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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 panded to include all
mortality from 28 weeks gestational age (at which time extra-uterine survival of the infant is
possible) to onc year of life, then close to 50% of all infant mortality would occur prior to onc
month of age. In Santa Maria de Jesus, Dr. Al Bartlett found that 7.3% of all births were still
births, and that the majority of thesc were associated with malpresentations, prolonged labor and
premature rupture of the membranes. These are events which, if properly managed, can wsually
result in the birth of a live infant. Since TBAs are the principal health providers fi ¢ rural
Guatemalan women in the prenatal, birth and postnatal periods, any efforts at lowering perinatal
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. (Sce Anncx C for Exccutive 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
L New MOH Manual for 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.



2, Quetzaltenango Project

This INCAP investigation being managed by Di. 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 includes a large baseline data collection and evaluation component.

3. Santa Maria de Jesus Project
The principal contribntion of this project has been to provide the epidemiological basis for:

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

z. 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 Hueluetenango 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 ievel, 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, Quiché 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.



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. Francisco Marrogquin University Project

Within the past year, the Francisco Marroquin University TBA Project has opened up a self-
financed "birth center/health post” in 2 small village, approximately 15 minutes north of San Juan
Sacatepequez. The center, which has three beds, plus a "birthing room", is overseen by a stalf
physician, with at least onc medical student usually in residence.

TBAs arc 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 health 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.

[II. HIGH RISK BIRTH 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, UNICEEF,
APROFAM, Francisco Marroquin University, MSH/Guatemala, PRITECH and AID (sce Annex
A for a complete list of participants and agenda). The objectives of the seminar were to: Inform
participants about some existing, dynamic and successtul 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



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 arc 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/Perinatologist

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.



The consultants recommend the following as the scope of work for the group:
TAG SCOPE OF WORK
mDesign the overall TBA program and search for funding.

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

mPromote 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/caveats are:

mTurnover 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 spccific interest groups nor on political affiliation,
but rather entirely upon technical skills and experience.

mThe TAG will need a clear scope of work (sce above).

mThe TBA program needs to be implemented in a phased approach, with each step built
on the previous one and directed simuitaneously 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 necded for program impact to be measurable.

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

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

mCare 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.



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 activitics
through the MotherCare project and other sources, if available.

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

3. USAID should congratulate thc MOH for the approach it is taking to TBA activitics 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 tiine 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, rccognizing 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 ncutralized, 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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AGENDA

8am Inscripcién

8:30 Apertura

DISCUSIONES DE ALGUNOS PROGRAMAS ACTUALES EN GUATEMALA

9:00 Ministerio de Salud

9:30 TJNICEF

10:00 COFFEE BREAK

10:15 INCAP

10:45 Universidad Francisco Marroquin

REPASO DEL INFORME PRITECH

11:15 _Informe: "La Capacitacién y Practica de las Comadronas Tradicionales
en Guatemala"

12:30pm ALMUERZO



SESIONES DE TRABAJO

1:30 Grupos de Trabajo
1. Practicas y Capdcitacién de Comadronas
2. Vinculos entre la Comunidad y el Sistema de Salud
3. Politicas, Apoyo y Administracién de Programas de
Maternidad Sin Riesgo

3:00 Presentacién y Discusién de Grupos

5:00 Clausura
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OBJETIVOS DEL TALLER

Discutir las recomendaciones includas en el Estudio de Prdctica y Adiestramiento para
Comadronas PRITECH 1989.

Informar a los participantes sobre algunos programas actuales para comadronas en
-~ Guatemala que son inovadores y exitosos.

Desarrollar y prionizar una lista final de recomendaciones acerca de las prdcticas y el

adiestramiento para comadronas, incluyendo si es posible, acciones prioritarias y
estrategias de implementacion.

A3

EL MEJORAMIENTO DE ATENCION

PARA MADRES Y RECIEN NACIDOS

-
P \
or 7 >
- HOSPITAL . S com%om
Y |

COMUNIDAD

" CENTROS DE SALUD
'PUESTOS DE SALUD



REFERENCE POINTS FROM MEETING
{preblems identified)

THE REFERRAL SYSTEM (LINKS)

Attitudes
Geographic isolation
Cultural isolation

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

Lack of participation by MDs and other competent prafassionals in
TBA training. Comadronas know how ¢to do normal deliveries, what
they need is skilled help 1in dealing appropriately with
complications.

if M0s participate in T2A training, the likelihoed incr=2s5es tha%
their attitudes towards TBAs will become more cosic.ve. However,
they nead to bte "oriented"” before working with T3As.

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

Need health =ducation in the community.

TRAINING AND PRACTICES

a.

b.

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

Training should be culturally appropriate and trainers need
knowledge about the culture of the groups they are working with.

Training methodologies should be participative.

The most capable TBAs should be trained as trainers.
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POLITICAL

o

Need adequate information/supervision/evaluation systems.
Working with the medical community (AGOG) is a priority.

