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I. 	 BACKGROUND
 

A. 	 Relevant Statistics 

The importance of working with Traditional Birth Attendants (TBAs) derives from the changing 
nature of infant mortality in Guatemala. At present it is estimated that 31% of infant mortality 
occurs in the neonatal period. If the definition of infant mortality were e', 1janded to include all 
mortality from 28 weeks gestational age (at which time extra-uterine survival of the infant is 
possible) to one year of life, then close to 50% of all infant mortality would occur prior to one 
month of age. In Santa Maria d, Jesus, Dr. Al Bartlett found that 7.3% of all births were still 
births, and that the majority of these were associated with malpresentations, prolonged labor and 
premature rupture of the membranes. These are events which, if properly managed, can 'Isually 
result in the birth of a live infant. Since TBAs are the principal health providers f, L"rural 
Guatemalan women in the prenatal, birth and postnatal periods, any efforts at lowering peranatal 
and neonatal mortality and, thereby, infant mortality must increasingly take TBAs into account. 

B. 	 1989 PRITECH REPORT ON TBA TRAINING AND PRACTICE IN 
GUATEMALA 

The impetus for AID's current efforts in stimulating, coordinating and expanding TBA activities 
and training resulted from the 1989 PRITECH report TBA Training and Practice in Guatemala. 
The authors of that report called upon USAID/Guatemala to attempt to set in motion a process 
of change in the area of TBA training and practice. (See Annex C for Executive Summary of 
report) As this current report will describe, we believe that that process has begun. 

II. 	 CURRENT STATUS OF TBA ACTIVITIES IN GUATEMALA 

A. 	 Significant Activities in 1989/Early 1990 

1. 	 New MOH Manualfor TBA Trainers 

In 1989, the Division of Maternal/Infant Health in the Ministry of Health produced a new manual 
for TBA trainers. The manual, which represents a 180 degree turn around in the MOH's approach 
to TBA training, emphasizes respect for traditional birthing practices and moves in the direction 
of participative training. At the present time, no concrete plans have been developed for the 
manual's use and distribution. The manual is an excellent technical resource for trainers. 
However, in order for it to have an impact, it needs to be complemented by training in 
innovative/participative training technologies and backed up by obstetrical knowledge, expertise and 
experience for the trainers. 
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2. Quetzaltenango Project 

This INCAP investigation being managed by Dr. Barbara Sheiber has provided a basic 
understanding about high risk birth events and their management at all three levels of the health 
care delivery system (community/TBA, health center/health post and hospital). The intervention 
phase of the project (scheduled to begin by June of 1990, with financing from the MotherCare 
Project), has been designed and will be implemented based on information gathered during the 
investigation phase. 

The intervention phase involves the MOH at the health area level extensively in all phases of the 
project and incudes a large baseline data collection and evaluation component. 

3. Santa Maria de Jesus Project 

The principal contrib-ition of this project has been to provide the epidemiological basis for: 

1. The recognition of the important contribution of perinatal/neonatal mortality to infant 
mortaLty (approximately 50% of all infant mortality in Guatemala). 

2. The understanding of the causes/etiology of the infant mortality and the impact of 
appropriate interventions (actual and potential). 

While the investigative phase has been largely an INCAP activity, efforts are currently underway 
to involve the area MOH staff in all phases of the planned project interventions. 

4. UNICEF Huel/uetenango Project 

The UNICEF project has developed, tested and documented an innovative approach to working
with TBAs by involving them in the development of their own training program. A key factor of 
this program has been that almost all of the training activities have been conducted in the TBAs' 
indigenous languages. The MOH, at the health center level, has been extensively involved in all 
phases of the project level and plans have been made to expand the project into the three health 
areas of San Marcos, Quich6 and Huehuetenango. 

Two outstanding videos have been produced through the project. These videos, intended for health 
professionals and other persons interested in or involved with TBAs, present the comadronas' 
practices and important role in the Guatemalan Highland culture, as well as demonstrating
participatory training techniques in action. 
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In addition to the videos, the project has tested and produced culturally appropriate training 
materials, which could potentially be very useful to other projects working with TBAs in highland 
areas of the region. 

5. FranciscoMarroquin University Project 

Within the past year, the Francisco Marroquin University TBA Project has opened up a self­
financed "birth center/health post" in a small village, approximately 15 minutes north of San Juan 
Sacatepequez. The center, which has three beds, plus a "birthing room", is overseen by a staff 
physician, with at least one medical student usually in residence. 

TBAs are not only encouraged to refer prenatal/obstetrical complications to the center, but also, 
they are welcome to attend any of their clients' births at the center free of charge (unless 
medications or food are given). 

Other general healtd problems are seen at the center, in addition to births (the consultants 
observed a young boy being treated for typhoid during the field visit). The next levei of referral 
is Roosevelt Hospital in Guatemala City. Patients are not charged for examinations by a nurse or 
physician, nor for use of the birth center for deliveries. Medications (including IVs) are sold to 
patients at below local pharmacy costs and there are nominal charges for meals provided at the 
center, although families may bring their own food. 

HI. HIGH RISK BIRTII STRATEGY SEMINAR AND FOLLOW-UP 

A. Overview of Seminar 

On March 9, 1990, a high risk birth seminar was held at the Hotel El Dorado in Guatemala City. 
Participants included representatives of the Ministry of Health, Project Concern, UNICEF, 
APROFAM, Francisco Marroquin University, MSH/Guatemala, PRITECH and AID (see Annex 
A for a complete list of participants and agenda). The objectives of the seminar were to: Inform 
participants about some existing, dynamic and successful TBA program in Guatemala, Discuss 
recommendations included in the 1989 PRITECH study and to develop and prioritize a final list 
of recommendations for the practice and training of TBAs with strategies and priority actions if 
possible. 

The seminar succeeded in its first objective which was accomplished through presentations by the 
MOH of its manual, by UNICEF of its participatory training program and its video tapes, by the 
University Francisco Marroquin of its integrated program and by INCAP of its epidemiological 
studies in Santa Maria de Jesus. Discussions were lively and broad ranging. When it became 
obvious that the other two objectives of the meeting were not going to be achieved because of lack 
of time the group decided that all interested parties would meet again at UNICEF on March 20 
to make recommendations concerning the development of a comprehensive program. This is 
particularly significant because with this decision the initiative of developing a national TBA 
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program moved out of AID's hands and into those of a national, multi-institutional body and, at 
the same time, a process of developing national policies and programs was set into motion as had 
been suggested in the Putney and Smith Report. 

