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EXECUTIVE SUMMARY 

BACKGROUND 

At the request of USAID/Guatemala, two PRITECH consultants, Pamela Putney and 
Barry Smith, made an in-depth study of the midwifery practices of traditional birth 
attendants of the Guatemalan highlands with a view towards making recommendations 
as to how midwifery practice could best be supported or modified to enable it to make a
maximum contribution to maternal and child health. The two consultants reviewed over
100 documents, interviewed government, donor and non-governmental organization
(NGO) personnel, visited field sites of both public and private programs and conducted 
an informal seminar to discuss recommendations with the participation of various donor,
NGO and governmental institutional representatives. 

Recent health surveys indicate that while Guatemala has made ;mportant strides in 
reducing infant and child mortality, it continues to have some of the worst health 
statistics in the continent. The infant mortality rate (IMR) has dropped from over 90
deaths per 1000 live births fifteen years ago to approximately 70 at present. These 
statistics, however, hide regional differences. In the rural highlands the IMR is 120 or
higher. Currently 31% of all infant deaths occur within the first 28 days of life, those 
are deaths that studies show can be reduced through improved prenatal, delivery ard 
postnatal care. In regards to maternal mortality, the WHO estimates that the lifetime
risk of a woman in a developing country dying in pregnancy or a pregnancy-related
illness is around 1 in 40 contrasting sharply with the 1 in a thousand or thousands risk 
for women in the developed world. Among the highland's Mayan population over 80%
of all births are attended by midwives. Given the GOG's estimate that its obstetrical
capacity is 20% of all births, it can rightly be assumed that the midwife is, and will
continue to be, the key element in any efforts to reduce infant and maternal mortality. 

The historical role of the Mayan midwife in Guatemala has both supernatural and
practical aspects. The midwife traditionally had a very high status in her community
partly by virtue of the her selection by God through dreams and signs as a midwife. 
The midwife performed abdominal massages, manipulating the position of the fetus as 
necessary to achieve a head first presentation, made dietary recommendations,
prescribed herbal remedies as needed and promoted the use of the sweatbath. During
labor the traditional birth attendant's role was largely supportive, delivery was attended
in a squatting or kneeling position and the cord was cut after delivery of the placenta,
usually with a red hot cutting irtrument or simply burned with a candle. Postnatal 
duties included a ceremonial sweatbath and meal betv.een 8 and 40 days after the birth. 

The GOG introduced TBA licensing regulations in 1935 and began training programs as 
early as 1955. UNICEF, CARE, UNFPA and AID have all supported training at some
time. The current MOH training program is for 15 consecu:.ive days, eight hours per
day and covers nine subject areas, is regulated by the norms of the MOH's Maternal and 



Child Health Division, is planned by the Area staff and largely conducted by the district 
nurse with the assistance of the auxiliary nurses. 

CURRENT TBA PRACTICE 

Current TBA practices are centered around the prenatal, delivery and postnatal 
period. The principal prenatal practices are abdominal massage and external version 
(this practice is actively discouraged in the MOH training program), dietary counselling 
revolving around the appropriate use of "hot" and "cold" foods, the performance of 
rituals to assure a safe birth and, increasingly, referral of the mother to the health center 
for prenatal medical exams and tetanus toxoid immunization. There is a wide variation 
in the number of deliveries per TBA per year, varying from a few to over one hundred. 
The midwife provides emotional support, abdominal massage and herbal teas to relieve 
the discomforts of labor. Once perineal pressure is felt by the mother, the TBA 
encourages her to push. An increasing number of TBAs are using injectable oxytocins 
(hormonal uterine stimulants) to hasten the process of labor. Birth normally takes place 
at the mother's home with husband and married female relatives present. Lights are 
quite low and the mother does not remove her skirt, respecting the traditional modesty 
of the Mayan women. The preferred position for delivery continues to be squatting or 
on the knees, despite having been taught otherwise in their training courses. The baby 
is received by the midwife in a clean cloth and set to the side until the placenta is 
delivered. Once the placenta is delivered the TBA cuts the umbilical cord with scissors 
(often reading augers about the life of the child and numbers of babies of the mother 
from the cord and placenta). The scissors are often not properly sterilized. Many 
midwives continue to cauterize the cord with a candle, although this practice is 
discouraged by the training programs. Once the cord is cut the baby is washed and 
swaddled and generally put to the breast. After delivery the abdomen is bound. The 
TBA makes several postnatal visits, massaging the uterus and often participates in a 
ritual sweat bath and meal at the end of the period of convalescence. 

There are estimated to be approximately 20,000 TBAs in Guatemala around 70% of 
which are trained. Although the report does not examine the practice of midwifery 
among the ladino population, previous studies have shown that in contrast to the Mayan 
population, the ladino population prefers hospital delivery and the ladina midwife is held 
in a position of less regard than her Mayan counterpart. Despite anecdotal information 
to the contrary, the authors could not find any confirmation of the impression that TBAs 
treat illnesses not related to pregnancy. Most TBAs receive payment for their services 
in cash or kind. Average payments vary from 3 to 20 Quetzales. Among the Mayan 
population, supernatural recruitment to the midwifery profession continues to be 
common. Most midwives have attended several births prior to attending the training 
course. Untrained TBAs are identified through contacts with mothers in the health 
clinic and through the review of municipal records. Midwives are invited by the MOH 
to training courses depending upon funds available. Each midwife receives a stipend of 
Q75 for the 15 days of the course. In addition, each midwife is supposed to receive a 
UNICEF Midwifery Kit, which currently only contains scissors, two yards of muslin cloth 
and a kilogram scale. 
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One of the most important and difficult areas addressed in the report is in regard to the 
effectiveness of midwives and of their training programs. The only data available is that 
collected by the University Francisco Marroquin in one municipality. That data,
however, provides evidence that midwife training makes an impact not only on TBA 
practices, but also on mortality rates. 

The pivot around which an effective midwife programs revolves is the identification,
referral and proper institutional management of high risk pregnancies. Serious cultural,
geographic, linguistic, economic and emotional barriers to referral exist. 

In addition to the Ministry of Health, a number of non-governmental and international 
organizations support TBA training activities. The Association of Community Health 
Services (ASECSA) no longer carries out TBA training, however ASECSA has published 
one of the better TBA manuals. In the Project Concern International Project in 
Santiago Atitlan, the TBA training plays an important role, as it does with Clinica 
Maxena in Santo Tomas la Union, Suchitepequez. The use of indigenous professionals
and promoters for training and supervision distinguishes these programs. Project HOPE 
has long included TBA training and supervision in its Child Survival initiative in 
Quetzaltenango and San Marcos. The Maryknoll Mission Hospital in Jacaltenango,
Huehuetenango will be the site of a UNICEF funded initiative to better understand the 
beliefs and practices which underlie traditional practices and thereby permit the 
development of training programs which bui!d upon, rather than destroy, those practices.
The Medical School of the Francisco Marroquin University has one of the most effective 
and best studied TBA programs. All of the information on effectiveness in this report 
came from the excellent information system of that program. INCAP has several 
rebearch efforts underway. The most far reaching is that being carried out in 
Quetzaltenango, which will be the most comprehensive and organized look at TBA and 
institutional practices in regards to the management of high risk pregnancies. Donors,
including UNICEF, UNFPA and AID work mostly through the Ministry of Health, 
although they have also provided funds to some NGO's. There has, however, been 
practically no interagency cooperation. 

ANALYSIS OF TBA PRACTICE 

The authors believe that it has been inappropriate and damaging to have tried to 
unquestioningly apply a western, urban, hospital based birthing model to TBA training.
An additional problem identified is the gap between stated training goals and the 
capacity of the MOH to reach those goals. Limitations include budgetary restrictions, 
inadequate referral system and poor interpersonal relations between some MOH 
professionals and both the TBA and the community. The authors believe that the 
current 15 day training course is too didactic, too complex and too dry for this largely
illiterate population of mostly older, rural women. Another training constraint is that 
many of the TBAs have more experience than the nurses teaching them, certainly with 
regard to home birth experience. This undermines the trainers' credibility and certainly 
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decreases their confidence in approaching the subject matter in a creative, informal and 
spontaneous fashion. 

Training content is analyzed in regard to its impact on TBA practice. The great 
reduction in both the use of alcohol by TBAs and their laboring patients and in the 
practice of having the women push too early in labor are two of the harmful traditional 
practices on which training courses have had a positive impact. Several beneficial new 
practices have been introduced through training programs including hand washing, high
risk screening and referral, nutrition counselling, prenatal referral for tetanus toxoid 
vaccination and improved attention to the newborn. Unfortunately, three positive 
traditional practices have been vigorously discouraged by trainers: the upright delivery
position, external version in the case of malpresentaticn of the fetus and cauterization of 
the cord. Several "neutral" or somewhat beneficial practices are discussed and often 
discouraged in training programs. These include the use of the traditional sweat bath 
("temascal"), use of medicinal herbs, prenatal and postpartum massages and uterine 
binding. The new and widespread practice of giving intramuscular injections of 
hormonal uterine stimulants (oxy::ocics) is very disturbing and preliminary evidence 
suggests that it is responsible for a significant increase in intrauterine fetal death. 
Finally, both the use of TBA kits such as that provided by UNICEF and the definition 
of what should constitute a high risk pregnancy requiring referral are discussed. 

OBSERVATIONS 

The principalobservations are the following: 

1. 	 Despite the fact that the TBA is the major provider of health care for women in 
Guatemala and has the greatest potential to impact on perinatal and neonatal 
mortality, she receives little recognition or support for her contribution to the 
health care system in Guatemala. 

2. 	 Inadequate attention has been paid to the training of effective trainers of TBAs. 
In general, the training courses do not use innovative, effective and appropriate 
educational materials. Much of the training content is ethnocentric, institutional 
based, inaccurate and inappropriate for childbirth in the community. 

3. 	 There has been a lack of both investigation and evaluation of actual TBA 
practices, their impact on maternal/infant mortality and the impact TBA training 
has had on improving MCH outcomes. 

4. 	 There are several exciting and innovative programs underwfay in Guatemala. One 
is the TBA/MOH high risk pregnancy management study being conducted by 
INCAP in Quetzaltenango. A second is the soon to be initiated ethnographic 
investigation to be carried out by the Maryknoll Mission and the MOH in 
IHuehuetenango, funded by UNICEF. Another is the Francisco Marroquin 
University project in San Juan Sacatepequez. 
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RECOMMENDATIONS 

Given 	the lack of response to previous evaluations of the situation regarding TBAs in
Guatemala, it is recommended that USAID and other donors give as much attention to
the process of change as to the content. In that regard the consultants recommend the 
holding of an expert seminar/workshop on TBAs to address such questions as 
appropriate village level practices with a careful, scientific literature search to help in
guiding discussions, a look at training methodologies, a look at management systems

such as supervision, monitoring and evaluation and a look at donor coordination.
 

For the purposes of discussion, we have divided the additional recommendations into 6 
target areas: Institutional Development, Training, Health Education, Inter-Agency
Coordination, Research/Evaluation and Other. 

A. INSTITUTIONAL DEVELOPMENT 

1. 	 A training course in working with the community should be developed and 
incorporated into the pre-service training programs for all physicians and nurses. 
Course content should include role of the TBA in Guatemala, inculcation of 
respect for cultural differences, community outreach, communication and 
supervision skills, awareness that Western medicine is one of many, but not 
necessarily the only or the best, health system and practical experience with the 
TBAs. 

2. 	 An in-service education program in working with TBAs should be developed and 
conducted for all MOH personnel, using the guidelines outlined in
 
recommendation #1.
 

3. 	 Mechanisms to improve the supervision and monitoring of both TBA practice and 
training impact on practices need to be developed and implemented. 

4. 	 The impact of TBA referral on reducing maternal/infant mortality depends on 
the appropriateness of the treatment of high risk cases by the health care system.
Recommendations for improving the high risk referral system include improved
monitoring of MOH response to TBA referral, redefinition of high risk priorities
and the development of high risk case management review committees. 

B. TRAINING 

1. 	 TBAs themselves should be responsible for conducting as much of the training as 
possible, in collaboration with health personnel. 
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2. 	 The TBA training course content should be re-evaluated and revised. This 
should include a literature review of "safe" obstetrical practices, reduction and 
prioritization of content, adaptation of content to the home setting and the 
elimination of abstract content. 

3. 	 The length and timing of the TBA training course should be modified. The 
training would probably be significantly more effective if it were given in a series 
of shorter (eg; 1-5 .days), regular sessions over a period of time (eg; 6 mos. to 1 
year). 

4. 	 The MOH TBA Training Manual for both trainers and TBAs should be revised. 
The revision of the manual should include, among other things, drawings of 
mothers giving birth in upright positions. Field testing and validation of the 
redesigned manual should be carried out prior to publishing it. 

5. 	 Effective, in-expensive, locally made tools and materials for TBA training (eg;
models for demonstration, large culturally appropriate flip charts) should be 
developed. 

6. 	 An in-service training program to train trainers of TBAs should be developed and 
given to all health personnel involved in TBA training. 

C. HEALTH EDUCATION 

1. 	 Program efforts to educate families in the community on safe birthing practices,
the dangers of using IM oxytocin, the health benefits of prenatal care and child 
survival interventions (eg; immunizations, ORT) should be expanded. This could 
be accomplished by targeting areas served by health posts using community health 
workers/volunteers, church groups, mothers groups, medical and nursing
staff/students. Health education activities could be coordinated and expanded 
through the PVOs. 

2. 	 The feasibility of using social marketing (eg; HealthCom) to promote education 
in the areas mentioned above should be evaluated. 

D. INTER-AGENCY COORDINATION 
1. 	 Efforts should be made to improve inter-agency coordination in the development 

and implementation of TBA initiatives. 

2. 	 The formation of a national midwife association should be explored. 

3. 	 USAID should consider supporting the creation of a national PVO which would 
be responsible for the coordination of TBA activities. 
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E. RESEARCH/EVALUATION 

1. 	 The lack of any evaluation on the effectiveness and impact of TBA training has
been a major gap. Evaluation and monitoring of TBA training and supervision
should 	be an integral part of any future training activities. 

2. 	 Increased research should be supported in the following areas: 

TBA practices in the community and their relationship to maternal/infant 
mortality and morbidity. 

The major causes of maternal/infant mortality and morbidity in 
Guatemala, with an emphasis on the neonatal and perinatal periods. 

The relationship of prenatal care to improved outcomes (what specific 
prenatal interventions and why). 

The impact of TBA training on changes in practice and maternal/infant 
mortality and morbidity. 

An evaluation of the standard protocols and medical management of high 
risk cases. 

3. 	 USAID should consider increased support for Dr. Barbara Schieber's project in
Quetzaltenango and a follow-on project to Dr. Al Bartlett's study. These projects
have the potential to impact significantly on the reduction of maternal/infant
mortality and morbidity in Guatemala. 

4. 	 Further investigation of TBA practices in the Ladino community should be 
considered. 

E. OTHER 

1. 	 The UNICEF delivery kits should be replaced with a locally made alternative. 
This is discussed in depth in section 5 f. of the document. 

2. 	 Methods for stopping the sale of IM oxytocin in pharmacies should be explored 
on both the local and natiortal level. The sale of this drug appears to be
increasing and its inappropriate use constitutes a grave danger to the health of 
mothers and infants in Guatemala. 
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THE TRAINING AND PRACTICE OF TRADITIONAL
 
BIRTH ATTENDANTS IN GUATEMALA
 

I. BACKGROUND 

A. Summary of Scope of Work 

A copy of the official Scope of Work can be found in Appendix A. In the initial 
discussions with USAID staff, the consultants were directed to focus on TBAs, with a
special emphasis on TBAs in the Mayan populations where the majority of 
maternal/infant morbidity and mortality occurs. Specifically, the consultants were asked 
to describe in detail the practice of midwifery in the community and the training and 
relationships of TBAs with the formal health care system. Using available information,
it was requested that an assessment be made of the effectiveness of training programs in 
reducing TBA practices which are believed to contribute to maternal/infant morbidity
and mortality. Based on the above, conclusions and recommendations were to be 
developed to increase the effectiveness of existing training programs and to identify the
potential and the feasibility of an expanded role for TBAs in the provision of Child 
Survival interventions in Guatemala. 

B. Methodology 

The methodology used by the consultants in the preparation of this report was based on 
document reviews, interviews, field visits and the review of an informal working group of 
experts involved in TBA activities. 

Documents were identified by consultants, by the PRITECH Resource Center and by
Guatemalan sources prior to the arrival of the consultants. Additional documents were 
identified in the course of interviews. Over 75 documents were reviewed of which 
approximately 50 were deemed relevant and are included in the Bibliography (see 
Annex D). 

Interviews were conducted with all public and private institutions with experience in 
working with TBA's of which the consultants had knowledge. Interviews were conducted 
at both the central and field level. (See Annex B for schedule and list of contacts.) 

After the preparation of the initial draft, recommendations were discussed by a
multidisciplinary group of persons experienced in TBA training in Guatemala. This 
document includes the comments and observations of that group. 



C. Relevant Mortality, Morbidity and Demographic Data 

The Government of Guatemala with the support of international agencies such as 
UNICEF, PAHO and AID began a major initiative to reduce infant and childhood 
mortality and morbidity in the mid-1980's. Although Guatemala occupies one of the 
worst positions in the hemisphere in regards to health indicators, there has been a 
notable decline in overall infant mortality (IMR) from an estimated 92.4 deaths per 
1000 live births in the 1972-1974 period to an estimated 73.4 in the 1982-1987 period 
(1987 Demographic and Health Survey). According to the recently completed 
Demographic and Health Survey (DHS) the IMR is higher in rural areas (84.5 vs. 65.3) 
and in the central highlands (119.3). Of all infant mortality, 31% is neonatal mortality 
(Bossert and Del Cid, 1987). National data on the leading causes of neonatal mortality 
(deaths within the first month of life) are not available, but studies done in Santa Maria 
Cauque as well as current work being done by Dr. Al Bartlett of INCAP and Dr. Carlos 
Andrade of Francisco Marroquin University, suggest that the leading causes of neonatal 
mortality are asphyxia and birth trauma, prematurity/low birth weight, sepsis, respiratory 
infection and tetanus in some areas (Bartlett, personal communication). Data from 1988 
from. the municipality of San Juan, Sacatepequez collected by Francisco Marroquin 
University medical school staff show the following in terms of neonatal morbidity: sepsis
17%, diarrhea and sepsis 14%, perinatal asphyxia 12%, hypeibilirubinemia 8%, 
bronchopneumonia 4% and neonatal tetanus 4%. The five cases of neonatal deaths in 
1988 from the same municipality were from tetanus, septic diarrhea, cardiac arrest, 
hyaline membrane disease and sepsis (Andrade, 1988) Low birth weight, a leading 
contributor to many of the above, occurs in 18% of all births. Official statistics show 20 
stillbirths occur for every 1000 live births (MOE, Norms and Guidelines for Maternal 
Child Health) but careful studies done in other parts of the country suggest that it may 
be as high as 40. If the definition of infant mortality were expanded to include perinatal 
mortality (death from 28 weeks of gestation to age seven days) then close to 50% of all 
infant mortality would occur before the age of one month. 

In regard to maternal mortality, Guatemala has a reported maternal mortality rate of 
144 maternal deaths per 100,000 live births (Ibid.), although World Bank data place it at 
almost ten times higher (1000 to 17000 deaths per 100,000 live births). While the World 
Bank figure is probably inflated, considerable under reporting probably affects the 
official figure since there is very little incentive to report the death of a mother who dies 
in the home from a pregnancy related complicatic r. The WHO estimates the average 
Latin American maternal mortality rate at nearly 300/100,000 (Population Reports, 
September, 1988) and since Guatemala falls below the Latin American average in other 
health indicators it would be expected to do so in maternal mortality as well. As a basis 
for comparison, the maternal mortality rate in the United States is 8/100,000. 
According to MOH statistics 86% of maternal deaths are due to "Direct Obstetrical 
causes" with abortion and hemorrhage being the second and third leading causes. In its 
MCH norms, the MOH states that the principal causes of maternal morbi-mortality are 
abortion, hemorrhage, postpartum complication and toxemia of pregnancy. In general 
the leading causes of maternal deaths throughout the world are hemorrhage, infection, 
toxemia, abortion and obstructed labor. Three of the five leading causes of all hospital 
discharges in Guatemala are pregnancy related (normal birth 24%, direct obstetrical 
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causes 8% and abortion 5%) (Bossert and Del Cid, 1987) indicating the tremendous 
importance of pregnancy related activities to the formal health system. 

In Guatemala at least 60% of all births are attended by TBAs. This rises to almost 70%
in the rural areas and to almost 80% in the rural Mayan areas (DHS), the main focus of
this report and the area where infant and maternal mortality rates are the highest. In 
some areas over 90% of all deliveries are attended by TBAs. Western trained 
professionals only attend 10% of Mayan births and less than 30% overall in the country.
The MOH has stated that its current capacity does not permit it to attend much over
20% of births and that this situation will remain unchanged for the foreseeable future.
The TBAs also provide over one-half of all prenatal care to the Mayan population. 

D. Historical Role and Place of the TBA 

Among Mayan communities in Guatemala, the TBA has traditionally held a place of 
high status in the community as a "ritual specialist" (Paul and Paul, 1975). Her role as a 
TBA was seen as being divinely mandated through signs from God including being
covered with a veil (amniotic membranes) at birth, dreams teaching her how to attend
hirths, the finding of strangely shaped objects in her path and the suffering of serious 
and prolonged illness until she arose to accept her responsibilities as a TBA. The TBA 
was almost invariably married and a mother. Her role as a TBA involved breaking a
number of traditional taboos on female behavior including traveling alone and often at
night, touching normally "unclean" things at the time of birth such as female genitalia,
blood and the afterbirth, relegating household responsibilities to a secondary importance
and, in some areas, observing sexual abstinence before and after a delivery. 

The TBA was normally consulted early in the first pregnancy and often not until the last 
trimester in later pregnancies. The initial request was formal and ritualized and
included the presentation of gifts, food or drink and an act of deference to the TBA. 
Her prenatal attentions were directed towards massaging the abdomen, often with 
heated oils for the purpose of determining and,if necessary, adjusting the position of the 
fetus, gradually "detaching" the fetus from the uterus so that the delivery would be less
painfil, to ease delivery, to maintain the uterus "in place" and to make the fetus more
comfortable (Cosminsky, 1977). The TBA frequently prescribed herbal remedies and 
dietary restrictions. These restrictions were oriented towards prohibiting "cold" foods
which could damage the "hot" condition of the pregnant women. Pregnancy was 
considered a state of physical and spiritual weakness. The use of the "temascal" (sweat
baths) was also quite common during the prenatal period, but is being abandoned in 
more recent times (Ibid.). As a ritual specialist, the midwife frequently observed rituals 
and said prayers for a safe labor. 

During labor the midwife played a supportive role, often providing herbal teas to 
strengthen labor and massages to ease discomfort. Most TBAs encouraged the mother 
to push from the beginning of labor often resulting in fatigue. If the fetus was 
discovered tc be transverse, attempts were made during labor to adjust the position.
The mother usually delivered in a squatting, kneeling or sitting position, with the 
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assistance of the husband and presence of married female relatives. The action of the 
TBA was principally to receive the child. Once delivered, the TBA's attention was 
focused on the delivery of the placenta. The cord, usually severed with a hot blade, .Vas 
not cut until the placenta was delivered for fear that the placenta would rise within the 
mother and choke her. Massages, teas, abdominal binders, provoking vomiting by 
putting hair or similar items in the throat and various changes in position were utilized 
to hasten deliveiy of a retained placenta. The TBAs did not apparently provide much 
attention to the newborn until after delivery of the placenta. Once delivered, the baby 
was washed in warm water and wrapped in warm clothing. In some areas the infant was 
given directly to the mother for feeding, while in other areas colostrum was not 
considered good for the child, so sweetened waters were given or other nursing mothers 
were found to feed the baby until the mothers milk came in. 

Postpartum attention included postnatal massage, application of abdominal binders, the 
preparation of meals, cleaning of the parturient's house, occasional postpartum visits to 
the women and often the performance of a ritual bath in the temascal at the eighth day. 
Once the ritual bath was performed with attendant ceremonies, the midwife's 
responsibilities were considered completed. 

E. History of TBA Training and Licensing Programs in Guatemala 

Since 1935 the Government of Guatemala has attempted to regulate traditional 
midwifery and link it with training through a licensing program. Articles 98 and 99 of 
the Governmental Decree of April 16, 1935 delegate to the General Directorate of 
Health Services the responsibility of granting permits to midwives through an 
examination procedure. It also states that any midwife who is summoned to attend a 
training course and does not do so is prohibited from delivering babies. 

What, if any, organized training activities were sponsored by the Government for the 
next twenty years is not known. Section F, Article 15 of Decree No. 74 dated May 9, 
1955 empowers the Ministry of Health to "extend certification of authorization to 
traditional midwives after an aptitude test." Early anthropological studies (Cosminsky, 
1977) suggest midwives believed "they might be jailed or fined for practicing without a 
license if they did not attend", but also that "the acquisition of Western medical training 
and a license raises one's status, especially if this is added to one's supernatural 
validation." Annual medical exams were required for relicensing. The same source 
states that the course consisted of classes twice per month for over a year with expenses 
absorbed by the midwife. Courses were probably given mostly in the departmental 
capitals. Cosminsky, quoting one TBA's perception of the content of the program, 
states: 

'They were instructed to wash their hands, use clean white cloths, disinfect the 
cutting scissors, calculate delivery time, not to have the motherpush too early, 
use the supine or horizontaldelivery position instead of the traditional 
kneeling one, not to use herbs, cut the cord before the placenta is expelled, 
use alcohol on the cord instead of cauterizing it, not to use postnatal 
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sweatbaths, and to have the mother eat a balanceddiet. ... The midivives were 
also instructed to refer any possible complications,such as transversebirths, 
breech presentations,multiple births, delayed deliveries, retainedplacenta and 
hemorrhagingto the nearest doctor or hospital,instead of trying to handle it 
themselves." 

With the creation of the Maternal Child Health Division of the Ministry of Health in 
i969, greater impetus and focus was given to the midwife training program. As of 1975,
6,000 midwives had been trained, of which only 905 maintained a relationship with the 
local health services (Harrison, 1977), reflecting the deficient superision system.
Officials estimated another 10,000 untrained midwives were practicing and delivering
two-thirds of all midwife attended births. UNICEF and AID appear to have been the 
principal funding sources for training during this period. 

In 1980 the MOH, with technical assistance from PAHO, revised its TBA training
manual and produced the manual which is currently being used. That manual is 
directed to the professional nurse trainer and no m.nual for the TBA is utilized. The 
manual is currently undergoing a reanalysis with INCAP assistance. In the early 1980's 
two other training manuals for both trainers and TBAs were developed. One was 
developed as part of the AID financed Integrated Community Health and Nutrition 
Systems Project being implemented in three western departments. Well illustrated 
manuals were used around which training activities were supposed to focus. Courses 
were given for five days per month for three months with a one day reinforcement 
session afterwards Principal responsibility for training was put into the hands of the 
auxiliary nurse. The lack of political support for this effort within the MOH limited its 
impact and those manuals are now 'y of historical interest. At about the same time 
the INCAP SINAPS project was duveloping another set of training manuals. Those 
manuals have also fallen into disuse. 

During the early 1980's the MCH Division achieved the incorporation of some national 
fund:, for TBA training into the MOH budget, tbereby lessening its total dependence on 
extenal funding. Unfortunately, in 1983 that line item was eliminated and later that 
same year the MCH Division was dissolved resulting in a suspension of TBA training
activities. Late in 1984 the Division was reestablished and in 1987 some 2093 midwives 
were trained. At that time CARE, UNICEF and UNFPA were all financing TBA 
training activities. The current program is based on the fourth edition of the "Manual 
for the Tradition Birth Attendant Training Team", dated December, 1980. The training 
or.urs foi fifteen consecutive days and no manual is given to the TBAs. The principal
rL~ponsibility for the training is la the hands of the professional nurse, not the auxiliary.
The current training program is discussed in greater detail below. 



II. CURRENT SITUATION 

A.TBA Practice and Role in Recent Years 

1. Current Practice of Midwifery in the Community 

The following section attempts to describe in a conci z;fashion current TBA practices 
among the Mayan population. The importance, however, of understanding these 
practices in the context of the belief system which many of them represent cannot be 
overemphasized. INCAP investigators working in the Quetzaltenango area, for instance, 
have noted that the concept of "risk" as understood by western educated professionals 
does not exist among the Mayan midwives and, therefore, creative approaches to 
teaching referral of "high risk" pregnancies must be found. The Mayan belief system will 
be touched upon occasionally in the following discussion but the anthropological 
literature should be consulted for a more complete understanding. 

a. Prenatal Practices 

Abdominal Massage and External Version 

The performance of abdominal massage as described above during the various prenatal 
visits continues to be one of the most ubiquitous and uniform TBA practices. The visits 
and massages are characteristically at monthly intervals initially and increase in 
frequency as the projected date of delivery approaches. The practice of external 
versions which was considered naturally within the midwives' purview is still practiced, 
but is probably going underground and gradually being lost due to insistence in training 
programs that it is dangerous and should not be practiced by the midwives. Taking 
place as it does in the home of the mother, the massage also provides an opportunity for 
the development of intimacy and trust between the mother and the midwife. 

Diet 

The TBA continues to provide the expectant mother with dietary information. The hot 
or cold nature of foods continues to be important to both the patient and the mother as 
described above. This often brings local beliefs into conflict with the advice given in the 
TBA training courses which promote the eating of certain "cold" foods such as beans and 
eggs. The midwife also advises the mother to satisfy whatever food craving she may 
have, otherwise the child will be harmed. 

Rituals 

The authors were not able to affirm whether or not the customary rituals continue to be 
an important part of the midwives services, but it is expected that this aspect is declining 
with the continued encroachment of Western practices and culture. 
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Referral 

As a result of MOH training programs, TBAs are increasingly referring their patients to 
the MOH for tetanus toxoid injections and for medical prenatal checks. As of 1987,
however, only 14% of mothers having babies in the previous five years had received 
tetanus toxoid and, in the Mayan areas, only 16% had gone to a health center for 
prenatal care. 

b.Labor and Delivery 

Number of Deliveries Per TBA 

The number of deliveries per TBA varies widely. Often in a single community with four 
or five midwives the oldest and most experienced will attend 60% or 70% of the births,
the second most experienced will have 20 to 30% and the others will have what is left 
over. In the section on midwives in the 1977 Health Sector Assessment, Dr. Polly
Harrison quotes rates in Guatemala from a maximum of 121 per year to as low as four. 
In the field visits one of the busiest midwives claimed to deliver 20 to 30 babies per
month while others, particularly those just starting, had two or three. In the study of 
traditional midwives carried out by the Ministry of Health in Honduras 45% of the 
midwives attended four or fewer births, 25% from five to eight births per year and 30% 
nine or more. A similar distribution is probably characteristic of Guatemala as well. 

Assessment of Labor 

The midwife is called, when labor begins. Most midwives query the mother as to the 
frequency, duration and strength of the -contractions. A few midwives do an occasional 
vaginal exam, not so much to determine degree of cervical dilatation, but more to 
evaluate degree of descent rnf the fetus and to help them decide whether the moment 
has come to instruct the mcther to push. If, upon initial exam, the TBA decides that 
the moment of delivery is far off, she will often go home and return several hours later. 
It was not infrequent during our interviews with the midwives to be told stories about 
midwives who were summoned to attend another midwife's patient because the other 
midwife was off attending some other birth, had left because she thought the delivery 
was still a long way off or simply did not arrive in time. In the Honduras midwife study,
in about one fifth of the cases the midwife arrived after the delivery of the baby. 

Management of Labor 

A variety of techniques have been developed to assist the mother with labor. The most 
common is abdominal massage. Discussions with the TBAs suggest that there are many,
especially those from the most remote communities, who will continue to attempt the 
correction of malpresentation at the time of labor (especially a transverse lie). In many
communities the ingestion of alcohol by both the mother and the midwife continues to 
be common. Some midwives prescribe herbal teas or other light foods like soups to be 
taken during the initial stage of labor to give the mother strength, and in the case of 
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teas, to reduce the discomfort. The practice of having the mother push from the very 
beginning of labor seems to be disappearing, largely as the result of training efforts. 
The mother is encouraged to sit up or walk around as long as she is able. 

A very distressing practice which is not mentioned in any of the literature but is 
increasingly widespread is the use of oxytocin to hasten labor. The investigators found 
this practice in all of the highland departments visited and the drug is widely available in 
pharmacies throughout the country. The consultants were easily able to purchase IM 
oxytocin in local pharmacies (cost approximately Q2 for a 5 I.U. vial). On one visit to a 
TBA's home, the consultants observed 10 vials of IM oxytocin lying on a table, 
surrounded by used needles and syringes. The TBAs all know that the MOH condemns 
this practice but they say that the mothers or mothers-in-law insist on using it and when 
the TBA refuses to give it, the family hires a pharmacist or an "inyeccionista" to do it. 
There is no uniformity in regards to the proper indications for its usage or proper 
dosage. Some TBAs say they give it when the child is crowning, others early in labor 
and one TBA proudly stated she recently gave four injections at five minute intervals 
during an obstructed labor. 

