: l'arréte, puls
recormence apres. quelgues “econdes aifnsi de suite .... Avec
chaque petit mouvement respiratoire .l'air-.entre et il prend
de plus en plus de force.n Sa- couleur'cﬁange i1 devient rose
et il ccmience & bouger. B -

- A ce moment=13, on doit lui donner des claqLes sur la plante

des pleds. Il a peur et il crie !!! avec force... tout va bien.

les-dlaves.
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- Maintenant on va s'occuper de couper le cordon. Besoin de
tranquilit® et de- repos. - e
R S L o

- i LN ~ e

S . . o - .
[ORG I o~ - - ~ B Lo}

Aprés ces explicatidhs,'bn‘demhqdé éfchaque_femme d venir se

-zkaverrles mains et de pratiquer ‘entre elles le nettoyage de

la bouche comme i1 a-&ts indiqué "avec la:compresse devant le
professeur gt,devant leurs compagnes.

Nt
TR foe - !
. i 2,

: Sl S

:'T“?f;?:“DeUXiéme cours ' -
L'ENFANT OUVRE LES' YEUX POUR LA PREMIERE FOIS

Matériel nécessaire pour la dZmonstration:

On prendra dans la trousse préparée 4 l'avance le morceau de
savon, le sac de plastique qui contient les boules de coton
propres et le flacon d'Argyrole avec Ia compte-gouttes.- -

table. i S U S PR

boite avec de l'eau.. - 7 N T Eeeen :
calebasse pour l'cau sale et pour les boules de coton sales.
morceau-de plastique de 2m sur lm’'qui doit récouvrir la table.
poupée, ) T e e cen
pagne. S o -

PR .
| N 8 fa o

3 s s s

Maniére de faire le cours G

Le professeur range le matériel sur la table et devant les é&léves;
il se lave les mains. e

- - : .

n ',-‘:. IR 4, . o ] - - .- - _
Le cours peut ensuite 8tre prasentsd de la facon. suivante:

"Au. ccurs du trajet que le babd a effectus pour venir au monde,
il .a tenu s=s yeux bien [fermés. Ainsi ses yeux n'ont pas pu étre
abimés. Quand il est né, or peut voir gue son visage est mouillé
par le liquide qui Stait autour de lui ou par du sang. Si 7
maintenant il ouvre ses yeux, le liquide ou le sang va entrer

R

dans ses yeux et il peut avoir les yeux malades.
Que doit-on faire ? '

- Si vous é&tiez 1i quand le bab3 est né vous avez dd prépérer ie
matériel comme nous l'avons fait., -

= On''prerid une boule de:coton .dans chaque main et on essuie chaque
paupiére en allant du nez vers les oreilles, une fois seulement.

=~ Aussitdt apr2s, on met une gou:te d'Argyrol dans chaque oeil.
L'Argyrol est utilisé depuis trés longtemps partout dans'le monde,
et les médecins spécialistes pour. les yeux disent gue c'est .
encore- le meilleur médicament pour éviter les maladies. - On ne
doit pas garder l'Argyrol plus d'un mois parce qu'il devient
trop fort pour ‘les yeux du béba. I :

Ce n'est pas un médicament qui cofite cher. ObupéhtZQBQc'le jeter
-apras . un._mois gpigy;erfen'demander.dlqutres.f_ '

e

[ £ B - .
v RO Lo
- - -

- e L
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Aprés ces explications, on demande & chaque femme de venir
se laver les mains et de pratiguer entre elles le nettoyage
des paupiéres Ensuite, couchée. sur le dos chacune d’'elles
doit recevoir une goutte: d'Argyrol dans l'oeil.

Le professeur cox-'exollauer comment se servir-d un compte-gouttes.

On peut discuter la méthcde tradltlonnelle de mettre les gouttes
de jus de citron dans les yeux.

Le professeur doit explicquer .que le jus de citron va briler l'oeil
du bébé et il y a un grand danger d'une maladie olus grave.
Cette pratigue est & déconseiller. -

v
. . G,

~ e PR, - " —— —t - — ~ .
T e e e e e e,

TR - -Trolsiéme cours L .

P [y

LA PREPARATION D'UNE LIGATURE DU CORDON AVEC DU FIL ‘A COUDRE - .

Mat8riel nécessaire pour la d3monstration oL

On prendra dans la trousse préparée & l'avance le mérceau de
savon, les ciseaux, la cuvette (tassa) avec couvercle, le fil
3 coudre blanc, la bouteille d'alcool et les allumettes.

table. SRR
morceau cde plastigue 2m sur lm qui recouvre la table.

boite avec de l'eau. . RS P
‘calebasse pour l'eau sale. T

s g

Maniére de faire lz démonstration

é
Le professeur range elmatériel'Sur la table eﬁ;dgyang_les élaves;
il se lave los mains.