B. Follow-up Meetings 

On March 20 the first follow-up meeting was held at UNICEF. That meeting was chaired by Dr. 
Carlos Andrade of the Francisco Marroquin University and attended by representatives of UNICEF, 
the MOH, APROFAM, AID and PRITECH. It succeeded in developing a draft set of 
recommendations for presentation by the group to the Ministry of Health. A second meeting was 
held at UNICEF on March 23 and reviewed and revised the draft report. More significantly, a 
plan of action was decided upon by the group. That plan determined that, as a first step, a 
completed set of recommendations should be sent to the MOH at the policy-making level. (See
Annex B for the final set of recommendations.) The recommendations suggest that the MOH and 
donors establish a Technical Advisory Group to monitor, advise and carry forward the process of 
designing and implementing a national TBA program. Important considerations regarding that 
TAG are included below. 

IV. SIGNIFICANT ISSUES 

A. Composition of the Technical Advisiry Group 

The consultants recommend that the TAG be composed of persons with the following 
qualifications: 

Epidemiologist/Pe rinatologist 
Specialist in Innovative Training Technologies 
Anthropologist/Community Participation Expert 
Physician (Obstetrician) with TBA Practice Experience 
Health Systems Specialist 
Nurse-Midwife with TBA Experience 
Ministry of Health Representative/s 
Others with Relevant Experience 

The group should be limited to no more than ten persons. 
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The consultants recommend the following as the scope of work for the group: 

TAG SCOPE OF WORK 

*Design the overall TBA program and search for funding. 

oPiovide on-going coordination, assistance, evaluation and communication in all TBA 
activities country-wide. 

*Promote recognition and appreciation of the TBA as the most important link into the 
community for reducing maternal/infant mortality. 

B. Constraints/Caveats 

The potential constraints/caveatsare: 

nTurnover in the MOH and new government of Guatemala may well disrupt the process 
of developing a TBA program. This, however, speaks even more strongly for the 
development of the TAG. Such a group, not being strictly an MOH dependency, will be 
able to provide continuity to the process over time. 

mUtmost care must be taken in the selection of the TAG. Choices should not be made 
based on assuring the representation of specific interest groups nor on political affiliation, 
but rather entirely upon technical skills and experience. 

iThe TAG will need a clear scope of work (see above). 

*The TBA program needs to be implemented in a phased approach, with each step built 
on the previous one and directed simultaneously at the three levels of the health care 
delivery system (hospital, health center/health post and TBA/community levels). 

mA long term commitment and vision is needed for program impact to be measurable. 

EMeasures need to be taken to thwart competition and sustain a "built-in" spirit of 
cooperation and collaboration between groups/individuals working with TBAs. 

lit is critical to avoid having a monolithic "there is only one way" approach. Innovation 
and experimentation need to be fostered and encouraged. 

nCare needs to be taken to focus on the purpose of TBA activities (ie; the improvement 
of maternal/child health), so as to avoid seeing these activities as ends in themselves. 
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C. Recommended Courses for Action 

The following are recommended courses of action for USAID/Guatemala: 

1. USAID should notify the MOH of the existence of on-going support for TBA activities 
through the MotherCare project and other sources, if available. 

2. The TAG activities should be funded to insure its effectiveness. It was agreed by all that 
the TAG participants be paid for their time and that we not depend on volunteers. 

3. USAID should congratulate the MOH for the approach it is taking to TBA activities and 
continue to encourage and facilitate the process, without taking it over. 

4. USAID should continue to communicate directly and openly with the TAG and the 
MOH regarding AID's time frames, expectations, needs and constraints. 

5. A long term and open-ended approach to the problem of TBA practice and training (to 
the extent possible) needs to be taken by AID, recognizing that a dynamic and creative 
process has been set in motion, some of whose final results are at present, not foreseeabie. 

6. Recognizing that the medical community needs to be neutralized, if not won over, the 
current opportunity provided by Dr. Rolando Figueroa's interest/leadership, as the President 
of AGOG, should be capitalized upon in the near future to the fullest extent possible. 
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ANNEX A 

ASISTENCL,k AL TALLER 

Dr. Jorge Alfredo Solorzano Benitez 
Asesor Medico 
APROFAM 
9a. Calle 0-57, Zona 1 
Tels. 514025-514001 ext. 56 
Casa 784313 

Leticia Toj de Mendez 
Coordinadora de Servicios Comunitarios 
Project Concern 
Santiago Atitlan,'Solola 

Andrew Kreft 
Child Survival Liaison 
C/o USAID,'Guatemala 
Tel: 311541, ext. 371, 375 

Barbara Shrieber 
Oficial Medico 
INCAP 
Apto. Postal 1188 
Carret. Roosevelt, Zona 11 
Tel: 723762-7 

Rene Salgado
 
Asesor en Capacitacion' y Supervision
 
Proyecto "PAI-TRO
 
MSH Management Science for Health
 
6a. Ave. 10 Calle, Zonal
 
Edificio Plaza Vivar 3-4
 
Tel: 26433
 

Dr. Alfred Bartlett
 
Epidemiolo-o - INCAP
 
Asesor Tecnico - ROCAP
 
C/o.INCAP, A.P. 1188
 
Tel: 723762, 719913
 

Cristina Lopez de Turriz
 
Enfermera Profesional
 
Departamento Materno-Infantil
 
Ministerio de Salud Publica y A.S.
 
9a. Calle 14-65, Zona 1
 
Tel: 21801-3, ext. 140-3
 

Dr. Raul Rosenberg 



Jefe de Unidad Planificacion Familiar 
Ministerio de Salud P. y A.S. 
5a. Ave. 13-27, Zona 9 
Tel: 318583 

Berta Delgado de Hernandez 
Enfermera Coordinadora de Campo 
Proyecto Comadronas 
Ministerio de Salud y A.S. 
JacaltenangoiHospital 
Huehuetenango 

Eliana Arias Valderrama 
UNICEF 
Edificio Maya, Ruta 4 
Tel: 315511 ext. 60 

Victor Hugo Fernandez 
Coordinador de programas 
APROFAM 
9a. Calle #0-57, Zona I 
Tel: 514001 

Jayne Lyons
 
USAiD/Guatemala
 
Tel: 347628
 

Dr. Carlos Andrade Lara
 
Director Programa de Salud Rural
 
Facultad de Medicina
 
Universidad Francisco Marroquin
 
18 Avenida 4-13, Zona 11
 
Colonia Miraflores
 

Dra. Maria Angelica Bixcul Cortez
 
Project Concern International
 
Santiago Atitlan, Solola
 

Ucda. Susana Lemiis
 
Depto. Matemo-Infantil'
 
Ministerio de Salud Publica y A.S.
 