Environment 

To a certain extent, birthing is a social event in the Guatemalan highlands with husband, 
mother-in-law and married female relatives often present. The husband's role is the 
most active in supporting his wife from behind in the second stage of labor when 
maximum effort in pushing is required from the mother. Among highland Mayan groups 
the preservation of modesty is very important. From preadolescent days women never 
uncover themselves, even for bathing. This same modesty prevails and is expected 
during labor and delivery. Lights are normally low and the mother's skirt remains in 
place with the TBA working under it for actual delivery. 

Delivery 

When the TBA determines that "the time has come" she instructs the mother to begin to 
push. The midwife usually recognizes this when the mother expresses the feeling of 
having to defecate. The most common position for delivery continues to be the 
squatting position, although most TBAs when asked will say that the "proper" position is 
the "gynecological" position (i.e., laying down). Generally the TBA will attend the 
women according to the position which the expectant mother prefers. The TBA 
prepares the floor with a clean plastic cloth with clean sheets on top of it. As the child 
is born she receives it in a clean cloth and sets it aside as she gives her attention to the 
delivery of the placenta. 

Delivery of the Placenta 

Most TBAs consider the delivery of the placenta as potentially one of the most 
problematic aspects of their work. There are a variety of opinions as to what constitutes 
a retained placenta varying from fifteen minutes to an hour. They continue to rely on 
certain herbs, on abdominal massage and on stimulating the vomiting reflex in order to 
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achieve delivery of the placenta. Once delivered, the placenta is normally buried on the 

property. 

Umbilical Cord Care 

Once the placenta is delivered, the umbilical cord is measured two to four fingers from 
the abdominal wall and tied off. Once tied, the cord is usually cut with scissors. The 
lack of sterility of the scissors continues to be a serious problem, but one which has 
never been evaluated. The custom of cauterizing the cord with a candle continues in 
many of the Mayan communities. Augers are read from the cord and membrane by the
midwife indicating the number of babies which the mother is going to have and certain 
things about the child's future. If, for any reason, it is deemed necessary to cut the cord 
prior to delivery of the placenta, the loose end of the cord is secured, often by tying it 
around the mother's leg in the belief that otherwise it will rise in the body and choke 
her. 

Attention to the Newborn 

Attention is turned to the newborn once delivery of the placenta is accomplished. The 
mouth may be swabbed with a clean cloth to remove phlegm. The child is washed with 
warm water, swaddled and given to the mother. No particular attention seems to be 
paid to stimulating depressed babies nor to protecting them from hypothermia during
the time that the TBA is awaiting the placenta. Many TBAs have UNICEF scales,
however, weighing of the infants is seldom carried out. 

c. Postpartum Care 

Abdominal Binding 

After delivery the midwife binds the mothers abdomen to keep the uterus from "falling
out of place". The abdomen is often kept bourd in this way for a number of months. 

Postpartum Visits 

The period of postpartum recovery varies from eight to forty days, but the rigidity of 
adhering to traditional practices seems to be declining. The TBA characteristically visits 
the mother several times after the birth and is one of the few people with access to the
mother in the immediate postpartum period. INCAP investigators have used this fact to 
very successfully train TBAs to recognize signs of neonatal problems using traditional 
terminology such as the baby appearing "triste" and in to initiate referral. In addition to
inquiring about the mother's health she conducts abdominal massages. In some areas it 
is also customary for the TBA to perform certain domes 'c tasks such as cooking some 
meals and cleaning house. The traditional custom of a large celebration with a meal 
after the TBA bathes the mother and infant in the temascal and cleans the birthing 
room is gradually dying out. Little attention appears to be paid to the cord, other than 
assuring that it is covered. 
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Postpartum Advice 

Evidence indicates that almost half the TBAs instruct the mother to go the health center 
at about six weeks for a postpartum exam and so their children can begin vaccinations 
(MOH, Capacitacion y Seguimiento de Comadronas Tradicionales 1986 - 1987). 

2. How Many and Where Located 

As of 1987, the MOH had trained 13,908 TBAs. The location and distribution of these 
TBAs can be seen in Annex C. It is more difficult to arrive at an estimation of the 
actual number of midwives for several reasons. There is a natural attrition and 
recruitment process going on at an unknown rate, many practicing midwives try to 
escape official notice to avoid possible sanctions and no really effective registry system
exists. INCAP investigators working in Quetzaltenango uncovered numerous TBAs of 
whom the MOH was not aware. It is probably safe to assume that in addition to the 
current number of trained TBAs there are another 50% untrained, of whom 
approximately one-half are identified by Ministry officials. These estimates are based on 
the information gathered from talking to MOH personnel at the area and district level. 
A conservative estimate for the total number of TBAs in the country is 20,000. 

3. Differences between Ladino and Mayan Midwife Practices 

As mentioned above under scope of work, the consultants were directed to concentrate 
their attention on studying TBA practice in the indigenous population, therefore they are 
not in a position to fully address this question. One clear difference between the two,
however, is the social status which the Mayan midwife enjoys compared to her ladina 
counterpart. In general, the ladino population considers the midwife to be a necessary

evil and would much prefer to be attended in a lospital if such were readily available.
 

4. Additional Health Tasks 

Traditionally, the Mayan midwife has not taken a role in providing health care beyond
that narrowly defined as prenatal, delivery and limited postnatal care. A few midwives 
are also known as healers, but this is because they have a double role, not because 
healing of illnesses not related to pregnancy is seen as part of their area of expertise. In
INCAP's Knowledge, Attitudes and Practices (KAP) Survey at the community level in 
Guatemala, only 1.7% of mothers consulted the TBA for the diarrheal episode of their 
child and none consulted the TBA for acute respiratory infections. Anecdotal evidence 
suggests, however, that the TBA may play a role in the treatment of traditional illnesses 
such as "mal de ojo", "susto" and "empacho". 

The MOH and other sources, however, have reported participation of the midwife as 
community motivators in vaccination campaigns and studies have shown that TBAs are 
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referring the mothers to health centers to have their children vaccinated. The 
consultants were informed that midwives are being given ORS packages to distribute to 
mothers who have children with diarrhea in some areas, but the impact of this activity is 
unknown. It appears, then, that the midwife currently does not play an expanded role 
other than that of health educator and motivator when so encouraged. 

On the other hand, INCAP data also show that 80% of mothers know who the closest 
TBA is and 80% have had a TBA in their home at least once in the last year. This is 
four times higher than that of any other health worker, indicating the great potential 
that exists in the midwife for an expanded role under the proper conditions. 

5. Payment for Services 

It appears that almost all midwives are paid for their services by their clients. Those 
women who are midwives by supernatural calling see their activity principally as a 
service and often do not charge anything, but, nevertheless, the family remunerates them 
in some way, be it cash or kind, if at all possible. Discussions with midwives and review 
of the literature suggests that the typical charge is Q3 to Q20. It is customary in some 
communities for the payment to be made after the ritual bath and meal have been 
celebrated on the eighth day after confinement. 

6. Recruitment and Training 

a. Recruitment 

Among the Mayan population there seem to be several common elements in the 
recruitment process. There is frequently a supernatural calling. As mentioned above 
this calling can sometimes be augured by finding certain signs at birth such as part of 
the amniotic membrane clinging to the child's head. Often, prior to initiating her 
practice, the midwife will experience dreams in which birthing is a prominent aspect. If 
the midwife does not arise to accept her responsibilities she suffers illness which is 
prolonged and severe. At times she will consult a native healer who will tell her that 
the illness stems from her unwillingness to serve as a midwife. Once she begins to 
attend deliveries, her illness disappears. This process may go on over several years.
Another form of recruitment is through attending births in emergency situations because 
the regular midwife is unavailable or doesn't arrive on time. If attended successfully
then word begins to spread and gradually, over a period of months or years, one is 
summoned more and more often. A third pattern is that of inheritance, where a young 
woman learns as a result of watching her grandmother, mother or mother-in-law attend 
pregnant women. Apprenticeship, as such, however, appears to be uncommon. The 
most usual pattern is for a number of the above elements to play a part in the 
recruitment process. 

As mentioned above, the adoption of the role of midwife by a woman is not an easy
decision to make. She usually suffers resistance from her husband because she is at 
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times forced to neglect household responsibilities, because she goes out unaccompanied 
at night and because of the restrictions on sexual relations practiced around the time of 
delivery in certain parts of the country. Several of the TBAs interviewed reported they 
had received frequent beatings from their husbands when they first began to deliver 
babies. The midwife also suffers from the jealousy of other women because of her 
increased status and her unaccustomed freedoms. The move into full acceptance by the 
midwife of her new found station is, therefore, often gradual. 

One recruitment model which has been attempted over and over and failed is that of 
training young, eager women who have no previous experience, nor supernatural calling, 
but who wish to become midwives. At least in the highlands these women are almost 
never asked to attend .births and most programs no longer train any woman who is not 
already practicing. 

b. Training 

The MOH is usually able to identify new midwives by asking mothers of newborn babies 
who come to the health center what midwife attended them and by consulting the civil 
records at the municipal offices where the parent registers the child and notes, among 
other things, who attended the mother at the birth. Depending upon available funds, 
the MOH will invite these newly identified midwives to its 15 day training course. 

All of the MOH health areas visited have TBA training programs. The responsibility for 
the training rests with the professional nursing staff with overall supervision and 
direction coming from the Area Nurse, major implementation and training responsibility 
from the District Nurse and support from the auxiliary nurse. 

Each area calculates the number of TBAs ir has identified who need either training or 
retraining. At the beginning of the year as part of its planning and budgeting cycle, the 
Area level sends that number to the central level from where funding for the TBAs @ 
Q5/day and UNICEF midwife kits are supposed to flow. Complaints were heard that 
funding is always lower than that requested, funding arrives late in the year when 
vacations interfere with the Area's ability to effectively undertake the training, and that 
kits are both fewer than the number needed and increasingly sparse in its contents. 
(The most recent kits have only scissors, two yards of muslin for making bandages and a 
kilogram scale.) 

The training program lasts 15 working days and is generally held at the district health 
center. Each TBA receives Q5/day for expenses which, with recent inflation, is 
considered inadequate, especially since the TBA often travels from a long distance and 
is usually forced to find a place to sleep. Training is based on the 1980 MOH training 
manual and includes nine subject areas: orientation to the MOH health services, general 
hygiene, the delivery kit and its contents, prenatal attention, general concepts of delivery 
and attention to the newborn, home delivery, puerperium, attention to the newborn and 
infants and nutrition (including breastfeeding, preparation of formula and weaning). 
The training is largely didactic. Graphic or other training aids are used only to the 
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extent to which each health area has invented them. In the highlaiJs translation into 
one of the Mayan languages is usually necessary and carried out by a bilingual
participant. Although illustrated TBA manuals have been developed and produced by
the MOH, they are no longer widely available. Most of the TBAs are older illiterate 
woman and stories of many of them nodding off during training courses are common. 

In addition to these courses, the MOH tries to program one or two three day retraining 
courses for previously trained TBAs each year. Central level funding for these courses 
also falls short of the requested amount. On-going supervision is supposed to occur 
through the monthly meetings held with trained midwives at the nearest MOH health 
post or health ceiut;r. Ostensibly these meetings have a twofold objective - the gathering
of information on the numbers of births and training. The reality varies considerably
from health center to health center. One center confessed that rather than monthly
meetings the various TBAs simply drifted in at different times of the month to report on 
their activities. 

Training content, methodology, financing and goals are discussed in greater detail in the 
analysis section below. 

7.Effectiveness 

Despite 30 years of TBA training experience, no evaluation of the effectiveness of the 
TBA or of TBA training has been carried out on a national scale. The most useful 
information currently available is that collected since 1984 by Dr Carlos Andrade of the 
Francisco Marroquin Medical School. The information is based on a population of 
some 70,000 persons, largely indigenous with slightly over 3000 births in 1987. 

Since 1984, when the University's work with midwives in the area began, reported
maternal mortality rates have declined from 64.6 per 100,000 in 1984, to 34.5 in 1987to 
0 in 1988. Unfortunately, the utility of these particular statistics is diminished by the 
small number of cases which they represent (two, one and no cases respectively). Other 
indicators, however, are very impressive. The percentage of cases referred to the 
hospital from the project area which resulted in Cesarian section rose from 26% in 1986 
to 89% in 1988, indicating a dramatic improvement in the appropriate selection of cases 
to refer. The percentage of intrapartum/puerperal infection, resulting in large measure 
from attempts at intravaginal manipulation of the fetus by the midwife during labor,
declined from 20% in 1986 to 0% in 1988. The diagnosis of acute fetal distress wa. 
made in 100% of the cases referred in 1986 and onlv 14% of the cases in 1988,
indicating a much earlier referral of cases. Perinatal mortality (number of deaths from 
28 weeks gestation to seven days of age per 1000 live births) decreased from 36.9 to 
25.6. Neonatal mortality rates (number of deaths in the first 28 days of life per 10,000
live births) decreased from 39 in 1984 to 27 in 1987. Although these data are from a 
limited population, they indicate the enormous impact that TBA training and improved
TBA/MOH interrelation can have. 
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8.Competition Issues 

The existence of competition among midwives was identified in all of the regions visited 
by the consultants. Midwives were quick to criticize their colleagues and bad feelings 
were evident if one midwife were to treat another midwife's patient even under the most 
compelling circumstances. In Santiago Atitlan, for instance, the 19 trained midwives 
participating in Project Concern International's program for the last several years have 
tried to impede the incorporation of five new midwives into their group. Discussions 
with INCAP personnel in Quetzaltenango, however, indicated that there are some 
midwives to whom other midwives refer complicated cases. Also Project HOPE 
personnel, in that same Department, stated that through working closely with TBAs they
have been able to foster a sense of cooperation. In general, the TBA's jealously guard
their patients from other TBAs. 

9.1ncentives and Disincentives for Referral 

a.Incentives for Referral 

The MOH training program puts considerable emphasis on the whole subject of referral. 
There are two classes of patients for whom the MOH requires referral. The first are 
those whose pregnancy per se is considered high risk - women under the age of 18 years, 
over the age of 35 years, primigravidas, and grand multiparas (defined as those women 
with four or more children). The second class are those women who develop
complications during pregnancy. In addition TBAs are supposed to refer all patients for 
at least two prenatal visits for tetanus toxoid and exam as well as postpartum follow-up.
The constant reminder by the MOH in monthly meetings and retraining sessions to 
follow these recommendations and the underlying fear of sanctions if they don't, is one 
incentive for referral. 

The ability of the health services, especiaiiy the hospitals, to resolve problems beyond
the capacity of the TBA and often save her patients' lives is another strong incentive for 
referral. 

b.Disincentives for Referral 

There are a number of disincentives for referral by the TBA to the health services. The 
first is the ,,oor treatment which the TBA often receives at the health establishment. 
Although there are exceptions, as a rule the TBA is seen as being ignorant, dirty and 
dangerous. The very history of relationship between the western, male, ladino doctors 
and the traditional, female, Mayan midwives means that the midwife often postpones to 
the last possible moment the decision to refer a patient to avoid the scorn and abuse
which will be hers at the hospital. The patients that arrive are often in serious medical 
condition reinforcing the physicians' opinion that the midwives are dangerous. Midwives 
are met in the hospital with severe reprimands from the physicians and nurses. 

14 



Even if the midwife refers the patient, there is even greater resistance to going to the 
hospital from the patient. The reasons patients resist going to the hospital are multiple
but include the following. First there is distance and expense. Often the patient,
particularly if she is in labor, has to be carried down mountain paths to a road, then a
vehicle has to be located and rented for what may be a long and uncomfortable trip to 
the health establishment. Such a trip requires the abandonment of the woman's family
and all the supporting social structure involved therein and the entrance into an
impersonal institution where few people may speak her language. Once in the hospital
the extreme modesty which has characterized her life from childhood is violated by
strange men and women. There is fear of "operation" often associating such with death 
and sterilization. There is also the economic reality that if the mother does die in the
 
hospital the family must pay a 
funeral parlor some hundreds of Quetzales to take the 
body home for burial. It is not surprising, therefore, that there is resistance to going to 
the hospitals. There appears to be a widespread, fatalistic attitude that if one is going to 
die it is better to do so in the home. 

Referral to the hospital may also decrease the TBA's prestige in the community

demonstrating her incapacity to handle problems.
 

B.Institutional Interaction with the TBA 

1.MOH 

In addition to training activities discussed above, there are two other opportunities
during which the TBA may interact with the MOH system - during prenatal care and in 
the case of complications and referral at the timc of delivery. The MOH stressescourse 
that all women should be seen at least twice in an MOH facility during their pregnancy
and teaches the TBAs to recognize and refer high risk pregnancies. Some TBAs travel 
with their patients to the health center and in some clinics the TBA participates with the 
doctor or nurse in the exam of the patient turning the visit into a training opportunity.
MOH norms insist that all women less than the age of 18, primigravidas, women over 
the age of 35, and grand multiparas deliver in a hospital and the TBA is expected to 
refer these women as well as those who suffer prenatal/delivey complications. The 
TBA often travels with her patient to the hospital in the case of a complication during
labor. Unfortunately, all too frequently the reception offered- the TBA by the medical 
staff is scorn, scolding and arrogance. This, of course, creates serious obstacles to the 
early referral process as discussed above. 

2.PVOs 

ASOCIACION DE SERVICIOS COMUNITAMIOS DE SALUD (ASECSA) 

ASECSA is no longer involved in TBA training. However, they have an excellent TBA 
training manual a few pages of which is included in Annex F. 
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PROJECT CONCERN INTERNATIONAL, Santiago Atitlan, Solala 

The PCI project began in 1976 when it assumed responsibility for the operation of
Clinica Santiaguito from a United States based church group after the 1976 earthquake.
PCI continued the curative activities of the clinic and gradually introduced a preventive
orientation with a triple focus - promoters providing health education and basic curative 
care in their communities, nutrition centers for malnourished children identified by
promoters or others and TBP, training and supervision. 

PCI began some training of TBAs in 1978. In 1983 PCI worked with the local MOH
health center staff to develop joint training programs which resulted in retraining of all
TBAs in 1984. Gradually PCI has assumed more and more responsibility for the on
going education of TBAs through monthly meetings. In 1987 it was decided that
previous training programs had not been as effective as hoped for because they had
been implemented in a very autocratic and domineering fashion and that monthly
meetings were too formal thus limiting their effectiveness. The Tzutuil-speaking program
managers, a physician and a professional nurse, developed and applied a questionnaire

including a practical demonstration to learn what the comadronas knew and what they

actually did with regard to prenatal, postnatal and delivery care. While this was going 
on, the attitudes and understanding of these western trained professionals were
undergoing some changes as they developed an appreciation and respect for the many
positive practices they encountered among the TBAs. As a result, current training
programs are being conducted with much more cultural sensitivity. PCI believes it is too
early to expect results from this new approach, but expects to see them by 1990. 

PCI uses the MOH training manual and the MOH TBA manuals (the only site in which
the investigators found such manuals) to guide training content, but they adjust training
methodologies to local needs using dolls, diagrams, etc., as appropriate. The course is 
four hours per day for five days, every three months. 
The principalproblems with TBA practice encountered by program managers were the 

following., 

TBAs have the mothers begin to Push too early in labor 

TBAs practice inadequate hygiene during delivery 

TBAs sometimes do not sterilize the scissors and umbilical tape. This 
combined with the fact that the MOH has discouraged the traditional 
practice of cauterizing the umbilical cord is worrisome. (There were three 
cases of neonatal tetanus last year.) 

TBAs do not give adequate attention or stimulation to the newborn,
largely ignoring it until the birth of the placenta 
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Many mothers do not visit the TBA until late in the third trimester, 
making adequate prenatal care more difficult 

Other points made by PCI staff were the existence of competition and rivalry among the 
TBAs. For instance the current group of 19 active midwives have objected to PCI 
training an additional five midwives who have recently been identifie.. They state that 
the TBAs are very highly respected in their communities and that they do not charge for 
their services, seeing it as a calling rather than a business. Staff also identified the years 
of mistreatment by practitioners of western medicine as being a barrier to acceptance by 
the population of "modern" practices. The majority of the TBAs are elderly and 
illiterate, generating special training obstacles. 

MARYKNOLL MISSION HOSPITAL, Jacaltenango, Huehuetenango 

The Maryknoll Hospital has been functioning in this community since 1962. Promotor 
training was one of Sister Rose Cordis', the hospital's founder, first priorities, followed 
in 1967 by the development oi" a midwife training program operated by another 
Maryknoll sister who was a trained midwife. The program had no supervision 
component and focussed on hygiene. The program functioned until approximately 1972 
at which time the MOH assumed training and supervision responsibilities. 

At the request of UNICEF, the hospital and the MOH 'iealth center in San Antonio 
Huista will jointly implement a UNICEF financed attempt to develop a new training 
methodology for TBAs in1 the area. The Maryknoll Hospital is uniquely prepared to 
participate in this process because most of the professional and auxiliary nurses in the 
area have been trained by them and there are strong and positive relatiinships with the 
local population, local midwives and MOH staff. The Mam speaking nurse from the 
health center will spend six months full time interviewing and observing the midwives. 
She will be assisted by four auxiliary Main-speaking nurses from MOH health posts who 
w.ll work eight days per month in this activity. This team, assisted by Sister Jean, 
herself a nursing educator, and UNICEF experts will try to understand why TBAs 
practice as they do and why they are resistant to the adoption of certain MOH norms. 
The result should be the development of a much more culturally sensitive program 
designed to build upon traditional beliefs, not to totally disregard them. If successful, 
UNICEF funding provides for the gradual expansion of the program to include all of 
Huehuetenango, San Marcos and Quiche. 

CLINICA MAXENA, Santo Tomas la Union 

The Maxena Clinic was founded some 23 Years ago with funding from the Catholic 
church. The clinic has both a curative and a preventive program. The preventive 
program, coordinated by health promotor Mateo Poz, has a promotor training and 
support program with a promotor in each community and a TBA training and retraining 
program. Work with TBAs began in 1968 and originally consisted in training and 
preparation of TBA kits. TBAs were given sufficient sterilized equipment for two or 

17
 



three deliveries and then would come to the clinic to have equipment re-sterilized. 
Every year they would come to have their kits reviewed and replenished as needed.
Later they began with formal training and retraining programs for one week twice per 
year. I :rently the TBAs meet for retraining two or three times per year. There are 50
TBAs participating in the program. A Mayan TBA actually works for the clinic 
providing prenatal care, advising other TBAs and participating in training programs.
The program will train a new group of TBAs this year in two day sessions every fifteen
days for seven months. The two days include two half days for travel time, so total class 
time will be 14 work days. 

The Clinic uses the ASECSA "Materno Infantil" and the MOH manuals as guides and 
supplements training with graphic materials. All training is in Quiche and is designed to 
complement the knowledge each already has from practical experience, rather than
replace it. The education is "participatory" using group discussions and questioning of 
participants to enable them to express their understanding and build upon their actual 
knowledge. 

The most difficult attitude to change is that of fear of the hospital. The patients prefer
to die at home (where they do not have to pay several hundred Quetzales to a funeral
director to remove the body from the hospital). They fear being in an environment 
where they confront language barriers, where their natural modesty is violated by strange 
men and where they may be subjected to an operation. 

The clinic is attempting to expand the midwives' role to include health education 
activities. They also report that oxytocics are sold and even injected by pharmacists 
upon request from the family as a means of speeding up labor. 

PROJECT HOPE 

In 1976 Project Hope sent supplies and a team of medical professionals to Guatemala to 
assist with the earthquake relief efforts. Since then the organization has carried out a
number of programs in the country, primarily in the Quetzaltenango/San Marcos areas. 

Project Hope has an experienced field staff, composed of Guatemalan nationals, who 
have been working with community-based health workers since 1977. The organization's
current project, now under the direction of Dr. George Flores, began in 1985 and has as
its focus the training of community health workers to educate mothers in the use of 
ORT and the promotion of immunizations in 188 communities in the western highlands
of Guatemala. In the past 3 years the program has trained 853 community-based health 
workers (CBHWs), of whom 22% are TBAs (total 180). 

The CBHWs receive a 7 day training course, taught by the rural health technicians/field
supervisors. The content of the course includes health education in the community, the 
use of ORT (both packets and home-based), the promotion of vaccinations, hygiene,
breastfeeding, home gardening, latrine construction and how to obtain clean water. In 

18
 



addition, Hope has trained TBAs in a 15 day course, based on MOH guidelines for TBA 
training. 

At the end of the 7 day CBHW course, follow-up supervision is provided by the field 
staff (rural health technicians). For 3 months post graduation the CBHWs are visited 
twice a month, then once a month thereafter. During these supervisory visits they assist 
the CBHWs in leading mothers' groups, conduct home visits and reinforce lessons 
learned in the course. The supervisors do not supervise the TBAs in their midwifery
practice, but concentrate on reinforcing their role in promoting child survival strategies. 

An AID evaluation of the project, submitted in December 1988, found that the program 
was able to successfully develop a system for identifying and targeting high risk families 
and that accessibility of ORS packets and information has increased. Approximately 
83% of target area mothers reported knowledge of the use of ORT packets or home
based solutions and 55% of mothers reported that they used ORT during their infant's 
-last episode of diarrhea. Immunization coverage increased for all age groups, however, 
the increase in coverage for tetanus in women ages 15-4.9 was particularly notable (from 
1% to almost 40%). 

The Project Hope staff consider their TBA training program a success and feel that their 
training program has had a positive impact on the type of care being given to mothers 
and infants by TBAs. Guillermo Nowell, Project Hope field supervisor, is a highly 
regarded nurse educator who has provided both regular consultation and collaborated 
with the MOH as a trainer of TBAs. 

The TBA training course, while adhering to MOH guidelines, uses innovative 
participatory learning techniques. The most outstanding features of the program are: 

Special efforts a,.-. made throughout the program to encourage the TBAs to work 
together and support each other professionally. This is a significant and positive 
step because it appears that in most areas TBAs are extremely "competitive" and 
work in isolation. Guillermo Nowell stated that he personally knows of many 
instances where TBAs in the project areas have called another TBA for advice 
in difficult situations. He states, "I te!i them that since they were all chosen by 
God to be TBAs, God wants them to work together." 

The program encourages a policy of younger women accompanying the TBAs to 
births, as "assistants." This is not common practice in most areas of Guatemala 
and has the potential to develop a younger, more experienced cadre of TBAs for 
the future, without "interfering" with cultural norms. 

TBAs are actively being used to promote child survival strategies. The program 
staff feel that this has been particularly successful in the areas of ORT and 
immunization. 
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Whereas MOH health services see approximately 4% of pregnant women for 
prenatal care, Project Hope trained TBAs/CBHWs have achieved a coverage 
rate of 80% in some areas. 

COOPERATIVE FOR AMERICAN RELIEF EVERYWHERE (CARE) 

From 1984 to 1988 CARE supported a Village Health Outreach Program through the 
Ministry of Health which included the construction of some 67 health posts and the
training of promoter and TBA personnel in the villages served by those centers. Some 
300 TBAs were trained during the five year project period. Villages served were in the 
Departments of Huehuetenango, Quetzaltenango, Isabal, Baja Verapaz and 
Chimaltenango. CARE anticipates funding for a new initiative in child survival with an 
emphasis on health education through community leaders including TBAs in 1989. 

ASOCIACION GUATEMALTECA DE EDUCACION SEXUAL (AGES) 

AGES is an organization with considerable successful experience working in the area of 
family life education both in the urban as well as the rural indigenous environment.
Although AGES has not worked with midwives directly they have recently completed
data collection in a survey of six Mayan villages with a number of questions touching 
upon the actions of midwives. Cursory review of the information by the authors of this 
report show the following: 

In some villages the midwife is the person most often mentioned as the one who 
could best teach natural family planning methods (other forms of family planning 
are largely rejected). 

That the TBA is the most frequent person mentioned when asked to whom 
should one turn when there are problems during the delivery. The reasons 
mentioned for this include cost, proximity, custom and trust. 

Most patients expect that if the TBA cannot handle the complication then the 
mother must go to the hospital, but it seems that a hierarchical relationship is 
clearly present with the TBA being the first and preferred point of contact. 

3.Donor Agencies 

UNITED NATIONS CHILDREN'S FUND (UNICEF) 

For approximately the last ten years UNICEF has supported the MOH training 
programs largely through the provision of UNICEF midwifery kits and per diem for 
trainees. UNICEF sponsored a 1985 evaluation of the MOH's training program which 
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reportedly concluded that the training methodology used by the MOH was autocratic,
attempted to "westernize" traditional practice and, in general, served to undermine and 
discredit tipeir work. Since 1986, UNICEF has been preparing a project to conduct TBA 
training in such a way as to fortify traditional practice, not undermine it. A funding
agreement between UNICEF and the MOH has recently been signed and the three
phased project will get underway this year. The first phase, lasting six months, involves 
investigation and training materials preparation. (This is discussed more fully under the 
Maryknoll Hospital above.) The second phase will see the training activity extended 
throughout the Huehuetenango area and into San Marcos and Quiche. The last four 
months will be spent on evaluation. 

UNITED NATIONS FUND FOR POPULATION ACTIVITIES (UNFPA) 

From 1981 to 1988 UNFPA supported MOIR midwife training in 5 areas through its 
Extension and Strengthening Health Services Project.
The goals of the project were to extend MCH institutional coverage in the designated 
areas; to improve the early detection and appropriate follow-up of cervical and breast 
cancer; strengthen the regionalization plan; train all primary health care workers; assure 
accurate health information; strengthen personnel, supplies and equipment as needed;
develop research studies aimed at identifying the obstacles to good communication 
between health services and the community; promote changes in attitude, activities and 
practices in families in the community and strengthen, to the extent possible,
administrative deficiencies. In the opinion of UNFPA officials, the project faced 
considerable administrative problems and has never been adequately evaluated. 

AGENCY FOR INTERNATIONAL DEVELOPMENT (AID) 

AID, like UNICEF and perhaps other donors, has been supporting TBA training 
programs through the MOH for more than fifteen years. Unfortunately, the nature of 
that support and the results are not easily reconstructed. AID's most recent effort was 
in the training program of the Primary Health Care Component of the Community-
Based Health and Nutrition Systems Project of Guatemala. This project was signed
between the two governments in 1980 but did not actually begin operations until 1982. 
The project, among other things, intended to establish an ongoing training program for 
community-based personnel and for their trainers and supervisors, and put in place
supervision, information and evaluation systems in the three target Departments of 
Totonicapan, San Marcos and Solola. TBA training was an important aspect and 
training manuals were prepared. Unfortunately, project implementation coincided with 
a period of intense social unrest in the country, frequent personnel turnovers at the 
MOH policy level and a certain distancing from AID funded projects. The net result 
was the isolation of the project and its non-sustainability. 
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4.Others 

UNIVERSIDAD FRANCISCO MARROQUIN 

Like medical students at the public university in Guatemala, UFM students in their last 
year have to spend six months in a supervised rural practice, generally in an MOH 
health center or similar post. The UFM program, directed by Dr. Carlos Andrade, is 
located in the San Juan, Sacatepequez area and has during its five years of existence 
nurtured a close and cooperative interaction between medical students and TBAs. The 
objective of this interaction is to improve the information system, increase both pre and 
postnatal care and improve the referral system. These ends are achieved through a daily
and informal interaction between student and TBA and through regular monthly
meetings of TBAs, medical students, UFM staff and MOH staff. The daily interaction 
involves prenatal care given by the student upon referral of the TBA, often with the 
TBA present. TBAs also feel free to ask the students to visit their sick or complicated
patients in their homes if deemed necessary. This is facilitated by the fact that the 
student lives in the village he is serving during the entire six month period. The UFM 
program has been successful in recruiting and maintaining the participation of more than 
90 midwives, an indication that the midwives believe that they are benefitting from the 
relationship. The monthly meetings are not strictly didactic in nature. Rather discussion 
revolves around cases and complications which individual TBAs have faced in the 
previous months and which they present to the group. The TBAs present are asked if 
they agree with the course of action taken by the TBA presenting the case. If the TBA 
took appropriate action her behavior is reinforced through acknowledgement by the 
other TBAs, praise from the group leaders, applause and repetition by the group leaders 
(MOH nurse and Dr. Andrade) of the health principles involved. If inappropriate
action was taken the opportunity is presented for the other midwives to correct their 
peer's behavior with reinforcement from the group leaders. 

Notable in this program are the efforts to assure that all personnel undcrstand and have 
an opportunity to participate through translation into native languages and the high
degree of respect shown to the midwives by the UFM and MOH staffs. The number of 
appropriate referrals from the communities served by this program to MOH hospitals
has greatly increased acid a sense of trust between Roosevelt hospital staff and the 
midwives has reportedly been established. The program began with some twenty
midwives and currently has close to 100 active. This is also the only area in which we 
saw an effective birth registration system operating with almost complete coverage with 
the MOH's birth registration form. 

INSTITUTE OF NUTRITION OF CENTRAL AMERICA AND PANAMA (INCAP) 

INCAP has worked with TBA training in several of its health projects including the 
Integrated System of Nutrition and Primary Health Care (SINAPS) Project, the Solala 
Project and the Patulul Project. As part of the SINAPS Project the first TBA manual 
based upon a TBA "job description" was prepared. It was based on concrete, discrete 
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and identifiable TBA tasks. The tr..ining was conducted in two to three hour sessions 
once or twice per month and at sites very close to the TBAs' homes, combining two or 
three villages at the most. Unfortunately, the training encountered numerous difficulties 
deriving in large part from the fact that the majority of the TBAs were elderly, illiterate 
and very unsophisticated. This made the performance of such important tasks as 
measuring and recording weights most difficult. INCAP officials involved in the project 
mentioned that the most difficult group to train under the SINAPS project were the 
TBAs. The TBAs were not able to use the manuals and the SINAPS manual is now 
only of historical interest. No formal evaluation of training impact was done. 