On net le £i1 3 coudre et les ciseaux dans la cuvette (tassa)
Prendre cing fois une longueur de £il du bout des d01gts Jusqu au
coude.... s - : RN v

{

Plier en deux et le *ouler entre les doigts et le pouce de la
main droite. Faire un noeud & chaque extrémité.

La ligature doit &tre solide, épaisse afin de ne pas couper le
cordon. ' S A : e C-

Aprés ces explicatzons et la démonstration, chaqLe femme doit

3. 'comment laver les ciseaux avec l'eau et aavon. h

8txe entrainée 4 faire les gestes suivants:
“1l, ‘comment:tenir une paire de ciseaux. . ... .
2. comment couper avec les ciseaux. ’ S
4. comment flamber les ciseaux dans la cuvette en Cmail T
5. comment préparer une ligature. ' e
6. rcomment en se lavant les mains on peut aussi nettoyer

les ligatures..

BIEN INSISTER SUR LA PLACE DES CISEAUX QUI “EST DANS LA CUVETTE
ET JAMAIS AILLEURS.

-

ikt

e e e TSk




= Placer les ligatures lavies dans la cuvette.gqul a 3t8 flambie

e e e e - e ———
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Quatridme cours
LA LIGATURE ET LA SECTION DU CORDON

Matériel nécessaire pour 1la d3monstration

On prendra dans la trousse préparée 3 l'avance le morceau de
savon, les ciseaux, la cuvette (tassa) avec couvercle, deux
ligatures du corden ou du fil 3 coudre pour faire les-ligatures,
la bouteille d'alcool, le sac de plastique qui contient les
conpresses propres et la boite d'allumettes.

1 table. D : B PO S

1l boIte avec de 1l'eau. o rlus :

1l calebasse pour l'eau sale et rour les compresses sales. -

1 coupée avec une corde d'environ 25cm; figurant le cordon
cmbilical. : " . . o i

2 pagnes. . : ‘ T

- " el e .

Manidre de faire la damonstration. .- wroaEeno L AT

Le professeur range le natériel sur la table et devant lns 32laves;
il se lave les mains. S O

= Place les ciseaux dans la cuvette en émail (tassa) et los ,
flamber. : LT G S TNRAL L

- ——————— - ——— . - ce e ——

= Prendre dans la main droite les deux ligatures et se. laver les
nains et les ligatures en méme temps.

et gul contient dé3i3i les ciseaux.

= Couvrir la cuvette aves le couvearcle,

(Rép3tition des deux premiers cours... c'est-2-dire cn va couper
le cordon aprés "le premier cri ... et aprés le -ébé 2 cur_rt
ses yeux..." On attend que le battement du cordon a terming.

- Placer la premildre ligature 3 deux doigts de l'ombilic et Zaire
un noeud double en tirant fortement.

= Placer la deuxiéme ligature 3 deux doigts aprds 1la preniére
"ligature. : ‘ ‘

LA LIGATURE DOIT COMPRIMER LES TROIS VAISSFAUX QUI SONT DANS
LE CCRDON ET EMPECHER TOUTE FUITE DE SANG APRES LA SECTION

IL FAUT DONC QUE LE NOEUD SOIT SOLIDE ET SEBRE

= Coupar le cordon entre les deux. ligatures.
= Prendre le cordon avec la compresse et entre les . doigts st pouce
LE POUCE, bien l'examiner: 1le bout du cordon deit étré‘pﬁief

. r--et 11 ne doit pas y avoir aucune goutte de sang. TATATLT
+:= On laisse la compresse sur le cordon jusqu'a ce que 1

"*enfant |l
NN U IR

-soit.baigné. .

- Envolopper le bébé Hans un paghé'propfé; L osnona

Aprés la démonstration, chague femme doit venir, se 1avcr"1€s mains

-avec ‘deux ligatures dedans ot pratiquer la ligature et la szction

du cordon.
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Cingquiéme cours

LE PREMIER BAIN DE L'ENFANT

Matériel -~ nécessaire vour la dénonstration

o~ .. R

Ohfprendra de la trousse préparée a l'avénce le morceau de 3
savon, :la bouteille de l'huile et le sac de plastique qui
contient les boules de conon propres. !

[N

1 table. oll on peut me*tre un morceau de plastlauo de 2n sur lm
sur une natte et travailler sur la natte.