Tel: 21801-3
 

Miriam de Figueroa 
Oficial a Cargo - Programas Guatemala 
UNICEF 
Via 5 4-50, zona 4 
Ed. Maya, 8o. nivel
 
Tel: 315511-13
 



Dr. Rolando Figueroa Anzueto 
Vice-Presidente Asociacion 
de Ginecologia y Ob~tetricia de Guatemala 
6a. Ave. 7-72, Zona 10 
Tel: 347608-9 

Elizabeth Paz de Bocaletti 
MevIcdico Investigador 
INCAR 
2a. Ave. Sur No. 38 
Antigua Guatemala 



AGENDA
 

8am 	 Inscripci6n 

8:30 	 Apertura 

DISCUSIONES DE ALGUNOS PROGRAMAS ACTLALES EN GUATEMALA 

9:00 	 Ministerio de Salud 

9:30 	 UNICEF 

10:00 	 COFFEEBREAK 

10:15 	 INCAP 

10:45 	 Universidad Francisco Marroquin 

REPASO DEL INFORME PRITECH 

11:15 	 Informe: "La Capacitaci6n y Practica de las Comadronas Tradicionales 
en Guatemala" 

12:30pm 	 A.LMUERZb 
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SESIONES DE TRABAJO 

1:30 Grupos de Trabajo 

1. Practicas y Capacitaci6n de Comadronas 

2. Vinculos entre la Comunidad y el Sistema de Salud 

3. Politicas, Apoyo y Administraci6n de Programas de 
Maternidad Sin Riesgo 

3:00 Presentaci6n y Discusi6n de Grupos 

5:00 Clausura 



OBJETIVOS DEL TALLER
 

1. 	 Discutirlas recomendacionesinclutdas en el Estudio de Prdcticay Adiestramientopara 
Comadronas PRITECH 1989. 

2. 	 Informar a los participantessobre algunos programas actuales para comadronas en 
- Guatemalaque son inovadoresy eitosos. 

3. 	 Desarrollary priorizaruna lista final de recomendaciones acerca de las prdcticasy el 
adiestramiento para comadronas, incluyendo si es posible, acciones prioritariasy 
estrategiasde implementaci6n. 

EL MEJORMIIENTO DE ATENCION
 
PARA MADRES Y RECIEN NACIDOS
 

Op-	 N
 

HOSPITAL . COP ONA 
COMUNIDAD 

CENTROS DE SALUD
 
PUESTOS DE SALUD
 



REFERENCE POINTS FROM MEETING
 
(problems identified)
 

1. 	 THE REFERRAL SYSTEM (LINKS)
 

a. 	 Attitudes
 

b. 	 Geographic isolation
 

c. 	 Cultural isolation
 

d. 	 Lack of basic knowledge of health care providers to deal with high
 
risk events (no standards of care)
 

e. 	 Lack of participation by MDs and other competent professionals in
 
TBA training. Comadronas know how to do normal deliveries, what
 
they need is skilled help in dealing appropriately with
 
complications.
 

f. 	 if Lis participate in T2A training, the likelihood :,-creases that
 
their attitudes towards TBAs will become more posi-.ve. However,
 
they ne.ed to be "oriented" before working with TBAs.
 

g. 	 Units of support at the district level need to be built.
 

h. 	 Need health education in the community.
 

2. 	 TRAINING AND PRACTICES
 

a. 	 Harmful practices identified need emphasis (oxytocin, early
 
pushing, drinking alcohol in labor)
 

b. 	 Training should be culturally appropriate and trainers need
 

knowledge about the culture of the groups they are working with.
 

c. 	 Training methodologies should be participative.
 

d. 	 The most capable TBAs should be trained as trainers.
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3. 	 POLITICAL
 

a. 	 Need adequate information/supervision/evaluation systems.
 

b. 	 Working with the medical community (AGOG) is a priority.
 

b. 	 The O[H leadership needs to be convinced that TBA/SafeMotherhood
 
activities are a priority.
 

d. 	 Pre-Service training for MDs and nurses needs to be carried out.
 
(,MD model in Francisco Marroquin University)
 

e. 	 Inter-Agency coordination is a priority.
 

f. 	 Sales of oxytocin in the community should be controlled/stopped.
 



ANNEX B
 

I. 	 PRACTICAS Y CAPACITACION DE COMADRONAS
 

1. 	 Para proteger la salud de la madre y del reci~n nacido, las
 
comadronas realizan las siguientes funciones:
 
- Control prenatal: donde la tarea es identificar problemas y
 
referirlas al nivel Inmediato.
 
- Asistir parto y reci~n nacidos: identificar complicaciones 

y referirlas. 
- Dar asistencia a la madre y reci~n nacido el primer mes 
postparto.
 

No se recomie ,da agregar m~s funciones a las descritas, debido
 
a que &stas a'n no son desarrolladas a cabalidad.
 

2. 	 Se recomienda tener como marco de referencia para la
 

capacitaci6n el uso de las normas actuales, debiendo estos
 
revisarse y adecuarse a los requerimientos del nivel operativo.
 

3. 	 Capacitaci6n
 

A) 	 Universo a capacitar es toda persona comunitaria que haya
 
atendido m~s de cuatro partos.
 

8) 	 Contenido: son en base al perfil epidemiol6gico que las
 

comadronas presentan con el cual identificaron los
 
problemas m~s frecuentes y sus condicionantes, d~ndole al
 
facilitador el material para identificar intervenciones.
 

Qui~n 	capacita:
 

A) 	 Personal previamente capacitado en obstetricia, en
 

medicina y metodologia educativa, y que identifique y
 
respete a la comadrona como parte medular de un programa
 
de Salud Materno-Perinatal.
 

B)' 	 Para implementar esta recomendaci6n, se hace necesario
 
reestructurar el actual sistema de capacitaci6n, donde la
 
ejecutora es la enfermera de distrito, quien debiera de
 

tener los conocimientos antes descritos, asl como de
 
involucrar, capacitar, concientizar y responsabilizar al
 
m~dico de distrito, el cual en la actualidad participa en
 
una forma parcial y pasiva en esta actividad.
 