As a part of the Solala Project, initiated in 1976, a "Simplified Prenatal Care Manual 
was prepared which emphasized the concept of high risk, the levels of prenatal, delivery, 
post-partum and perinatal care." (Delgado, 1980) Training in this project was informal 
and unstructured. No training evaluation is available to our knowledge. The Patulul 
project, carried out in the Department of Suchitepequez had a maternal care program 
emphasizing early pregnancy detection, prenatal care, determination of delivery risk level 
and postpartum and perinatal care. "The empirical midwives were identified and trained 
in informal settings. Special emphasis was given to childbirth management and care of 
the newborn. The midwives were trained to obtain birth weights using a simple scale, 
and to refer high-risk cases" (Ibid). The investigators have not seen evaluations of the 
TBA training component of this project either. 

INCAP currently has a number of activities underway which involve TBAs. It has a 
highly qualified, full time advisor who is assisting the Ministry of Health in the revision 
of its TBA training manual. INCAP also has a major effort underway to evaluate TBA 
practices and develop options for improving them in Quetzaltenango and is involved 
with TBAs in a second study in Santa Maria de Jesus, Sacatepequez. 

The major study entitled "Evaluative Investigation of Maternal Child Care Provided by 
Traditional Midwives and Options for Its Improvement has three components - a 
Knowledge, Attitudes and Practices (KAP) study of TBAs, mothers and husbands in 
relation to the detection and management of high risk pregnancies, the capacity of the 
health system to appropriately treat these cases and the introduction of a TBA training 
model to improve case management at the community level. The study has completed 
the data collection of the first component and is beginning analysis. 

As part of a series of studies of infant and childhood diseases and nutrition centered in 
the community of Santa Maria de Jesus, Sacatepequez, INCAP investigators have 
established especially close relationships with the TBAs in the town. Among other 
things the investigators carried out a retrospective , case-control study of risk factors 
associated with intrapartum and neonatal mortality. The study identified five risk factors 
- illiteracy of the mother, first pregnancy, birth interval of less than 14 months, non-use 
of modern prenatal care services and a specific midwife. There were two factors 
particularly associated with intrapartum death - intramuscular oxytocin during labor and 
more than three vaginal exams by the TBA. The investigators are currently conducting 
a longitudinal study to validate these risk factors in pregnant women and newborns, to 

23
 



achieve early identification of morbidity and to evaluate the effectiveness of community
level interventions. 

The investigators interviewed three midwives in this community with the following as general 
observations: 

The midwives universally use intramuscular oxytocics in the majority of patients in 
order to hasten labor. This practice is not only accepted by the community, but is
reportedly demanded by them. Most of the midwives knew that this practice was 
condemned by the MOH. (The investigators purchased a 5 IU vial in the local 
pharmacy for 2Q.) 

All of the midwives had been trained by the MOH. 

All reported attending deliveries in the "gynecological" position. 

All had attended their first deliveries in emergency situations when the normal 
TBA was not available and gradually gained a reputation and clientele. 

There was a definite sense of competition among the TBAs and readiness to 
point out what their competitors were doing wrong. 

All used scissors to cut the cord. 

5.Donor Coordination 

There does not appear to have been any serious efforts at donor coordination in TBA 
training in spite of the many years of involvement by several different donors and non
governmental organizations (NGOs). 

Ill. ANALYSIS OF TBA ISSUES 

A. Training 

l.Appropriateness of Western Medical Model 

"Inorder to be effective, any maternal/childhealth services and trainingprogramsmust take
into account the local beliefs, practices and specialists associated with pregnancy, delivery
and postpartum care." (Kelly, 1956) 

Unfortunately, this excellent philosophy is rarely followed. In recent years, there has
been an increased awareness that the vast majority of "traditional customs" not only have 
merit, but they are usually the most effective interventions for the environment in which 
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they are practiced (eg; upright position for delivery). While it appears that attempts are 
being made to incorporate the philosophy of respect for indigenous beliefs into TBA 
training programs, the overriding tone of the courses is still one of condemnation of 
traditional practices and the imposition of Western medical routines. Many of the 
changes in practice that are advocated are not only inappropriate for deliveries at home, 
but also they have little or no basis in scientific rationale. Rather than improving care 
for mothers and babies, some of the western based medical practices advocated in the 
training programs may actually be contributing to increased maternal and neonatal 
mortality and morbidity. 

'Ten.years ago there was so little anthropologicalresearch about birth that the superiority of 
biomedicine and its associatedpedagogy could still be assumed; by now, the work of the last 
decade has produced a deep scholarly appreciationof ethno-obstetricsystems of knowledge
and practice which, however, has not yet entered into the design of trainingprograms to any 
great extent. What has been taken into account even less is the mode of knowledge transfer 
on which indigenous obstetricsystems have relied in their own reproduction." Dr. Bridgitte 
Jordan, Cosmopolitical Obstetrics: Some Insights from the Training of Traditional 
Midwives. 

The director of one of the private TBA training programs stated, 'A common 
misconception exists that trainingconsis;', of translatingand simplifying an obstetrics 
textbook." 

2.Realistic Training Expectations 

A 1988 MOH/MCH Division report on the training and in-service education of TBAs 
states as its objectives: 

a) The early referral of pregnant women and appropriate identification and 
referral of high risk pregnancies through the training and in-service educatioii of 
TBAs. 

b) The education of the community by TBAs on maternal/child health problems,
identified by the MOH, and the carrying out of activities by the TBA to reduce 
these problems. 

c) Evaluation of the impact of TBA activities. 

d) The supervision and monitoring of the activities of TBAs. 

These are excellent objectives and if implemented, would probably result in a significant
improvement in the overall health of mothers and infants in Guatemala, given that 
TBAs attend over 60% of all births. The gap between the stated objectives of the 
Ministry and their ability to carry them out is a wide one for a variety of reasons, some 
of which include: 
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a) Lack of Resources 

There is no budget for TBA training and supervision activities. Funding comes solelyfrom outside agencies such as UNICEF, USAID, UNFPA, CARE, Project Hope, andProject Concern. Monies available for TBA activities are apparently erratic, making theplanning and implementation of an effective national program strategy difficult, if not 
impossible. 

b) Refemzl System and Carefor Hfigh Risk Cases 

The referral system, particularly in the rural areas, for high risk cases appears to be
inadequate, at best. This in addition to problems with communication, distance,geography, cultural differences, lack of transportation and area hospitals which areunderstaffed, overcrowded and poorly equipped makes referral of high risk cases
problematic, even when they are detected. 

c) Lack of an Established Working Relationship between TBAs and Ministry Health 
Personnel 

An essential pre-requisite in order for the stated MOH goals to be achieved is the
existence.of an on-going, collaborative working relationship between the TBAs and
MOH health personnel in each area. This basic requirement does not appear to exist inmost areas. It is totally unrealistic to expect that TBAs will refer their patients for
medical treatment or carry out health education/child survival activities-unless the
relationship between themselves and the established health care system is one of mutual 
respect and support. 

Although many MOH health personnel interviewed expressed positive attitudes towards
TBAs, a constant theme throughout the field visits was the mistreatment of TBAs by
medical staff when they brought patients into the hospitals or health centers. The
standard method of dealing with TBAs when they refer complications appears to be
scolding, instead of oositive reinforcement. 

In-the highland communities, the problems is often exacerbated by cultural and language 
barriers. The vast majority of health personnel are spanish-speaking ladinos, while rie 
majority of TBAs are Mayan speaking. 

Unless attitudes by health profession-ls towards TBAs are changed, it is unlikely that 
any of the MOH goals can be met. 

3.Educational Methodologies 

The basic MOH TBA training course takes place over a period of 15 consecutive
working days. The in-service courses are conducted for a period of 3 days once peryear. These courses generally take place at the district health center, requiring most of 
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the TBAs to travel long distances and stay until the training is completed. In addition, 
monthly meetings for the purpose of reporting births and supervision and reinforcement 
of training contents are supposed to be held at the local health post. 

The MOH has developed a pair of manuals to be used in the TBA training courses. 
One manual is for trainers of TBAs and the other is for the TBA herself. The trainer's 
manual is divided into units and covers such themes as: roles and responsibilities, 
orientation, course content, estimated times for each theme, methodology and 
materials/equipment needed. The TBA manual covers major themes taught during the 
course such as hygiene, and has fewer words and more drawings than the trainer's 
manua!.
 

The basic teaching methodologies suggested in the manual :ire discussion and 
demonstration. The manual instructs the trainers to be creative and involve the TBAs 
in the learning process, but gives little guidance on how to accomplish this. There are 
few illustrations to stimulate the instructors' imagination or serve as examples/models. 
Innovative participatory teaching/learning techniques are not outlined (eg; sample role 
playing, games). The manual is more suited to basic nursing instruction than as a 
training guide for trainers of a traditional illiterate population. 

A frequent comment about the training programs from people interviewed was that they
 
were "boring" and that the TBAs were required to sit for long periods of time and often
 
fell asleep. Lack of appropriate teaching materials was a universal complaint. There
 
appears to be little attempt in the training to connect the material being taught (which is
 
based on biomedical concepts) to the TBAs way of life or experience.
 

The primary form for both learning and the communication of information in the TBAs'
 
daily life is "story telling." When asked a question about something, the common
 
response is to tell a story about an event which relates to that question. "Story telling"
 
as a way to teach concepts and information should be one of the
 
primary educational methodologies used in TBA training.
 

The majority of TBAs are illiterate and most have never attended school. The TBAs are
 
accustomed to learning by observation and participation, not by reading or verbal
 
interaction. Most of the material being taught contains concepts which are both abstract
 
and totally new to them. To expect the TBAs to sit in a "classroom type setting" for 15
 
days and absorb and retain a significant amount of didactic material is simply unrealistic.
 
It is also difficult for trainers to maintain enthusiasm and interest over such a long
 
period of time.
 

4.Technical Expertise and Experience of Trainers 

TBA training is generally conducted by the area nurses, the majority of whom have little 
or no experience in training, particularly with traditional, Mayan-speaking, illiterate 
populations. In addition, unlike in many other countries, where there is a strong 
tradition of midwifery in nursing, the experience of "managing" obstetrical 
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cases/problems for most nurses in Guatemala is limited. According to the DHS Survey
nurses attend only 3.6% of all births in Guatemala. Therefore, most of the trainers of
TBAs have less obstetrical experience than the TBAs themselves. This coupled with th(
trainers lack of orientation to the realities of attending births in the home versus the 
institutional setting, makes successful training problematic. 

The critical area of "training of trainers" within the midwife program appears to have 
been given little attention in Guatemala, making measurable achievements unlikely until 
greater efforts are made to develop a cadre of health professionals skilled in effective 
training methodology. 

5.Training Conten and Impact on TBA Practice 

As Dr. Polly Harrison stated over a decade ago, the amount of material that the TBAs 
are expected to learn during the course of the standard training is unrealistic. In
addition, much of the course content is inaccurate and inappropriate for the 
environment in which the TBAs practice. 

For the purposes of discussion, the training content has been divided into the following 
categories: 

a. Harmful practices TBA training courses have generally discouragedon which 
trainingappearsto have made a positive impact. 

b. New practices that have been encouraged during TBA trainingcourses on which 
the courses appearto have made a positive impact. 

c. Beneficial traditionalpracices the TBA training courses have generally labeled 
"harmful"that have been replaced by practices which may, in reality, be increasing
maternal/infantmorbidity and mortality. 

d. Neutral,or possibly beneficial traditionalpracticesthe TBA trainingcourses often 
address, which deserve a re-evaluation in training approach. 

e. New TBA practices which warrantserious program and traininginputs. 

f Other 
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a. HARMFUL PRACTICES THE TBA TRAINING COURSES HAVE GENERALLY 
DISCOURAGED ON WHICH TRAINING APPEARS TO HAVE MADE A POSITIVE 
IMPACT 

Encouraging the Mother to Push in Labor Before Full Dilatation of the Cervix ("early
pushing') 

The practice of encouraging the mother to push in labor before full dilatation of the
cervix (prior to 2nd stage) appears to have been widespread prior to MOH and PVO
TBA trainig efforts. TBAs encouraged "early pushing" in the erroneous belief that it 
would result in a faster delivery of the infant. 
Physiologically, the practice of pushing before full dilatation has the opposite effect,
often resulting in both prolonged labor and significantly increased pain and exhaustion 
for the mother due to swelling of the cervix. 
From interviews with TBAs and health personnel, it appears that the training courses 
have been successful in reducing this practice, a.Ithough it still remains a problem in 
some areas, often due to "pressure" from the families (usually the mother-in-law or 
husband) who want to speed up the birth. 

Giving the Mother Alcohol to Drink During Labor 

In some areas of the country it is common practice to give the mother large quantities
of alcohol to drink during labor "to help the pain." Often the TBA drinks with the
mother (no explanation was given other than "custom"). Several nurses reported seeing
both mothers and TBAs drunk on the floor after deliveries, with the newborn lying
unattended. 

Aside from rendering the TBA and/or mother incapacitated and less capable of 
conducting a safe delivery and caring for the newborn, ingesting large amounts of 
alcohol has the physiological effect of diminishing or stopping uterine contractions 
(therefore prolonging labor or stopping it altogether). Before the discovery of the drugs
Ritalin and Terbutaline in the 1970's, alcohol (both oral and IV) was used to stop
premature labor. Alcohol also depresses respirations in the newborn. 

Although drinking alcohol in labor is still a problem in some areas, it appears that the 
training programs have had a positive impact on reducing this practice. 

b. NEW PRACTICES THAT HAVE OFTEN BEEN ENCOURAGED DURING TBA 

TRAINING WHICH APPEAR '1O HAVE MADE A POSITIVE IMPACT 

Handwashing 

Traditionally, it was not normal practice for TBAs to wash their hands prior to doing
vaginal exams or conducting the delivery of the neworn. Conducting deliveries with 
unclean hands can contribute to increased intrapartlim/postpartum infections. 



Although difficult to evaluate, it appears that the training emphasis on handwashing has
resulted in a change in practice. Most TBAs stated that they washed their hands,
although there are a number of reports that they often do not use soap. 

High Risk Screening and Referral 

The concept of screening pregnant women for high risk conditions (ie; breech and 
transverse position, twins, bleeding in pregnancy) and referring these cases to the health
post/hospital has been a focus of TBA training efforts. The detection of high risk
pregnancies in the community, in conjunction with appropliate medical intervention has
been demonstrated to be one of the most effective means of reducing maternal/infant
mortality and morbidity worldwide. 

A health post in the San Marcos area has an excellent system for the referral of high
risk complications which uses drawings of various types of complications which the TBAs
choose from and send or bring in with the high risk patient. 

All TBAs and health personnel interviewed stressed the concept of high risk screening
and appropriate referral, indicating training impact in this important area. There 
appears to be a wide variation in the successful implementation of a referral system
between TBAs and the MOH however. The major constraints are: 

a) Geography/distance from health post/hospital along with transportation which 
is difficult/inadequate/expensive 

b) Historically, referrals were made too late, as a result most infants/mothers
died by the time they got to the hospital, creating a lack of confidence that 
referral made a positive difference in the outcome 

c) Mayan fear and distrust of the established medical system by the indigenous
population (ie; fear of involuntary sterilization, mistreatment) and hospital
practices which are contrary to traditional customs (delivery with the mother lying
flat on her back instead of upright; different food; bathing routines) 

d) Cultural beliefs such as: extreme modesty (Mayan women never uncover
themselves); deep rooted fear of operations due to the belief that one. never 
completely "heals" afterwards; husbands not wanting their wives to be 
examined/touched by another man (male physician) 

e) TBAs have often been treated poorly and scolded by medical personnel,
instead of being positively reinforced, when they have brought patients into the
health post/hospital, which has made them reluctant to continue referring
mothers in high risk situations 
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f) The expense that is demanded from the family by the funeral parlors
("funerarios") to recover a.body from the hospital, (in the range of 80-150 Q), is 
more than most rural families can afford. This discourages families from 
transferring the mother/baby to the hospital, especially if death is "believed" to be 
likely/inevitable. 

Nutrition Counseling 

Although nutritional beliefs and practices vary from area to area, food restrictions 
during pregnancy and lactation are common in the rural populations. Customarily, foods 
are divided into those which have "hot" or "cold" properties and each category is thought
to affect the body in different ways. It is considered important to eat a balance of foods
which are "hot" and "cold", depending on the nature of the condition. Mothers are 
generally advised to restrict foods classified as "cold" during pregnancy. Foods such as 
beans, eggs, cabbage and milk are often classified as "cold" and arc thought to restrict
blood flow, make the mother sick, stop the flow of milk or cause the infant to be"colicky." Certain greens, spices and chicken soup are thought to "heat" the body and 
are encouraged. In addition, in some areas, it is common for TBAs and female relatives 
to actively discourage pregnant mothers from eating "too much" or normal/adequate
amounts of food in the belief that the baby will become too large, resulting in a difficult 
labor. 

The training courses have taught the TBAs to encourage mothers to avoid food
restrictions and eat adequate amounts of nutritional foods. Several of the TBAs
 
interviewed stated th,' they now tell mothers "to eat everything."
 

Training which incorporates the belief system of classifying "hot" and "cold" foods and 
teaches the TBAs to encourage women to eat foods according to this system will 
probably be the most effective in modifying dietary behavior. 

The tradition of exclusive/prolonged breastfeeding has remained strong in the Mayan
population and been supported in TBA training programs. The training also encourages
the importance of giving colostrum (discarding of colostrum and prelacteal feeding is a
problem in some areas), to initiate breastfeeding early and TBAs are usually taught how 
to advise mothers Who have problems with insufficient milk production. Given the anti
infective, anti-diarrheal and birth spacing benefits of breastfeeding, this is an important 
area of training emphasis. 

Referral of Pregnant Women to Health Posts for Vaccinations/Prenatal Care 

The training courses have emphasized the importance of the TBAs encouraging
pregnant women to go to health posts for vaccinations (tetanus toxoid) and prenatal 
care. This appears to have been more successful in some areas than in others and may
depend somewhat on the relationship that the TBA has with local health personnel,
cultural beliefs about vaccines and perceived benefits of prenatal care by the community. 
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Attention to the Newborn 

Bathing of the newborn and observing for problems during the period immediately
following birth and the first week postpartum is generally taught to TBAs during
training. Changes in practice in this area are difficult to evaluate, particularly the TBAs 
understanding of what signs are important to observe for, however, most TBAs stated 
that they bathe the newborn. 

Areas relating to care of the newborn postpartum which appear to need additional 
training efforts/emphasis are temperature maintenance (prevention of hypothermia) and
stimulation/resuscitation of the depressed newborn. A common traditional practice is
for the TBA to wait for the placenta to be expelled before wrapping the newborn and
cutting and tying the cord (in the belief that otherwise the placenta may move up the
mother's body and choke her). Waiting until after the delivery of the placenta to cut the
cord is not a harmful practice in and of itself, however the newborn needs to be
wrapped and/or held by the mother from the moment of birth in order to prevent
complications of hypothermia. 

The importance of preventing hypothermia in the newborn needs to be a continued area
of training emphasis, and will probably be more effective without insisting that the TBAs
abandon the practice of waiting for the placenta to deliver before cutting the umbilical 
cord. 

Resuscitation of the depressed newborn appears to need further attention during
training. A practice which appears common in some areas is for the IBA to immerse
the placenta (while still attached to the depressed newborn) in hot water, in an attempt
to revive the infant. Many TBAs seem unaware that there is anything that can be done 
to stimulate respiration in a newborn that is not breathing. Simple techniques such as
keeping the infant warm, firmly massaging the spine in an up and down motion, clearing
the airway and even "mouth to mouth" resuscitation should be emphasized in the 
training program. 

c. BENEFICIAL TRADITIONAL PRACTICES THE TBA TRAINING COURSES HAVE 
GENERALLY LABELED "HARMFUL"THAT HAVE BEEN REPLACED BY
PRACTICES WHICH MAY, IN REALITY, BE INCREASL4G MATERNAL/INFANT 
MORTALITY AND MORBIDITY 

It is a common phenomena in training programs in developing countries throughout the
world for Western trained/institution based health personnel to make the assumption
that institutional practices and procedures are universally the most "correct" and "safest"
method of doing things. '-.s a result, attempts are frequently made during training to
replace "traditional" practices with institutional ones, without sound scientific evidence 
that institutional practices transferred to the home or community setting result in 
decreased morbidity/mortality. The result of replacing "traditional" practices with those 
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of the "institution" without the appropriate risk versus, benefit analysis, is in reality, often 
a negative one. 

TBA training programs in Guatemala appear to have suffered from similar problems.
There are several practices which warrant a re-analysis in training approach: 

Delivery Position 

The traditional position for delivery (as in most other parts of the world) in Guatemala 
is "upright", with the woman either kneeling or squatting to give birth. There is a 
significant amount of current scientific evidence that the upright delivery position is by
far the most beneficial physiologically, for both mother and infant. Oxygen supply to the
fetus is decreased because of compression on the inferior vena cava when the mother is 
lying on her back and a greater amount of oxygen is delivered through the placenta
when the mother is upright. For the mother, pushing is generally both easier and less 
painful when she is upright. In addition, contrary to the popular opinion that the"perineum is difficult to control" when the woman is upright, there is evidence that less 
perineal tearing occurs when the woman is in the upright position due to the natural 
curve of the pelvis, resulting in a different application of the fetal head against the 
perineum. 

The practice of having women remain in the supine position during labor and delivery 
can actually contribute to both fetal anoxia (and therefore distress) and prolonged labor.
To quote Dr. Caldeyro-Barcia, Director of the Latin American Center for Perinatology,
WHO, "Exceptfor being hanged by the feet, the supine position is the worst conceivable 
positionfor laborand delivery." 

In recent years, MOH TBA training manuals have stated that the woman should give
birth in the position she feels most comfortable. However, all illustrations show the
mother delivering in the supine position (flat on her back). The almost universal belief 
appears to be that lying down is the superior position for birth and the vast majority of
health personnel and TBAs interviewed clearly stated that the supine position was
preferable over the upright during labor and delivery, reflecting the impact of MOH 
training over the last 20 years. 

Given the fact that the majority of TBAs deliver their mothers in remote and isolated 
areas, where transfer to the health post center or hospital for complications such as
prolonged labor/fetal distress is extremely difficult at best, the traditional upright
position for labor and delivery should be actively taught and encouraged during training 
programs. 

Cord Cutting and Care 

In Guatemala, the traditional method of cutting the cord has been to severe it with a 
hot blade (often a machete) or candle. Sometimes hot wax is applied to the stump. 
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These practices in effect, "cauterize" the cord, leaving, it sterile and dry. This traditional
practice is one which is "medically" sound, and particularly suitable in an environment
where hygiene is minimal and difficult to maintain. Gonzalez a. - .3ehar observed in
1966 that neonatal tetanus was rare in certain areas of Guatemala because of the
traditional practice of cauterizing the cord and applying hot candle wax. 

The TBA training programs have actively discouraged the traditional practice of
cauterizing the cord and TBAs are taught instead to cut the cord with scissors, which
they are supposed to boil first for 20 minutes. All health personnel and TBAs
interviewed stated that the cord should be cut with scissors and not cauterized, although
a few TBAs when pressed, stated that sometimes "the mothers insist that the cord be 
burned,so I do it." 

Empirical evidence raises very serious doubts about the assumption that even trained
TBAs are sterilizing their scissors adequately. In fact, it is the general impression of
those who work closely with TBAs that few TBAs clean their scissors properly, let alone
boil them regularly for the required 20 minutes before using them to cut the umbilical
cord. Several physicians, from different areas, who currently work with TBAs, cited an
increase in the incidence of neonatal tetanus in some areas after TBA training courses 
were conducted, suggesting that replacing the traditional practice of cauterizing the cord 
with scissors may actually have increased neonatal mortality.
For a variety of reasons, which may include: the tradition of using a hot blade or candle 
to cut the cord, the general lack of an easily accessible water supply, the expense and
shortage of fuel and minimal hygiene in the homes in which most TBAs attend

deliveries, it seems unrealistic to expect that the majority of TBAs will routinely
"sterilize" their scissors, no matter how much it is emphasized during training. The
safest and most practical solution to this problem is to re-introduce the traditional

practice of routinely cauterizing the cord with a candle. In addition, serious
 
consideration should be given to other alternatives such as the use of disposable 
razor
 
blades.
 

External Version 

Traditionally, one of the most important skills of the TBA in Guatemala has been to
determine the position of the fetus prior to delivery and to correct the position if it was 
not "head first" (in the cephalic position). This was accomplished by firmly "massaging"
the fetus into the head first position, a practice called external version by the medical 
profession. 

External version, used to turn fetuses from the breech or transverse to the cephalic
position, was common medical practice up until the time when cesarean sections became"safer" and readily available, with the advent of antibiotics and improved technology. In
the absence of easily accessible operative facilities, external version was far safer than
delivering a fetus in the breech position and absolutely lifesaving in the case of a fetus
in the transverse position, which always resulted in the death of the fetus and
occasionally, the mother as well. With the steady increase in the number of cesarean 
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sections performed, the practice of external version was condemned by the medical 
profession as being "unsafe" and the "art" was essentially lost. In fact, some studies have 
shown external version to be an effective and safe technique, particularly if it is 
performed before the last month of pregnancy. 

The practice of external version has been universally condemned in the TBA training 
courses and the TBAs have been taught that it is dangerous, with the alternative being 
that all mothers who have fetuses in the breech or transverse positions should be 
referred for delivery in the hospital, with the probability of an operative delivery. There 
are a number of problems with this approach: 

1. In all probability, it may be safer in many circumstances for TBAs to attempt 
external version than simply referring all breeches and transverse positions to the 
hospital. 

2. Many of the areas where the TBAs practice are extremely remote (often hours 
away from medical backup) and transportation to the nearest health post or 
hospital is usually difficult and expensive. Transporting a mother in labor to the 
nearest hospital is often a major problem for the family. 

3. Fear of operations of any kind are very strong in the rural population. It is 
believed that the wound from an operation never completely "heals", rendering 
the person's body "damaged" in a permanent way. Also, many Mayan women 
associate operative delivery with sterilization and even death. Operative delivery,
in the best of circumstances, does carry with it a significantly higher mortality rate 
than vaginal delivery. 

The practice of universally condemning external version in the TBA training courses 
should be re-evaluated, particularly in remote areas, where access to medical care is 
limited. 

d. NEUTRAL, OR POSSIBLY BENEFICIAL TR DITIONAL PRACTICES THE TBA 
TRAINING COURSES OFTEN ADDRESS, WHICH DESERVE A RE-EVALUATION IN 
TRAINING APPROACH 

Temascal (sauna or sweat bath) 

In many areas of Guatemala the "temascal" is used during pregnancy and after birth. 
Customs involving its use vary from area to area and sometimes the infant is also placed
inside the temascal for a short period of time. Particularly in the highland areas, where 
the climate is often cold, the temascal is an efficient and enjoyable method of cleaning 
and warming the body at the same time. It also serves to effectively relax muscles which 
are tired and sore from heavy labor or work and to promote circulation. 

It appears from interviews with health professionals and reviewing the documents, that 
the use of the temascal has often been discouraged during TBA training courses. While 
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it may be advisable to caution TBAs that mothers and especially infants, should not be
placed inside the temascal for long periods of time, there seems to be little scientific 
justification to discourage this practical and soothing custom altogether. 

Use of Medicinal Herbs 

The tradition of the use of medicinal herbs is strong in Guatemala, as in most
indigenous cultures. Herbal remedies are a readily available, effective and inexpensive

method for treating many health problems, including those common in pregnancy.

Camonile (manzanilla) is known for its relaxant and soothing properties. Mint
(hierbabuena) is known for its effectiveness in curing indigestion and clearing respiratory 
passages. Ginger is an effective cure for nausea. Parsley (perijil) and watercress
 
(berros) are high in iron and effective for treating anemia, as well as being natural
 
diuretics. Although some herbs are known to be toxic in large quantities, for example,
pennyroyal (poleo), most are beneficial rather than harmful. 

The use of medicinal herbs appears to have been actively discouraged in the TBA 
training programs and most TBAs interviewed denied using them in their practice. This
blanket condemnation of the use of herbal medicine not only seems without merit, but it 
may be depriving many mothers of safe, effective and inexpensive remedies for common 
discomforts of pregnancy. 

Massage • 

In some areas it is a traditional practice for TBAs to massage the mother during
pregnancy and/or after delivery. In some training courses this practice is discouraged
and TBAs are told that it is harmful. There is little or no scientific evidence that even
firm massage in pregnancy leads to increased morbidity/mortality. This practice
deserves a re-evaluation in training approach. 

Shaving of the Perineum 

The consultants observed in several of the training manuals that the TBAs were being
taught to shave the mother's perineum in preparation for delivery. This hospital based
practice, which came to be accepted in many Western countries on the theory that it
decreased the incidence of infection, has since been proven to have no positive benefit
whatsoever. In fact, some of the studies which were done showed a greater incidence of
infection among women who were shaved and all showed a significant increase in 
discomfort for the women who were subjected to this practice. 

The shaving of the perineum for delivery has no valid place even in the institutional 
setting, and should not be taught in any TBA training program. 
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e. NEW TBA PRACTICES WHICH WARRANT SERIOUS PROGRAM AND TRAINING 

INPUTS 

The Use of IM Oxytocin in Labor 

As discussed in the section on labor and delivery above, the very harmful practice of 
injecting laboring women with oxytocin intramuscularly appears to be widespread in 
many areas. 

The demand for the use of oxytocin in labor comes from the belief that it shortens 
labor, resulting in faster delivery of the infant. Physiologically, oxytocin does stimulate 
uterine contractions, increasing their strength and the length of time that the uterine 
muscle remains contracted. The dangers with the use of oxytocin in labor, (even under 
the most controlled conditions in a hospital setting), are: fetal hypoxia (lack of oxygen) 
and uterine rupture. Both of these conditions are caused by over stimulation of the 
uterine muscle, causing prolonged contractions, which are too powerful for the normal 
uterus to withstand. Fetal hypoxia leads to permanent brain damage and often death for 
the fetus, uterine rupture leads to internal hemorrhage and almost certain death for the 
mother. The INCAP study mentioned above found a very strong and positive 
correlation between stillbirth and the use of oxytocin during labor. 

In some areas, where the working relationship between health personnel and TBAs is a 
close one (generally one of mutual respect and support), the practice of giving oxytocin 
in labor has been minimized. Health personnel in the San Marcos area stated that the 
practice used to be a problem in their area, but they stopped it by threatening the 
pharmacists who were selling IM oxytocin to people in the community. 

The use of oxytocin during labor, which certainly results in significantly increased 
morbidity and mortality for both mothers and infants, deserves serious attention. 
Approaches to solving the problem will probably only be effective if both areas of supply 
and demand are targeted. Health education on the dangers of using oxytocin in labor 
needs to be conducted in the community. Strong pressure/penalties should be brought 
against pharmacists who are selling it (and the drug suppliers/manufacturers who supply 
it) and a creative and effective teaching component on the side effects of oxytocin 
should be incorporated into TBA training and in-service programs. 

r. OTHER 

Delivery Kits 

Traditionally in Guatemala, TBAs have been rewarded upon completion of their training 
with a UNICEF delivery kit. The appearance and contents of the kit has varied over 
the years. 
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There are a number of seriousproblems with the kits which need to be addressed: 

1. It has been impossible for the MOH to obtain and distribute an adequate
supply of the kits to areas conducting TBA training. Lack of sufficient kits was a
universal complaint in all areas visited. Many area staff stated that since the
TBAs "expect" kits as a reward for completing the training, they become upset
when they don't receive them. 

2. The kits appear to have become virtually synonymous with "training" to the
point where many MOH personnel expressed the opinion that TBA training could 
not be conducted without them. The use of the kits seems to have become a
major focus of TBA training in many areas, despite strong empirical evidence that
few TBAs actually use the kits properly after training (if at all). A significant
proportion of the MOH Manual for TBA Trainers is devoted to the kit. 

3. Many health workers and other observers in the community state that the
TBAs do not use their kits. The consultants themselves observed a number of
kits covered with dust on shelves in the TBAs homes. Interviewees stated that 
many TBAs were "embarrassed" to be seen with the kits and that people in the 
community did not like the TBAs to use them. 

4. The contents of the kits are not necessarily appropriate/useful for TBA
attended deliveries in Guatemala. For example, scales are included in many of
the UNICEF kits but not only are the measurements inappropriate for
Guatemala (kilos instead of lbs), most of the TBAs are not ab!e to use them
correctly. One physician stated that all newborns in his area weighed "7 lbs" 
because ilthough they were weighed with the scales, the TBAs couldn't read
them. Also, several health workers complained that the contents of the kits had
decreased to the point that there was "too little" inside them now (eg; insufficient 
cloth to make clean rags with). 