1 seau é'ecau chaude. (Pour assurer que l'eau n'est pas trop

chaude, mettez le coude dans l'eau et laisser l'eau couler

sur le bras)

pagne propre cu une serviette pour poser le bébé et l'essuyer.

petite calebasse pcour servir comme louche.

grande calebasse ou une cuveitte cour sarvir comme bain.

petite calebasse pour l'eau sale et pour les compresses sales.,

o

U1 ¢

-
e

M

dans un coin de la piéce 3 l'abri
d'une facon 3 &tre vu par la maman

(e}

C2 matériesl doit ét*e part
des courants d'air ma us
gui peut "voir et apprendre’

- (D

._4
LY
-U)

Maniére de faire la démonstration

- On commence par laver le visage du beoe avec la main droite
et on l'essuie avec le pagne ou la serviette.

= On ne remouillera plus le visage du b3bé et il faudra résister
d la tentation (traditionnelle) de lui faire boire d'eau du bain.

- Essuyer le corps du béhé& avec un rpeu d'huile pour enlever 1la
subsistance blanche gui le couvre.

- Savonner le bébé entiérement sauf son visage. o

- Placer doucement l'enfant dans l'eau en soutenant sa tdte
avec -la main aauche. ST ' e

- Rincer le békbé 3 l'eau propre. ..

- Essuye* ‘Te bebe et 1° enveloppor dans un pagne propfe.

Aprés ces explications et la démonstration, les femmes viennent
se laver les mains et faire le bain de la poupée. Que doit-on
faire avec les compresses sales ?

- On doit les enterrer. = s 5.3.

4 . . e e mea

Sixiéme . "cours 2

»n

PANSEMENT DU CORDON
MatS8riel nécessaire oour la démonsbration o ’

On prendra dans la frousse préparée a -l'avance le morceau de savon,
la cuvette(tassa), les ciseaux, la bouteille d'alcool, laz bouteille
de mercurochrome, le sac de plastiaue qui contient dés compresses
et une bande. -

1 table. - '

1 morceau de olastique de 2n sur lm qul doit recouvrir la taole.

1 boite avec l'eau - -

1l petite calebasse pour l'eau sale et des compresses sa‘es.
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Manidre de faire le cours e e It

A )
-

oy e

Le cours peut ensuite &tre présenté de la fagon suivantet

- "La' bébé est la récalte aprés neuf mois de culture ..., Le

petit morceau de cordon qui reste attaché sur son ventre est
maintenant comme une tige qui doit se dessécher et mourir.

Si on le laisse pas sécher, le cordon, 1l ne peut pas tomber
vite. Par le cordon qui ne sé&che pas et qui ne tombe pas,

il peut entrer des maladies et le bébéd en bonne santd il faut
donc que le cordon s&che et tombe rapidement. Pour cela, le
cordon doit &tre toujours gardé sec et propre. )

Toujours garder le cordon SEC et PROPRE.

S1 le cordon est sec et-propre ‘il est sang odeur.

.- .Maniére de faire la démonstration

~ Aprés le bain, on nettoie le cordon avec une compresse
alcoolisée pour enlever toute trace d'eau: AINSI LE CORDON
est SLC. S )

= On badigeonne le bout du cordon avec du mercurochrome: AINSI

le cordon est PROPRE. - .

= On applique une compresse propre et on met une bande pas trop
serrée parce que le béb& se sert des muscles de son ventre
pour respirer. o

- Si on est slr que la maman saura tenir son enfant bien propre,
on -laisse le cordon 'd l'air sans mettre de pansement. Il va
tomber vite.

- Chaque jour on viendra voir que le cordon sache bien.

- On ne baignera plus 1l'enfant jusqu'a ce que le cordon soit
tombé - ce que se produira si on a bien suivi les conseils -
(CORDON SEC et PROPRE) au bout de 4 3 5 jours. Si le cordon
ne séche pas, il a une mauvaise odeur et il mettra plus de °f

temps pour tomber. Il faut alors chague jcur le nettoyer avec
de l'alcool et éviter qu'il ne soit pas mouillé par les urines".

e 4

|
e,

Apres ces explications, les femmes doivent se laver les mains
et venir apprendre 3 faire un badigeon de mercurochrome et un
petit pansement tenu par'une bande.’