C) 	 Como intervenciones a corto y largo plazo se hacen las
 
siguientes recomendaciones:
 

1. 	 Revisar los pensum de estudios de las instituciones
 

formadoras de recursos humanos (Escuelas de
 
enfermeria y medicina), con el objetivo de
 
fortalecer el conocimiento y cambio de conducta
 
valorizando la obstetricia tradicional, el respeto a
 

la comadrona como agente de salud y la metodologia
 
para conducir esta clase de programas.
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2. 	 Dise~o de un programa de educaci6n permanente
 
dirigido a los responsables de la conducci6n del
 
programa (Enfermera - M~dico del Nivel Hospitalario
 
del Distrito y Auxiliar de Enfermeria).
 

3. 	 Promocionar a travs de seminarios y congresos. )a
 
participaci6n del medico como parte b~sica y
 
fundamental para el 6xito del trabajo comunitario
 
con la comadrona.
 

4. 	 Oebe de existir una 6nica instituci6n que normatice
 
y coordine las capacitaciones a nivel nacional.
 

Como capacitar, est6 comprobado que la metodolocia tradicional
 
ha sido poco eficaz y eficiente sin provocar cambios de
 
conducta en las comadronas; por consiguiente, se recomienda la
 
educaci6n participativa como herramienta de resoluci6n de
 
problemas. Di.logos de manera informal como colegas con
 
6nfasis en resolver complicaciones y ofrecer opciones de
 
soluci6n y tener al mismo tiempo retroalimentaci6n.
 

Dentro del proceso de enseanza - P.prendizaje, se debe
 
implementar como metodologia educativa la supervisi6n,
 
monitoreo, evaluaci6n e informaci6n, y de 6sta forma
 
descentralizar los cursos tradicionaies, volvi~ndose un
 
proceso continuo logrando cambio de actitudes, lo que
 
garantiza su continuidad.
 

II VINCULO ENTRE LA COMUNIDAD Y SISTEMAS DE SALUD
 

A) 	 Falta de aceptaci6n y apoyo operacional desde el punto de
 
vista geogr~fico, econ6mico, cultural y afectivo por los
 
servicios de salud.
 

8) 	 Falta de apoyo por los lideres de la comunidad.
 

Para solucionar los problemas enunciados se recomienda: 
Propiciar la revisi6n y reestructuraci6n del sistema 
actual de prestaci6n de servicios Materno - Perinatal 
para adaptarlas a manera que se brinde el apoyo y 
aceptaci6n necesarios a la pr~ctica de la obstetricia a 
nivel comunitario. 
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11 . POLITICAS
 

'×isten politicas a nivel nacional para proteger 
 la Salud
 
Materno - Perinatal, pero lamentablemente las autoridades a
 
nivel de toma de decisiones desconocen la magnitud del
 
problema, y por consiguiente no se 
 le ha dado la prioridad
 

-- ntre 
los problemas de salud del pals, faltAndole el apoyo

politico y financiero 
 que ava'le una nueva estrategia de
 
intervenci6n.
 

RECOMENDACIONES GENERALES
 

1. Efectuar seminarios - talleres 
 para dar a conocer a las
 
autoridades de salud 
 y personal de las diferentes 
instituciones administrativas, la situaci6n actual y opciones 
de soluci6n.
 

2. Propiciar la creaci6n nacional de comitL de la 
 conservaci6n de
 
la Salud Materno - Perinatal.
 



INFORME VEL TALLER EL FAFEL DE LA CO.'fAVRONA EN ESTRATEGIAS PARA EL AIEJOR 

MANEJO DE ALTO RIESGO EN GLIATEA{ALA 

INTROVLJCCION-ANTECEVENTES: 

Patra dLar a conoce.A tos -tsuttado.s dce e~tudilo. La capa. tacrit y p~'rdctica 

Guatemata, e~er-tuado po.-L to conmsLLttc'­de tas Coma.&runm. ttad-LcionaZcs en 

'ruz. Panieta Putneyf y Ba.,L Srm~t, on et pattocini~c 	de &i Agencia parva. et 

nacionates yVesctv to lntenac~onre se convoc65 a un /wpo de 	 t~kcirLccs 

de oqanivsmos intenacn.es a un TaCee,r.Z~evado a cabo ee 9 de Maztizo de 

1990 en Za Ciudad de Guxr.tema.La. 

Vet documento etaboitado 	 potr oinbos consuttortes 6e treptroduce a continuwae6n 

ee and~isa de dcha p,%d.cto conceAniZen-te a p'tdcLca de tcu comadtonas y 

Laz! prdctia,' de tas coma.&wna4 t'radi-ieonateA. (CT) 	 en ta ac.tua.Lda~d estCcn 

y et pv.Zodo pos5~t-natat.centrada's atVrededotr de.2 petZodo ptenatat, ee pa./tto 

La~s p/incipae,6 pircticcrs ptrena-ta.Ze- son mcaajo- abdominaes~ y ta vvrus~n 

(eutr piudcLca es arc. ivanente desaptwbada potr et ptogtramar de capc­extvr~na 

c.LUac..n deZ MdeS), tos consejos sobtre d.Zeq.--a que s~e %~e'ie/ren at uso apiwo 

pZado de comidcts catLien.te y 6,ts Za ejecucli6n de iLt0o pata aseWLC)L W'L 

nac rn-Lento s~egu'o y, en awnento, el Itecho de Levetrt a a madrLe at cen-Lo 

ex6,nenes m~d.Lco ptrena;?ee y Za .Lnmniza.&Jn con toxo-Lde,de satud poaa 


et notwro de pau,'to a.tend-Ldos pwir eas
~tetdnico. Hay~una gtra~n 	 va,%ia.6n en 

unn~ poco6 hcr.ta m6 de c.,en. La comadtona p/to-CT potPr a~lo, va.-tiando de 


pmo4~n apoyo emocionaX, mamaje abdomiLnatZ y te"/ de hiebas pa.ta atlvicA/r
 

qu~e ta put2zin pe.tineatC e,6
ta mofet.tias deZ t'rabajo de patto. Una vez 


.6entcdc p0m ta madtre, ta coniadAonx Za in&cz a puLaA%.
 