The MOH leadership needs to be convinced that TBA/SafeMotherhood
activities are a priority.

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

Inter-Agency coordination is a priority.

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

PRACTICAS_Y CAPACITACION_ DE_COMADRONAS

Para proteger la sa1ud de la madre y del recién nacido, las
comadronas realizan las siguientes funciones:
- Control prenatal: donde la tarea es identificar problemas vy

referirlas al nivel inmediato.

.- Asistir parto y recien nacidos: identificar complicaciones

vy referirlas.

-~ Dar asistencia a la madre vy recién nacido el primer mes
postparto.

No se recomierda agregar mds funciones a las descritas, debido
a que éstas aun no son desarrolladas a cabalidad.

Se recomienda tener como marco de referencia para la
capacitacién el uso de las normas actuales, debiendo estos
revisarse y adecuarse a los requerimientos del nivel operativo.

Capacitacion

~A) Universo a capacitar es toda persona comunitaria que haya

atendido m&s de cuatro partos.

8) Contenido: son en base al perfil epidemioldgico gque las
comadronas presentan con el cual iddentificaron 1los
problemas mas frecuentes y sus condicionantes, dandole al

facilitador el material para identificar intervenciones.

Qu?én capacita:

A) Personal previamente 'capacitado en obstetricia, en
medicina v metodologia educativa, y que ddentifique vy

respete a la comadrona como parte medular de un programa
de Salud Materno-Perinatal.

By Para implementar esta recomendacidn, se hace necesario
reestructurar el actual sistema de capacitacidn, donde la
ejecutora es la enfermera de distrito, quien debiera de
tener los conocimientos antes descritos, as! como de
involucrar, capacitar, concientizar v responsabilizar al
médico de distrito, el cual en la actualidad participa en
una forma parcial y pasiva en esta actividad.

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

1. Revisar los pensum de estudios de las dnstituciones
formadoras de recursos humanos (Escuelas de
enfermeria Y madicina), 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. Diseno de un programa de educacidn permanente
dirigido a los responsables de 1la conduccidn del
programa (Enfermera - Médico del Nivel Hospitalario
del Distrito v Auxiliar de Enfermeria).

3. Promocionar a través de seminarios y congresos, Ta
participacidn del médico como parte basica vy

fundamental para el eéxito del trabajo comunitario
con la comadrona.

4, Debe de existir wuna Unica institucidn que normatice
y coordine las capacitaciones a nivel nacional.

Como capacitar, estd comprobado que la metcdoloaia tradicional
ha sido poco eficaz y eficiente sin provocar cambios de
conducta en Tlas comadronas; por consiguiente, se recomienda la

educacidn participativa como herramienta de resolucidén de
problemas. Didlogos de manera 1informal como colegas con
énfasis en resolver complicaciones y ofrecer opciones de

solucidn y tener al mismo tiempo retroalimentacidn.

Dentro del proceso de ensefnanza - aprendizaje, se debe
implementar como metodologia educativa la supervision,
monitoreo, evaluacién e informacidn, Y de esta forma
descentralizar los cursos tradicionaies, volviéndose un
proceso continuo logrando cambio de actitudes, 1o

que
garantiza su continuidad.

VINCULO_ENTRE_LA COMUNIDAD_Y SISTEMAS DE _SALUD

A) Falta de aceptacidn y apoyo operacional desde el punto de

vista geografico, econdmico, cultural y afectivo por los
servicios de salud.

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

Para solucionar 1los problemas enunciados se recomienda:

Propiciar la revisidn vy reestructuracién del sistema
actual de prestacidn de servicios Materno - Perinatal
para adaptarlas a manera que se brinde el apoyo Y

aceptacidn necesarios a la prdctica de la obstetricia a
nivel comunitario.
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POLITICAS

“xisten politicas a nivel nacional para proteger la Salud

Materno - Perinatal, pero lamentablemente Jlas autoridades a
nivel de toma de decisiones desconocen Jla magnitud del
problema, y por consiguiente no se le ha dado la prioridad
-entre los problemas de salud del pais, faltdndole el apoyo
politico y financiero que avale una nueva estrategia de

intervencidn.

Efectuar seminarios - talleres para dar a
autoridades de salud v personal de
instituciones administrativas,
de solucidn.

Propiciar la creacidn nacional de comité de la
la Salud Materno - Perinatal.

conocer a las
las diferentes

la situacidn actual vy opciones

conservacidn de



INFORME DEL TALLER EL FATEL DE LA COMADRONA EN ESTRATEGIAS PARA EL MEJOR
MANEJO DE ALTO RIESGO EN GUATEMALA '

INTRODUCCTON-ANTECEDENTES:

Para dar a conocer Los aesultados del estudic. La capacitacidn y kndctéca
de fas Comadicnas tradicionales en Guatemafa, efectuado per Los consultc-
nes Pamela Putney y Bary Smith,con el patiocinio de £a Agencia para el
Desavollo Internacional se convocd a un grupo de téenices nacionales y
_dé onganismos Anternacicnales a un Taller £Levado a cabo el 9 de Marzo de
1990 en fa Ciudad de Guatemala.