Septiléme -cours

LA PREMIERE TETEE DU BEBE

Le cours peut &tre présenté de la maniére suivante:

"Le lait de la mére est 1l'aliment id&al pour l'enfant. II lui
donne pendant les premiers six mois tout ce gquil est nscessaire

pour grandir-et se fortifier. s

Les premiers, jours, le bébé et la maman sont tous'les deux Eatigués,
Le - bébé a-besoin de repos et pour lui le repos d ce moment-1la v
est plus important que la nourriture. On doit donc le laisser
dOrmir. o ) - . ST et e .
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Au contraire, la maman a durement travaillé et elle a besoin

de reposiet-dussi ‘de nourriture avant ‘de se- reposer. Le repas
traditionnel est-.excellent pour.elle. Si.elle a.perdu beaucoup
de . sang,, . ‘elle a. besoin.de boiras des tisanes sucrees. Quand -~
le bébé pleure, la maman peut lui donner -2 2ter, 11 vy a
seulement un peu de liquide.dans les seins mdlS 11l est sucré

et 11 protege le bébé contre guelques maladies.  Si le bébé .

est trop petit, ou trqp Lathue, la maman doit presser ses,
seins et recueillir le lait-dans une petite calebasse propre-:

et le donner au bebeff‘QLand il sera plus fort, il saura téter
tout seul®.

NS

—gr e, e ., . .
o 5 . i

4 - -

Insister sur le’ falt cue le lait "'age*'rm1 ne sufFit pas aprés

le sixiéme mois. On doit habitue._l_enfantné_nrendre les bouillies.

A Y ,‘,_‘,:‘; -

~, e

’ ) . . ’ S SO R YRt o, o Tl . '.J
. - Huitiéme cours
DISCUSSION: SUR LES SOIVS TRADITIONNELS -

PR Lo . ;‘.,\ ST R F o R ] ‘ S ‘L."
- Le J"—asadp - o . I P . ot N - I 5 |

ol ) . AT -

,,,r,-.

Le professeur ‘devra montrer que ces coutumes peuvent présentc~
un danger pour la sante de l enfant.

ve

tMEy X B
Il faudra alder les fenmes 5 trouver que’ cés deux pratlcueg

peuvent orovoquer une plalP qui va lalsser entrer des maladie%
graves. ‘ CoE

Bieitan . . 5 s AN "2

" Que doit-on falJ.e 2 o S

e

Il faut di minuer le riqcae de.maladie pour l'enfant et conseiller
l'utilisation de matériel propre, flambé si possible suivi d'une
applicatlon de mercurcchrome. B BTeeoan T :

Ly RS B \ Sjre o .t , o N F Lo . 7 .

Il y a des autres coutumes ees.. par exemple la circoncision’ "
Que doit-on faire ? T ——————

bR PR e d vt

*  Neuvidme cours

- $OINS AUX-NOUVEAUX-NES EN MILIEU RURAL "
Matériel nécessaire pour' 1a* demonstration ‘”f" v '_ h" in::'
On placera la trousse préparéo 3 l'avance-sur la table. CorW)

.1 table.. .. e ]

" 1l'mdérceau de plastique de 2m sur lm aui dqit recouvrir la table.
1. boite, .avec- l'eau, -, s ) N ST ISR R TR TR Y
1 seau avec 1'eau chaude. ' .

1 petite calebasse propre pour servir comme louche.
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1 cuvette ou une grande calebasse pour servir comme bain.

2 pagnes propres.
1 poupée avec un cordon attacheé.

Manidre de faire le cours

Le professeur range le matériel contenu dans la trousse
3 l'avance sur la table et devant les £léves il se lave

L'enfant est né

... On prépare pour "le premier cri du bébé .....

eee Il
ees On
eee On
«ee On

ess On

va ouvrir ses yeux pour la premiére fois ..

va ligaturer le cordon et le couper .......

donne le premier bain ....cciiecceccecrcnces

fait le pansement du cordon

donne le conseil 3 la maman

® 00 00 % 00000 o0

voir
voir

voir
voir
voir

voir

priparse
les mains.

legon 1
legon 2

legon 4
legon 5
legon 6

legons 7&8.

Aprds la démonctration par le professeur, les femmes sont
invit&es 3 partager les soins entre elles et les répéter devant

le professeur.

000000000
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Annex 6

NIGER

NATIONAL GUIDELINES FOR TBA TRAINING COURSES(*)
(TO BE REVISED ACCORDING TO LOCAL NEEDS)

Notions of anatomy =~ bones, muscles, skin
Hygiene - body, clothing, food and concessions

Pregnancy (a) development of fetus (b) role of placenta
(c) exterior signs of pregnancy (d) risks of miscarriage

Notions of food
Sexual organs

Woman in labor (a) dystoci cases to send to dispensary
(b) delivery (c) placenta

After delivery (za) for the mother (b) for the baby

Nourishment of the baby - exceptional cases.

(*) Prepared by WHO/Niamey.