- smiLth, Ba/u!.' La cap'tcitactC 6f y piudctica3 de tas 	co-
I. Putney, Pameta 


Guatemat. Pur~oy~cto PRITECH, xtsH. Guatemat,
mad4tonLt tdcoCt~eA en 
FebtreAo 1989.­

http:va,%ia.6n
http:catLien.te
http:ptrena-ta.Ze
http:Guxr.tema.La
http:intenacn.es


Un c.'tec.~ente ntimp-o de CL-l",ld.-Lnas5 estgdn u.saido oxitocZna inyec.tabfe (u~tZ­

mmIncLate- ho'woc ctse utc.-Lbes) paita ap.-L.6mutcu e p.,-ce.o dc. poto. Et iica­

cm ento wno men.te tiene Ceugcut en ta casa de ta mad,-e Cando p.-cLcit-te. 

dC esposo y Ea mrad-Le no se quita Za 0'aela., tespc1tando ea tncdest&a Ziadz­

ciionaL de ZLs mu~Jute. Mayas. La posc. A6 p.%e'vL1~ paLa e pa,'Ito cc'~tbnua 

siendo en cuc.ZeCa6 a de 4od.i.Lta a pesa/L dc que .5e ee ha enLseiiado o-ta 

do/tma de hacueLo en tos cwtuos de capac~tacicln. EL bebH es5 -Lec.ZbiCdo po,-L 

La comadu~na en una -Co ct&a Lirnp~a y pu~eto a u~n eado hasita qu~e La ptacen-

Ca u~ teciLbida. Una vez qcie ha satdo Ca ptaccitta, Lea ccrna-toaa cotta 

eZ cotdA~ umbitlica.. con t&jeAas (a menudo se teen augwtCos aetca de La 

vida deX nio y et nLnle~o de beb~s qu~e La mad-Le .Ceitd~ut en et co'tddn y La 

ptaenta.). La6 tijem.ts a mcnudo no s~on etetULzada.s aptopiadamente. ,ku­

cha~s comad~ona~s con-tbnian caute~zcando et co-de~n con una candeta, atn 

cttando ut.a paufctca a~ desa.p'tbada pur. Lo.s p'ogkamnas de capacAitacZ.L~l 

Una vez que et cotd6n, es~ coirtado, et beb6 e~s Cavado (bailado) y 6ajado, 

y genetatmente e.~s pue.-sto at pecho de La radt-e. Dcpu~s deX pa.%Lto ee abdc-

La es i.s~amen de madte 6ajctdo. La comad.-Lona hace vat4a onatC , 

hac.endo masaje at Jteto y a mcnudo pattic.Zpa en u~n baflo de vapo/t y wia 

comida Lituai at 'inat deC peA-todo de convaXCACkca. 

Se estima que hay aptoxZmadarnente 20,000 comaduwncu en Guatenata de La4s 

cuate~s , aL'r.ededo't deZ 70% e,5tdn capacitadas. AunquLe et 4epo~lte no exa­

mLna La pactica de patteE.a ent-Le La pobtaci~n Lad.na, e,6tudio6 pevLo­

han mosttaxdo que en contta.6te can ea pobtacZ6n Maya., La pobtaci6n Lad-na. 

piedievLe que et patta ze 4eatLce en u~n hosp-LtaC y La comadto~na Lacina eu­

-tc en una pa ici.n de menios tespeto que zu contapate Maya. A pe-a.'r. de 

£nan~taci6n anecdoa~t de La contvii o, Lo6 awtoA.es no pudi.eAon enconmtwt 

una coYLdAAaci.6fl acvtca de La impte.zi6n que ta camadkana .tiatanotO 

endvwiedadez que no e~tdn AtcJonada.6 can etL enibcuazo. La mayAda de 

Z"v comad.'tna,6 teciZben pa.90 paga p04 5u6 zetvc..o- en e~ectcua a en e.6­

ped~e. EH paga pualfedio vata de 3 a 20 Quetzae-. En't're La pob~acidn 
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May~a, eZ uectutam~ento .sobtentata de Ca pto6es.bWn de comad~ona contintla 

4iendo comcin. La mayo'i~a de tas comad.-Lnas t~an atuedido vxLos patos~ 

pir~evo a Za az~encia a Zos cw~zs de capacitacLCn. Lms comad'onas~ no 

capa&~itadats son identidicadus a t/Lav6fs de. con-tactos con ea mad'ten en 

Za~s c~ncas de satCud y a .tuztv~ de ea -LeviziL6n de eo.6 uegistwo munic-­

paes. Laz comaduona son inv.Ltada.s po'% eZ M.inLte-Lo de. Satud dependZen 

do de to~s 6ondo4 disponibe. Cada comadtona %e~ocbe un es.tipencio de. 

Q. 75.00 potL Zo~ 15 dCas quo. duwa etC cwt.6o. Adenids, se supone quo. cada 

comadktona tecZbe un equipo do. pa.%et(a poar pacteo do. UICEF, o.C cud. ac­

.tuationyto. s6o ocon-teno. tje~'as, dos ycu~das de. teea mwuo2J.na y ana batan­

za con pes~o en kitogtanlo~. 

Una de. Zas d~'toas mds impottantes y di Zcites a que se. %o'ieocde2opoir.te. 

u~ con 4especto a Czz e.ecZidad do. tca4 oomaduLnas y do. 6u6 pugtams do. 

capac,&tctc.LZn. La dnica in6otwiacZdn dizponiZbeo es aqueao. kun.Lda poi% Ca 

Univex5~sidad Ftanciz&co Mafrvoqtztn en wia mwvnicipa~idad. Esa innmac.-cn, 

.6in emba,%tgo, pjopotciona oevidoncia queo Ca ocapacz.tacn do. comadtonaz~hace 

impac..to no so~ame~ntrz en tas ptdWcaz de mstoenca *ttadicJona2do. pat-to', 

4i~no .tamb.Zbn en tca, .ta,as do. notta~tdad. 

RC ejo. cattododo'L deX cLLdt un puogk'amct o.6ocf-vo pcuut pa, te,-aw g-ita, es~ Ca. 

idoenti6Zoacidn, ir~e6eAencia y et manejo £iv.6ttuciouZa apuwp.ado do. ombOAa­

zo.6 de aYJto ties~go. Existen zetias bai~vmaw cu ww.Co.z, geogr~d~iccas y 

emocZont~e,s con %ezpec.toa a. z re.~voncZa do. pacionte. 

Adoem&s deC gin..L~tetio de. Sa.&zd, un gwmt ndmew de o,%gan.Zzacioneu no-9LubeA-. 

narmktatZue e internaionatCa apoyan tza. actividadea de. Za ocapaci~taci6n do. 