5. Empirical evidence strongly suggests that of the TBAs who do use their kits,
most do not use the contents properly (ie; they do not boil the basins or scissors),
often to the serious detriment of the health of the mothers and babies they are
attending. Having the kits and using them incorrectly (which appears to be the
norm), may in fact lead to higher morbidity and mortality than if there were no
kits at all. Medical personnel in some areas reported an apparent relationship
between the introduction of UNICEF kits and an increase in cases of neonatal 
tetanus. 

Definition of High Risk 

In general, the standard WHO recommendations that women in certain categories bereferred to the hospital for delivery have been followed in the training programs. Some
of the categories, such as the referral of twins, breeches and transverse lie, are clearly 
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appropriate. However, some of the recommendations are unrealistic and inappropriate
for the current situation in Guatemala and need to be re-evaluated. For example, there 
is little justification/evidence that the blanket recommendation that all primigravidas 
and multigravidas be referred for hospital delivery is appropriaic/realistic, given the 
fears of hospitalization and the geographical, transportation and medical back-up
situation in Guatemala. Advocating practices that are unnecessary/unrealistic fosters 
lack of credibility in the TBAs/community and decreases the probability that critical 
cases (such as transverse lie) will be referred for medical intervention. 

B. Expanded Role 

The 1988 MOH/MCH report on TBA Training and In-service Activities states that one 
of its four major objectives is, "ForTBAs to educate members of the community on 
priority maternal/childhealth problems that have been identified by the MOH, andfor 
TBAs to carry out interventionsto reduce these problems." 

Two recent studies show that the TBA is a well-known and respected member of the 
community. Preliminary results of the AGES survey, conducted in 1988 in 6 indigenous
villages found: that the TBA was often mentioned as the person they thought could best 
teach natural family planning and care of mothers and infants; and the TBA was the 
person one should turn to if their were problems during a delivery. The INCAP KAP 
Survey found that over 80% of mothers know who the closest TBA is and that over 80% 
of mothers have had a TBA visit their home during the past year. This shows a contact 
rate with mothers that is 4 times higher than that of any other health worker. 

TBAs are an already established cadre of health "volunteers" performing a significant 
service in the communities in which they live. They are paid little, if anything for their 
services. Their advice on matters, especially related to maternal health, is usually
respected. Unlike other community based health workers/volunteers, which are 
artificially created, TBAs have already been "chosen" by families in the community. 

In a number of developing countries TBAs are utilized successfully in an expanded role 
te promote health education mnid to carry out child survival activities in the community.
In Guatemala, a number of health professionals stated that TBAs had made significant
contributions in their areas in promoting vaccinations and participatiag in the 
vaccination campaign. In general however, TEAs in Guatemala have not been actively
utilized in an expanded role. Some reasons for this include: 

1.TBAs in most areas do not have a close working relationship with professional 
health staff. 

2. Many TBAs live in remote areas, do not speak Spanish, are illiterate and 
elderly and therefore considered "difficult to train." 

1 39 



3. TBAs are generally accustomed to working in isolation and traditionally see 
themselves in a very narrowly defined role (birth), not as a part of a larger
system. This is no' the case in many other countries, where TBAs are "healers",
often treating entire families for a variety of illnesses. 

The potential for an expanded role for TBAs in child survival/health promotion/health
education activities in Guatemala is real, however some basic prerequisites need to be 
met before this potential can be realized. These include: an improved relationship with 
the formal health care system; improved attitudes towards TBAs and greater recognition
of their importance in the health care system by health professionals; significantly
improved training materials/methodologies/progra ns and an improved system for 
supervision in the rural areas. For the foreseeable future, role expansion for TBAs will
probably be more successful if it continues in the direction of ORT, immunization and 
basic health promotion. 

TBA training programs should continue to include information about the importance of
child spacing for child survival, education about family spacing methods and encourage
TBAs to refer mothers for services. However, due to a number of cultural factors and 
the general situation with TBAs, it would probably be unwise, counter productive and
unrealistic and to attempt to involve them actively in family planning interventions at 
this time. 

C. Administrative Constraints 

1.Supervision 

Leedam, in her study of Traditional Birth Attendants, noted "...the institutions which 
claim success usually have good supervision, by enthusiastichealth workers who are 
supportive of the TBAs. Ahnost invariably the studies which show negative results cite as
the major cause for failure lack of supervision." One of the prominent features of the 
very successful PVO programs mentioned above is the very existence of this enthusiastic,
supportive supervision. The majority of TBAs practice in remote rural areas which 
makes supervision problematic. It is time-consuming and often expensive for the TBA 
to travel to the nearest health post and there is usually little incentive for her to do so. 
MOH health staff generally lack adequate resources, transportation and time to carry
out supervisory activities. The monthly meetings with TBAs which are supposed to be
conducted at all the health posts for the purposes of supervision, in-service education 
and reporting of births/high risk cases, often do not take place or are not well-attended 
by the TBAs. 

If the importance of working with TBAs is seen as a means for impacting on maternal
child mortality, as it rightly should, then the TBAs actions are only one half of the 
equation, the other half being the institutional response to the TBA referral. To our
knowledge, no one has studied that response, although the section on incentives and 
disincentives for referral above identifies a number of serious problems with it. 
Supervision of MOH management of high risk cases is also absent. 

40
 



2.Monitoring. 

Consistent, on-going monitoring is one of the most effective tools in the implementation
and management of any program. Ideally, monitoring should be seen as an integral part
of any program efforts and effective mechanisms to insure that the impact of 
interventions are measured are usually critical to the achievement of program goals.
Performance indicators, which permit the opportune identification of problems, need to 
be established. 

3.Evaluation. 

Despite almost 30 years of training by the MOH, to the consultants' knowledge no one 
has conducted an evaluation on the impact the training has had on TBA practice or on 
maternal/infant mortality and morbidity in spite of the fact that evaluation is 
consistently mentioned in Ministry training documents. This lack of evaluation is a 
critical gap in all of the training programs. 

4.Financing. 

All MOH TBA training is administered from the central level. There appear to be a 
number of significant problems at the management level related to the implementation
of TBA training. A universal complaint from the areas was that they wcre not able to 
plan for training because they never knew when the funds were going to be available. 
Funding, when it was available, was usually distributed on extremely short notice and at 
inconvenient times (holiday season when most staff were away). However, because the 
areas are required to spend funding almost immediately, most TBA training takes place 
on very short notice, with little time available for necessary program
development/planning.. In addition, although the MOH dictated that a certain number 
of TBAs in a given area be trained, funding and materials were available for only a 
small percentage of that number. A common complaint was that the TBAs did not 
receive c.,'en their promised daily expense stipend or delivery kits. 

IV. MAJOR FINDINGS 

1. 	 The TBA is the major provider of health care for women in Guatemala. She 
delivers at least 60% of all babies in the country, over 90% in some areas, and is 
the primary provider of prenatal care. As mortality from diarrheal and other 
infectious diseases declines in response to current child survival programs, a much 
larger portion of infant mortality will be seen in the neonatal period (as in 
Ecuador, for exa)mple), where improved prenatal and delivery care can have a 
significant impact. The GOG recognizes that because of its limited capacity, both 
now and in the foreseeable future, the traditional midwife will continue to be the 
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prime provider of obstetric care. Despite the significantrole that the TBA plays in 
the delivery of health care services, in general: 

The TBA receives little recognition and support for her contribution to the health 
care system in Guatemala. 

The TBA is not seen as a part of the health care team. 

2. 	 Inadequate attention has been paid to the training of effective trainers of TBAs. 
In general, the training courses do not use innovative, effective and appropriate
educational methodologies. There is a lack of effective training tools and 
materials. Much of the training content is ethnocentric, institutional based,
inaccurate and inappropriate for childbirth in the community. 

3. 	 There has been a total lack of investigation/evaluation of actual TBA practices,
their impact on maternal/infant mortality and morbidity and the impact TBA 
training has had on improving MCH outcomes. 

4. 	 There are several very exciting TBA initiatives curreny underway in Guatemala, 
one of the most significant being conducted by Dr. Barbara Schieber at INCAP in
the Quetzaltenango area, with technical assistance from Dr. Al Bartlett. This 
smal project is the most systenatic and comprehensive look at the knowledge,
attitudes and practices of TBAs, mothers and fathers and the present resp-cnse of
the referral system to the TBAs and their patients, ever carried out in 
Guatemala. Any development of future TBA programs should take full
advantage of this excellent project. The consultants are aware of several vital 
areas of Dr. Schieber's investigation for which funding is not currently available. 
These inclde: investigating each case of maternal mortality to better delineate
the true causes and the development and implementation of a model TBA
training program with the priority being the improvement of both TBA high risk 
case identification and referral and the MOH's actual response to those referrals. 

Another creative initiative is the one being funded by UNICFF in the Huehuetenango 
area, in a collaborative effort between the Maryknoll Mission. in Jacaltenango and the
MOH health district of San Antonio Huista. This will be the first organized effort by
the MOH to find a common ground upon which a TBA training program can be built,
which incorporates a full appreciation of traditional practices and beliefs and an 
appropriate utilization of modern techniques. 

The University of Francisco Marroquin has also developed an impressive community
health program, in which the TBA plays an integral part. This program is replicable and
could be expanded into additional areas of the country by other medical schools,
through the MOH or other NGOs. 
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V. RECOMMENDATIONS 

Given the lack of response to previous evaluations of the situation regarding TBAs in 
Guatemala, most of which have had excellent observations and recommendations 
(summarized in Annex G), the consultants believe that it is critical to view this 
document as one step in a process of change in this area, so vital to maternal/child 
health in Guatemala. The consultants strongly recommend that USAID give adequate 
attention to the continuation of this process, in collaboration with other agencies such as 
INCAP, UNICEF, PAHO, and UNFPA. 

We recommend that the next stage in the process of achieving the maximum potential of 
the TBA in promoting better care fGr mothers and infants in Guatemala be the 
implementation of a nafional workshop/seminar. This is an opportunity for Guatemala 
to go to the forefront in the development of strategies in the Safe Motherhood/Maternal 
Child Health and Nutrition Initiatives. The goal of the workshop would be to bring 
together a working gro-Lp of experts and professionals involved in TBA program design 
and implementation to. review appropriate prenatal and birthing practices, training
methodologies and cor:.tent; and to develop strategies for improving administrative 
support systems including supervision, program monitoring, evaluation, referral and 
logistical/financial support. Some or all portions of the work.iiop would be attended by: 
the Ob/Gyn Medical Society, the Ob/Gyn faculty of the medical and nursing schools, 
the faculty responsible for the medical school rural field experience, the MCH Division 
of the MOH, area health chiefs and nurses, the PVOs involved in TBA programs, and 
donor organizations sutlporting TBA activities. 

Obtaining co-sponsirshi, of the workshop with other donors would maximize its 
potential impact for revolutionizing the relationship between the traditional and modern 
maternal child health care systems to the benefit of the women and children of 
Guatemala. A suggested title for the workshop is "RespectingDiversity (cultural beliefs 
and practices), FindingCommon Ground" (the improved health of mothers and infants). 
The workshop should be seen as a mechanism for achieving the recommendations 
detailed below. 

For the purposes of discussion, we have divided the recommendations into 6 target 

areas: 

1. Institutional Development 

2. Training 

3. Health Education 

4. Inter-Agency Coordination 

5. Research/Evaluation 

43 



6. Other 

A. INSTITUTIONAL DEVELOPMENT 

1. A training course in working with the community should be developed and
incorporated into the pre-service training programs for all physicians and nurses. 

The course content should include: 

In-depth information on the number of TBAs in Guatemala and their important
role/contribution in the provision of health care to the population of Guatemala 
(eg; TBAs deliver the majority of babies and provide most of the prenatal care). 

Education on general skills and services provided by TBAs, with emphasis on the
fact that the role and performance of certain skills will necessarily vary depending
on the community's distance from health services, geographical and transportation
difficulties, etc. 

Emphasis on the importance of respecting cultural practices and belief systems
when working with TBAs. For example, respect and sensitivity for indigenous
womens' need for protection of extreme modesty. 

The importance of community outreach. For exampie: understanding the .concept
that "the hospital/health post is NOT the community"; methods for building
relationships/support with community leaders. 

Training in effective communication and supervision skills. For example: positive
reinforcement instead of scolding to achieve desired modifications in
behavior/practices; the importance of including TBAs directly in the care of
patients which they refer to the health post/hospital (collaboration and 
demonstration) whenever possible. 

The development of an awareness that; "Western medicine" is simply one of manyhealth disciplines and is not necessarily the "best" or only effective methodology
for treating health conditions; institutional routines/practices are often not
appropriate nor feasible to implement in the community setting and in fact, they
may even cause severe harm when they replace traditional practices (eg; using
scissors, which are difficult to sterilize properly, to cut the umbilical cord instead 
of cauterizing it). Condemning and discouraging traditional practices, without
offe.-ing a reasonable alternative (eg; external version in areas where health
services are inaccessible) is a disservice to the community and fosters lack of 
confidence in the health care system. 
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Appropriate experience in the community with.TBAs should be provided if 
possible, as is being done at the Francisco Marroquin University Medical School 
program. 

2. An in-service educat in program in working with TBAs should be developed and 
conducted for all MOH personnel, using the guidelines outlined in recommendation #1. 

3. Mechanisms to improve the supervision and monitoring of both TBA practice and 
training impact on practices need to be improved. For example, the development of 
priority indicators which monitor TBA practice such as the number and type of cases 
referred. 

4. The impact of TBA referral on reducing maternal/infant mortality depends on the 
appropriateness of the treatment of high risk cases by the health care system.
Recommendations for improving the high risk referral system include: 

Mechanisms to monitor MOH response to TBA referrals should be developed 
(eg; outcome indicators). 

The MOH norms for high risk should be analyzed and re-defined (eg;
recommendations for all women having their first babies delivering in the 
hospital). 

Priorities for high risk referral and care should be developed based on major 
causes of maternal/child morbidity and mortality (eg; transverse lie). 

The development of peer review committees to regularly review high risk case 
outcomes/management in each area should be a priority. Dr. Al Bartlett at 
INCAP, who is both a perinatologist and an epidemiologist with extensive public
health field experience, could provide technical assistance in coordinating this 
effort. 

B. TRAINING 

1. The TBA training course content should be re-evaluated and revised. This should 
include: 

A current review of the literature regarding "safe" obstetrical practice (eg; the 

safest position for delivery, safety of external version, etc.) 

The content of the training course should be reduced and prioritized. 

The course content needs to be re-evaluated in terms of: the setting in which the 
TBA practices; realistic expectations for change in practice taking cultural belief 
systems into account and the resources available to the TBA. 
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It is not necessarily feasible nor desirable to transfer institutional
routines/practices to the community setting. All procedures taught in the course
should be evaluated with this fact in mind. 

Abstract concepts should be eliminated from course content as much as possible.
Content should be redesigned to relate the practices/advice/behaviors beingtaught to the TBAs belief system and daily life. "Storytelling" as a methodology
for teaching and reinforcing course content should be used extensively in the 
training program. 

Any new course/content should be tested and evaluated in a pilot program before 
it is implemented on a national scale. 

2. The length and timing of the TBA training course should be modified. The trainingwould probably be significantly more effective if it were given in a series of shorter (eg;
1-5 days), i:-gular sessions over a period of time (eg; 6 mos. to 1 year). The current

MOH course length has a number of disadvantages which include:
 

* The TBAs are away from their homes/work for an extended period of time. 

The trainers are away from their usual work responsibilities for an extended 
period. 

The TBAs' absorptive capacity to acquire new knowledge and skills at one time is 
limited. 

It is difficult to maintain energy, interest and enthusiasm for course content on
the part of both the TBAs and the trainers for 15 consecutive days. 

3. The MOH TBA Training Manual for both trainers and TBAs should be revised. Therevision of the manual should include, among other things, drawings of mothers giving
birth in upright positions. The ASECSA M;anual for TBA training is culturally
appropriate and could be used as a model, with modifications. Field testing andvalidation of the redesigned manual should be carried out prior to publishing it.Adequate numbers of the new manuals should be published and distributed to all 
personnel involved in TBA training. 

4. Effective, in-expensive, locally made tools and materials for TBA training (eg; modelsfor demonstration, large culturally appropriate flip charts) should be developed. Thesematerials should be produced and distributed in adequate amounts to all health staff
involved in TBA supervision and training. 
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5.An in-service training program to train trainers of TBAs should be developed and 
given to all health personnel involved in TBA training. The program should include, for 
example: training in teaching persons with little or no education, innovative participatory 
training methodologies such as games and role playing and training in adapting teaching 
content to rela.te to cultural belief systems. 

6. TBAs themselves should be responsible for conducting as much of the training as 
possible, in collaboration with health personnel. This has been a successful technique at 
the Maxena Clinic program in Santo Tomas La Union in Suchitepequez. Other effective 
innovative techniques, such as including TBAs' husbands in the training (this has been 
done successfully in the San Marcos area), should be explored and incorporated into the 
training programs. 

C. HEALTH EDUCATION 

1. Program efforts to educate families in the community on safe birthing practices, the 
dangers of using IM oxytocin, the health benefits of prenatal care and child survival 
interventions (eg; immunizations. ORT) should be expanded. This could be 
accomplished by targeting areas served by health posts using community health 
workers/volunteers, church groups, mothers groups, medical and nursing staff/students. 
Health education activities could be coordinated and expanded through the PVOs. 

2. The feasibility of u,ing social marketing (eg; HealthCom) to promote education in the 
areas mentioned above should be evaluated. 

D. INTER-AGENCY COORDINATION 

1. Efforts should be made to improve inter-agency coordination in the development and 
implementation of TBA initiatives. Resource and information sharing could be 
improved by the formation of a working committee with representatives from all 
organizations involved in TBA activities. The TBA workshop could be an effective 
forum for beginning the process of improving inter-agency communication. 

2. The formation of a national midwife association should be explored. 

3. USAID should consider supporting the creation of a national PVO which would be 
responsible for the coordination of TBA activities. 

E. RESEARCH/EVALUATION 

1.The lack of any evaluation on the effectiveness and impact of TBA training has been a 
major gap. Evaluation and monitoring of TBA training and supervision should be an 
integral part of any future training activities. 
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2. Increased research should be supported in the following areas: 

TBA practices in the community and their relationship to maternal/infant 
mortality and morbidity. 

The major causes of maternal/infant mortality and morbidity in Guatemala, with 
an emphasis on the neonatal and perinatal periods. 

The relationship of prenatal care with improved outcomes (what specific prenatal
interventions and why). 

The impact of TBA training on changes in practice and maternal/infant mortality 
and morbidity. 

An evaluation of the standard protocols and medical management of high risk 
cases. 

3. USAID should consider increased support for Dr. Barbara Schieber's project in
Quetzaltenango and a follow-on project to Dr. Al Bartlett's study. These projects have
the potential to impact significantly on the reduction of maternal/infant mortality and 
morbidity in Guatemala. 

4..Further investigation of TBA practices in the Ladino community should be 
considered. 

E. OTHER 

1. The UNICEF delivery kits should be replaced with a locally made alternative. This is 
discussed in depth in section 5 f. of the document. 

2. Methods for stopping the sale of IM oxytocin in pharmacies should be explored on 
both the local and national level. The sale of this drug appears to be increasing and its
inappropriate use constitutes a grave danger to the health of mothers and infants in 
Guatemala. 
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SOOPE OF W'ORK
 

I. Objective 

To provide USAID/Guatemala with a "state-of-the-art" assessment 
of camunity-based health workers (CBtW) and in particular, the 
traditional birth attendant (TBA), and their potential use in health
 
care delivery programs.
 

II. Background 

Guatemala has a remarkably rich experience with CBFU's 
including the program of Rural Health Technicians (Tcnicos de Salud 
Rural) which is unique to Guatemala, rural health promoters, 
volunteers of various descriptions, traditional birth attendants, 
traditional healers, patent medicine salesmen and the paid auxiliary 
nurse who works at the lowest level of the official health system, 
the Health Post. There have been several operational research 
efforts to test the usefulness of various approaches to health care 
delivery using this level of worker, notably SINAPS, PPINAPS and the 
"Patulul Project." Sae very interesting studies and evaluations 
have been carried cut of isolated dimensions of the work of some of 
the CBI'*s, including a recent look at the effectiveness of patent 
medicine salesmen (rMS) in communicating child survival and family 
planning messages to the semi-literate, traditional rural population 
of Guatemala.
 

As an AID "Child Survival Emphasis Country", Guatemala will 
continue to receive financing for assistance in improving health 
status in general, and of children under five years qf age in 

toparticular. Most recently, USAID approved a three-year extension 
the family planrning program.which included tentative earmarking of 
funds for developing activities in the Ministry of Health which 
revolve around reducing risks involved in the birth process. A key 
figure in this program is expected to be the traditional birth 
attendant (TBA).
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Quoting from the Project Paper Supplement: 

"Reducing reproductive risk is a priority for this component. 
Worldwide, mortality risks for mother and child are highest 
after four births, when births are spaced less than two years 
apart, or when the mother is under age 18 or over 35. High 
parity and inadequate spacing interact synergistically to 
increase risk. All of these factors are common in Guatemala. 

The 1n10H recognizes that the .TBA's provide the majority of 
pre-natal and delivery care in Guatemala, but that training and 
minimal equipment are required to improve delivery techniques 
and for the detection and referral of high risk pregnancies. 

The nature and extent of MOH activity financed by the. Project 
in the area of traiing of TBA's will be determined by a. 
careful, "state-of-the-art" study of existing knowledge and 
experience in this area in Guatemala. The study to be financed 
from non-Project funds, wilI take place in the Fall of 1988 and 
will lay the basis for preparing and scheduling MOH training 
activities, as well as further studies to be undertaken by AGES 
(another agency receiving financial assistance under the fawily 
planning project). Tentatively, the overall plan includes: 
900 auxiliary nurses trained in reproductive risk management, 
and equipped with appropriate training materials and ThA kits. 
These auxiliary nurses,, in turn, will identify and train an 
average of four TBA's each in basic principles of asepsis, the 
use of the kits, and detection and referral of high risk 
pregnancies and improved pre-and post-natal maternal health 
care. In order to effectively reduce maternal risk while 
establishing an on-going relationship between the auxiliary 
nurse and the TBA, the Project will coordinate with LINFPA in 
the provision of iron supplements for distribution by the 
auxiliary nurses through t.' TBA's to their patients. These 
incentives, combined with progressive improvements in the tMH 
reproductive health referral system, significantly enhance the 
probability of success.in this outreach effort. 

Although contraceptive distribution is not expected to form an 
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important part of the TBA's activities, the improved 
relationship between the formal and informal health sector 
should lead to greater awareness of contraceptive alternatives 
and their availability at different levels of MOH facilities." 

Thus, the TBA would seem to be an important potential resource for 
delivering health services to mothers and their children, in 
culturally acceptable and cost-efficient ways. The study financed 
by funds earmarked by this PIO/T will attempt to analyze the 
aggregate experience with TBA's and gather the information into one 
document'which will assist USAID/Guatemala in structuring assistance 
to this element of the health sector. 

II. Specific "Taks 

1. Carry out information gathering (includes literature searches, 
interviews of key informants, document reviews, interview of TBA's 
-.themselves, other donors, etc.) which leads to a definition of the 
scope and magnitude of the TBA human resources in Guatemala. 
Questions such as the following will be addressed: 

a. 4 Describe in detail their practice of midwifery in the 

onntity. 

b. How many are there and where are they located? 

c. Are there significant differences in the practice of 
midwifery among spanish speaking midwives and mayan speakers? 

d. What kinds of health tasks, in addition to the traditional 
birth assistance, do they carry out? 

e. Are they paid for the health tasks they perform, in 
addition to fees they may receive for assisting with the birth 
process?
 

f. bw was their recruitment, training and initial outfitting 
financed, if any? 
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2. ThrOugh the information gathering activities in (1)above,
 
address the following issues:
 

a. Effectiveness: Fbw effective are TBA's at what they do? 
Are there areas that'TBA's are less effective (by their own 
admission or generally accepted)? Are TBA's relatively more 
effective in some tasks than other "health change agents" in 
the comunity, ie. promoters, TSR's, pharmacists? Which health 
tasks? 

Can the TEa bridge the alleged "cultural barriers to acceptance
of health services" any more effectively than othr health 
wrkers? " 

b. ompetition: To what degree is t1here specialization among
traditional health practitioners in the Guatemalan community in 
terms of care of the newborn through the first year of life?
 
Does the degree of specialization reach a point of frank 
competition? Would competition be the result if TBA's received 
training on "care of the newborn and the infant?" Olmpetition 
with which "health change agents?" 

c. Voluntarism: Is it reasonable to expect'TPA's to devote 
significant amounts of time, outside of earning their fees for 
assisting in the birth process, in providing assistance, advice 
to mothers regarding the health of their newborn and infants? 

d. Incentives: Would the TBA view referral of "high risk 
births" to hospital or health centers as a disincentive to 

.participate 	in the M)H program, ie. lose a client to the formal 
health system? Is there any reason to believe that TBA's would 
accept M4)H's assertion that the system would "counter refer" 
normal deliveries from hospital to the TBA? 

3., 	 Discuss the relative advantages and disadvantages (technical,
socio-econcnic, cognitive, geographic, etc.)'of involving the 
TBA in delivering sane or all the child survival interventions,
including birth spacing, in Guatemala. (This discussion should 
.citeempirical data wherever possible.)
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4. 	 Review critically the experience of public, private and PVO's
in the training, employment, supervision of TBA's. 
The review
should comment on political and social advisability of USAID
support of these agencies in activities with the TBA.
 

5. 
Present a set of recommendations to USAID which will guide
decisions regarding resource allocation to activities which
promote involvement of TBA's in the Guatemalan health system.
 

These recommendations should b 
as specific and cperational as
possible, ie. not "strengthen the training of traditional
 
midwives" and rather, "increase the relative amots of
practical training for midwives in sterile technique for
 
cutting the umbilical cord, using locally available cutting

instruments."
 

The recanmexndations should clearly delineate the parameters of
the risks involved and the necessary prior .conditions to taking
a decision 'to fund a particular activity related to the TBA. 

III. 	Level of Effort
 

This 	assignment can be acccmplished by qualified consultants (as*
described below) in approximately 84 person-days, over 	"'-2calendarMonths with 6-day workweeks authorized. 

IV. 	Qualifications
 

The incumbents should have qualifications:
 

A. Chief of Party: Medical degree or advanced degree in
Medical Anthropology, Sociology or Public Health (DrPH, PhD,Masters), or related fields. He/she should have experience in thestudy of implementation of rural outreach health programs, ruralccumnity organization, introduction of Innovations in traditionalsocieties, preferably in Latin America. 
The incumbent should also

have FS-3 level or better in Spanish.
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B.* Medical Antopologist: Advanced degree inMedical 
Anthropology, Sociology or.Public Health (DrPH, PhD, Masters), or 
related fields. He/she should have experience in the study of 
o= ications in rural communities, introduction of Innovations in 
traditional societies, preferably in Latin America. Direct
 
experience in studying the role, function and activities of TBA's in 
Latin America is highly desirable. The incumbent should also have 
FS-3 level or better in Spanish.
 

C. Trainer: Advanced degree in Education, Sociology or Public 
Health (DrPH, PhD, Masters), or related fields. He/she should have 
experience in the design, implementation and evaluati6h'of training
 
programs for community based health workers destined f~r work in
 
rural comunities, preferably in Latin Aerica. The incumbent 
sould also have FS-3 level or better in Spanish.

I 

V. Term of Performance 

-. 	 The assignment should be carried, out during the.period 
September-October 1988. 
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APPENDIX B 

SCHEDULE AND LIST OF CONTACTS 

Monday, January 16
 
8am Met with Jayne Lyons, Population Liasion, USAID
 

Tuesday, January 17 
10am Met with Jayne Lyons, Population Liasion and John Massey, Health and Population Officer,USAID 

11am Met with Dr. Al Bartlett, Epidemiologist, Institute of Nutrition and Health for Central America and 
Panama (INCAP) 

lpm Met with Dr. Hernan Delgado, Director of Nutrition Division, INCAP 

2pm Met with Dr. Adan Montes, MCH Advisor/INCAP 

2:30pm Met with Dr. Maria Elena Claros, Educator, INCAP 

Wednesday, January 18
 
8am Met with Jayne Lyons, Population Liasion and John Massey, Health and Population Officer,USAID
 

2pm Met with Eugenia de Monterosa, Director of Asociacion Guatemalteca de Educacion Sexual (AGES) 

Thursday, January 19
 
10am Met with Miriam de Figueroa, Assistant Program Officer, UNICEF
 

11am Met with Cristina Martinez, Division de Recursos Humanos MSP 

Friday, January 20 

9am Met with Dr. Elena Hurtado, Anthropologist, INCAP 

2pm Met with Dr. Barbara Schieber, Research Epidemiologist, INCAP 

4:30 pm Met with Hedi Deman, Human Resources Division, INCAP 

Saturday, January 21 
4pm Met with Dr. Barbara Schieber, Research Epidemiologist, INCAP 

Sunday, January 22 
11am Met with John Massey, Health and Population Officer, USAID 

Monday, January 23 
10am Met with Dr. Noe Orellana, Dr. Alicia Ruano de La Cruz and Licenciada Marlin Elizabeth Paz Castillo,
Division Materno-Infantil (MCH Division), MSP 



11:30am Met with Jayne Lyons, Population Liasion and John Massey, Health and Population Officer, USAID 

2:30pr Met with Dr. Raul Rosenburg, Director of Family Planning, MOH and John Massey, Health and 
Population Officer, USAID 

Tuesday, January 24 
8:30am Field visit with Dr. Al Bartlett to Santa Maria de Jesus, Sacatepequez. Interviewed 3 TBAs, Dr. Carlos 
Morales, Field Investigator, Dr. Aida Mejicanos, Acting Field Investigator and Elizabeth de Rojo, Promotora. 

Wednesday, January 25
 
Reviewed documents and arranged field visits.
 

6pm Met with Dr. Johnny Long, Project Hope 

Thursday, January 26 
8am Field visit to San Juan, Sacatepequez to talk with Dr. Carlos Andrade, Director of Public Health Program, 
Francisco Marroquin University and observed a meeting with approximately 15 medical students and 55 TBAs 
from the area. Also visited 2 health posts and a birthing center in the area with Dr. Andrade and a medical 
student. 

Friday, January 27 
8:30 Met with Dr. Alfredo Juarez, Director, Asociacion de Servicios Comunitarios de Salud, (ASECSA), in 
Chimaltenango. 

Saturday, January 28
 
Reviewed documents.
 

Sunday, January 29
 
Travel to Panahachel.
 

Monday, January 30
 
9am Travel to Santiago Atitlan to meet with Betsy Alexander, Program Coordinator, Project Concern
 
International (PCI) and PCI Team. Met with Dr. Angelica Bixcul, Director of Commiunity Health Program, PCI,
 
Leticia Toj de Mendez, Assistant Director of Community Health Program, PCI, and Betsy Alexander.
 

Tuesday, January 31
 
8am Met with Dr. Angelica Bixcul, Leticia Toj de Mendez and interviewed 2 TBAs trained in PCI Program, from
 
different towns, in their homes.
 

2pm Met with approximately 10 local PCI staff involved in training and community activities in the project area
 
where the TBAs are practicing.
 

Wednesday, February 1
 

8am Met with Leticia Toj de Mendez and a young, very active, TBA from the town of Santiago Atitlan.
 

9:30am Met with Betsy Alexander.
 

11:30 am Travel to Panahachel. 

3pm Met with Dr. Sapon, Jefe Interino de Area, Solola, MSP. 



Thursday, February 2 
9:30am Met with Dr. Juan Rolando Perez, Jefe de Area, and Silvia Eugenia Blanca, Trabajadora Social, Santa 
Cruz de Quiche, MSP. 

11am Met with Lucio Ernesto Sosa Cox, Enfermero de Distrito and Miriam Blanco, Enfermera Auxiliar, Puesto 
de Salud, Chicicastenango. 

2pm Travel to Quetzahenango. 

Friday, February 3 
9:30 am Met with Dr. Jorge Flores, Director, Guillermo Nowell, RN, Field Supervisor and Federico Motta, TSR,
Field Supervisor, Project Hope Guatemala. 

2:30 pm Met with Dr. Raul Cinchilla Jiminez, Jefe de Area and Licencia Clara Luz Varios, Quetzaltenango. 

Saturday, February 4 
Field visits in Quetzaltenango area with Dr. Barbara Schieber, and Dr. Carlos Gonzalo Gonzalez, INCAP. Met
with 3 TBAs from different areas, in their homes. One TBA had a maternity center, where she attends births,
in her home. 

Sunday, February 5
 
Met with Dr. Barbara Schieber and Dr. A' 9artlett, INCAP, in Quetzaltenango.
 

Monday, February 6
 
Field visits Quetzaltenango area.
 
8:30am Met with Dr. Sandra de Leon, Director, and Licencia Berna Leticia Barrios de Gonzalez, Health Post,
 
Ostuncalca
 

10am Met with Judith Mendez, TSR, Health Post, Chiquirichapa
 

11am Met with Licencia Maria Honestina Cajas, Health Post, San Martin
 

3pm Met with Dr. Mark Papania, Child Survival Fellow, Project Hope
 

Tuesday, February 7
 
Field visits San Marcos area. Met with Dr. Alma Soemia Chew, Jefe de Area, San Marcos.
 

7pm Met with Dr. Barbara Schieber in Quetzaltenango.
 

Wednesday, February 8
 
8am Travel to Totonicopan.
 