At time of research, the gquide was not yet officially
approved and printed.
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’

PROGRAMME DE FORMATION DES "ATROMES

Sevice participant : Sant& -~ Animation

Nombre de villages : 14
Nombre de matrones : 14

Total & former 14
Dates Matin Soir
ler jour Contr8le de présence
Quverture officielle par le
Sous-Préfet
RSle de la matrone RAvisi
Hygiéne de l'eau =vision
" vestimentaire
" corporelle
" concassion
28me jour Anatomie e la femme
EZxplication du contenue Ré&vision
du livret
) s La femme enceinte
3éme jour La' femme enceinte R&vision
48me jour Révision Révision
S5éme jour Les complicat.ons de
la grossesse R&vision
ééme jour Accouchement (théorie) Pratique s»r
: manneqguin
7éme jour Exercice avec la trousse rratique sur
mannequin
8éme jour Révision Révision
9&me jour Tenue du cahier de naissance|l Révision
loéme jour ggiﬁg ﬁéggnner a l'enfant R&vision
lléme jour Ce qu'il faut é&vacuer Révision
12é8me jour R&vision R8vision
13éme jour Allmentation et sevrage Suite
l4éme jour Démonstration bouillies Diarrhées-conjoncti-
vites -~ traitement
15éme jour Cldture oZficielle

Retour au village (matrones)

Ouvallam, le 3 avril 1976
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1976 SURVEY OF FIRST-AID AGENTS (SECOURISTES), NIGER

Total |Villages Month - Year

Department No. of | without Training| Retraining

secourist |secourist
Agadez 17 2 74 75
Diffa 106 1 71-76 75
Dosso 117 14 72-76 73-76
Maracdi 400 41 66=-76 72=76
Niamey 407 50 65-76 72-76
Tahoua - - - -
Zinder 220 23 69-76 72=-76
Total 1,207 131 (40
Source: WHO/WNiamey

(1)

at around 1,500.

(11)

with Tahoua included, the total could be estimated

The researcher questions the accuracy of this figure.
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DEPARTEMENT DE

FICHE DE CONTROLE MENSUEL DES ACTIVITES
DES MATRONES DE VILLAGE

e 00 ae

CM...'l.OQII........‘...‘.....

DISPEIJSAIRE DE..C......O..Q.O.

MOIS DE ¢ & &6 @ & & & ¢ uw s 8 0 & & o
Dicss
Date de| MNams [Surveil. | Accouchements . o - - Nombre et
Villages contréle des [pendant Appclée AppelécTOtal ”ére‘ﬂ ngalxgts Eg\f}g;\ts cause OBSERVATIONS
SESSO ant & A - 'é
matronslarossessy avant apres naissance |8 jours d'évacuations

T OTAL
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TBA TRAINING PROGRAM TOPICS N e
UNESCO PROJECT - PO, UPPER VOL“A, MAY 2- 30, 1973
- ) e IR
Health Education ¥
Preparation cf charcoal filter . - T
Tetanus -
Motions of first-aid - e S e
Diseases of the region :. S 7w~ =~ . 7 ot b
Parasites and microbes: -work at microscope
Use of latrines T
Practical hygiene: teralizdtion by heat )
Accidents: brekan bones, noisoning, drowning, etc.
Hygiene of the environment . R
Infant diseaces: working S°SSlon on dlSlﬁfgééion o
Hygiene of mother and child )
Vaccinations "
Nutrition i G L RS
The different food arouns and'their role f ]
Preparation of enriched baby Loods “""d' o
Comrposition of a complete meal . .

The weaning pericd T ' L
Domestic Skills b e , T
The family, marriage .VL;v‘.whéj“ﬁ{jn‘
Macramé ol et i et

Ironing e Tk
Clothing repair - e =
Clothes washing et
Control of purchasing SR AR P R N
Fabrication of indigenous soap ™ t.-¢ wid T a2
Sewing: nurses apron SUDEE DA A
Civics T
T A e A BRSSP R R TR B S ' e Tt
Importance of SChOOI;#PSE£QCt;99 e e m e -

Savings accounts




Annex 7/

Page 2
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. e A R
J';u' - . '." .-

'Administration and political organization of the
Republic of Upper Volta

Taxes o
The role of QR (1) ’ T
The role of the police: . . - ¢ 1 = i e
Organization Skills Lo
A N P T
How to organize discussion groups | - :
Collective tasks of the village , ... o o, G
Childcare centers P T T
Product commercialization . . LR oLps) .
Co-operatives . e IR T T N T
Technical Skills for TBAs PR T S L G £ SR D A
Vo e - a0, , AT ¢ e
How to use midwifery kit~ r ' ‘
. D L I T D R R A A
Hygiene of pregnancy ; _
The role of the TPA ' 0
Advantage of delivering at the maternity LR
Consultations at pur(ii), role of PMI L
The collaboration of T2As' i S amEmEn
Complications of childbirth ' ”
Sterilization of instrumehts’ t"”
Agriculture ' o
B R T
Practical gardening i
Collective fields e TR
New agriculture techniques T
Miscellaneous ) A .
The rural exodus > L e
Family animal husbandry Y ‘ e
History of the region . T I PE R

Dangers of illiteracy

(1) ORD is the acronym for regional development organizdfiehs
which is a geographic unit linked to the administrative prefec-
ture, and charged with production and economic’ development.