Wti oomadiLon". ' La A6ociaci6n do. Se v.ico,6 Coinunatez. do. Sa~ud (ASECSA) 
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ya no p~topomc.ona capac.tacL~ a coma:nasnc, 6-in enbvtgo, ASECSA ha. 

pubtiecado uno de tc05 mejc.tcs triatac..s de as Lstencia ttadLe~cnae de 

pa~to~s. En et Ric-tecto "P.,'oject Conicvmt litLnUacnat" en Santiag~o 

Ati~tLin, ea capac~tac (n de CUs ccmad.,oiw juega a~n papee may inpo4­

tane, s.como tamnbib en Ca CCnica Maxeia ent Sanmto Tomcts, La Lhlid6, 

Such.tepdquez. Ee uso de p,-L es-toblae. y pu-motCo.e~s indtgens pcIa 

Za capac~tacidn y spe,-L.LZ~n dLtinqu~e csto-s p.uogtamas. Rtoyjcc.to 

Hope ha inctw~2do dwutante nucho tiempo Ca capac ,tar-idn a Zas cornadu~nas 

y ta supevsidn en su ie..&-i.Nva de Supcew.ivencia ln'antie en Que.tzat­

tenango y Son McLo. Et H sp-tct '.atynoU~en Jacattenango, Huehuete­

nango 6e% et tu.g-U en donde se u~atizaxt una inic.aiva 6inanciada pm/r 

UNICEF pata un'mejo,-L entendimento de Uas c~eencias y p Zct'cas qu~e -sos 

.tienen Za-s p'Lccticaz t~adZcicnafeA y po'-t to Ita;to rpvwvi.ten ee desaAvo­

L.Zo de pu~gl ama-s de capaci.taci6n, Las cuaeo-s mantenen o sostienen mds 

qu~e dest,-Lui esa~s pt'uctiea-s. La Es cuea de "fedicina de La Univexms.dad 

F-'tanc..Lsco Mctvtoqwcna t~.ene uno de Cos ptogtaums de cornadtolas .Vradi&iona-

Lets md~s e'ectvo y mejo?. estLdado. Toda ea -i6o,,uaci6n 6scbt~e e6ee-tivi­

dad en umte krepctte P'oviene deE exeten-te 6stema de in6ounac.6n de ese 

pLog9/arnc. INCAP -tene vatios es6'uevtzc's de in'viac.6n en eamino. EE de 

mets ZoAigo atceance es et qu~e .6e cs.tL £2Zevando a cabo en Quetzaetenango, eeC 

cuat .set'u ee v~stazo md~s comptensivo y o/tganizado a La-s comad/to nas -t~ad­

cionateA6 y a La-s p'tccas imst..tuicnatCe con 'tedspec-to at manejo de emba­

'tazo~s de aC.to triu~go. Vonamte~s inctuyqendo a UNICEF, UNFPA V AID t/Labajan 

en 9/tan parite a ttavbs det in sztetio de Sa-Cud, aunqu~e .tambi~n han p/topo/t 

c~ionado 6ondozs a atguna~s o/tgaza-iones no gubem'amento-em. Po/%tLo tan-to, 

pitdctieamente no ha habiLdo coopetcidn intetagencia. 

Lo.6s awto/ea cAeen qu~e ha sido inaptopiado y .6e ha oca-s-onado daffo eX- habeA 

ttctado de apPtZeat 6in hacei mcds avekiguacione,-, u~n modeto de nacb-i~ento 
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ba~saeo en upt hospitae wtbanio occidemtae en ta capac~tacZ&n dcZCc omadAo­

nc~s ttad.icboaeu. Un p.-obena adi. oneal idnt&6cado e.s ea b.teeha emttc 

Zt~ rnea.5 de capacILac.ZL'n a6i,,unadas y Za capa&Ldad dee MdcS pata aecanzvc 

emas mctas . Lcs &cmitaccobnes ic&ten tscc.oncs p ucsp uesLa, an 

Ps~istenia Ltadccuiado de 'te~et~enca y iAeeaconc-s ite,-pe,-uc~llaee' pob'LCu ent-t 

crtgcio.s puto onaecs dce Mdc-S y Us~ conadtozac, atZ coro ea comuiL~dad. 

Lo~s auto'tes cieen que eZ actuae cwtso de ccapacitacZ6ni de 15 d.as es demra­

.ziado deddfc~tco, compfeejo y seco paAa es~ta g.,tan canLtdad de pobtac~ln 

anal6abe-ta y en s.u mayotta muLje,%es deZ dJ-Lea .'Lmae, de avanz-ada edad. OttLo 

ob.tccLo pata Za aapac~LacZ6n e.s que muchas de ecis comadutnas tienen md&s 

expe.,LLenic-a que Zeas en6 etaum qu~e Zes ens&Ean, con 'LeeacJn a Za expe '.en 

r.La de paxto~s ei casa. Esto debiLa ta c,'Ledib4idad del eapaeitado'r y 

c~ietnen-te baja suz con'ianza en aeecaue e ctCauuno objeto de e.mtudio de 

wincz 6olutna cteat<:va, in6o'unaZ y espon-td.nea. 

EZ contendo de ?-a capac1~aci6n es anaLizado en ~tetaC.,i6n a su impacto so­

btre Za ptdctica de ta comad.tonaz tdicelonales. La g,,Lan .tLeducel~n dee 

w,6o deZ atcoIhoZ taito pot pvtte de Zaz~ comad,-Ln.s ccrno de su paczLefkte~s 

en el tuba jo de patto, y Za p'r-ctica de hace,- qu~e Zzs mu.jvLes "puL]en" 