9:30am Met with Dr. Freddy Gonzales, Jefe de Area and Licencia Carolina de Luna, Enfermera de Area,
 
Totonicopan.
 

10:30am Travel to Huehuetenango.
 

2pm Met with Dr. Mario Mazariegos, Jefe de Area and Licencia Leonor Rodriguez, Enfermera de Area and

Sandra de Recinos, Enfermera de Distrito, San Pedro Necta, Huehuetenango.
 



Thursday, February 9
 

8am Travel to Jacaltenango, with stop in San Antonio Huista.
 

11am Met with Medico de Distrito and Lcda. Berta de Hernandez, San Antonio Huista.
 

1pr Met with Sister Jean Roberts, Maryknoll Hospital, Jacaltenango, Huehuetenango.
 

2:30pm Travel back to Huehuetenango.
 

Friday, February 10
 
8am Travel to Santo Tomas Union, Suchitepequez. Met with Dr. Hildebrando Carrillo and Juan Jose Ixcol,
 
Health Promoter, Maxena Clinic.
 

3pm Travel back to Guatemala City.
 

Saturday, February 11
 
Reviewed documents and began report.
 

Monday, February 13
 

9am Met with Lcda. Lucrecia Alegria, National Program Officer, UNFPA.
 

11am Met with Dr. Rene Salgado, Training Advisor, Management Sciences for Health.
 

2pm Met with Division of MCH, MOH staff.
 

Tuesday, February 14
 
11am Field visit to ASECSA in Chimaltenango to meet with Mateo Poz, Director of Preventive Health Programs,

Clnica Maxena in Santo Tomas La Union, Suchitepequez.
 

Report preparation.
 

Wednesday, February 15
 
Report preparation.
 

Thursday, February 16
 
9am Met with Barbara Jackson, Director of Health and Nutrition Programs, CARE, Guatemala.
 

Report preparation.
 

Friday, February 17
 

10:30 Met with Liliana Ayalde, Chief, Human Resources Division, USAID/Guatemala 

12pm Met with Dr. Alberto Viau, Guatemalan Academy of Sciences 

Report preparation. 

Saturday, February 18 
Report preparation. 



Sunday, February 19 
Report preparation. 

Monday, February 20 
Report preparation. 

2pm Met with Jayne Lyons, USAID. Draft report submitted. 
Tuesday, February 21 
9am Seminar conducted by consultants for representatives from organizations

from throughout country who are working with TBAs. List of participants: 

Leticia Toj Umul PCI
 
Al D :tlett INCAP
 
Guillermo Nowell Project Hope

Eugenia Monterroso AGES
 
Gloria Corpin de Hernandez AGES 
Dunia Miranda AGES
 
Maria Angelica Bixcul PCI
 
Betsy Alexander PCI
 
Cristina Martinez Recursos Humanos
 
Jayne Lyons USAID
 
Eliana Arias UNICEF
 
Barbara Schieber INCAP
 
Nellie Mendez MOH/MCH Division
 
Rene Salgado MSH
 

2pm Met with Dr. Baudilio Lopez, USAID 

5:30 	pm Met with Dr. Carlos Andrade, Director of Public Health Program, 
Francisco Marroquin University 

Wednesday, February 21
 
Report preparation.
 

3pm Met with Melody Trott, INCAP Project Liasion, USAID. 

Thursday, February 22 
Report preparation. 

3pm Submitted Conclusions and Recommendations to Jayne Lyons, USAID. 

Friday, February 23 
Report preparation. 

Saturday, February 24 
Report preparation. 

Sunday, February 25 
Report preparation. 

Monday, February 26 
End of assignment. 
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APPENDIX E 

ACRONYMS 

AGES Asociacion Guatemalteco de Educacion Sexual 

AID Agency for International Development (Washington) 

APROFAM Asociacion Pro Familia (IPPF affiliate) 

ARI Acute Respiratory Infection 

ASECSA Asociacion de Servicios Communitarios de Salud 

CBHW Community Based Health Worker 

CS Child Survival 

EPI Expanded Program in Immunization 

GOG Government of Guatemala 

INCAP Instituto Nutricional de Centro America y Panama 

KAP Knowledge, Attitudes and Practices 

MCH Maternal and Child Health 

MOH Ministry of Health 

ORT Oral Rehydration Therapy 

PCI Project Concern International 

PRINAPS Programa de Investigacion de Adiestramiento del Promotor Rural 

SINAPS Sistema Integrado de Nutricion y Atencion Primaria de Salud 

TBA Traditional Birth Attendent (comadrona) 

UNICEF United Nations Childrens Fund 

USAID United States Agency for International Development 
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APPENDIX G 

SUMMARY OF PREVIOUS EVALUATION RECOMMENDATIONS 

1. Harrison, 1977 

That support be provided to carrying out innovations in training strategies
and content. Support should be provided to training of supervisors and 
trainers, program evaluation, restructuring the curriculum and/or pilot
training projects in remote areas. 

Impact evaluation of the training program, especially looking at the 
differences in utilization of the trained and untrained midwives by the 
population. 

That two seperate courses be developed. One clinic-based for TBAs near
the health centers and hospitals and the second for TBAs in remote areas 
who really have life and death situations in their hands. 

That the sequence of training be changed to emphasize the most important
concepts first, thus assuring maximum benefit for the considerable 
proportion of TBAs that never finish the course. 

That the philosophy of the training be changed requiring the acceptance of 
the idea that modern and traditional medicine are not mutually exclusive. 

Evaluation of the potential harm and benefit of traditional practices.
Evaluation of the impact of the trained TBA on her practice. 

2. Reyes, 1983 

That the insufficiently developed components of the training system, i.e.,
evaluation methodologies and a training information system, should be 
developed as soon as possible. Full inplementation of the 
supervision/information system should be given top priority. 

A training management plan must be developed concurrently with a 
revised and detailed program implementation plan. Training should be 
decentralized in accordance with the systems management plan. 

Evalution methodologies should be given priority. Particularly important 
are methods for pretesting, interview progress testing and post testing the 
mastery of key learning points for community-level personnel. A training
information system must be established. This should include a good 



registry of courses, trainees and their performance levels and the 
effectiveness of the trainers themselves. The training information system 
should be linked with the supervision/information system. 

A simplified training guide should be developed for the auxiliaries. It 
should focus on essential teaching points and skills to be practiced by the 
trainee and should provide the trainee with specific learning experiences
designed to teach the point or skill. Concomitantly, effective measurement 
techniques for assessing comadrona learning must be developed. Based on 
training evaluation and supervisory follow-up, the curriculum for 
comadronas should be reviewed, possibly narrowed, and made more 
specific to essential skills. 

Training of the auxiliaries as trainers should be carried out, upgrading 
their skills and tiaining should be less didactic and more experience
centered and 	participatory. 

3. MOH, 	August, 1985 TBA Workshop/Seminar 

"...implica considerarla como un ser que posee todo un rico bagaje 
caracterizado por su propia escala de valores, sus creencias, costumbres y
practicas, razon por la cual se enfatizo que es prioritario conocer 
profundametit su quehacer lo cual significa sumergirse en esa riqueza." 

Accept and truely and formally incorporate the TBA within the health 
services. 

Establish adequate coordination with the Division of Human Resources 
and with the professional schools in training activities at all levels. 

Conduct participative and interdisciplinary midwife planning activities. 

Identify TBA 	training needs, i.e. her occupational profile. 

•Effect a change in attitude at all levels of the health care system towards 
the practices and actions of the TBA. 

a 	 Train institutional personnel in the training methodologies and techniques, 
with a community participation focus. 

Create those conditions which will stimulate and support the activities of 
the TBA. 

a 	 In general, the Health services impose their programs and rarely take into 
account those aspects of the TBAs own system of beliefs and values. 
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Precsenkocio'
 
Es+e follelo coniienn conocitmtelo sc4bre e!embayrazo, el pan4o, el
 

post-parto y Qiros 4emcis de lintes parq o mrodre I el niii~o 3 
iock pyepCrTQclo 
paro vefovzay IQS P.%peyiencios y los coiiocimerdos dlel pyornoto' de saludy 
dle ICI comadiora 5~ 9luenes cumpleri un seTVIC1o 3rcnde y crmpilt ca t 
comunidadc. Esie. seyvicio e~icqe muchc Yesponscibilickod e ini~e-fe5 poT 105 
dlemas aMOT Ct la vidci I conocdinvienjo cf M pctia scilbey que' hcicey~' 
como hoceilo pctrci COrdribwr cq urno vidla sano

Conve-ytiise en macire, en~ IQ vida dle loda mujey 
 es muy impaodante 
Eniender y aptecicu lo vicla y diqnidlad die lodo go.isono es 

** 

mu'1 
nece sari o..LconoceT el cuerpo lWflnQrno I co'mo f'uncioria es normal 
necesario ...- Coniiuiy al desartollo dlel PTocJTCtrna Mof erno Infontil 
ec3+ablecido en nueskT- pafts es una -fesponsabiidocd... 

Poy *odas esias yozones se hq preparadlo esl-e folleio3, +entencdo coma 
qulq el follelo Mateyfnolnfani1 dlel Pyoqram* de Pyoniatwes cde
l-uehue-ierinq-o yj rescimen dle alraS librOca.
 

La MejoT S(Xt!S~acctofl es que e follelio se eriendao, 
 se use yque lo 
comunidad qiconce mejoyes beneficios. 

Atentomente . A5 EC 5 CWi~riaI+enanqio A,94'1 
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.Q~ees un 1 
Lo m~o soiN de cdiferen~e famo, 

peso 'j coloy - es+can dcieju-iero:
encimla) de-bajo, deniro 3 5uicios 
COIqC3CXOS, COrrienclo y~ SQ1lcncdo. 

Lais mama's los adolan,5 Vermocso Mjoae loso
tolevan) lo5 aciu(4s Iris desconocen yj el cielo, Jos pyo1feje. 

Un nifia es la ve-cioci Con IQcayo SuclaIQody,k qC-0onet pelo alboyokodo I. to espefonz.o clel futu-to. 

Un nifio iene el hamblte de un caballoIc lo iges*im/n cle Lr
lyagc espodi Ij ta energlQ de uno bomba irnica, Icacu-fiosidad, de un galao, los pulmones die Un OradioT 1Q

irnqqiflQCdof de- un esc.'iior, la timidez~ de una vioi'eto
1c, auicicci de uno hom~oa die QCerOy el en~uslasmo de 
un juque e. 
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2% es 'n Wiho 

Les enconrcm los cdulces) ka.s noajcQS,%is 
5leucis, las ldninas el chico, de los 'vecinos,el carnpo3 el agua, ?a animoiles 9yafdesti
papa" los iTenes I~ los ciornincgos. 

Mj~1\\Ilao le custan las vi's1tas3 le doctyina, Ici 
~escuec~ bo sin tcdmincis, las Vecc'iones 

-deA 
-

mustQ kos aiulto-s I la~ hoyci de 

Nadiie s~e levocnko fan +emprcino.,
ni se sientci cx comey fan joyte. 

- liodie puede~rneeTse en el bolsillo 

CQcne~ ' to eeoev i 3Bufrt-oyl 

mdcw3o~ conm IbsCnnfuno usyed leqa Q usedpude a 
peitspce lnas 'hvTAorninOflcas pe u-d eiaos, IQ 

Nedechmeciide uo Cmo , polono tedmaqchasoc 

cac'en paio mamdeI Su noi "cct 

j~~~~)I'~i ees. unnino .. Quehia hecho usled par i?. 



dQu4 es un jovern 
I-lace alqunc, aijos el-a niiio3 dentro d.e poco

LV / 'Q Un aclulia, Pero po-f alhorfcx comno joven no 
tiene lat resonscbil idadcicel aclulto y no hai
ercliio complei-amenle su fcandafq ahorale llqrnc, lai o~ercio'n el ofro sexo3 le gusto 65er)no le gusta poy no compyendeT I se. escapcicle lqs norrnas fa-MiliaTes 

Cuando usled lleq ccinzado ycleses peronzado
de la joinodaq del dfa - no 5iempye seraIC 
VCIri'ra ma'icci que alivra Il Situcio'h5 51no
mucA-has \Ieces . do a tivo al otro clisios 
Q 05spoCies 'flos padres a el. 

SQup- 'SOn el HI-f ~~e y la Mujey ?* 

El h=6~e, 11\amuje'r no son r-onIYcQiOS sino CornIpe~ra
ji Por eso no cp- hciloIciY del ofTro se(o, Como e-1 seym a uesAo sinoComo el Sewo Corn pemen+cirio3 en Te quienr'es Paxisilya -fespeko yesinac '3obe to u= vale Coda quien I cie to cjue e~s ccipazde dar.T 



L~a mujeyr es~ s~ome~ica por el Viombye -- el pcache, ek 
VileTmano P-eleposo. poy eso ficto cle haicev diel h--JoComo Ui re lejo del hornbre leal qmovoso clue nio
iiene 1 10 Mlcrl'a, lleganclo d1ia eT iqual clue su padre. 
A ta V-ii la hvaici de IQmisma mqnera clue ella fug
cyiada- De esl-e rnodo se min-ene el modelo de. hombye 
que la mujer misma Gyuci a cvear. 

Phr0 creciT al ntaevo 6im~ye es necesaTio que to muj'ey 

$60lo cuando ella se estima,se apreci serd lodci conaprecio3 estirna y respeto. 



Pora lograt la igualclai y lo cornple menlaorio de kcombyre.' M'u~el es necesoyi Ccgui~craf tadoas Is folrncs de cdesigualcicc cjQQ P-1ni~o riui viven cdesde
peqluenos. '~la 


LPam eso suqeimo; aralizar poa1e POT podfe et 'icuiente cuadro:-

Aclividades Ferneninas Aciiviciocies Masculin~cs. 
A. Juegcrn con muifieccis. A, 'Juecjas con cWrefijs I cajo e~2. jue qan a] *I familiq .	 2. JLueq 15 -e escon dite ycompe enc'ia-3. 5 ihal posibilicloci eshudian. 	 3.Socido\ o becaqu 
4. 	Ad ierrninay las ±otyeos de lct escuelci 3 se tucijce.t,koslepo u
 

oycin Q Cocincy. efd
 
5.Siven y obedecen ct Viombye. 	 4- Aerminay las fc3yeqs d~e to escuelca5. Spuecien 	 t-r Qjucqcr I d~es cdnzo.(0. No hacen compefencia. 	 5.Monoca~la myjey a que los Csjlvaf.3. Son mnodye y camos d~e casi. 1b. Nacen compe+encic.V.- Soisfacen ct los hombreea. 7- SBon proveedores I ipyo-'ecio'es.9. Son cdrcivcts y sin defenso~. %.Son complacidos poy tct rnjey.Io. Ge les pocc3a menos s~ irobajo. 9. Son fueytes \f podceyo-os. 

.10. Cie les Poqa3 mejoT. 
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-1 go 

Ou4 quieyp- decir Mcaenolnfcrniil. 
- Quiere decitr MVadre e Hip -. 
- s unpf~oqromp d~e SBalud del pa is que se dedica a olender alli~to I a adye. pu~o mejorar SU. estodo de scilud, pue;s ac~ualmen~etnueyefn m V&os nifios an+es de uritv oi,15rp-n I las mcudre Sufrendesni-icion mucnai dij'c a a pa, yaa
Voyros pyobiemas' despues de oi en.aylde 




7 Los hare~s del Cu4erpo dle lcx Muje'r cjue A1 udacn a Ica Tormac*"l dl 
Nihio se Huan: ORGANOS iE-RbfUCQRE5 FEMENINO;10 

Se ivdeQ ds~Externos ode Afuera Infernos o dle Ade,-)tro. 

Trompcus de Falopio 

Labjo Menor v~c
 

Labia MVay9or :~t LLOr
 
Hi,rnen V49inct Oaii
 

'PnncCuello 	 a Cevviz QOnt 

Labios 	Menores: Culpren la, obertura vaginial y IQ Ovulo., la semill1a cjue crece fparol forrrir el nuevo
OberiuYQ uylQTa por deniro. 5 . 

Lob 6 MPl 0 ores -cubren la, aberfUra voqinaI) Iqt Ovorio: 06 r~cino donde se faymcin los 6vulos. 
o6V,,u. o l~o oe.Trompa Fiioi dleToto , : Canales 0 cazmifo par donde'-Irtoris: Pode muy sen'3i~e de lo niujerj en el 'paso el 6vtJIo poYQ flegar ol Lero. 

elee.Uhohbr e +ero oDMa+Yiz~-. 'ano vacio en forra 8e, perqt
L~rtr:nir I aed~oVaIn I invertidasi~ 	 e cI'rs 1 donde crece e(n'i5o derG ues de (qpoy acjul sale la oyinci. concepciobn, mide 5olo 7cenftrersdeIro

Cuqci n hay embarazo-se comunc4Cf
W4imef: 	membranax delqodc y en ciiq unos casos YMO en-'Ias -fycpasd e IQ pie de cmbc 

fiTme.3cue cterra h' patt IQ en roda a Ios y/ con la \'ag n ci parfe de obajo.
Oy9cinos de ad eniro dle la mujep ec tener 

forma de anillo o mediql lunat I deja snbi Ia Vagina: 0'rgano enf4-mrg dle +u~,o, sinie deTdsMenS+TuaCiC1Or). elrcd alKi+' T.'Iqcu- enircin los5eOJskCJS 6r~cnos exiernos dle IQ muje'r es lo cque esfefmaqiozoide5 escly l(rue

se IIanomqam+ ien6*vulva ~dlhmb de amue a
aqw sqle eln1oal momnerdo ncicer. 



8 scihida de sanqve que norrnolm ene sucecle cada 21 a 50 

La "e oaMenStUacidn dicas y4ayca _:o5 daci. Es uno seicl de que ta nifia 
______________paso a mujer y puecde ya se-f madre.-

La matyi o 6tevo p epcurc Dl d'a de la ovulacdidn el arvulo
sunido~ ~ paaepdTC dle~ ~ ~~'t smlace Ic -mujer cae 


una nudvc c :RdUfa. los ovwviOS es reco~ido por 

las 4Yforpas dle faloplo q e 1o

Ilevan bacip ia mycxdvizes~'erando
a31o semilla del h-ombre parci
unlise (Ser fecundco). 

El 6vulo Ileaci a la matriz La mchfyz deshcoce el nido, 
sin enconirar la semilla del porque no bubo ernbamcizo 
hombre q esperrnatozoide emjbezao aj' ICI Tegq 114 
no Via siclo, f ecundado y da~idespueas de (a ovulaciohi. 
sale par la vagina. II_ 

Wasts di'05 se puedle come cle *odlo, se puede y es necescivia
Racfts diOriTQQnte. 

La +romeG de fcdo io si9 ue 
em p jando civlohcA 
IQ a-ciriz- espercin do ct Icz 
semilo -del hombre poyct
unirse Cser fecundador.) 

La mrnl. S'9uevaciandlo 
basc, queca lme 10 em i 
de nuevo Q piepara su nid 
parai el prxo"X mes. 

boficxse 0 lcqvavse las 



El Flulo Mucoso: como in de ovulcaci~nr9
 
%Cu 0clsale IQ semilla de su lugar prc paj~c'v'se c IczTyom a cieTctlopia se llamaI
 

- Alprinci p'o Iq mujey Slente uecjo descipa'rece esa 
Seco en los pciyede -ofuerQ sequedadla muje Geen+e(exfernos). En esios &cts Se o0ohi'irredaen q)u'6 parfes, 

-
4 iene felaciones eGe Se~uiis ievisq anies dle arirlc, 
no qyemoqzo ofno rap 0mucoso,) evanianclo 

53haeflujo fUCOSO cjue ~n L4) p Cj con el puljary ye
Qilcue1 la vido dpM dedo fnclice lo encuienifQ(Defe'r-molb0zoide. espeso y pc)blanco o omor 90ento,

[emo no el'tc0 no coue, esio es '3et d e 
djs fertiles) e!5 cjbbl'ue- las relaciones 
Sexuoles resuilen en embafazo o concepcidn. 

-Despu's aunienala % .m- to sebo1.. p T io, m ca segurci*clafddde exIM deCio de lo ovu' aci6n es -. el flujo(:
Sejiolondo el +iempo eat4ees m-uy clao Se fiuecde
la ovulocidn clue ;e ocerco, es -esfircu ba~como cdai-Q 

frnas bino ooeltc r6 de huevo resbaloso, pue'de
C1(y er (db~oo),e UI n b o os da s -peM6 rlob. 1AcjuioS

ebc;'e zoecY a.Auio,
1 ua ur'o o ido di'a oe 

refcioes exulesYesitaCys~oosoelu"Hmo iq e ecid lubricio-e12n ermbar(OZO, porgue 5e prlnala \a4 e e P-. cl' Ocbre rdqe es eicide 
espermotozolde. maiofeytiliclad.eesedcie 

La bajadla del f lujo M ucoSo es la base del mefodo de 'Planif icaC(io'n 

familiaor IlamaOCI: Me"I O de la Ovu ./ I~ 
ParO mayor Corn recsln de es4e m~toc se recomienda, que Ici mujer oaoserve- eslef 'ujo desde cjue 'tiene IQ primera mens~rucijcnE flu-jo bajt enfie Lunq Tnensfruccio'n y ci. 



____ 

10 
La mujer debe aprender a reconocer su dcz~s HOtMM~OS y S~E COS. caxdQ mujeres difeyent.
La madye iieua +iene sues 4xempos feikiles ohL',mectos ysus fiempos secos. La se mgilqbrotQ CUando esici' sembrido en +ierva hu"meda ycucando apcaientcx estarT seca pero poydeba,> esiQ hi6meda. Lo misrno sucede, con to mnujer. 

de~ao- eo~ pueeoquedar embcazad 
 ecao-c va~ ecar no d usdeIxe 

%10hayntio- si hiy cnfacoesewual. viene niio. a mewlyucclaon 

4 12 3145 6 7 819 1 12 3415 6 71B9 ]IJI3 ' 
dis- ser-os dfias hdlmedos o.f'e'iles con fkjod~as Gecos pued ho- rre~blane, rncls cdcildu lta~ spuede k6ebcAl-e 

ernbavcaza. 



Las Par+es del Cuerpo del Nombye que Ayuclon a i-: Formao'n det Nino 1 
se Joant Ok?AON REPRODUCTRES
dividen en dlost MASCU tNslos~ crrcanos seInfernos o ce Adentro Mx errio5 o de fAfuerd 

conducfo 

4owper 

Ure+ya pd'im 

afndlula FRosfaO{Ica: eslo" debaj de la vej~ciaIcluroinle Ini relacidn sex(uci esl- Iocioula se
c0i,Cr ro, c(aqega al Semien sLus propici 
L'sic~r CQ.A veces en Seic!wes 9randesek ~In~la 5e agraxndo yno peTM14 e Mior,r 
Conducto Deferente: l1evar) loshespernmQ-fo7zoteS
o semnillas del bombre del Iesthculo bacto cfuera, 

pasado~urerq.Gkinde:or 

GlcncLAla dle Cowpey: iiene el faooio de
.riof esli al lodo de Ica uretro) obcjo, de loi 

U' 


Piui'radu1Q pyos{6ficq prodlu-e un 1hcuci clayo
peqajoso cintes Ie' IQeyq a on 


Epidchcimoo: esian cotocclos arriba dle 
 los
testrculos. Son +ubII05~en f'rina cie espircil *que-cLw'ydlan los esperrnc--ozoides has+q que hatya
relacion sexual y calen o roon Yetbsoyvidlos 

por los tesf(culos.lsfstcls


Uretrat es un Iubd0 que esdcl deniro del
I ze poyall"' sale to oina 4e[ semen. 

'/S 

G1 aride 

esI I A
Ec TOfo 

ee.l 1v i obepr TiqPeelesvelhnbe UtfliO
haela relacion se-ycaI. CambarnL ~ nchnormalcduTante (a felacion -Sexual. Adlenfro

Se Qncueniro lcx uyehva 
es la punta del pene1, tiene 

muchcs +efrnnciones rneyviosois. Esfod
cubieyto por el pyepuclio. Cuancjo cjudotn el
pvepUcio Sie Iloa 6circuncidn'f. 
Tedi~Sculot es una jqnc~ulQ redondq en 
forma de huevo, produ-.en celulO5 I0cada15 
espermol-ozoides. 
$yq otj nu~1S06 tscu. eq pftj y eajev 

http:produ-.en


1 
As~ se Desarroila el Embrio~n Plostcz Anidar en Ja Pared diel Ufeyo 

~~5a 

0a2 
I-CLl Ovorto, suela un 6"Vulo. 32.El 6vulo es vecogicdo pay 10 Iromea) de foiopio.
-3 En lo iyornpo de Falopioc viegen ali encuenfy~o del 6'vulo millone-s de [Gpermalozo:des.4- Muchios Espeymna-Ioodes +rCdoan de enfTar en e( O-vulo pe 


Tbf6zd dividie'ndose Cada vez. ben-3cnos la trc--c de~z 8.,m 


d-iw reolizo oacp~nfcnain~p~' fecundoudo, pea 561 uno I~c 

T~i~ao ec~id a crcerc~ba et f o hoci0 el dfera,
Lsto Se HUGa AIDACiON de! HUEVO.

~.Se petgo an 'Iq pareci o Endornefii. El cndornelrfo P-6 
 Como urQ esponjo, Ilenci de Sanqrepreparodo pay el oirganisrno of '3uspendle- lai mens~ruacioin. 

LI .-!r,-bz: cornt enza can la con cepcip~n o -fecundac' 'n ol uni'ree unesto5 gorman N~uto y un esp(%rciozoideunn c-fluta o huevo, -s-fo c'eiuha o hue'jo es el oiqenndel fluevo ser humono:Upniaoel cue a[i racer esfa,(a foymrc~do de miltones te, ceIlubas.Al rmli odas las ce~luias sorli iquciles5 pero Eoco ai poco +ienen q~e hacer ictyec sesrecia.les,Ilqunos V~n ai fbfrmar la p-ei lel nuevo fl'ncj~ Otyosnervios elc.I los mU'SCUlos, olros el ceyebyo, 4oSros 
Eli niiio, se decorroila en el vien+ye de su ncidye dluTanfe nueve mesas.Los tres pyimnergs meses die desarrollo del fliflo se LIcimu:. EMBRIONDe [aos cucdryo ai los nueve mePases d e. cdeSaTY011 del nin-o se llama: FETO 



14 Desarrollo Emlor! onaylo 
A las Li Semanas - el Embrik n yce +iene uri pecjuefio cueTpo vedondo can cabeza y~ 
tronco. Empieza q formays~e el ceyebiro, IQ mniduko espirad, los hue so-gu e IQ 
P olejen. 1oS OJOS, 'los olt'cos. lai nairiz, Ios laboS ia LaroJ 10 carctnta le 

Slos 16tesirnos3 el Viigado I~ los iione'.ma
(? Alas 27 di'cxs empiezti a Ilii el oa'n 
wEl embrro'n mide 5 milrnI'etyos de, kaygo. 

A 	Ias P,Semanas -- ci s~e le locara (axs palmas de. (as mnanos 

yciEyya los puios. Si se le OCGa os pesioiias cierca los
jo.Comnienzat a formcnse iQas uiias Ijernpiezo apaiecey 

Cabello sobte la cabeza. ya se pueie diskineju'r %Ies 
nene o nena. El Yifion evnrziezq a socar oviria 

A las 42 S'-manas 

el1 	 embri-d'n mide la 
cenimetros de Iayco y 
pesa .4 Onza. Tiene cerwado 
los ojos, ya Comienza a 
rroverse 3 es~irQ sus biozos 
y piernas, mueve Ict cabeza, 

abeicier a, ).ctoi A I 2
 
Emnpieza a ~Q ls aquas
 
Q oriflay. Des"Pu~s dle los
 

.1?- Semanas se le llama:
 

A 	las lb Serricinas 

El feto mide 1%ceni'meiros de. lirgo y pesai 
5 onzas., Le scile joelo en todo el uerpo-
Empieza a eriduy-ce'rse saus huesos . La madre 
Comiernzo o Senii rnovimrnios: 

1a 	S~e disiiincjuP- cyamrin~e si es hombve a mrn. 

http:iione'.ma


15 Simnos Rrocile cLe L-mbaoQ7 Oq Signos S~on normciles. No son uncx enfermecid. 

'h" Una mujer puede ' ospechcir 
que es Qo embGCI~czodo cuando. 5-Gcanas' 8e ovirlc4' Q Coda 

I I-al-o esto en Jos pyimerQ5
A. N~o kimers~tuqcjc'n o vejlat. meses po~cgue eltfeyo 

eza.c:yec-e I ap'lcvdci 1o
.2. ov d, cazo.Veji2. de cab qq 

3- Tallo de hGrnlie 
14. Tiene mucho, CcinSancio sin YtQzOn. 

~6. M'a lesioT po la.ICrecen los pechos,
Ir % rnfou'nq e d o eznSG 

cimic, onen oscums, dq
vdmifo,layoocMufleo pr u hoymigue(+I mPo Ge ponen duyos. 

Signos ue compTUelon el em'bc*Tc1o: 

-. Crectimlento del urERO o
 
MATRiz, POT lo rn!SrO eI
 
abdomen tombien cyece. .ba(,dac de acjuc lechosci
 

pOv los pechos (.CaIDStTC). 
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3. A ayece una I'nea rnorena 4.A veces se o6scu-ece Io .Lo madye ,iuede senivMra obscura que el de Ici piel de la carQ "pacio" o sensocidn de rnovimien'o
piel, desde el ombligo cIoasmc. 
hasta el pubis o hueso 
S3liente del vienire. 

Los ue nos dicen que hay embarcazo sin5ignos de Certeza de EmbaYazo.. dudg Son a los s meses o mds 

Lte escuc-ha el ruido
de la placenta. 

?.5e escuchq f'oco fefcil o lAidos del 
Corazon del feto. Puede senfir sensacion
de movimiehjo y puede ser polpado porel que examina. 



Comunrnene, 9-1 em~ayuzo se diesairolla en forma normal. pero, para major 'seguyicicd 17 
clel nina y la mache. es impoR-tANTE EL CONTROL PgiOTL
Parci oyienkar nejG- a !a madye duya~n1e el ernbarazo. el prornotor Via de ten erclayidod que mcalstcares son nomalas y que' mcutestoyes Son peligro Ga'. 

La 	 SPeI'ora que desconoce fiene miecdo3 etimio-o pone \os mI's culos4 ensosg duyos Los mu-sculos duros yj+en,5os dan Iugor a dolor 
Falin 5res. POT el conficxio) Cuondo IQ sefforal +iene ortenfcxc.ion3
iflfoym-ocion)I Conocimienio, se sBien-e +Tqnicuila y no +?ene mucho dolor. 

Examen Flsico de jq Em-bacizacla 

A. 	En [a car~o es imprcinle examinaro la porTe de udenfro de Jos *4OTOS'"

Ioblos y encillais paraq ver su colo'r: S~i estcin Yosoicls esta

normal,31 Si es+adn P61idos indican cjue hay anemia. c~i es (3rcr-e enVTOTIQ

medico si es poco o [eve , aconsexczi1e Una buenct 61eO TiCCO enl 

01
 
\Weryo <)como V1jas ver~des, yerno de hueVO - Tambien ver el cc!ct die Icis uiias. 

Z. 	 iBusccrr cualquiey injfIamacio'n cjue puede kc16ey en 10 cciro. 

3. 	Ver si ha incbazcin. E-sio no es normaL) es lmporian~e QXptiCaT 0 	 Jo
Sefiora I4 pelicoso de esia poy ailuln veneno o io-Aina cue. oDLede.
 
cmAuoie pro~lemna maS c9rQve despue c. Envjeju al medico.
 



4P En lo boca yevisczr los dienfes, vev Si kycariesi picadufas .io 1eL~~krnfecch~n en los encdas, nflamnaciones. Apyovechando poTo Yevisar kq
qaT~9 an a. Es imnjooranie enviayla al den+istQ porcjue el nifio cque vierieY necesda muchos minetoles coma el calio de los dierites y eli no hay los 
comarci de Ia embarazadq I ella esfard' popensa a p rderlos o a 
que se le Qyrr'dnen.
Es imprtante que la seiiora aprenclo q cepillayse. 

5 TOS : Qveti 9 uor si es recienie o si )yo hoce mucho liempoo clue lo fiene. 
Gi es de mws de i5 dias enviavila a IQciClnica de los pulmones 
o a consuIto m~dica. 

6 ~~~~enos (pechos) : vey el l~io, e azieiS Clr C-sjrc 

lo madre sobye co"no debe limpic6selo5 I que no es necescirio cjue
Se los lave con jczbon yi que puede .usar -solo aqua.- Debe secciria 
bien 4ufifizar un buen sos~en, fiamb~en es inmportante ver como sonIDS pSones s . no esion inve~idcoro de ser as! ensenarle Qa omoidre 

P-u debe pjelizcarlos y donle nasajes Con los dedos, esiT "ncaolos 
ylr*ando de formar el pezon para qua pueda dar de memor 

a) flocer el niho. 

7 Eixaminay Rerncis yBrazost para buscar cualcjuier 
anormalidad, coma hinchazor) en toblllos I dedOS3 9cranos 
varices. 
La seijor +iene vadrices cuando +iene cus venas muty
sallodas y se cgueja de dolor. I),rc evitar mcis
Corn lk ~conos recomendcv a vo £eiaora que se ocuese 

*durw'h1e J5 mint~tos con los Piks en afo,33veces5 al dia. 