(11) PMI = Maternal and Child health centers. “

© o r——— o 0
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Annex 7 A

MATERNITY TRAINING PROGRAM
UNESCO PROJECT - PO, UPPER VOLTA, 2-30 MAY, 1973

First Group: May 4-9

Position of baby: normal cases, difficult cases

Difficult cases to evacuate

Terminaticn of pregnancy (participation in maternity
activities)

Second Group: dav 10-~15

Possible illnesses cof the pregnant woman, urine analysis

Enena
Use of "la sonde urétrale" (participation in maternity
activities)

Third Groun: Mav 16-21

Different techniques to employ during childbirth

Stages during labor
How to speed labor (participation in maternity activities)

Fourth Group: May 22-27

Use of instruments for delivery

The umbilical cord
Care of newborn baby (participation in maternity activities)

000000
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Annex 7 B

BUDGET FOR TBA TRAIITING PROGRAM
UNESCO PROJECT: PO, UPPER VOLTA

(all figures in francs CFA)

Description

I.

II.

III

PER DIEM TO TRAINEES

Accommodation expenses
Petrol

Pots

Water

Mats

Sékos

Pharmaceutical expenses

EDUCATIOMNAL EXPENSES

Rolls of string
Wooden handles
Hygilene
Nutrition
Audio-visuals
Literacy

TRAINING EXPENSES

Accommodation expenses
of professional staff

Accommodation expenses
of drivers

Budget Actual
Appropriation Expenditure
108,300 77,340
96,000 74,200

1,000
900
2,000
6,400
2,000
- 3'140
18,400 26,870
6,000 ‘5,620
3,200 6,300
3,000 6,950
4,000 2,400
1,200 4,100
1,000 -
57,000 45,975
45,000 40,975
12,000 5,000



NIGER,
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Annex 8

LIST OF CONTENTS FOR TBAs MIDWIFE KIT

DEPARTMENT OF NIAMEY

1 bottle of alcohol

5 bottles with dripper for Argyrol (eye-lotion)
Argyrol

1 plastic sack for cotton, compresses or percale
cotton, compresses or percale

gauze bands or percale

2 towels

thread from market

plastic mat 120 x 120 cms

1 pair of scissors or razor blades

2 bars of soap

1 notebock, 2-3 bzallpoint pens

PROJECT, PO, UPPER VOLTA

The box is 50 x 35 x 15 cms constructed from plywood
and with three interior compartments.

1l white 0il cloth 1 mx 1 m
white enamelled tray

o

pair of scissors

=

pair of clamps (ligatures)

bottle of tying string (glass bottle filled 3/4
with ties imerged in 90° alcohol)

bottle of alcohol
bottle of collyre (eye-lotion)

=

package of gauze compresses
package of gauze bandages
package of cotton ‘
flashlight

notebook for birth registration
ballpoint pen

ol o I S S S S
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LIST OF PERSONAL CONTACTS
L3t
SENEGALLI" Ceovamade e B Y. BN
DaRar J ';’.""'f'«*i'-.':."""""' --i'., SHEN STV E bl e

2
-

s
-

Thiés Reqgion

. . - P
-~ "‘, I - .o, ‘-ﬁ PP Y
o

Ms. K. Leitner, UNEP, Lnited Nations Program Officer

-Dr.. Marc Vincent,. USAID,. Health . iR T e
Dr. Cugene Lerner, Sociologist, Ministry of - Human- Promotion

Mr. Jack Schaffer, Peace Corps LT e

Miss Labrachery, WHO lNurse T T e L -
lirs. Camara, Sociologist, FAN Tk

lirs, Sow, Sociologist, FAN A R N SO S -
Mr

s. N'Da, Midwife, Ecole des Sages-femmes,qHépital
Aristique Le Dantec .