deniasiado temptanuo en et .tiabajo de pwLtto, son do~s de Zas p tcams tadi 

cionae-s dasiZnas5 sob.te tas cuaZes tos cutsos de capac. ta&An han tendo 

wn £1npacto po~~tivo. Vaxias ptcticLas nuevaz yj bet .icas han 4-Zdo bnt'o­

ducidaz a tLav~s de to~s ptrogjrzaa de capacJitaci6n, inctuyendo e2 Zavado 

de tas mano.6, s~eeecin de Zo~s cacrsos de atto .4ieso yj su e6etenc&z, con 

,6ejo.6 .6obt'e nwtitLc.ZWn, Zcz apZicaci6n de Za vacuna del .toxoiLde -tetdnco 

y atencidn rnejo'uzda at A~ec..L6n nacido. Deza~o&,tudavniente, tte ptudc.-­

cas t~rad-Zelonale,, po.6itivas han .6ido dezapt~obadam vitgousoamneate potL Zo6 

capacitadotes: ta po.6ici6n de pwuto vvttkcat, vei-6n extvtna en el c~o2 

de mata posic6n det 6eto y t cautetiLzaci6n det co'Ld6n wmiZCcaL. Vo~atia 

., 



ptctica "neuft'te61"o de atgdn modo bene~ic.o.5as -son di5cu-tidaz., y1 

a rnenudo desatentdaz en Zcs pkogtama.6 de capa&itacZ6n. Es.ta5 nc~u­

yjen et uw6o deZ tadic4ona2 bai de va pot ("temeiscci") , et wso de ILet­

bas medicinates, to~s mao.zajes pte-natates y' post-ntatZes y et 6af am ento 

abdcmbit. La nuieva y espcrc~da ptufc-t~ca de ea ap?&Lcac-&5n de b&iyecc, o 

ne.s in tamuscucvte de estoitez~ houvtmonatZe, utvrLnoz (ox..Lt-cco.) mA 

nitty pvzetmibante. Evidencia p'teZbi~iA .6ugieAe que a etto s!e debe et 

auniento zigni~icatvo de niuette 6etat.itawte'tna. Fifnatmen-te, -tznto 

et wuo det, eqwipo pcata comad/wnczs -tad-Zc.onate-s tae como P-o- p/Lopo.'r­

cionado6 pot UNICEF coma ea de~-bvici6n de to qcue debvz~a considetat~e 

coma embatazo de atto i.esgo que Aequiete .6eAt e~exdo a un ho-sp-ta 

o centt de 4aZttd,- son dcUsutidos. 



CONCLUSIONES V RECOMENVACIONES
 

En e.,i-Ue acfp.Ue se iden-tL6.Lcaon ttes L.pec-tc',6 necsatios a aiut&izat, 

Como: Ptdctc.s y capar- tacidn, v-&icuto entlt ea comnzWad y eos siL*ste­

mas de sactud y po~L&ims. 

1. 	 PRACTICAS V CAPACITACICNVE COMAVRC2NAS 

1. 	 Pa/ta puOtegeT Za s~aud de Za macdte y dd. /teci~n naciLdo, Zacs comad/to 

na's %eaUe-izan Zas~ sigiLtes~ 6cinc~ones: 

- Comi'.cPZ ptct-tZt 

- A tciUn detZ pai~to y tecZ~n nac}Zdo 

- Asitenc, a de iadte y tci&Z~ nacZdo en post-patto. 

Bt. cmenmte Zas 6unc.Lones se deua,-toC-an paxa identi~caAr p~'robtemas 

No 4e t~ecomienda ag,-Legcvt mdA 6unciones a tcrs desA.Udas deb'.do a qu&. 

~&toa adit no s~on e6ectuada,5 a caba~dad. 

2. 	 Se ,.ecomnienda tenetx 'com metco de ite.'venciZa pca a capac&ac6Yi. 

eZ wso de ft no'unczs acttL-es, deb-iendo &ta.s tevisaxs~e adecwcZytdo.se 

a to.s iteq-utne nto~s deC ne optativo. 

CapacitaciZdn 

A) Ee. Ln.vetso a capacta.t en .toda pemr2ona comnibtOaxa que tay~a 

atendLdo m6s de cuatto pcvutos. 

B) Ef- co ntekvido debe basa5te en et pe't ep.idein~ozdico qtue Zas 

comad,%ona p'zuemetan con e cuaZ idenNt,-Lcan tos puto ema.o m&V5 

6/tecuenLte~s y 6w condicionantez, ddndote aeC6acititadoxr et ma­

~tevt,C pacva in.teAvenc..Lones. 

Qui~n capacita:
 

A) PeuonaZ que identiqze y tApete a ta comaditona, como pa/ute
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medutcur de un ptc' wtrna de satud ~~, L~cc-tt.vet
 

capac.Ltado y cc',)t expc!,-ciccUt en &I P.IdCticct cb.stC-tt~.ca.
 

B) Pa/ta .npteta ta . ccmudaci6t, se. Iace iicea'Lo imteCALtc­

wca e actzae *-Lytcmna de capctc c (n, dcnzdc ea ejecwta e.s 

ect cena de dL t7-tc quin dcb.La~z tenect eLs coitcc&ni~ent.s 

ainteA daecLbtcs, as.C como de <iivecuca, c,,pac ta, ceictZ~c/t 

y 4esponsb1Jza. ce pex-Lonta y!iMd4'c, de distt~to, eC. cuaC en 

Za cttwt&dad pcvt.ti cCpa de 6c--unc pact y pasiva en esta actei­

vi'dad. 

C) 	 Como ite.,Lvencionv- a cc'to y Zcu.tgo pZazo se htaceit Za.5 s~iq..gcen­

.te~s acomeidciones: 

I .	 Revi&st Zos peitsum de eutud.o.s de tas5 intucoic So/Ufia.­

doiwA de tuse's hwmno (Escueas de en' e,ta y med-Lcina) 

con ee objz-t~vo de 6c'Ltaeece.A di coftoc mieno y cambio de 

condu.-a Z'otizctnd1o ta obstCctxrcia ttad~cionat, eZ-tspt 

a ta comad.-Lna cc mc agenta de sa~ud y Za incL'dcooga pa/tLa 

conduc -Lcsa cecue~ de p.tog'tzmc5. 

2. 	 VL5 eivt e <cmrpceinmtc un p.,Log~tcjna de educaciCn pec1 rancnte 

di~qvgido a to.s -t-poii5-bZcs de ea coitducci- deL ptc'g/uura 

(En'vuivta - M~~d.co deC Nivet Ho.5p.Ltatatio y de V-stLto y 

Aux,iiaA de En6vumni.Ca) 

3. 	 Pu'mocionajt a t~aLat's de seniLtLos y cong.tescs, ta pa~tZci,­

paci6n det m~d.ico cc'mo pai~te 6undamen~taZ pa.'La el xiLto deC 

~ttabajo corntun.Ltvrio con La comad',tonct, ast como de en6vune­

,%asesuUianCc. de ctmbcs p)Lo'escnes~. 