____________________________________ 

Mhrel aibdomen sin focaylo) sl el ernbayazo apRenas empieza no hobrd
8 ningu'n comblo, st t;ifle mas de 5 meses kcaj6a aumento do

icicinoy pJodri'an verse movimienos f eales I tiene. f or ma cle huavo.
 
Si'l forma del abdomen es cdiferente podTo ocumr l Ia3\uienie..
 
-si es Iargo y esfiec-ha puede penr~c cjue el f eio lien e- las joiernas


esfiracias.
 
-5Si 'hay aurnendo Woal dle Ic( mc~ti.7 hacio lo 69aro I~ Io ancho) se
 

puede p ensor en gemeloc3.
 
-5si el aiumenlo es har-la 65 lbados sospeckcir joosickr fyonsversoa.


Si el vienive -Ge ha Puesioane. clci
 
lo pie[ es clfaa op~a-mcaaqua.- Esio
 

Sucede mas en seijoras 3 ue h)an ientdo mu~chos
 
hijos. En las p~in;~cdvidas padri(Q indlicar 9ue. (a

cabezo del felo no puede pasaT p-or la peivis.
 

9Palpar oToccn el A6cJomen (J)alpacion) 
Des pue~s die miray el abdomen s~e pcilpa 0 Se tocct POTO cvertiguay el +iernpo
de embarozo pova ver en cjue posici6n eslad el nino o seat clue, parte del
 
cuerpo iiene CeTca de lo pelvis. La elvis es ef hue so poy donde sale


el iflo atl nacer. Lo noTMOI~es gue. ceca de la pelvLs esici' IcI

ccibecifci, peyo a veces +iene el homnbyo, los nalcqas o pies., en estos

Casos es pelitoso parci to mache el1 nifia.
 

Parci polpaw 0 ocair el c~domen ka1 clue 
Viacey y Tecoidcxy lto stuente -.
Mandlay a to seaiorq ai Oinof pa ra clue 
no esfe' Qurnen+ctndo el lamaiio d~el 
Abdomen. Acostar a IQi senorci conCr \aodfliai 

dobladaa-s paroi que af loje 10.5 mUsculo. del vientre 
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9-C 	 9-d 9-e 

Wo descubri a la sefoao 
Mas de lo necesario. 

Coliente 5us manos frof6ndols palpar suave con Io 1 ema. 
y pone'ndolas sobve el a punta de los dealos. 
abdomen de lq sejo'a un Ycafo. 

Maniobras de Leopo d.0 pasos paa vev c6mo esid colocado el niho en el Ofeo mate'rno.
Estas maniobyas son q y se pueden empezar a hacer a los (b meses de embayazo
o 21 Semanas. 

1-Primera 	 Maniobro: 
Se hqce pqyr averiqucir que po'tes del feto esfain atilbq 

.
en el fon"o del OeTc -
Paya 'hacey Io pimrnemc maniobra Yecuerde Io suiena e% 

A. Acuesie a Io senoro con los pids esf;iados, sin almo ada. 
2. "6vece f"enie y al lado clerecho de. 16 SOeiora 
3. Exfiendo Sus manos en Io poyfe aloldel abdomen de 

Iosenora, procurando dibujor al rniFo. 



* 2 -e~ unda Mantobra .. 	 e)-OJ (1 - 21-OISe. " e buscondo \os ladlos del utr ~e'~.I~Q 
dorso, (espalda) y pecquebas pacf es ly-a zos y pierr-as) del 
n'no 

Para la secyunda manilobra recuerde Io sic~uier~e-
A. Ma46n~ase de Pie' frene, I ciI lado cderechio de la Geiioyo 

a. acica los lodos clel '"'it-To boje 'Q,"s morios despacio I' Fociendo, 
Roco.('uerzo con lo yerna de los dedos. 

3. 	 De un lado 'enfira vorias paytes abtliadas~algo seporadas
entre, '31 cue. son 105 biazos Ios pie's. 

9el ofdo dal entyc un loul o cgrande. y parejo cque es c 

3-Tercerat Maniolorc. Se hnace para encordrar Jolcaboeza del 
flifio.- Se llama cle "peloteo~~porcjue al emru or lci cobezo veboto. 
Se recomiendoa hacerlo, con unat monoi pero IQ prodc+Ico V1 a
enseia'., clue hocerlo con Icis dos monos causa menos doIor C1I 
mache.-
Paro i a 6receya noniobora kaga 10 siguienie. 

qIp con cutdaooc,;in mucha fuefza, para evifay dolo-r. 
Q~cn encgcse fiente y de lado dereho de la seiOra. 

Con uno, o dos manos){ocjue tIa pa~~e boja del abdomen de IQ se-norq
Fnconlyrrd un bulro dwIO, reciondo coma pelofa, 9ue es IQ cabeza
del flino 
SEi no encueroc.el bulto dluro y !edlondo alif, es cjue est' en cifro lucgcw* 

S4- Cuartc, Maniobra;
Se hoce pa0T saber cuc~rdo k0 bado Ici cobezQ. del niflo oa 

~ora li ayfa maniobro 6ac90 lo siguj enfet 
- andco )a espadeta l cara de la ma dye, haga presl6ri con Jos 

ccwidod pelvica. 
-Pdngcise ol lado derechok de IQmodre.. 
?oytQ podef ver eI ado de enc arriienjo cmYtb-SG lacobeza deef~etq yoi nop ~elp- -es 'porg eQ baeien 	encgdo 
Si IQ cabeza del feilo e~ d moviI es pay 9ue~nohxPnqcco 

http:encueroc.el
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PRESENTACIO N:d, acueydo oalQ pqye clel fero que se coloca en Ia pet vis (patte 
por donde poa el feo at nqcey )S ha dsina pyesenltciones. 

Nifio en Pvesenlkcicn Cef cok 
Si el niio viene de cabeza se llama prese-niacm

Cefd licci. 
Generalmerdf lo ca6 eza se Viala dol~lado 
para odelante.de monerq jUe 10 baybiIla 
del nil'o descanscx sobve au pecho, ocuure 
en cqsi el q9*. de. IOS cxasos. Es unci 

pyeseniacfon nolOm( 


R, 

Nifioen PReseniacidn FPo'lica o de 
Si 5 niio viene de nalgas, se llama 'Resentcion 

Rxhlica. Una 66~e~a~n pod lica no -5ucede 
at frnal del em bayozo, debldo a cjue +odos los 
feo se volleon anfes del septimo mes. Lci 
pfrenfcacio*n nalgas sucece duyanfe los primefos 
m eses en casi 1c, mubad de los ni -pas Hcia,Zias 
posiciones cle nalgcas, peyo IQMdQS C~OM r es I 
5kquienie: Los pieyncts del rdifo dobiodas sobre
el abdomen con \cis Yodillas Yectas de mane rc 
que los dedos de, las pids tocan la carci Ij los
naiqas se piesenfain sobre Ict pelvis. Gi ocutye 

ue haqo to&edo acansejar a la modre 
ejerckios que es-kin en IQ pogina ihuienfe, sl no 
se volfeci el nijia I la macive tiene 7019 mP- .es 
de embcaycizo aconseJayle que voac all hospital!Cuando qmniezan los doi0ore s. 

http:odelante.de
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Como Puede Carnb~ivs~Icy 'Peeenfacion 

del NiWo cque viene senriado, yTarsversa 

4.Entre 6os ni~ios que nocen cdiaiamenie~q5 vienen
de cabeza, es el nacirniento nofmal),vncs -fdcil Pam 

la mach~e y -sequyo,paTo el flin-O-P de Hrrd~ro 2.Cuanclo descuboTirnos palpDando la rncfriz en efre sentaciton Tvcnversa 0 eHo~o s6 timo mes cque un nifio viena ienic~do LcleSi ef ni~o viene de liombios o oara'4esado nol qs o iyavesa do) debernos aconsejay a Iqse llama PresentacionTran~versa o:)de. MaC= cisiT Poneise de Yodilcis e'nclinoree con
Hombios, s! Iai seiiora +iene r~j u9meses la cabezq sobye los bitazol en el sueloj -quedawsede emba-rozo, acons5eja We que frafe de en esfa posici'odn por 10 minutos 2 vareS al cifC-',cambioT IQ posicidn dWIfiflO con los ->Es bueno +erie- una hora fija paya hacer elejercicbos qe estop at lado.- S ya no ejTccio pa-fa no olvdayse - 40 rninufos antes cie 
-e volfea Tnfliao, o Ia madye fiene q meses eje-u evzo' yio minulos ntes de cena.
oj de emboraZo, aconsejaTle que vajo at .. ) I-acey es~o ioc~os 
 los diqs ho~+a clue el rlifio seblospifoI cucindo empiezan los doloves ya ponqcQ. cobazao abajo - -oy'to menos '4 a(I Semancis.9ue 1iene que op eTCarse, st nose puede --4 Es 16 mi~srnc~j rosicio"n clue do" alivia at dolorMonti elict o el niho. Cousodo f3r c0nOYTanas o a Tices del cinoEn eslos casos umuchas veces 10 mahTIZ duyante el embarazo. 

se exf iende mos a los !odos yno ionto 4 S"se prefieye se puecie lo(t3r lo mi-srno 
POT delanle'. Al poipor Ici miiz, IQ ocosiodo con las cooleras elevocdas comoCC3bezq no Se encLie nTc1 POr caajo.)Si nocq una cuOYIO ymedci mcize cilia cue lo Cabezci pen loscv paloa da dreel fji on mcidr 
un lao.p Esytoesdc delpresen laon mu L~a ma-io-ri cle los nifios se vol+ecin cuandosi no s~e "OPERA' IIUflo e6fea los ejercicios. 
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ula 
matTiza01 
asf: 

£ahEad l I 6ein la ollurci clue 01 canza P-1 'Aeve o 
palpar CjOai)e vientre da la mcidreP e calcula la PQdcd det emnborcizo 

Noveno -mes, ol rnjvea de las cos~ilast. 

C051i 1105 

DI~\! 

Occvomes , ids dle la nitad entve- e-l 
om~licjo y las cost~ilas. 

sep *tmo mes $a la IMdac Qknfie ei Omwigo 

Sexto mes, menos de la mifad del 
orn6licr y las cos~illa3 

Quinlto mes, (31 nfvel del ornbliga. 

Om~li~oCuayf 
idel 

mes, a Jo 

ombligo. 
milod del huesco. pu'bico 

Pubis Tercer 'meS,apenas aibct dal pilbis 

Privnero )y aegundo rnes , no se pcioa. 



____ ____ ____ 

_______ 

______ _________ 

_ _ __ _ _ 

.JI %1V%- 1V-%AI %AI IL uc imJ1J.imitni cf% Uun nio. 

Pregunfar a la emboyazotdo la f ecka que vi6 la i'lIbma Ye qIci a esfa fecV-1 a

clue nos dliqa: se le Surnon 9 meses ac esfa fecf a Ge le surnan 7 cAlas.
el Yesulkado, es la gecha pyobabte del payto.

Ejemplo:.
 

Pyimey dita de- Iki 6Illima recjla mais nueve meses ma's '3ie~e &'as (lesIa es Ica p'ecq 
___ ___ p~obable) 

(b de mayo die 12(o de _e1byero 13 dle febyeyo de 1,9ri3 
2ID dle febyero 4,q12 2b dle noviembye 3 de diien~e 

13 de agosio 1*99Z 

2 dle__ciciembye de -1.9f2 

2q de__julio de 1 ,99 3 

7__de__Sepliembre de_1,q3 __________ 

12 dle__r yzo__de_13 _ _ _ _ _ _ _ _3_ _ _ __ _ _ _ _ _ _ 

E afio 1,qtz:
 
enero- febreya- marzo- ab-ciI- mciyo - junto- lulio- a905+0- Geptiem~r--. olubre- nov~iernbye

di ciem bye.
 

El ohoa aijo:. '1,'3. 
eneyo - feb~eyo- mofzo- abriI-rmao-junio. jutir,-b~qosioa-Sceptiembye- oclubre -novi em6b1e-.diciemnbye 
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26 Cuidodos de la Macire Durc nfe el Ernbarcizo 

Es mu1 ImPorlnie cjue la rnujer emboynmack1 se conidete uno personai vmlioscr, 
porcjue, el em~orozo es uflQ efopA esiaeciolnee '~lqificiiva y emosiornot en 
v'do de lodo rnujer. Es ioi ellk que deb e porler iodo su esfueTZo en verseI 
SeA~Tse bien, 1, drsfruLcty de -su eype-fienc-la al rnc;-imo - Debe. estay mu1 Ccciq
de Su seniilidad y Suberla usar, no debe ,aceyse IQ s5u.;dQ, uscrndo Su 
P-slcdo para {ener ven~ojas o cdemosiadas aenciones de los demds 

Debe de lycdcw de alccanay Ict salud menW q hciv~s de, 6nev Ocupada% 
su menlre poy e'emplo- con 
caminar baslanie 

Es impodtanfe orien+arIQ 'sobre Ici conducla 
que debe secj:u*4, inci'carle lo que puede~ 
no puede hacey, pof ejempt es*'eu 
cque se ccrnse con rnas facilidaddcue 
antes y debe desconzair mcis hiempo de lo 
acos~umbyado es mejoy si o lioce acosfaQ 

alguna 1ec~urc.,+ejer lana, haceir boirdacloy 

Es irecomenciile clue se love el pelo
las veces 9ue sea necesario paya evitqyi 

~o cr4 pjsycs
Tamb~e'n es caconseja ble peinayse iocdos 

lOSC ias I. lab~rel peime, esyeciatmenfe 
cucindo vardos dej1c fomila SaQn el 
mismo peine. 



Cuidczdos de Ia Mache. Duiante el Ern~cwczo 27 
-*AcaMe o General 

Es meniirc( clue la muler J -Cukiado POni e
 
ernboazadQ no puede' baqo'syse Peons oPuro ci
 

A coniroyjo si se puede banior l~Pc'
 
fod~ls d!Ses rnejor, si no es 

posible3 erdonceS 3 0 Lf 'eces orTnItc que 
poy senana.SeoG e
 
Abaiiayse S~e combiav de l- peones-c~tezde els
 

Topa. _Despues de boiictyse o P 6 ese

carna~sede~e 'eni;rc~Septo rnes del ernbax-azo.'cp~ 

cadtva conenia cinimado cpoj ra~~~e 

hacey el aseo et teeso die Su pezLon ener Qsr1'f 

Casa, especiolmenie de ka comna parci clue d3uerma nospcen~ * 

en ella cornodct I -francqularnenke.-i dI e nan selpi-e _Tn~Al bciiayse en los idos es rnejoy no seniclyse ean ps~~comx~ 
uno 5mb eho~se co embOOTazo pn9ue es poslble 'e enc 

y3 er no iiremee bos p~ los pezones "ivedtidos" o sea hactc4.)sTe1qqt!!a
Lc~s familios clue fienen +remascol, es dnTeiocshyq frnlspayfes. 

pa-rcx'reconmendlable mainienevlo limrjio Iesin cos s viejas joloncko la punjo, con'los dedos 
daYleS fOTma3.aLiT cquodc-,cis. 

-Ejerckios - saki 
oreio Es Mw1 impoorlante I-No Ievardna cos3asr acs 
ovinfo a ct einoy 50bre 

Jo cfue es un eM\3aT3zO3 'jQ Clue. Tornjlooco se die~e le, abuwbar, 
0i ~unas mu3eres piensan cque es Aoyue haty lcveas 9ue Ici 
U a enfe-fmedad y~ c~iepor eso rnujer em'azada opda 
ya no pueden haceT nafdni heicer COmo los hacvao nfes 
deben }ralxjai. CQUando no estoa01 

embrarocIlo ,clue 

Es im rlo puede catusccle. 
hociencdo sus iarecis Corno empo MYcspdo 
domp-s4iccis, yct cque aounas le o tevora cosQS 
a~yudan y le Sirven cie -ejercicio. p sds 



28Cuidacios de la Madye Duran're el £rnbcyazo 

-insJV~an Aimheniaeton de lai Madre o I0 
Clue Necesitq Comer 

Ahimena~se Vern no cjtie deciy comner rnuch~o,
OI(guncis ideas que ~Incy que. vecorday son: 

isCuando bcz un ern~civazo el cuerpo nlo sOo 
necesilacm conlidad de olimen-os si no 
que farnben voyiedad de alirentos, 

aforlas muchos 1I'quidlos 5Si fuero posible Iec6 4 

.2. Muchas mujeres iomrn v4 anmincs y p~ldomcs
con hie-rro p5ava a'sequrarse cjue esfori 
Obienierido Io cjue necesifan paci un buen 

- embarazo, pero esto solo puede ser una a udw 

___r no;ee erpaa lfnnafr 

9ypsbasicos: Roteitncis calort'as y vllarinas. 

Proferln Q s a.Cuundo la se~ovc embarazadcx nol-ren e,9Qlcts
dcomer es necescia 9UP- Corn rendci que 

dconlev las personas cevcanas le animen y le 

Pan. fiescos de frufaSj 40u111105 b0Sjad~as 

Yay cjue Qntrnmor0 ai Io embatoztxdct a orner las
L hierbqS, frulas que .crece en Su cornun*%dqcA~que coma mas 

fryot de lo acosiumracdq, qiue -ame, clot de maiz, Ihctbct ek. 



29 Debe Evilcir: tomar 


-, 

fa9o, gumar cigarro Ijmelicia rinesayia 

La scdudy ol del riiiaQIcectrienio 
duycxnte el em~oi'azo "depende en su 
MCIyOriClcl e lo cjue )a madve come, yct cluef OZ~ es paSdOJ a 4TaV45 dle la plcacenfci 
al niiio.

-Tomar Ircgo o cuska sequtido, noes 
bueno n; pato la rnadve ni paiq el n~ifio, lo 
misnio sucecle con el Cic cwro, c~equn
esluclios que se Virmn ~-eci. 

-Anles die lamay cucdiquier medictna la
madyre debeyd' Wifo~mavse de los efec~os 
que tal medicina podri'o ocacdonar en el 
cy-ecimienfo del nlaro. 

Sie neceSayio 4omciy meclicina es 
imprfaleque ovise die su estadio dle 

emkaraizo *a In persona quie le Yeceire 
parci ver si no es necesac~io hqcer oIli..n 
camklolo. 

-Uslecl puecle viviy sin los cigaTros.J sin el 
+Yago Ysin medincis ciue no hia -feceado 

aIguln me~dico duyanle su embavazo Iy .
ieniras d " cde maliay ai no 

porgue va-fios loroklemas de salud 
puedei ven!T p6'r estas Cosais qtie no son 
necescuyia. 



30 roiesfiis Normal%.s uTante e1 Embayazo 
Consejos 

- Fuede ayucdorse comiendo atimenkos secos como: pan, 4oillas 
fAsco, nQuseas o tosladas'sin cQfe antes de levaniaise en I manant. 
vom;fos en los. -Z'". . -Comer va'ras veces al dia en vez de 3. Puede seT mental 
primeroS -3 moes . Gi es POr infecckin en la qargaania que haga3dya

de I'mon. 
Orientar a la Sefioia que el asco no Sicue despues cle los3 
Pri Toer. me.SeS. 

Le ayuda el comer 
Eseheirnient'o Fyuas vers fyescas.
 

0 dificullcd paa! - Tomar suf icienfe iquidos.
ensucioy Hocer e 6eyccos. , (
 
. No usor puyogante si no es oycenado por


un medico. 
- Tomar aqua en ayunas-

ArdoresCorner por poquito pero vavias veces al di.
 
Ardlores No comey cosas con muchos :ri an'es como- qrosas,
 

(acidcez) en el chile) cfd etc.
 
Tomay un anf icido.
 

- Tomay leche.
 

Doloy de CinlUycO Usar fbja para soslener la mariz debajo de la ropa. 
o de espolda. . Pa.a el dolor de la espallda puede: hincaTse con Icis 

Pud. rmanos en el suelo para que el vienfhe cue lue. y
 
Puede. seruOT el nifio se acomode3 se 'repate el peso y se siente alivo._
 
infeccion UiranQ. Enfre I0s dos manos se balancea sobye la espi no
 
Esta se asocia dorsal (columnoj sin f' rzarse. Tambie'n cayudarmoneney
 
muchas veces Con una buena posfura del cueypo osi como un buen
 
baja presidn. masaje en lo espaidc. .'


5i hay infecci6n utinjTiasdar ampicihna'"
 
Los personas se 3 vecbs dl dia por I5 dras 0mg.5--,
 
lesmayan de dolor. Tomar 2o3 lifros de h1cquido.
 

IL• 



Enfermedcles cjue se Ryeaeni-ar Duranta el E-m~orazo: 3 
Cons ejbs 

Vc~rjces~ 	 escocnsar vciyias veces al dia con 105(vna~ -

enlaspiePifnau5Ainchdaf 	 -VendoTuros cluTocr~e el Wafc hoska Iqicedo5 	 (en as pipos oiIs evosi ha mco0olr 
- Quilay 10 venda duyante~lox nodne o usav 

Vencdas ekdicib. 5 

Sepuede 	kqccey pyesion en lo planla de tos 
loo 	 pies, Con las piernis, exfenditcas. 

Un fan Imiw puecie sobay [as piernas con 
pomncdq hcitsd'iria.

Calambyes Tyecuen+es en lienzos calienleS Sob're Iloayf
icas pieT nos adololldci dos veces al dict dulanIfe 5
 
Ml~nuTOS cada vez.
 

-Poneyie 

-Ponevyse rernzos de aguq fy~'c 
0, Sal ncjleso 

x- Tomczr e4-tq Posiclon PayQ 
descoanl.V4ernotyoidie o Amaynas 	 bciskanle verdUrcSs y fYL~taS-Corner-

(Vcirices en 	las venais diel ano) Tomav muchora 111 uidos pafcx ensuavecer et pop6. 

iRinciaz'n de ios, pies St~ es por 1a 4ayde des consar vayias veces al dra.l 
can los pies en ako 

(si es por lo iarde e-3 £ ananece con la Ininchczon, ilevarlt cal 
noml) i amonece con 

-

mndico. 
los pi's hindhadlos \iuevo~came,-Comey 

Ovisar al m~dico. pescado Y,ve-fduycis

-Si Ic, hinchqo~n es mullivitarmInctc3 .
-Tomay 

Puecde serLpermane ntbo-r desnu viclon. 
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Peli gos Duwante el £mbarazo 

Puiede 5er Amrenazci de'PAbodto' hae Io 
Siguiente: 

mc 5 _ Reposo absollulo, en comcQ, bcas4o cjue jcxJemorragkl3 pay 	 no 
de und~a 	 salidca sangye.dehayci ~alla de 


clc u ir fo saldo. Uevala al rne'dico.
 
DuonqueT lo pr? 'ira Stno rcy rn~dic dole Fenobczibi cl 32

auct~ IO pmes miiyanos una Icibleta pecqueflo 3 veces cil difq
dos ocinco mee.6 no deja de sancry se trot'o comro pao 

se. leva al hospital.-

Hacer lo sijuienleo. 

- Como es muy fuertliv at medico o al cetiiro 
de soauci. 
Veue Ia rnadye se alimenle.Vdmifos de Ye de 	 ..... 

noche que fromais 	 wgilay, pat deshtlyaiacio'ii. 
V qiaLue n10 Tesulle '3ey intaicciin del 

-iglude .3 reses. 
muczdsealiYpivetRelorcij-ones cerca de Iq Iineci,ameinfe.bocci del esfomcrnao. 

llQcey lo 'siquienteDoloy moderado de Iq

cabezo par fat#!a deCooe u uf Inesora
 

viioxmi-nas y jimen'ros.-Coaem	 1 futeynesora
Oolor rnuy fu e dle cabz 	 levcirla 01 mh dico a di cen'rro de rooludi de 

invnedito, Puedle 'ser pie- eclamnpciq, e5d0-uaambe fyanamc 
CaUSc Ikt mueTte dlel 'n1*- de %Qirnadye.en los 6Mdhmos -. meses 

de emnbarazo' 	 La embaicizadoa no debe tlorrav, asplrina. 
pcira el dolo-y. M~ejor usav tNcefamiflofefl.Puede Ser signo ci 

cil'aaborfjo es~oiae a 	 Torncy Tnul~jv ayninas3 A tabletct cadcx 

Mejovay I Q d! eia.4"pie- eclampsici. 



Pei; ros que Necesidon Aiencicrn M~cilcci lnmedif 'En los -5 Ul1n-mos Mees 

Toxe mia 0 Infoxicacion del Que, hoc ey-m 
-OT'ngniypoco 01 dfl. 

-
t se kincAka lodo el cuerpo IlevartciSienTe m chos molestias ol oy-T aI xno'dico o cen+TO de SOIUd. 

-La Orina puede SeT de un cDoo muy

subido.
 

-Aumen~la 1presion Sonqwneq. sey posdl e colTo( conskan+e 
-Puede senld'maieos y esmcoyos 

-De 

d~e la pyeiion dle Ict satn 3Te.
fuees. 1 Ex 
 hCU aa emlarozacd clue OS 

- receamero ruyiaad d pSO. 4esFos sitoymcs indiccin un
/ veeno~el cual puecle cousayle ]a

11(1 imue'rie 

-, £xplicow a la maciYe 3tue corl 
- I ~.fl cuaiquiermcinrncnazon die los louiaOj, d'slos sir1+omm~s elciq-

puede~cofvu\Cionar 7 MOYTr.
 
los pies, las manos, 


- La pc~eva o el pr otor puee 
Coro.Madre yel A1iflo Si se IQi llevan dle 

iinediolo at me'dico. 

TTistomfos die to isaVI11i. Par es~ct 'seial junio con las de 
- Mac~iaanlelo~ se- hacen n~cesanlo llevaytjo ~cuibci, 


bioa
Manca one lo to sefors al medicoobscutecimiento de la """"' A i '1 m,vista nublqdq o boryosa inndaamte 
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?eli gros gue Necesdtan Miencion Medica Inmecdioia en los 3 Ultimos Meses de, £rnarozo 

Desprendirnerdio FRemcduo de Placev~ro Thocenia RevicrWay sanqryado 
Es la separacin dl una podfe 
o de decr la placeni d e sL 
lugoi ceImplanlacion a 
donde se pleq6, esto es 
ontes dle que nazc~a el nijia. 

heOTTgiOcerviPued prdu~rPue p adui hemaiadeIQ pla cenlaffa 
parciafmenle de-apfendiidq,o 
peymanecer OCUli a la 50ngre.
La macire siente doloy,
desmayosi el t6feyo en lugay 
de- gCOnfrarse blanclo se 
siente duro al tocay eltl' 

5i estaiabdomen.I
$eh~escondlida la hemorfagiaiatmet 

Sejunfa en el fonclo de IQ'mlyi7. nio se ve 
adernds de que IQi seior sienle~f Ayde
dolor dle abdomnen) 6's+a se pone coda vez 
M6oS duro +ieso., el pulSo es rc~pido y-Lievoy.
d~bil, las nlorci se pone p6lidiq, se pane
desespe~adQ, suda fri0 y puede desmcsyorse. 

Conseos y Tralamenfo 

Ldevarla al hospilal inmedi4fo 
me n4e. 

-ColocarvIct en Ict cami Ila, con la 
cadera rcis altci que la 
cobeza I 10S pi6S cTUza dos. 
UevqT lh'uido, paoa cue +om 
la Senoya en el camino. 

-

D esprendimienko Pvemoa-uto 

vagnas: ndlT ftclnua 
vagneasndlr n:aeiri 

~aceni R Previa R-vikul 
&O'lc se encuenra cubiencto 
una pcayfe de IQ ct6eduio 

Cal. 

DIQcentI ?PYevics Tbczcus 
Es to clue se. aencL~eni-ra 
cubierido, fodci la 
obeiura, cervical de la 

lOT601I par+e m~s baja del 'lev. 

oso yrtmeo
osjo 

- Eirviczrlo inmediatamnenfre al hospikil.
Acomodarla en canmillq con 10 cadera 
elevada I los pids cruzadoS. 

li'qudcos pOTQ qlue to madve tome 
en el Camino. 

-No ponet 1avados poyq-.e aumnenii 10 
heMOTragia

-No examinQr va inairente a la pactente
(no vefeT la mano). 
Toda paciente 3ue. scangra 
ounque sea ..goa, 0 
mnchts ) en 1ca% Inmn 
milad del emborazoj 60;qUe IleVGTybo de inrnedia 

h1o0Pikzl Paro 'sev ofendicla 
POT un mr~dco. 

de Placen+ci ocon soncgre oculfo' "T0+01,
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Paro, MilacTo de Ia vida! 

Comienza cuando el emorazo 4etm;na' I cuando emlpiezan los dolores. +erm;nq cuando 
nace la comnoflera del nifio o Tlacenia.Tolo esfle +ie noO se llama iambe'n Ttabcjo Ce?dorb.
 
El trabajo cle Paodo se dvide eni+es payfes o per'odos Ilamados: 4.Primer R 'odo 

2. Sequndo Periodo 
Terer e,IodoPimey ro3. 


NoTmalmenie en las primperas (primer nifi 4ack de 12 a 2q horas y en !as nMlU(ifeoaras

(vaTios hhjos) de 8 a 12 horas. En 4sle peytodo sale moco pot la Voqna ctle 'Jiene de la o-illq cdel 
6fero o ceyvix, donde rsivi ' de "OpOn, es de color bi anco-rosa, Si ' e sonye ,vvaes anovino 

y hay cue buscar ayudo medica, si se "haslada a l seioto hay que llevcawla acostada y Con las 
Caderas levan4acds./

Esfe .peyodo com'enzo con las conlracciones a dotoTes3 kc' conyacciones folsas ' 

Con racciones veydadeyas, no hay que conpunctkas. Los folsa son ensayos que. haoe Ia
malriz en el 6limo mes de em6arazo, es pare'a l fuexza del dolor 11Ia ladonzq coda vez 
cue se iepifen, el fiempo enfre dolovr I dolo es dispoitejo. En cambio en el ',erdadeo se 
Teptien a 1-iempo porejo I vo cisminulendo enl'e ciolor "/doot,I kasa llecar a z corcaccione, en 

10 minulos; coda vez 4ardq mos,cQdo vez. cluelen m6s. 

Pelvis: hueso pot donde, paso el niio 
pora pode, nocet y salir ol mundo 

extetioy
 
Encajamen-o del Nifioq


quieye decY3 enfrada de la cc1beza del nmio a IQ peyis 
n primPpTas sucede. 2 semanas anies del p91+03 

en "ufilpowas sucede al comenzav las contracciones 
_o dolores 

:.~. ........ ,
..... ....




36 PO+ Nomc 

Primer Pedocolo . comienzo con los irnevos doloves 'j feyrina con la
dilolocio'n corrplefa del cuello del i'leto. ectmos que hay dilcdacio'n comnplek,
cuyando el cue ll fiene .41o cen'rnmeos omcis de 61dmefro.
f-.Deci'mos clue ho comenzqdo el 1rre eiooUfd emizac 

dilojarse 6 a61ase el cuello clel Nfero Joy elpocier y las fuerzas de icis 
- Contiaccione~s el niiio es emnpujacla conlyc et Wlerc pava podev scilir. 

2a A!principio las conhcicciones b dolores comnienzan COMnO Tefocilones Tcpidosen la panre bafa dle la espaldla, son suavjescoY+os y covier hcac~aadetcanie.
3. Conforme va ovcin-zcando el 4rcbcajo de pociTfo, los doores son mc~s f ueyfes 3 

mci5 10i 9 os, yvienen tsecuicios.
LLa sejiorc aebe respiirar pyo~fundo, cuando vienen Ios doloves. 

s. No debe pujar. 

Se~undo Rrikido: comienza con IQdilaiockin cornplefo del cuello; -1o cent'smetros o mcis
dedidmefo fermina con el nacirniernto del vecidn nczcido.

.4. Se rome eQlfuenle o 6olsa de las aquas (el liquido en el cual hct estado el niiio ciuranfelos ne erneses dle embarazo). No es nrnquna sefil pava empezar a pujar3 ponque ofiros vec es se Yrmpe con Lqos5 cenltrneios de chi(arcic6n I othczs 'eces se Yomnpe cucincdo ya va a ci~lir 
elno Unais vec~s 6a juenle se ro cNpa a cs conliraceiones, yo no sique el 4fabciodel par lo. Se puede eperar baSki 2LI horas s! no hay dolor. 

4 Para evifor unci infeccio-n de Ica matrix I del f efo, se puede. dar
500 Mii ramos de arnpicilina coac -qhoras despues de Vicaberse rotola fuenft si el fraibajo de patio no con~h n~a. 

.4 Cucindo ya seha Yoto la bolsa no se debe inlroducir la mono en la 
vagina, evi lanclo asf llevcr una infeccio'n a IQmcdliz. 

.Las Conftccones o doloreS han hecho su fhab!zjo, hon ayuclido a 
Ob~'y el cue! lo ulerino completcamenle (-lo cen{ffmefros) el niiio esfd lisfo,
parai abandonav Su nido ly qc conocer el inunda euderiov.

SCuando el cuello uletino J640"comple~cirren~e cibiedio lai setwyr liene 
esicis seiiales: 9ans de hacer fuerza. -Puede arrojcir. 