Mr. Samake, Progran Orficer, UNICEF
Miss Jacqueline Per*on, WHO Vurse, CFSSI
Dr. Sanokho, Institut de PAdiidtrie Sociale, Université& de Dakar

Mrs. Fatou Kini N'Diave, ﬁiristry of Health '

Prof. Correa, Directeur de la Maternitad Africaine, Faculté
de Médecine et Pharmacie de Dakar

Mrs. N'Diaye, Midwife, Thiés Maternity
Dr. Coly, M&decin-Chef, Khombole Health Center o

Mlss Astou Roatd, Assistante Sociale, Centre de P3diairie
Sociale, Khombole N

Touka-Toul Rural ‘Maternity: Three.mBAs et e
N'Goundiane Rural Maternity: Two TBAS M

Sine-Saloum Reqgion

Zubadakhoun Rural. Maternity: Two TBAs N

Dr. Pape Soulay N'Diaye, Directeur Régional de la Santé Kaolack
Mr. lliang,. Responsable Politique pour 1' Arrondissement de Xaoun
Mrs. N'Diaye, Midwife, Centre de la Santé Kasnack Raolack
Gagnic Rural Maternity: One. Auxiliary Midw1fe .
Wardiakhal Rural Maternity One Auxiliary Midwife,
P
1'Diabel Health Post: Six Auxiliary Midwives (PMI«Mobile Team)
Loul-Sessesse Health :Post: One TBA;: - I T SR

. .- R - R . .. . I
[ L Y 1 [ ‘s R i :'Kl BTCRART e . -

—————— o
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fDepartment of Niamex

MALI T

Bamako

- Dr. Sangaré, Directeur du Cabinet, Ministry of Health

- Dr. Seydou Ousmane Diallo. M&decin-Chef de la Division de la
Santé Familiale,~ Directeur G&néral Adjoint de la Santé Publique

- Dr. Samba, M&decin-Coordinateur de la Réglon de Bamako

- Dr. Sory Ibrahimes Kaba, Médecin-Coordinateur de 1a Région
de Tombouctou

- Tony Carvalho, UNICEF
- Miss E&ith Matte, WHO Public Health Vurse, Proyect Mali/SHS/001
- Mrs. Diawarra, Midwife, Ecole Secondalre de la Sante Publique

—

- Mrs. Dolo Fatou Clssouma, MldWlfe, WHO ;

N

- Mrs. Sy, Midwife, hcpital Gabriel Touré.'fiﬁ

OQuelesserougou Training Center .

.
]

- Mr. Gaoussou-Tcgo, Director of Training Center for ‘RuralMatrons

- Mrs Camara, Midwife = T : Dol
- One Tradltional Birth Atteridant

Sikasso RS Y R A = ub~:'.

- Dr. A. Diallo, Directeur Regional de la Santé Publique,
Hépital de Sikasso - L -

- Mrs. Diallo, Midwife, HOpital de Sikasso
Secou

- Dr. Barahg Coulibali, Medecin-Chef de la Région, Hépital
de Ségou

- Mrs. Diawarra, Chef de Service du Développement Communautaire,
Opération Riz, Ségou" S R A

NIGER

~ ' ¢ -+'- .,5-', . BRI M oty

’

-=.Dr. Ibrahim Abdou, Médecin-Chef Deoartment of Niamey

- Mr. Amadou- Boukcwy, Infirmier &' Etat, Department of Niamey
-~ Mr. Wally:Cox, Director of CARE..
- Nel Derik, Midwife, Oullam .. = -- -

. = Mrs.7TDupuis, Director of. Social Affairs and PMI Ministry

of Health
- Laoualy Haladou, Animation, Department of Niamey
- Mr. Bagnou Idrissa, Director of Animation v

t
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Mr. Boubacar Issa, Director, Enseignement de 1'”ducation
Sanitaire et de la NWutrition (DEESN), Ministry of Health

Mrs. Kansaye, Head of Animation, Niamey Arrondissement

Mrs. Djibo Maiouna, Animatrice, Oullam

Judy Major, Health Training Director, Peace Corps .

“Miss hy Nguyen, WHO Nurse/Midwife, Ministry ‘of Health

Dr. Talfi, Director, Division of Hospitals, Ministry of Health
TBAs: Eight TBAs in Niamey Arrondissement

Dr. Wright, Secretary—General of Health, Ministry cf Health

RPN

UPPER VOLTA

Quagadougou

Mrs. Atijan, WHO Public Health Nurse, Ministry of Health .

Delphine Bere, Midwife, Maternity Yangado (plus six other
midwlives) '

,Dr. Compore; Director General Ministry of Health

Josephine Gissou, Sociologist, ‘Sociéta Africaine d' Etudes
et de Dé&veloppement (S.A.E.D.). . .. ... . ‘

Dr. Kambiré, Director of Professional Traininc, Ministry
of Health . -

Dr. Keyelem, Director General of Public Health, Hinistry
of Health L -

Scholastique Korpaore, UdESCO Pro;ect Director, Egalité
d'Acc@s des Femmes et des ‘Jeunes F*lles d 1l'Education

Mrs. Ivanka Markovic, UPO.ﬁﬁrse, dinistry of Health
Dr. F. Martin-Samos, WHO Representative

Brenda McSweeny, Assistant Representative of UNDP
Cynthia Moore, Peace Corps Volunteer .