Como capaeLitaA: 

A) EztLI complw!bado que ta rnetodotogta tjtadicionaZ ha 6iLdo poco e~i­

caz 6iZn pwovocoAi cam &Zos de condu eta en tas comartopim. 
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B. 	 Se tecwni~cnda Lt edLLcah1 pa tLcpatZva Co'mo hutv-n'cnta pcuw. 

ea iesoeuc6n tic patcLHciias; dce;Lo de 6sta a~c.t'cd qLue emtte 

ottct7 inctuqcvi dae~ogcs de.mnunta bzc'tmcl, cmo cecqast, 	epa­

tL:Lindo ea .ecc 6z dc conipfcacionecs t 'b.cciet simmU.dkicatnen­

t 	 *c &~n~~aC( 

C. 	 Se dcbie impeejc.-ta, dcnttc' deC putceso dc. emt~sehcutza.-.- p,%ndizaje, 

coinc, inetodoeog.a educat~vr Za supe,%v~si6n, et mon.& o'teo, ta eva.­

tuaciL6n y tatoiac; de 6sta 6otuna decut-La~zat eo~ cwtL 

.s,. ttctd.LonaZcs~.ou~:oC un ptocueo con-tUnwo to9/rando cambio 

de act.udes, to que gcvtuttiZ-a s~u puunanencict. 

i. 	 VINCLILO E-VTRE LA -CCOhI~NIVAV Y SISTEM'AS VE SALOV 

En este impourtcuitte aspecto se identidiccaxon tos obstdcutos desn~i­

to6 a cont.nwlc,L &: 

A) Fca.a de aepta&6iy apoyo opvuzcionaZ desde ee pwinto de vis~ta 

geog.-acc', econZm~co, cutiww.L y a6ect-vo pot~ tos svi~co.-s de 

,satud. 

B) 	 Fat~tc de, apoyo,,po~t Zcos Udexc.s de ea comunidad. 

Pata soZuconcrLt os ptcbteniw5 enunctdos se tiecomienda: 

PRtop.Lc~aa, ea 'ev.isiJn y ,Lem~ttturtwtaci6n deZ s~sema actuaC de' 

p,,L.stacZ6n de scLvcCos AWa.te.'no - Petinata2 pca. adaptcvro a 

naneta de qze .6e btrinde eC apoyo y aceptacic~n necemax.6' a Za 

piufctica de Za obstetLcLa en ee niLvet camunitatZo. 

111. POLITICAS
 

Exi~ten Lineanientos a n.Zvc naci.ona2 pcAa p/w.?egeA ta scau~d MatoeAno 

Pedt~natt2 peAo s e adotece de mecacntemo.6 conc~reto, pwaa opeAaa&ona.-

Zi zatcta., wZ6mas que nece.i-tan detL apoyo poU~tco y 6Znancievw que 



avaCe 	tzna knueva es-&LatCegi de ivnteAvencLin. 

At tespect1o .6e s5ugiete: 

1. 	 'Eetuaz. s~eizo,,Lo~s - tattete paci daA, a conocer. a Zas autoA.Zda­

de.s de 6aZu~d y p'tsonaZ de Us~ di eAentes isttuciones admii-sta 

tivas, Za .6ituac,6n ac-tua2 y opciLones de so6Z6n. 

2. 	 La t~~edni de Za sauLd mwcVtmo - pe~ina-tct necesita de un 

g/Lupo t-c~nco osesA pmniente,, a n-Lvet nac.Lonat, que apoye at 

ikfnJivtmo de Satu&d PtIb~Zca en etZ ptoceso conside,'tcndo.se qLLC Zo. 

rn~embiwo6 de2 g~tupo en menci6n deben 6eA 6etZecci.onados5 de acevtdo 

a sut CWuiicuiwn y soZvenciLa pt'w~esionat. 

3. 	 EZ Wnize~io de Satud Ptlbtca, a ttav&s de sw unidades .t~cn.co­

nowativcu. debe se, et que cooicdine y dbuija Za activ.Ucd de co­

mad'Lona~s. 
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OBJETI VOS 

1. 	 In6o'unaA~az to, pa L&ipczn-te, 6obt~e atgufto puiog'wamoa ar-tuza.Ce, pctw.
comaduonas en Guattenwact que 6on iLnnovctdozp., y exio,6os. 

2. izcuti,, tza. iecomendzc.Zones inctuidaw6 en eZ EstudZo de P%c-tica~ y
Adieut,%mnento poAa comadtonaw6 PRITECH 1989. 

3. 	 VeswiAo~tar. y pitiohtizar. una Usta 6inat de %recomendaciZones3ace~cct 
de Zat6 p'dtcoca4 y et czdie,6t~aiekto paac comadwna's inctub'endo, 6iL 
a~ posibte, accione,6 ptioAtak..&i y estategiz~de imp-enaci6n. 

METOVOLOGIA 

EZ dawavoto de Za actividad se e~ectu6 bct~icamen.te a .tav6, de expo­

sicionea diatogadvs y pZencvuL6 de Cts cuates se ext}Lacaon conctw.,s.o­

ne~poa a con.6oL~dado 6inZ. 
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PROGRAkfA 

8:00 	 lnc'uipcJn 

8:30 	 Apextwta 

DISCUSIONES DE ALGUNOS PROGRA.AS ACTUALES EN GUATEMALA 

9:00 	 ,nlLStpco de Satud 

9:30 	 UNICEF
 

10:00 	 COFFEE BREAK
 

10:15 	 INCAP
 

10:45 	 UnvAs~idad Fran&sco MzrAoquCn 

REPASO DEL INFORME PRITECH 

11:15 	 Info.une: "La Capacta.6n y Practicade tas Comadro­
nc Tradicionaes en Guatemaea" 

12:30 	 ALMUERZO
 

SESIONES DE TRABAJO
 

13:30 	 Grupos de Trabajo 

1. 	 PRtdccas t CapacLtcar-n de Comadtonam 

2. 	 Vtncutos entAe la C6munidct y eet &stema de Satud 

3. 	 PoZ~&cas, Apoyo y Adrnnstraci6n de Prtogmas de 
Materndad Sin Riesgo 

15:00 	 Prteentaci6ny Discwsidn de Gr'upos 

17:00 	 C.awsAwra 
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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 important 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 and 
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 m.:lwife. 
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 instrument or simply burned with a candle. Postnatal 
duties included a ceremonial sweatbath and meal between 8 and 40 days after the birth. 

The GOG introduced TBA licensing regulations in 1935 and began training programs as 
e!arly as 1955. UNICEF, CARE, UNFPA and AID have all supported training at some 
time. The current MOH training program is for 15 consecutive 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 oftin 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 fion-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 
gantiago Atiilan, 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 build 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 
research 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 malpresentation 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 (oxytocics) 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. She is generally not seen as part of the health 
care team, but rather as a necessary evil, and not as a valuable health resource. 

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 underway in Guatemala. One
 
is the TBA/MOH high risk pregnancy management study being coAducted 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
 
Huehuetenango, 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. 	 Mechardsms 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 manageient 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 TIBA activities.
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E. RESEARCH/EVALUATION
 

I. 	 The lack of any evaluation on the effectiveness and impact of TBA training has 
been a major gap. Evaldation 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: 

0 	 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 m,-'trnal/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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