-Empieza a ternblar. Sierle- que via a 
-Los dolores viencan m6s fuewfes rnoriv se.
Ysesuidos. - onas de. 6acer ?opc' 
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Teycey Pert'odo 
Comienza con el nacimieno del 6fliy+ermina con La salida de. [Q

placenla o sea el alumbramienio. 

losPrimer Periodo del RPrfo- lo que hoce la madre 0 familiares. 

Preparan aqua parct uso /
 
de la comadvona. 
 -Dejan lo olkxiapoda

mienitas el aqjua heyvida
Dea reposaT ef .9uQ pca - even e aguo Icisfa e enfivia. 
que se astentc Ia bosurqSuciedades I la fieTra. que se muevp fuef~emenie
 

p 20 TIno
 



Pvimer Pe,(d-cot L.o que hcucen los fmilicires.
 

PRepqaa el cuarfo 11IaCama donde vqt a dayr
 
0 ILz la rnadye. ash'*
 
Poier Suficien~e lz
 

-quifai las coscis clue esloiban a la Madre FReparan voa pare el podlo I el nitio3 especieI
Cornqdrono Yponey uno mescx o silb dondle rnenke lippos de al odcque hayQ Ioavcdo
colocay el e quip o a ufilizarse. ns6Ieadd Ici madye y eluos. 

?r-ymer PerlkOdo: Lo ue hace la madye al 'rincllpiw los dalores. 

Tomci bcsianle liqudospot 
ejemplo &dioles, limonadas,
jugos dleffvuas si es posi.ble 

Lo rnadye Se bczia y se pane alcguno esorpct caldo. Si no aumenlac los dlores,SU ropa lImpida Yfloja Lbakil, que~icja hacienda %us 
corruson de marifa) I isi esiar orcios comao enlareenrienlo 
lista y c6modci pare el pcrfo. Ino esiar anguskiaia. 



IPjrner F&T'IOCIO Lo que ace Io rnocfe- cuando los doloyes Oumen~a -3
 

- liaT6 lai mache en Io osible 'Sique carrlinaldo)cxconseQtyle
de arory de{'ecc,3 en esfe pfirrdeT Czaando i-iene con-rxccianes que
peT Iodo, paict dejo'r mais ILucicx Q Ia sus respiraciones k's Viaga
Salidai del nifia. Uespacio y piofundas. 

Todlovict no debe hacce-r 
f ueyza . 

ElIio +roc~~ Cie uf Iojcrr4odo su cLue~po.
 
- PCZTa facililci el iraba o de Ja mt+;iz.
 

IReSpiTO honda y dlespacio con 

Al rornpe-rse la balza de las acquas3 acosiaytpa~oevi~orque pueda solitse el cordo~n.Lenfren MI Cobios. 

x 

mdye eslerno en morrenlo, 
no debera6 hacer £Lerzas 
16sias son poro el c5eejundo ' 	 Tampoco debe pe~m~fi que la La machye ya debe,per'lodo. 	 comadyona3 prOrnotOI 0 persona corneT nodqti 

no 

que aiende et payfo mefoc los 
dedos en [a v4agina pu ede caus-qY 

iflfeccia'ri) lorque IQbOlS de 
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?Yimer PeTy0oo Lo que 6ace 43i comadrona o persona clue atiende el pavio. 

00 

PdIegor debevacS 
obseyvay a sm. 
alreciedlor poaci
iOodey ver los tecursor
Conricue cuenta 3 rlC 
con la pcalf UTierta y,
lvalcj de irorlquilizarlq. 

5e pone su dletantal se 
cubire el cabelo yse kuvci 

Si al polpam a la rnadte, encuenimc cque
el niiia es+d en Posictco)n jok~enladounct onoyplo

O1irvPeSado, se le ievacs ieiacimerdfe 
a la madye al rnedico o al hospital. 

Ne0 h~c~c~ e dac~voleolon~ linunadel 
medicina. 

Descubie a la maclye. solo lo 
flecesciTlO, po evisa-f StAObOrnean 
pIpando IQrrairiz Pamc vey la posicid'n
del niio3 -5i viene de ca~eza3 vo haicey 
un payfo no-rmal. 

PRepara l0 que, vo qi seyviv para
Giendey el pcido, pone al fuego la Mlilo 

nifo~, porci heivtt [as I j eros,~ligadura 
Para el cordciri y los itrapHog que le 
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Revisa 5u equipo: paTa ver C31 estid compleifo' usia. 

Tjeyas limpIIasy Sin moho 
IVWTvirICa Paa r.ocey co,4ay 
el caddn. 

rnuchos Irapos Iirnpioa$ 0 0 Ps e li a c o p r -
de +elca bien Iimpios 

Pianchados paya +apay 
el ombligo. 

5 

unjabori paTa limrpieza dle sbus monos. ' Ina I'maaofood 

A~ci9~ 0I(niraf 0 lemTT! 3 10 pcx deon~r aict cpotcdel n Viay ij5' L ' tIn dueofvc e el c~ padeo. 

pela ~cc -rtd~cno.cf a r eTes ci p osun u2-gdc p orza 

dlripian fuesarani fle-esalBec, pat 
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Ve yrevisci que lcx cac este' pyepOo dq
Como es natural la madTe esfava +emeyosa, Pa el Paodoz 

la per~ona o Prepciia elcuoto donde va a daycoma drona, que afenderci el CUTI0 cama 
Oravd3 conf ionzca' 

seguriddd) le asegura qua iodo va Q salir haya luz y que sea veniliado, de sey
Ibien. post6le cumptio. 

pOcIOI olm le daTa a luz la emloavaroda. Se fijarci, de que 

=-- ---Ride apidoaC los
 
*faMMilOes yar esposo A
 

para que HaY
 
suficienie a9un colierde,

parci los- aseos de la
 
nicdye -1 las mcznos de ia
 
coma clofla.
 
Debeyd pediy que se Despue~ de betiv IQs Iijevas o.Ia hojci
ptepare suf iciente 09uQ de. vasuva Io +TOPi10S Pal" ltIMPIGY 

pcira utilizar despues del pao% Icinto payci Ici boca die niiio al nacey se 9ucldci 
enifio comp pa~a In mad-re5 )f que los 2 en un trasto limpia (hpyviciO). 

necesifan limpjieza. 
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Seg~undo Fe~it'odo del Parlo.. 
-Empie,'za con la dilolaciogn compleli del cuello del Jimro mairiz I +ermina con el
 

flacimiento del niiio.
 
OWEn las primesiaS 4ardq de A a 3 16oras, en mnul~lpayas de 5 M~njSa .4 hofca
 
-S En esie, peyiodo las Con~rcicciones o dolores vierier ms 'sequidos, mcis fueyte, Lduran -mO's 

SEn este peyiodo nace el nRafio pay eso se dice, cue, es el pey'odo 9uie Tyae ul Rio 

Al corenzaT es~e perfodo, la 
madhe liene estas seiiales; 
-cgaras de hcacer fuerzas 

4&' 

- c3nas de hacey popc .-

S e diesesperq 
Mejor si esci ptesenie el, esposo pava +iemblom las piernas. 

ayudar a apoyar Q la maChe. 

"Lu mnQd-re' escuchal a lq
comadyoncl, pOTa sabev cuiando
debe, de dejar de, hocei fueyza
ycucfndo debe tespirCtT con !a 
boca obiedfa. A/ 
Piensa enkla alecjya 8e +eney 

Fsi esle, sequndo:1 periooo 40ao a -bu njjij 0, es~o le a udq a 
mucho3 la dmacdye debe apyovechor clflopjacio us 

parta orinar, asi dejard mas 'espacio 1 iyaei cil iiio 
en SU olganismro poici que e-l nii~o 
puse. 
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SBeg undo leviodo Lo que hace la modre. 

-reva a la carma a peiaie La mcidie. con coda 
loma uric posicion medio seniada. 4, ZW coiac Tespivc3 piofpnda-RIXTq facil ior de esa .foyra el menfe , se c-Ocje cde sus

nocimi ento de Su houg. muslos, conliene la 
Te'spiraci~n y hace 
fueTZa parc abajo corno 

porfuea a eud r , 

C nIci1Qiz a Lacar 
L---.;,al 

-

nihio. 
El esposo puede '3enfayse dtfcis de ella 
r T9. soSlenevlIo3 debe eStCIT limptoo pa n 

On-arpna 'Sa*'el, l esposo o cjuien le acompaiaefamierfe.Sino se leUSa oGiriohadas SObre una labia) para lirnpici con fropo hu'rnedo la COTQj.
Sos~eney lo espalda de la madye.
 

I 11' atendv A MK1 Pascar Ici contrciccio'n o seq el dolor) lai fiene tocio to quemcudve suelfa sus m10sculos bajai y estira 6 istro0aoQUOlas fpins (Si qujiere)3 reSpirc b~ ei e s se par do el~enio conteua mpepoundlamerde,3 descansoldem ie ~ -~cprepaodo elar nqio con uposbl duerrnee fiapi limp~io pcaa qua no se 
u 
ensucie. 

Loii mesa o sea en alto,Lodro' sobie unp 

M~ ;,A&%n as natce el nii-v.
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Pepcraco'ne I made~ e Itnpi las pottes de [a. modre-,
con iTapios 'ipo (uti o T sopeeua n
s6bano o ±roo con uanylobnI c4foes1io puele. der Jos
 
nalcgas de IQsenoTa, pamc que, aiji' caQ~gc el aqua.
 
Mee oceC la Iirnpieza d~e ayylba Viar-ta cibajo.
 

Los conlraccciones p dolores hain Viedio, 
su +rabcijo, han ayudqdo a ahvir el cuetic 

tTina cornpleiornente CLio ceritirnefrosJ el niac
e5% lIo10pdrTC1abandonaT SU nido y So31r q
COnocer el rnundo exfeyioi. 
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46 '5eundo RTrodo (Trae ai Nifio) y lo que hace Ia Comadrona.
 

*-Al 

Con coda conhraccid'n o dolor se obulta IQ 
vQqinal y el perind , enoj"ece y bulla IQorill._ylueqo Clolec e elpelo de La cabezq del nino, 
9 Qk-T el ano se corona |c calbeza del 
n'iiio,esto se Ildma- coronamiento

s1 "Ia cabeza yq estc poT salor y no se ha 
oto la fuente, hay .ue Yompeyla con los 


dedos pwa clue el n6ino pueda sat. 


(d 

Se debe esperav a que vollee la cabeza del 
nifio pOT S, 5olo. leco~dar a Ia madre cudndo 
debe I cucindo no debe hacer fueyza.De6e se9uir 
haciendo fuerza con los. dolores ycuqndo no hay
dolor dezcan7ar yrespiror pyof u n dment e. 

sallir la cabeza 
yi no desapoTece, 

si-ue abuilodo el 
peyin6 se apoya
op-retando con unamanoj con frapo limpio, Iq por~e 
baja del peying, para que no se YomRa IQ
pi1l con Ia0 oha 4e defiene. sucivere fe Ia 
salida bhusca del niSm.En £sfe momen ali.
Ia cabecifa boca bajo. Seguir apolando el 

Lperipeonsi slen heces, limpiaT con ofyo hapito. 

Al nacer la cabeza del niio debe
5o5eneTlq con las mqnos, para evitac que 
San e, moco yI po puedan ensuciaolo 
clue lo aspite Of empezl ci teslotiT. 



SegundoPetdodo del Rb~+0 y lo que Vcace cIa Cornadyonao
 

Si nacleya con el COTdon enrolaao en el 
cmello +TcdQy de Tes~lailo '3ucvemenfe AM vokeay la ca1~eza , 4omcovlo con kas cios
alyeddoT de IQcobezci. rnanos, jolcirdo 'suovernen~e palo cibcijo
H-al clue irokw con mucho c-utiodo. Iil6eyandlo el haombyo de QYTbQ.
El cordon no hay cque jalctylo
nt COdfarlo. 

En sequida sale 
complelarne-ne~ el 
nio. Eslo se llamaQ 

Tciuma del Nacimnien~ 

- qua- coqerlo bien alI(A 
nrno pQvcq ctue no -ebie yca cjue viene baiao demucAVio -ebo a veces.) 

Havnque eslay muy cdervlo al llai4 o lmpediatarnene- que
Levaxnlay a6TOr la cobe-zo el'n ;ko noce poyclue eslo nos indicCA que. In
paTa liberyor el bomioro de empezodo Q respiror, Cosi siemp-re lo hace sin pyalalemas. 

obcjbAcjui jermina el segundo poer'ocio del Rqydo. 



Cuidados al Pecieo Nacido.
 

£bccurle Ici Flema 
Inmedialczmerle qute el niho nince co3ey1o) de tos dos pi j GiQc 
Otiba con una mono. con Ict oiya cogeT IQperilla ysacar ia flemq
Poro ScaTle las flenios que +Toe el nii en el rnomento dle flacer 
hay vatifas formos uria de elkc, puede sef con unci peyiIlci de hule, jpirc
baca y laiz~Icomo, se ve en. el dibujo.0Se apachq IQpeyilcL, se le cojoccq al niio dentro d~e la nariz. Yse
 
suella poco a poco para que jole o, aspire Ibda Icq flemci.
 

Adema's de lcsperilla, dot foimna para limpiai to 
boco es en'jolvienbdose, unidedo con un frapo
dielos Iimpi s que esion en to olcj del nio y se 
le 1imnpiQ IQTOCcI nariz. 

Eslohpo: si no hu6ierauna perillkx de hule o, 



4 Cuidadlos al Pecten Nacido 

Cast siemnpre el nii9o al nac ey IIOTCI I Yespi'ro 6ie~n M1 0 si es6- no sucede 6a1? que,

6-ace-r Io '31 uieniet 
 ..As laf ema r~pido I cogi~ndole l05 pies .acia ctiiibct I~ oil leymirloy de aSpiTaT se

l ciuno pairnada en Ia picinfa de los pies
I...ney ali nijia en fZoicicf de dren ie. inclinacdo, colcadceosps -enndjsiervwye cuidado pOycque es muy resba65o. Lo impoflan te aqut es rnclinafIo con los piesen aI~to, pelo no rho 1*011ca que el cueYpo de la mache. 

5i no Yespiuo bien con lo anle'r'ov dciile respran Chfificia! CIS, 

lopcindo la flTiz~y boca del nFlio con lc~x bocc cke Ia peysoncq 9uoliende el payto, Soplar las veces que secm necesoyicis; at vey
 
9eel flifo rQspra bien ciejar die soplay.
 

Al day Tespimcln adlif ictal a[ n~ho oceilo suave. e intermilenle. 
-Poney 4,90zci 0 iTapO limpia 'SobTe la bact cdef l jj 0 ( doyle


respim cion.
 



50 
Cuidados at Recien Nctcido.
 

Poneyle a MVamayT. 

Ronev a rnamcn- al niio cdesde clua nace paya qlua
ayudeoa ue nqzco, lo placenla m"S Tdpicto, I sentir
 
9*ue su madye lo quiere.
 

Felicikir a lai mcadTe pcor 'u hiuen+TabajoO 

LaoVayse kss fNiflos 

Anies. de cimay-or et cordQ-% lavoyse las rnonos de nuevo 
para no infedwa el coyddn. El nuio puecte enfevrmary 1.has~a 
moTIY de Weanos o el mati de los s~eie dis pov no +ene-r 
cuidadc, e hig iene en nueS4raS manos y en lo que usarmas, 

,como la Vioja de fasuroy a +ijeras que 4ienen quea estcur 

fNmarycxr el corcto'n umbilical 
Cuando el corddn umnbilical s pone 6kxrico I~deja 
d~e pulSaT es cue ya Via pasado tocda la sangre de la 
plcira al nIo, erdonces yot se puede orara 
(119'01)y COTIor, con las cinkis esfevelhzadas (heiervkas). 

TeneT cuidlado de niojolar el cortdo*ri nli by de e-I o 
poney +erisidn. 
Tcipar al nieic) con urict 'abanlifaPGpOOue no se Qnfrife., 



ornortay el coycdon a 3 clenimelros carvibo deli omnbligo, con un4nudo-doble cuadyado asequrondose de qpie+aTlo bien, potfa 
que no 5e desoje se(iflojey1cause hemayOTq 9 ic (sale 	 3 
4 scIn9ie). Se le 6T un segunda licjaclurq o. orncx-ye03 en~frmeiYos die la pT'rnera. Revism orCfanjp-rnenp que. el c.o-fdon no esteSanqranclo. Si songro hcicey otro Omme~ Con Okra licqdumc o cinta. 

El 	 ullirno Paso 
en el cuidado 
del coydo'n es cubyilc 
con una 9aQ7- eskerilIf 
coifada pao no captnaio -Luecgo de- esto con unos lijeras 	 prCur0aaotno onria vlo Lap~'heyvidos I de puntos Tedondas se gaza no se {oco en el cerdo sin0 so6to eT%lasplocecle a coylpaY el cordo~n Si nlo ienemos oyilIIjeras 	 Se fija o se omrci con unca cinjo.o no lenemnos cdmo as+erelizaclas a i~ oIoqemjre 	 Jlba~~on'V es fieferible, usar u~na hojat de 	 La cjaza puesici al cordon nose alI15dyrosuyar hervidci clue esf-' nuavo. cae con el COo'6 a los I dios.-Si hcp1 hemoaiyacgia 

en el COTdo'n hicce-f un riuevo cimao~fe poney
Oita ga7-cx encria Cie priMe-rC1. 

' 

Limpiezcq de loS o)0s- es neceSOriOj
POTO IOS Ojos 	 USorT qolas dle alq6n OflfibfokicaPOYG plYevenirfe- enfe-cmedad)- O cu~~ie microbjo cque.
pqdierq habe-r esfao en COrntaCIC con sus Ojos5 01 PISCtr POT ]a vciginq . F-n,0I unos lucares PlePcticn 90O+as con limo'n y aciua hervido en parfes iqctcles ,Ale 	 hechon Z golas en coda o0o0 

La limpiezcq del Cuerpo-. 10 piimemc limpiezot que se le kcice alio es 	Parm quirle [as Vanchqs de sangy aal u oo5C~ 9 +I0 Sif jbon, no qui~ayle IQ e~py Icivare su 
eVrc 