Dr. Max Nebout,_Ministry of Health

Mrs. Traoré&, State ‘Minister of Social Affairs, ‘Ministry

_,of Social Affairs

Mrs. Troud, UNICEE. - . . , ... . - .
Mike Wiest, Director, Catholic Relief Organization o

‘Jeaune’ Zongo," ‘president of ‘the Upper Volta WOmen 's

Confederation.' R v

o - . e ot <. . B '
LRI A [ Lo

\ et e a———— - e ——
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- One Auxiliary’ Midwife (matrone rurale)r
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Yako
- Dr. Gourrier, Médecin—Cheﬁ, Yako Mediéal'Center,;.,;,
- State Nurse .. . ST PRI PR

LS N VOGO ER e L

Fada-N' Gourma Lt

= Dr. Mary F*aHQOLSe Fréres des Hommes, Fada—N Gourma Regional
HOSDltal T : R SHrTLEY . ' e

Lo T Ia0n U R tioL -
J-EQEEEHEEE y s . . N . .
- Mr. Gabriel Ouedraougo, UNESCO Center
- Mrs. Sawadogo, Nurse/Midwife, Kongoussi Medical Center
- Two TBAs in Yalka (near Kongoussi)

wrpnelsie L

CAMEROON ~~ Cef T oewmaiochoomad g bl AT g B

I = L S S R e T

Yaounde ' (yeer i o

- Dr. Atane, Chief ‘of Service of Rural ‘Medicine: and Public

' Health Demonstration:Zones- (DASP) v §

- Mrs. Awasum, Chief of Health and Nursing Personnel Training

Service, Ministry of: Health v .., (i R

- Dr. Abdoulaye Souaibou Bobo, Director of Public Health,
tdinistry Of dealt‘l' toe TThoorit o e TN I U ) .
- Dr. Bowen, Chief of Maternal and Child Fealth Service (PMI)

- Dr. Candj, Catholic NUV USAID Consu‘tant si L-l?}
- Dr. Dackey, WEO Representative,_Ministrv of Health

i . . - -
& YIRS I P 7,!

- Jane Guyer, Anthropologist "
- Dr. Al Henn, Health Nutrition and POpulation Division,

RDO/Yaounde, USAID 7 SR : L et s
- Liz St. Hilaire, Director of CESSI *~ Tl Ly
- Dr. Dan Lantum, Coordinator of the Public'HeaIth“Unity'

University Center for- Health Sciences. .(CUSS)-. D -

- Dr. Mafiamba, Deputy Director of Health', M nistry of Health
- Mrs. Mimbang, Midwife, Health and Nursinq Personnel Training,
Service, Ministry of Health - Lt

- Mrs. loumlom,. Director,. National School of Vursing, Midwifery
and Sanitary Engineering

- Dr. Boniface Nasah, Chief, Obstetrics/Gynecdlogy, CUSS/Central
Hospital




Jq

Mr. Ndoney, Director of Community Development, Ministry
of Agriculture

Mr. Norrel Noble, Peace Corps Assistant Director/Health

- Dr. Robert Nzhie, Director of Research and Statistics,
Ministry of Health

Mr. Franklin Rakotoarivony, UNICEF Resident Administrator

Bamenda
- Dr. Yongbang, Provincial Medical Officer, Obstetrics/
Gynecology, Bamenda Hospital

- Rebecca Chie and Mrs Ordelia Kukun, Midwives at School of
Nursing and Midwifery

- Manko Health Center
~ Mamboh Health Center
- One Traditional Midwife, Bamenda

Ekoko II and D'Ekali I

- Seven Traditional Midwives

G
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DEMOGRAPHIC STATISTICS: SENEGAL, MALI, MNIGER,
UPPER VOLTA, CAMEROON

Population Percent |Crude birth | Crulc death | Population|
Country 1976 |Percent|Percent| Porulation rate rate densigy
{(in mil=| rural | urben [grcwth rate| ver 1,000 per 1,000 per km<
lions)
Senegal 4,418 | 71.7 28.3 2.43 47.2 22.9 25
Mali 5,697 | 86.6 13.4 2.5 49.4 24.0 4.4
Niger 4,592 | 90.5 9.5 2.7% 51.7 24.1 4
Upper Volta| 6,032 { 91.7 8.3 2.0 47.9 24.8 22 ‘
Cameroon | 6,400 | 75 25 2.1 43.0 23.0 13.8 |

Source: WHO/Brazzaville
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