OSC,POse bplepvofeje y es olimento paro su pie!: ~ banacelrs. orqel 



52 Cuidacdos al Pecien Nacido 

Lai Ropa 

El Peso al Nacer 	 Nacido 

Tener lislo la rornana 	 Tambien lencdemos 
es imnpouan~e pesor 	 pepaoado conal nifio con poca Yo1 fi"rmo a Top q
 

~~~~~utilizoa'd el nifio.-Hacerios f'iogs o csu
 
mu 	 Haer os.lio con3cosluras mu pequefias patr que no le las+imp, al naio 2 

5i el niaio pesa 	 ne cel u a setl i lirnp ,IQ. 
menos de seis y Lonecesidad en las cornunidades de poner ropa 
media libras es sebal que necesifa mcis vieja ,se debe a IQdificultad que se fiene de. 
alencion en iaopayio bien, en vey que no SS ponqCa COMPrOr nuevq. NIo es necesayio que sea nueva 
amorillo,que lenqa buen cacior y que maine bien. 	 lo necesario es que- Be le haga del famafio 
El peso del nifio a naceT nos sive pavct 	 adecuado y no lonefle bolsas y algunus veces
c0n?1yOloyle su crecirnienlo y desatyollo. 	 mangas y ctue hc'iyan siclo lvodos con 

suf ictenle aqua I jbon, secados al sol,al aire 
Uen alto. 

ercer Per rodo del Paro o seq el "Alumbyarniento" 

Alumbramiento- Esee peIodo comienzq cuondo el nhio 'ho 
nacido, PJ cuello esi borrado, Ia matrizh abieyta, yo solic el nmo 
solo la placenft queda I empieza a Geporcse de ta pared del 
cijeyo. 

TeTmina con el nacirnierdo de la placenla o compoaieT, kambie'n 
se le llama "alumbiarnento;, este pepodo +ord6 media horco 
nras o menos s, pasci mas de dos hoyas - no nace la placent
halque llevay'a al doclor o al hIospital. 



53 Teycey Per'dclo del Paoyo o lumbrnaime o. 

Empiezai el despyendirniento de Iq
placenla o companera.En eske pertodo se ye el co'd6n; col, cdo poy - En unas comunidades ce e.speci a as(a vagino. Comienza de nuevo los dolores o que salga la placenia.conrTcciones 05oo minuoso despues del -	 Io hay pena de coyfai el coydon qn4es denacimienlo del niho, haia cque sai 3 a Icplacenta 	 que salja la plocena, pero hay que

omarmay 
 bien la punkc y hay que dejazrlo 1o- El coTdn sale poco a poca. mls I posible O jal--rlo Con 

-Sae mas Sona Ye.
Ensefiacle Ct I'madte a que sobe o se de - Asi se puede afendef- meoy al nifio y semasjes en su abdomen, Comenzanco de abojc esperq frnquilcimen-e [a silida ce Iqhacio ariba. placenta.

-El rorddn es bien Iarcjo y no hay pena que

,ecjese fodo a la 
mcdtiz. 
5i sejalQ el cordco'n se debe hacet con
cuidado para no tompetlo. -Como virnos el corddn saleCuando no hay pinzct se ornarra la punt'a con MCs. 
unq cinfa. -sale mros o menos 

media "azcx de 
San Te.--lacer fuerza con coda dolor o sea pujar hacia abajo, si no hay


dolor, no hacer f ueyzct- IVo amarrTOT [a cinluro.
-Nunca jalay el corddn con fuerzoa sino, .enarne,-e pocque puede awrancarlefra5 a IQa placenia Y causQT hemoagias) cuando Ia madre pua Ge puede
Lajar el cordon suavemeni-e~dcndole. 3 vuella- en cdrculo. 



54 Teycey Peyfodlo del Patto o Alum byaciimento 

AG pcenia opayece en [a vaginq,es paiecodo 
aNq'ado de Tes. rib e tTDlOLdtsenlal-iz s, el mblioaf~ba 

como un cuerpo, duyo y edondo, se mueve 
sin Tesis4encia de un ladlo a ofro. 

Nuncoclebeciemujcarokj
fuerzcq para abajo con lsmalriz.toeiioecomplecIs5. 

~e i 
10~IC ei lado en n ay-JocnrTcciories, la Comcdvono, promnotor o 

persona que afendia" el povia puede sobar 
IQi Ma~~z de 10 mc~d're hcXciQ
Qcy2 5,hostiqe et l~ia pcito salty. 

esi dpe~icz iueo pk cc 
placenia que d.I 

que~ 
fluiio. 

ue con el 

Al -5alir la 1olacerdcl,no olvidar veV'tSaTIq POUTa 
veT si Salio entervcx Ccornpleta0) a 6i falf1CI 

n pedqzo) 1-ener cul dado de que olas 
elsque vienen a*Tcuslae salcyin todo5 y 



Peli 3~ros para la macdre duran~e e-A paydo qua neceeiicon ayudo me~dcu 5 

Llevoy la en ccamiIla, no roe le dayc'Ln ni
injeccioneS n't pcisiIms. 'Puede hiocet dlaro a 5Saidn ~ otoiofpTiero:o sea clue oil niolcrQ~r .1al niiio. no 'no salido y el, Cc~n ya. se ve f~ueyc c~e las
R-emorroqlia vaginal , alida de rnas die un Ii4ro pales de la macir .

dle sangye f Yesca (no obscuta) I el fliiio iodovia No iyaie le, meterdo odenlro, otostay Q [a sefovc no l a nocido. Danle abundonfes li'quidos, poner- en ccomilkq o sobie una al con las ncilgas masIo en po)sicidnr inclinada, con Icis naiqas mas arriba cillas que la ccabezc1, llevayla ci1 cenfro de. 
que lo cabeza, Ileva-rla al hospifaoI. £3aIq~ U hospital. 

U35o CdoloieS VarCITrQT mnUdrD IIeTneo1 MfQ5 le,Notes4 de asia 05 fuye- que noc se Unh d'iq un n.10for-he -on dloloyes m ~ Fumei esgpciron, el dolor cont inuci, al tocor la malriz. se yequidos y no do ci luz.- Llevjral hospitci)sierde duvo como piedrTa~no se ponie aguado. o Ceniro c6I'Sclud no le daa nincurcaNo le dlardi ninqu'lcx rnecicina y loi ileVardG fo medicinq,) Puece cicfi(ZI al niio o a lo
rnas~,ronio posible al hospital o Centro dle nadie. No ponerle flingunq becor i

Soluyecci&-
. 

de 



56 
Cuiddcjs a la Moie Despue"s del Pcok C(PueTPerio) 

*Cuidacios Medcdaos poy Poyle c3.e. la Persona
cjue oIfendid el padto. 

Perncinecey en IQccsa pay lo menos una horct,0 clec.pue-' clel ulun61iciento de lai placenka pavci5-4) 	 lo si~uienfe* 
Ikqceise cnro de IQi Itrn pecx de Ici madt'e cona 
y jcxbon (Clienk qpbiliovecVicndo payci v.ey zia 
mcare no sufic ahyn desciTo CyascjaAix2) del cuel
del tifeo o e la vac~inci, si esiubieyd a cyando,
haCc-. presio~n o sea fuerza conun tyapo hQTvio,'s-L rijueya mucl'o , puecie m&VeT 11yas dle lela hervidas o

+Tapos pdiua ayudcn a conkyolcn [a hemrnaffaiq.
Tener cuidado de no- defayQs adgniyo. 

Tarnbien es bueno, 3 enev el cutdado, deEs impoy4aie ianele cipomer, la madve hal GComodav a la rnadye, pTOtecgeya del f ilo,habajcdo mucho 41 dyo, datle muchos lquidos yQe blor d e cp esues doecl pcioYcorMcq parQ qu epongq fuerzas; puede 4QcIla e ue ve espe-S delesatoocorner 	 de facto, rnenos +omCIT alcoho 0sea POT mucho, irabjoj. cubT il ICI con suficierie5saguardiente. ponchos. 



57 Cuiducdos o i cMdve De3pue'S del Pardo (i~uer eT1o) 

Es muy impOTonare que 1a persona que alendi6 el pa-do, antes
deP Teiyarse )'Como un cuidlado espec~ial'. Revise y observe a

coda rakoel fonalo d~e la mrfaiz payq ',ey s!A se hq conhacico en~

buenct fOTrno o -sect pa-rat ver si estd firrre., puscie. sobc'r IQ

mal~riz 6i se pone su,, I apro'iechci pora observa-r lq
 
hemoiragi no perder mas de unci tc~zci de sangyaIclb
 
orinado.
 

Conlrolay la +empercdwc 5 el pulso I~IQYespiYacidn de Ict
rnade payci vet 5i es+d normal su esiodo.Anles de0Tefirayse vicjyc kt he~morra0ici Teconoceyd Pl fondo
de 10 ma'' 3 o10OPri eli pctya expulsay codqculo5 de-
SCITn9re. El rondo ComO viros anies clebe cjuedcrn

fi-rme, sin que sangre rnucho) Gi hubieya Muchcj

hemoryaqia vilqr pzly sIok o choque, esic se puededay 'si loaPedi% de- SarI 9 Te mu-icA ynfo puecde
es 

Los seiaies ide chogue 'son-. pciidez rntensC13 PUleO "'Piclo CAbi Ipielffri, peTrlas de eudOT que se puecte vey en et lcotbio dle oa ic 
enlafen~e baja Jo presion ayiey ial, bay fndiferen c'c 

desespevacoi * 
QuLe hqceyT: moitener lot +empP-TO+U~a normal.

HOY tie fyhxao de cieeney la 6moTraiCt,;wile \os pi~es yGC65.+QTIC Sob-fe Una tobIc, Yha,-iqque IQcatbezq 9uecle 



l 

Cuidados a la Macdre Despues d~el Podyo o Pue-f perio
 

L.ci 	 carncacrncal pyomolor Oj2T6oflq que atendi
el p~t Idirnpicx sus insliurenka5 y todolo que
Utiiz6 ' uyrane el payfo) 9 uayda en 'umiein 
que Ie sevvyC) POra vez opori aPi'mrn iTi
sucio que +iene en IQ boisci cke ra~lon. 

Trcxlo de clue la cxasci quecle oircienwado lfl~O 
parai tyuday axl ambienfe Cie la rnadye. 

* 	 Es muy imporvinte que la peisonci q~ta acaedio' 
el padlo ofient, ci la familia de to podurienci 
sobye la alencio'n de to macdre Idel nfia0 cisi como 
de toi iMPOT'lancia delI cordrol P6 +- Pairo en e 
hospital) centro de soiluci o el me'dico. 

Tcxmbiedn qame cd4 conflanzO y Lequriclod a lai mcxdye, 
le de apoyo con, alegrfq pqyci que- la mcidie Se. 
lranbcie y seyena1 QdemcQ S frquboa de stj 



CuJlccacos a to Madicre Despues ciel1 Pcido o, Pue-fpeyio. 

En el posi-pay4o, 0 sea el puerpeTio., la mad-re f-er~c 
9ue day de mamov a -su hio para eslo debe +eneY Cuidiado 
con Sus pechOS3"1o primerai leche" eS TQ ab maTillera Ij mu1bAeno FiQTcI el nifio - bajcta los 2o3 d~fas,3si el flnibo lo-fq
de ham bre, seele pu ede dayt aqua he-Yvidci y azucciyackci
hasia cgue baje la 1eche. Eit la macye se ±ardci mu61o ieropo,
en emp ezay at cda de rnclrny los ped-ios !sepone-n duyo5
hay tle haceyse Iienzos de QcUa calienle I secjuvr diardo cde 
mamay si no hay fiebre. 

Is irniporkcnle que la madke coma de. iodo o sea 
unaci defq balcinceadoa, alimentos de 1o5 -3 T 
que conocemos, ode mds debe +omnar hainfes 

I1*giC105o, a3ioles% sopas etc. esto es pa-ra feney
baskinie leche, un fe" de anis o Ica alucerno. 

La limpieza de 1o5 pechos es muL imlooriardet enseiiay a las madres 
que han dodo a Iuz 9ue pora vifa enffeymedadie5 en el niho Ien 
sus pecho-s es necesavio kcivarlos con aq~ua pof lo, menos uria 'Jet ot
dl'q al bafigtse sf n~fo se, bcxIia hcxcerto dpcie. Si le sole muc-n Iech-e.,
Co1ocarse yeQ las seai neces~axio, no dle~afcarmblarse veces que 
que se le poncga duya Lat 'opci po' IQ lechie 

Fa1M b en dlaro' orienfacic~n a la madire sob're un {'lupo de~ '3c 9 e
viejo cjue t-endyci como rect cle 10 a 1L4 difus, lueqo un fki-io de mocco

Iodrcis mas o rnenos.- Esfo es normral.
 
Psi, bubiera mal oloy o fiebye Ovisay al medico o lievaila at

hnoe pill a Cenlyo de scitud. 

z 
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Enfermedades Con~c3Ias o Defecios en el IRecien Ncido 

Pies TOTCido() 
S3e le llama pid equino o 
zarmbo equihlo. "yqeDdsJno 

estnirciosparci adleniro a 
,:" c,fm s n pa ayque doto

IllPamal dodorlequ en elngyso a piev no 
carnid oda2 sen-anas hasl4a que este 

redto3 es mas fcicil cuando esidS uave Iu nino 

le OI1Q n torcido y lo 

rias cjrandle neeiaMuchoS opetciciones
Pa mcpodleyo coieqjir. 

Polidoaiu 

Revisor si tas manos o piegs
ienen Odclos, vevisay e31 
iste iiene hueso o solo es 
Cam)Te

51 el ded6 demnds es de puma cayne puecde
haceT un nudo cuadr kdo yj cipetacio en [a
base del dedo con un hilo fu~ute que fu~i
heivido en ogcx 20 minulos j parai r-orlo-

Sj l ddodeacmercia 

I5e levao cl ma biene hueso buy que 


eado5 
Delclntc

+amb14n Sindcactilia . evisay 
'*14Sus manos is! 'iienen Solameie~7,

30 4 ded S5 por que Uflos esidn junfo5,
Ilevaylo olI hospifoaya -vei si es posible
cjue 10 opever-1 cuarido est+6 mas qrancde. 

N unco debe pTobair coytay los dedlos con 
flinc~tn objeto Como pot ejemnplo unat hca de 

cia 

R~evisor SM espcildo, ver si liene bolsa o 
olgo e'ldrafoS loca-r Ia mollera para ver Si 
no esici mu~payfida, mcis de 2 'cenlfme~yos 
se llama EI ina B~filao Melomneni' oc 
pvoleja la boba con qdxa 0 +rapo limpio,
con cuidado dle no lasfimavlo, wnunca se le 

nada pa~ia ayu danac hay clue 
Ilevarlo aii hospital. 



61 Enfermedades Conqenias o Defec, os en et Recie'n Nacido. 

Labio Paofido-
Labio Lepo'ino 

Tambien es impoTonfe \ie'y si el nlrio hace
RevisQT la 6oco metiendo pop 6 ) cale dTnomcT Nevisor e\ onoel dedo pequeio y, ocando el cielo 

se
de la boca le Puecde +omao temperaluya par oill" poarpaTO ver Si no esla muy podido el paloday. veT si no esid I-olado 5 si esta ce -ado"


E, fambien -iene payfido el palada o cielo de Ievorlo al hospiial.
 3 
bocc se llama PaladOT Henclido. 5i no puede
 
mnmoT io modfe se saca IQ leche y le. dci con

Cuchoyaias oqoyeQ 5e le lleva al" hospital paoo

opeyacion Si e5 labio leportno a los (omeses,
 
Li es aladci endicio al ao I media.
 

Problerras paro que la Madre sea Aiendida en el l-ospifal. se puede day duonte odespue' 

Madre con mucha hemorrgioG-

Si es por-oue no sale loda la ptacennla danle basfanfes liquiolos mienlvas
 
se llevo al hospilol si es pay ascoduto del cuello de. la milriz, o de [a

Voina despues de? Par°, deber4 hocerse presion con un
 
fyapO hervido sobre la asgoduyca, oi es porque no sacle la
 
pla'cena, lleva lc a donde el me'dico I da-fle bas-nlnes 
liquidos. 



62 
Se pue,den day duronte y

PRoblemas pava que la madve sea Alendido en el Iospital. despues del Paio. 

%<.-- Madre con caIenluyc%f,{*o I doloy de Estorago 

Riede. sey PoT inf eccidn del posi- paytoI puede hab ey
salica cle moco, ecyecion como de pus poi las pclyes 

-o- de Il mujer, con moil oloy, hCIY fTIOS ydoo de vient-e 
I cabeza, zellama fiebre puevpl 'ral viene pof
malo higlene. 

/; 	 Llevoylaq al hospital parc que le den raamienlo. 
Se ye. a los 3 o mas d'cs despues del par fo. 

Salida de Io Mchiz.
 
Fuera, de la vagina- puede sucedey duanie el olumbramieno
 
o sea cuondo sale Ja placenfq, po, que Ia petsonct que aliende el 
payto jola con fueyzr el coTdorn y la placent-I fodavTa no ha
desprendido, enionces puede jala" to matriz hacia afuera y 
causa, la mueyle de lo madve en 4 minulos. 
La petsona que le Aiende deberc lavcise ropidamenfe y bier 

lms anos, enpujay Il mcdliz, hola odenfro ofra vez, despacio 
pero con pyesion confinuct, esFq es Ia unica vez c;ue Ilq pesonq
'cue.abende el paylo puede mefer la mano den fo cle Il 
vaginct de la madcre. 

Acliq {con las nalgas mas alias que Io Cqbeza Y Ilevayla 
at HospiaI 
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La M~adie No Orinat puecle coey poycjue no 6ao orndo qi r1os.oQdemacs 
1o5 \ a peTdicio Buduando 'I+Ycibuando duvanVe el, paifo. Pu~ed e IM6z1in 

que qolpee ta salidci de, ta oyirlo clucinie el pao. .p
Ebayie de +omqr mucvios Iiqudos, YevisaY It \vejitc sl e~qiandle encirno de la moaiiiz I dolo-tosc, sen~ail I aludailci


Q quie camne pree ien ios calienes ericirn del

obo~ esfdmogo)~3~si o ovina coenkvrla en unci fna 

Llpaqna 3rande) con aqu~a caliente poy io minutos 015,*ombien es bueno, cejay cotyey a9qii como st fuerci un

choyro paia que la madTe tencjc el deseo cte o-fina3 'si
 no $,e Ioqra] que oyine , Ilevaylci aii hospital. 

Hastilis o In) cir del Pecho . se hiinchi, duele I est8c fto I cal!ente 
Naidodetp~rlno sele,Yer-omnindac tUenzos at pecio o ciad con


aqlua calienie., que el nifio 'c31c rnmacndo, scicar la leche Co-fdeiiaYlosJ

de1be seuI ITCami endo, toma, muchos liquidos, 6esccinsuy. Olebe I TQ
me'dico o al hobpifqI para cjue la exornine y \jeq si es flecesacnio que lp

de' un ani"bi6fico.
 

IiomofIlebii oH-incA-czon dle la pie.TnQ:. sucde o los '10 ciis despue's-
del podto, h-ay caleniuya, se Viinch-ic una pie-frno, hal dciov, se ye bAcanc-a, muypcilidc*, puede haloey escalopi'Os. 

Recomendacile a la Madicye.. veposo ab-soku~a ,no Ievon cifse ee.
IQ comao nopuede Ievon+cse o come'r n- hocer sus Ymecesidqd es
si fuera dernosioido el doloy dafle aspiyinc, to mnejoy es ilevaorla c81 

ospilrof 3 poio cjue seci el meicico, quien le dle' el trcdcamierfa.
 
Nocdeja'r cue pose mcie de Li o 5 di'os.
 



64 
Crecimiento '1 D~esawcjgolo del Nifo

[Pwvacjue el fl~ha pueda c,,ecey Icdesaitokllc bien) es mu1 tm1povk*n~e 605 

cuidados dle lo1 pcdieas I~la familia en gene-fal vespecdo a (a cilimen~cxcto'n 
el cayriao el juec3o. 

A19Io mulm pod~anle pQaw Tecorciaf o fodos es que no se trafq 
de buscwca IQcompefencici) Q preocupacidn, ni el orjuU? de los 
padyes; fomondo en cuerda jue no ld o iissniuae 
alcgunos se adelan+an, ohos se aan en veolizay lo que IjQ
Mnavfa hace en ciTdc edad I lo que si se buscca es su 
OynTl' 166'in y vesponsabilidad parct 5cabey cjue cosas son 
noTmales) que no I cuanclo consulliay a urn iyabajador de 
Salud. 

POTo que esle lema se. enlienda rnejor /amnos a seguiy 

esfos cuia+,ro pasos en Ccda edcid. 

-4. Cyecim;ertio y ciesaiyolbo: 
l c'recirnierdo -son los Cambioe1 que el cuerov elzn ) 

pavci eslo es muy impo1Tcn~e l lmna-o 

l desoyrollo soni las cisfinias oclividades que el rtiho logic*
hacey a mo-dida cTe vo cyeciendo, pofa eslo es muy
'rnporlanle el cay-ino y el enirefenliienia de 105 adu~ro5 al 
nino 



b5
 

2. Aciividades 
Acuise ponie unct lis9 cde los lycbajos Tecomencdabies parCq

entyeleney at flhflo sequn Su edladJ coda persona puede +eneY
 
oh-as ideas I/ ieatizoilds, 3 en esios cosos hay 9 ue obeyvo- ei el
 
nmlo lo usa menos I kuol o ma's clue las dt 1 l isfi.
 

TodQs esios acdividades se Ilaman-- Esi4mulos o £ciucacio'n Iflicial.

3. CUi~idOs. 

gu se esc-f~ten ideas cjue diceri co'*c es el niiio I los cuitdQdos
 

cjue [or, dullos deA~en tornal en cueflia poya alendeylo.5, 10 mefo-
 -

posi 6e. 

q. Yucque~es y !Actleyioles: 1. 

5 on ideas y vecomendaciones de Be uso-rIo sepuece 
en osdishiAas edades del nitfio. caqp eysonct puecie.


l-eney ideas sobre, edfo I USt26Y Solo laroma y e n

cuenfc~ que no cause ol3Lin dano oil niHio si estas 
rnuevas ideas son menos3 1iquaI a mds
acepfados y iwsadas que [as escvi~cs enl Io,lisf. 

U3i tvejov Heienctia parca un 14~o, es el Tiernpo que los PadTes le 

Dedican cada- dfq 



66 El Nio Descle el Nocimiento, k4Qska los 3 tMeses. 

~ Crecimi enio y Desotyollo 

Duetrne tci mag1oy paide del 
ioes. Estan Ao boca abrojo 

poy
Ioqel oe iq ue con los cos la sa 
a 	 cne,?~adirnomentos. Mira lodo 

ue se mueven. MWic las covas y sony ie. 

econoce a su mama, a su papa, si lo ve
 

todos los dl*aS.
 
ueve los bicizos y kzs pieyncls cuandoa en 


e'lios -siente dolor, come zon o0 pia.- Apachq

las cosas que le dan, hace pequei~os 

snicien lalimecul onI lcco 

Esalim s fici nfec n l lec enfala 

puededo 

Reodyque el nifia 

veT IY'econocey lo que ve. 

con las peysontas y cosas que
esla'n ceica de. 413 poy PeSO 

cuanclo Ia marnd le 9616, le hace 
0aii con 4t, el niao conlesfaojuega

asusicin cls Ilotando, riendo, pone,
cdencron. 

No es necesciyjo clone leche de boe ni usay
pacAha. Lavoyse e(pecho to maclie, Uwia vez 
at d~fa. Ilevonlo at1 con61o para su peso y salud. 

~Aivi dades 
.ralnra ii ec~d 
lan~eacl deum nifo cem 

.Dejoylo que se muevcx,
ponidridole pOAQlaeSun poco
flojas.- Canlaile I aicie 

Aatle cjulov.oqu 	 csoas 
Cuando eska despiero Ilevailo, al lugar donle 
esid ieunidci Infam~iia.
Colcay,ceica de la coma cosos 
lamnf va5qu 	e-0- pueda seqjuircon los ojos. 

Juqueies y MolerialeS 

Coscis limpias, de madeva 

-	 lfio, acIqe 0 

V 	 papel, de coloyes I'uevle 
col Gdos ceCcrI daQ SU 
VIVa v 

*Blaks de loina1 planlaa, flares) la ropaCUodTos, C~ITU onojas - ainlspaqu
 
y~ea dislin~o ~4 formas.
Iooe ycs) 

. Coiita de difeente MCIerici ydiferente 
sonido. 



El t'ilfo de 3 ab eses6 

Cie6mntenlo y Desavyollo 	 A ctiviades 

.Delenie'ndole con algo ptaede 	 eTodos los cznferio-res. esam se~io n Yao Manleney al niffo 
-Emieza a oaa~ici las cosas sncde a 
gur tien e ceicac. rodillas, duycinfe larc3c, 

.Alarga la mono Vicicia ics Yalo. 
COSas clue le ofvecen. Ponewle cerccq cosas qi

.Se Ilevca las cosos a la boca. pueda QCCIqaiCIr Y lie Va Se-. 
*IUSCc el jUgUQete perdiclo. ai la boca sin peligryo die

Tw* ycosas 1YagarlOS o laSfimarse.-
Tcdcle miyor personais dislanfes. 
*Se tI'e 	 a cciv cajadciscdo' ra de aleqvrq * Coh ayuda de atmohodas poneyle enhye
cuondo 	3uego con los aduI~os. Qcoslcoy senlada. 

* 	 Re, canioy ~y jugay con el Mtho. 
.Enseiale coscs 1 cercc, lejos~ (quierclad evecbca
abajo. AtTaef sti o6ncidn medlanfe sonidos. 
Que 5cique y metojugueles de unq co'0 

____ ______ ________ ___ ____ ___ ___bolso,, veciplente, 6~c. 

Cuidadlos0 

*Al agcmn~av las cosas,no Iugueles y~ Mcaeriales 
usq el dedi~p yrclo.
Se mefe ala boca Icis ccos .Todos los onleviores 6la que- e! nilh'os! 
~ue liene CeTca. 	 COSOSdee 

*n esle fWrMPO, IQt oca le sI~ve mur-o pejeis a lue no tolrl sin-n 
fPOzCX Conocey lQS COSQS.peQI~gt 

" Lavay 10 los juguetes dioyiamnen~e.. Pedq.zos dle madeya.

"Vacunailaic 105 U rneses cornenzor ci dawle * Cin chnes.
 

ailimenlos; que sa mcimcndo. Cajis die ccivio'ni
 
*No daile objefos cque se desliirer o se
 
desbacen como paopel .
 



68 
El Nivmo de to c,4 Meses. 

/C~eimien y lescrntlo c1hdad es 
P' 1OS.ed efld 	 Todos los onlerloves. 

Odc vuellos paict porieyse . Poner al niwia sab~re el 
boca auilba o boica cabcjO!. o ponchIo en un-paicde

Puede ,noveyse pctyqaccevccnse cQ unai pelon 	 luqciv seguyo. 
o Cosa I
 
Si Se le aoici, puede estay para&l. -Alucictylo pawo que puedc3 sericouse
 
*Axvia unci cosa con coda mono. Tesbaloyse.
.rJera ircndo Coas -Teneylo cexcQpowm Iuoepn ~lvd
 
aTfce el rnsmo 'sonidlo vias veces1 a familiar. Tugc2t conl 'k (ievcli On tle tcas

ejem to~me,, ma2m.Csa I e 41TQ al suelo. Ha 6 laile 1biew no
 
C*e 	 (no..~:.3t~M09 ,4alas ** 	 dece aOC ~~fQ 	 Como _asijuo. At boicaito, comblowle

tenetmied~zofras *vopadaile 	 de comar2 hocceulo con cartfla,I.Comnien'zo uco hpeisonc CaoleA aJe'iCOMO jugcando. 
,aPas ao ono Lolocolko fienle 61 e ymelev juguaies,govdeuo dci)c. 'S5acar 

los ~~ ~ ~ ~ePoe ~ eo a sabre6oddf)~ ~ ~ ~ rnnscd~ ,qe~~.es~ comas 
*6ale. 4gauLe m Uefes de oI9unqe~assTnele 1U dabpj o 

Le solen los r'"mero dine.ll pwia que 41 to dlescubva. %e11csinf1odos 
* V:ja es Stuficienle mnilenerlo conl eche rrboteno. con dibujos que loob jote ys15gO W&MfOV r4V~'S 

Culciados 	 Juguejes y 
Hay qua cuidoyi at nifto poac clue OrMceriales 
no se coicjo.

*W dejaiv que el nii se meta en , Todos los anleriones, ihosta gue el niffo los 
toi boca cosas cjue lo puedoni de~je.
ohoqw, envenenoy oa loslimar. a 0*05~a de I~oo apidslco.

*Dodl~ 	 de cornev 3 veces at dica. * An moles de Avapo - Pedozos de rncara. 
-Veigas, espejo, telos, comas ymesos cie 

I-Cosa. 



El Nifia de 9j a U2 Mes69 

Crecimiento D£esarfaIlo 

*Puede poamrse sin clue lo ay ucter. 1cii d a de-
S;'10 013avrarI de.las dos tri'ni+as 
pue de cominay ~jYlo* 9ae, pvocuyar

*Despues cominard agatyado s6lo ',e0 ga~ee ue-a cae lede una mano o apoyanclose en un %acee pava u aprenda
nmueble. 01 g3uOyda equilibrio.
Repile. con la boca a c~olpeando 

una cosa con ofro, laswiidos que aye. Advoa camrinar agac.ndoka de los
*eSe mueve cuando aye rnd~s co.ds ao 
" Enliende y l ace caso cucindo se le dice qua Cosas nueva's.mos4'rcide 

aAyuctaylohcagq ono haga lga.e. jc, a conocey la cosa,
Se infeyesa pay Conocey od locu oa EnseiiaYle pctlabros faCies. 

MTC1IQaye 0 *qua Jale juguefes, c 3efos deirci'S de unq
pantalla comoz nall on, moreiriaI d* 
Tadiocjraf a ya lavd do poam que. el 
10Cive Iocalimbil0. 

Cuidados %o 

- Adema's de los cuidados de In eclod Iucqueies 
cderior (de to c4 q mesesb3 no deben dejctrse los anleyiyaes mQs..Toclos 

Cosqs paligyosas ceycq del niio. . Pelota de ttapo o plosico.. Teney cutdado que el nifio camine 'sin * 'edozos de- mademc . jyuquefes. da 'Irapo.
peli 9ro en la ccaso .r cosas que nio lo Iasfimen. Colocaylea Vacunayrio contra Larampeon. iil o vctio5 jucqueAes, pafa que (os jcde.-
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Ciecirmen~o I Desayyollo 

*Camino I paseci s61o por la crisa.
*Pone un padolzo de Madamc 
sobre ofTo, basii Ilecay a tre%. 

.Lleno de 'guu unfirasto. 
*Pue ie. decif de cinco ca diez. 
palaosa. se pone celoso , e 
molesico yquieve mandlat cuando 

jueqcu con sus heimonos maovi 

Cmidadlos 

'0 .TeneT en cuento quae l 
niho esfod aprendiendo

0 vivit* con ois petsons, es nurlqe 

seenje facilrnente.
*Cuida 1 niiio poict que no se cciia a se
golpee. 


*Ponetle los reruerzos de Vclcuncls. 


WI- Adilvidades 
.E ne ile ci fenay y vaclcay

ficistoa canl agua 0 arena. 
Phaficayle bctsicpie-3despao 
y con PQIabicu blen dichas. 
Conlale. peq~eftso cuenlos. 
Ense fladle clue quleren

decii Ins pa labiais alicrs adelcinte, antes 
dlespues, aquf3 altc, avvibcu, abcxjo. etc 
qua. invodluzcci bolas, botories en
iecipienies 9randles,medilanms
 
a9ujetos pecjuefios.Que encaje, o~jefos

pequafoe en o~ios de magov laramfio.
 

o .ue hacga o-deshnagc %can-ano, mowit fca etc. 
con arenat o tierra. (qUe. cCooue_ objetfo
sobve ofros, que constyuya. 

Ij 

Jgee ' aeiie 
RA-dazos de. (radevm o cajaxs de cattd'n 

.Tastos con piedrci o arena.
 
juqUetfes Lon vuedlas poro jolay o empujor
 

.Pelolas.- Mu~ecas de. fapo.
.Folos o dibujos de almancaques. 
espe ciolmenfe. ce miemnbios de Ia'familio a 
del ornbtente del nifios planas, animole5, 
COsOS, veslUUTIO I fIgUIlaS coica da-s 



'El N~io de. it MAeses a 2 Nijas7
 

CGecmiento y Desatyaito 

Con la ayudo de una peisona 
*Pone3 uno sobve olio, cuahlo 
pedozos de rnadeya. 

*Apiende nuevfas palcibrs.
*Come sdlo. 
*Ernpieza a ovisat cuondo 
quiere hacer sus necesidades. 
Le gusia hacei' lo que hacen 
las poersona mao*s 

Leuslacugair con otros niiOS3 pero a 
modo yuscxndo sus pyopios juguetes 

Cuidadas 

.Teneyr cuidado 9ue nio 
se lasime. 

fr-A i vidcdes 

Accias.a seliTI jo r 
cuorico oprende algo nuevo. F 

. ciie clue seviate Ia
 
boca, la -navz I lais
oTejQs y dejodo comey
 
ao'lo#.ounqIke se ensucie 

Dejaillo cjue-juecgue con 
Q9ua yarena. 
Conteilar, con palobras dciles 

usspygnfas . MSMfedr(
P Ob~e de las cosGS. 

Tapav ydestapay envaces.
 
*Apyoiechay figuyos y fptos pciuQ mostai~Q.

enhebyay objelos con agujeros grandes.

Inicio c31 gcirabcito, que hagci Yoyas en el suelo 
con sus jugueles. lue ~InC 9 0 vodaT C"I'uOS.-

Jqee 
uuesy
 

Maevioelp~.
 

.Vodo to anteyioy hosta clue 
el nii~oo a boridone.
 

Agciy re na.
 
* ae eles . uftecos. 

C dle maderoi - Envases con lapadeyqeaos 
ob'relos con caqulmrs C~pacies~ C'culos. 
*Aum, fiquras, Ccubdn o lisci. 



72 
E-I Mao de 2 a3 IAi'os. 

Ctecimierdo y Desurrollo 

*tuede bvinctcn en uri pid. Acdivi dadoe3 
Race pegunicas y cipieande
nuevos palubra. r* IoslyaTle foos y ik~ujo

*Cucindo habla usci Wel amaniudle Yc*Enliende casi todo lo que le A* dal Q ino las coscis
dclen. quie usa.

*Puecle hcicer uviq vuecilq en Q c.onocei las cosaei qu uscUB..Ensefictvl 

upapel oen ek ueto. : Enseflacnle a dec-Ir el nomlye de lcis cosas.*Le gusto Ju~civ con otios nitflos. Ensencayle ai conoceir las pcailes dle. csu*Comnienza Q en~endey qjue Qfuevq de su casa. cuerpo.
lamblin hay petsonais y cosas. Ensefiauie a conmprAira aaiin (gyande,

pecquefits., lorqoo, codiol. 
. Alulavlo, a que enkiencla que quieve decly
pavado Senipdocip co5ado - Que forre 

figracoyfadas en 2-31 '4 Pades. 

Cuidadas.
 
A * fdumas veces, dejoile Jugueles Mvatericaies
62LiIhacer la que quiere.

Piocutov qua juequa Con4inuav con los jU9%Ieies onleiIOveS: 
con olyos ninoe. papel, ldpiceS yeso o CaT bdn.-

Enenaile Qi hacey 3uguetes, irompe
cci bezus sencilicis. 



EI tIiiode 3 a 4 fos. 

_ CyeCAM~erdo I1 Desayyo1Io 
*Hosea 96 1o.- Se vista y desviste solo.
 
*Duronle la noche ya nd se orino, en to coma1.
*Cuarido dibuja pe~sotas~yci les pop~e vadios pcirfes del cuerpa.
*Corioce dos oies coloyeS3.

Vi~ce corho se flamcQ y cua'njos aijos tiene.
*Preclunlq3 mucho.


9uiL~e sbe, co'mo nacenlos flhiis.
 
*tri~iende qwga es Qoo bajo, 01 TdS y Qacecn~e.
*Le guskt jue. le cuerden cuenios. 
Pida quai a VL~evan Qt conlar el que rncis le gusici
Es COTiAOSO can Gus hermcanos,

*Puede hcocey alegunos iyabcjo5 fd"ciles. 

Actividades CRAY~Oi F 

*Ayudcrrle a cwrer ya 

*EnseifoyIe nue',as ugeey aeils 
Patubmcs 1,o'ptidcrle
parciT Clue los dkga *Toclo loanteriOY hasica gue el rnifto los 

*Dade Arabajos quaed *La"Pices,hucei Ique. le pcipel, yeso o caybc/nequ ue c jeoeped:ugueies qua 41 ha9Q.
V~dile a lve sevistQ .ua qu

Dcuwle los giOcIOara PO 0. ibas qua ba9 Q

Ense?iaile nue.vQS formas die. 3ucj3i(.
 



74 El Nii~ocde 

- CDesnTiollo. 

Byrincct yse coluvnpia.
Pude6ubi- I bajav 

ciradas 'sin Qyuda
'deodttas p ev onas. 

-Cum&ic dibu~j-
peisonas 14% pone
Cos! todas laIS 

'~, . ese~ed l ie 
- 5e e eniendeLiencockc uno.


10 que hal.Ensefisavle 
*Cuenla con los dedos. Se le queda IQQue ole. 
*Cucawdo oye patabrus nuevas, piegulci qui

quieteni dectiv. No le 9usia que le pan caor q
VioceT lo que no quieve. Conoce Cinco, colores.

*Conoce IQrowma y cunafio de tcss cosas. 
.Quieve sabev que. +Yabojos hacen las personas

MOYOie.S. Notae muchas preUnkas. 

- Cuidados 
Roney aenidri y
escuchay lo.
*Confesfatle sus pvequnji

enE~ masencilla, veal 

al9ue. platicatte mucho 
pmIQconocey lo que
quiwe I to que le cqusi!.

.Tener hiomc para acosliaroe.-Tenet uan lugur 
pawo su Topet . Tenet luqaiy pornc los juguQies.
*NO ihalar0 ral rfi con pcicbrus, vii con hbechos. 

4 a'sAf~os. 

Ad'ividcacies 

Ense iiave 
cueicsa a U1evov un va-so 
c.on acjuq I a lirqy yiecibir 

E a 6t1rnccar 

una pelotai.

Rnavle C1 Contav pledveci-

Mos) ma Ies'~vis Cle.
 
mslyeVro oo 

pe l que dia el normb~e de, 

ct conocey los animale 
los fpulos y las comildos. 
* EnseRayle pequo-Mas condones.
oPeditle que diq que- fauna3 YicaM01iF 

lienen olq unas cos. 
*Ensahantie, a conieslor piecguntms 
fciies. 
I nse~kaie a Cum~pti? noimas fGM1I1ca'es. 

Jugueies I Mtavrmces 
* Todos los cxnieioves3h aAa clue el 
nino las albcirnone. 

.Tornboie s y piJOS. 
p los que puedaQios Oucuei es con 
juqcir ce vorlas man eras. 



7 ElNiiio de 5 a D Aio's. 

Cvecimienio y Desmollo 

*Se sube a 6"Tboles 

o to cuando aye mds~ica
Puede ii~ay v iecibir uno 
peloit. cu habku bien. 
*Cuorido dibujcu personas~
les pone 4odas Jos Pad~eS' 
Clel CUerPC-. 

*Entiance que4 indira: izquieydq I devecho, ciier 
y abrasa Piegunta qlue quieren dcylas
palob~oa u no entiende. 

.Quiere sabey cucinlas aiios ~ienerj las personas,
*conoce lo dulce, losolodo, to ccico yI o mar9o. 
*No le. qjusfa que, to mandern. 
Le gusici hc:~er frabcajos fdclies. 

Cuiclados 
*En esic edctd qu eye 

agrence-y basian+e.-
P r eso le c9usia buscay 
y mly~cCosos nuevcts. 

Haqcue cuidartlacico 
enionces pafa que no
Se hacjca cicito.. 

Acdivcicdes 

*Ens eiqfle a coy-fer ya bicaT Ito mas alto
clue pueda. 

.Ens efiavle ax camnay sobie una vicaFoimaj(
equilibTIO. m nGe 
NoPway ciue cuondo yen las coscks, se
 
f ife Wen c6mo son. peura,£r
 

*Confes40Tr Q OdaS SUS pejm ,-i 

emn el suela, pyocuxcinclo que niyCjCj 

deCifle merias.
 
- Dejodle que hac~q oficlos de IQ casck
 
pero que nlo sean pelk3
9 fasos. 

. Ensesjcavle 9LIe Jos rnejores 3uc3Lees son
los qtue el mism-o hace. 

ylqee 

M ate fl a 

* 	 LjoJ0 que, 
escoja Sus 

u 
estos io aluce 

c descxivoklar su cuevpo y su mne 
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t 	 Nultitse es c.QmeT ahimenlos 9ue mor4engartio vicla del cueTpo y no 56o10 
que Ilieen el est 'm s ienian SabTosos~nuh~rse es que el cuerpo
Qptoveche lo rndS que pueda los alirnenlos que se, cornen.j 

Coda alirnento ue se come oyudo al cueypo en~ V0,a00S formas~pevo hayuna farma ol qu' se dedica mass por eso; los alimantos se di'viden en
3 9TUPOS Q$I S 

0) PyRoleinaiss forman 3 hacen cecQT y vepornen el cuetpa5 estos 

00 onifQ, 	 lmef~ sondeaote, Ctnies de lodao nimal
incoparina, UIaal leche., 

Wbj. hldacyove, el queso.N 

I(ZDCoibohiclios:m don fuerza ol cuerpo porn hoCeT octlvldca

49 C IQdes. Esic, olirnros son-. 

9ronos yvoices:tmdiof,OOl)riol, PCOQ% 
9505 plSiano, fideo2 mosh, moaicenca. 

losiosss ceife3 mnneca, rraviequilla. 

7,Viiarnincis 	 )#R~ineickes '. Cifidan I SCud~5 P-os cdimerios 
~.,~Todcas62!Z las frvulas - onano) ranxonq1 Ciuteli, jocote etc. 

7 v~ Todas los VMeYduvqa $3Wcay, zarahovric, liojas VQfckes eve. 



.77 IEslosfies giupos de alimento apoyan (as 'ies furncdones ba"Sicas 
del cuevpo 6~mano que son-. 

A1. 	 FOTmarse, 3cyecev &Iveponev~se o mantenerse
 
Sf funcidnr
EA 	 del cuerpo qLedcx mnuy bien axplicado si vecordamoe,que 	 IQ concepcidn. cle un ni'io es IQunion de dos c~lulcs rnu
 

pe ueiias yel nifi al ncacer .mide de 50 a 5 cenlimeivos 5pesa de

butj libTas y Itae toclos sus sentidlos y or'ganos.
 

1TeneT Fueiyza 	 Defende-fe 
de las 
Enfeymiedades. 

El 	cuerpo siempye W6~ defericiehidose le. los
mictobios que entycin poy 16 bocci y la nciw(Z

Yeaizay~odcsF*1~ ~ -. i el cueypo nl uvievO IQ uncton de defen deyse
cfcividcldes cle a~cuerdo a su edad. eascivio la maxyor pay a e esu vlida enferrno. 

Pcarai que el cuerpo Curnpka sus Funciones es muy Necesaria
juria Alimenict"C Nuiviivco 



Recin Ncidos t41ics £Desnulikkas 
ErbaozoosconMujve con anemiaINivsEnooo acaf3jo Pes~o hasict ceque-ia tMuieve Laclardes 

Des nut,;das L11I 3)..%Aria 

A confinuacidn hol mcs~sjos Sow lei corrida &ieknsk- pevo esto no es kodo to 
SDIucion aIOlos iobeMOS de nuivicior,. 

Alimeniocidnr del NiMO Sn SU PvIrrir Aft de, ViCIoS' 
El nifio es mnu deliccado duvarde el pfimer aiio de vlca depende 

copliree de 'sus padves, potclue no puecde cominai, howby 
poy eso es necesaviaotaenclerloy alitnertise Pat st rnismo5 

vespecto a su. all mentacio'n I limplez~aL4udaciosomenie 

C~ j~m~d na oen suteo lechetdesbe - o hal gaiae spydiidy l pornea 

nioarnaweS udo lejponeT 4 dseal d nopayu nda rdoeleh 
puwis ~ced cmiode vacaod che o oes el u d ruint I jomwpei qua 
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In Le-ch mngkrn. es capor.. de. cubr locias (as
necesida des altmnriclab5 del nifio hctstct 105 WDreses 
de edad 3 pe~o a los Li meses hal que. comerizao a daile
 
juqos yptes de. fvuias, veiduycis , ceveates e incc aarncl,

paQa clue vaya conociendo otros sabo-tes \j esfe listo q 
or- ba meses 0l comey 3veces 0l d1iqj cicemos de sqi
maniando.{NoesIlecesayjo utilizay pcqchcx, es mejoy uscur *oza y cuchacr. 

15i el 66wo 4iene asientos, colentuici 0 TuVp hal que sequrt alimenia~ndolo 
novmolrnenle, no haicy que qti~aile su beb:.aa Corida yIQ leche paycl que
no Dierdci su £ueiq 'yse Mejore m6 s j6pi do lo clue si hay que evitaiv es 



acL'ite y, man-eca I especial mierane sl fiene diioneci. 

FUnp. foTMa de vf si lo climnrdcionr del niiho esla' 6ien es que siempye
esid' aurnenlando cle peso,~ r-da mec, quie pasQ debe pesom mas que. el mes
anie~'io-, nurico q9ual ni menocJ) Como Ye91a cieieral clebe sey sk
 
Q Ios 5 meses durnenla el doble de. su pe6o al nacer5 al ati0 Qurentc4 Z
 
veces 'su peso qI nocey.
Ejemplo:. b! nacer~ pesq b, Iibras, a los 5 meses pesaOfa' 12. Iibias y Q1 ao 



- -

I Cutdado con los malos hcids Olimeficio'si
 

AftQ Mucdios padyes de familho acoslumbiran a sus Viloos an~eS del 
Ofio a comey solo q II1Qls 3 Oguas gc2seosas, fiets de ftesquito,
f Tul- f uy isio~etc muchas veces poyque. estas cosas entre neq
al nifio ya que los pcic-tes no pueden hciceylo -con juecjos I la alen IdnV 

I 0< pdyeh&~1urdQIan l cdndo delno Iaqe uson ink ci coh yee 

economira del hocqr y conica la salud en cjeneyol. 

Despuers de un atio dle edad el nifio puede. comne las t1vi%-nQs coscis
clue los, adultos, peyo se le deboe aumenkii lai pokeWc s!es posibie
IfCOPOTinaf-0 rijol, solo, leche, queso o carne, povqlue esid cveciendo

*rdaidcamenie-) ademislIQ mayoyl-Q deja de ma mcuy a esia
edad. 

No acoslumbiar a los nuios'a co et cosczs dulces poique pleiden el cipetilo 
U4ambien se oudren los dienies - Thov cucipdo toi cornida es niuy escaso,

* * iecownend'oble rnetcla- un poco, de ozUcQY yciceile Vegetal
en los CQlimenios, PoTc~ue arcda al niho, a aprovechay mcis las pyoleinqs 
que come . Si at nift le dd harnbye entie comidas, dete alg~o nufri tivo 
0mo frulas 3 huevo y no dulces o qolosinas. 



Alirnidin del Niwio lbespue~s de I Afic: donre cfimevlo5 11Je reeorevo, cjLe cdavi juerza 3 cjue, 81 
dejienden el cuerpol -'amNin es rhuvj neceSOri etIcimnpezc. 

Entre unoyi drez oioc 5 es' muy comu'n clue el niio jierte un sust~o i despue's de. edte
'susio le dcq el mal del pelo espiflado a CYiv -
ILo que sucede en esios casos es cljue el nti 0 'iene des nulyicio'n I~fiene cdesle Cinjes
sefiales que no le damos IrnpoTtanciq comat 

2 0j0 peso, sectin Su Poto peto ysin 6111o. 

edod y lamafio.-

PalideiPCIividad, 

En este momeniro tiene el '3usto 'i lo i~iico P-aumnenict a las se"Kaiasonteriores es lca fa io de hambre~ I pelo payir%do yQiuncas voces \incha zon. 
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