Del documento elabohado por ambos consultores se aeproduce a continuaciin
20 concerniente a padetica de £as comadronas y el andlisis de diéha prdc
tcea. 1

" las prdeticas de Las comadronas tradicionales (CT) en La actualidad estdn
centradas alrededon del periodo prenatal, el parto y el perlodo post-natal.
Las principales prdcticas prenaiales son masajes abdominales y La versidn
externa (esta prdetica es activamente desaprobada por el programa de capa-
citacion del MdeS), Los consejos sobre dietas que se negienen al wso apro
piado de comidas calientes y grias, £a efecucidn de nitos pata asegurat un
nacimiento segurwo y, en aumento, el hecno de referit a 2a madre al centro
de salud para exdmenes médicos prenatales y La inmundzacddn con toxodde,
tetdnico. Hay una gran variacidn en el nimeto de pattos atendidos pon 2as
CT pon aiio, variando de unos pocos hasta mds de cien. Lla comadrona pho-
poneiona apoyo emocional, masaje abdominal y £¢s de hienbas para alivian
Las molestias del trabajo de parto. Una vez que La presidn perineal eé.

sentida pon La madne, £a comadrona £a incita a pufar.

ca de £as co-

e, L acitacibn y prdeti
1. Putney, Pamela Smith, Banry a eap y F MSH. Guatemala,

madnonas thadicionales en Guatemala. Proyecto PRITECH,
Febreno 1989.-


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

Un creclente namero de cuoradronas estdn usande oxitoclna inyectable (estdi-
mulantes houmenales uterdnes) para apresuran el proceso de parte. EL na-
cimiento noumalmente tienc Lugar en la casa de f€a madre estando preseinte
el esposo y La madre no se quita la galda, tespecando a medestia tradi-
clonal de KaA.mujeneA Mayas. La pesdcidn pregerdda para el patto conténJﬁ
sdiendo en cucliflas o de rodiflas a pesan de que se Les ha enseidado otra
forma de hacerfo en Los cuwwos de capacitacién. EL bebé es recibido pot
La comadrona en una toalla Limpla y puesto’ a un Cado hasta que La placen-
ta es necibida. Una vez que ha salido la nlacenta, La cemadrona corta

el conddn umbilical con tiferas (a menudo se Leen augurios acerca de £a
vida del nifio y el nimero de bebés que La madie tendad en el conddn y La
placenta). Las tijeras a menudo no son esterilizadas apropiadamente. Mu-
chas comadronas contindan cawterizando el corddn con una candela, adn
cuando esta prdetica es desavnobada pur Los programas de capacitacidn.,

Una vez que el cordin es contado, el bebé es Lavado (baiado) y §ajado,

y gesteralmente es puesto al pecho de £a madre. Después del parto el abdc-
men de La madie es {ajado. La comadrona hace varias visditas nostnatales,

haciendo masaje al dteno y a menudo participa en un baic de vapor y una

comida nitual el final del perlodo de cenvalescencia.

Se estima que hay aproximadanente 20,000 comadionas en Guatemala de Las
cuaﬂeA; alrededon del 70% estdn capacitadas. Aunque el nreporte no exa-
mina La prdctica de parteria entre La poblacidn Ladina, esludios phevios
han mo&énado que en contraste con fa pobfacién Maya, La poblacidn Ladina
prefiere que el parto se realice en un hospital y La comadrona Ladina es-
24 en una posicidn de menos respeto que su contiaparte Maya., A pesat de
informacién anecdotal de Lo contravio, Los autornes no pudieron enconthar
una confinmacibn acerca de La impresién que Las comadronas tratan ofras
enfermedades que no estdn nelacionadas con el embarazo. La mayorla de
£as comadnonas neciben pago pago pon sus senvicios en efectivo o en eA-

pecie. EC pago promedio varla de 3 a 20 Quetzales. Entre La poblLacibn
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Maya, e€ neclutamiento sobrenatural de La progesién de comadrona continda
sdendo comin. La mayonia de Las comadronas han atendido varivs partos
previo a fa asistencia a Los cursos de capacitacién., Laa coﬁadnonaa no
capacitadas son Ldentificadas a través de contactos con las madres en

Las clinicas de salud y a través de la revisdidn de Los registros municd-
pakes. Llas comadronas son Lnvitadas pon el Ministerio de Salud dependien
do de Los fondos disponibles. Cada comadrona recibe un estipendio de

Q. 75.00 por Los 15 dlas que dura el cuAAé. Ademds, se supone que cada
comadrona recibe un equipo de patteria pon parnte de UNICEF, el cudl ac-
tualmente s6Lo contiene tijeras, dos yardas de tela muselina y una balan-

za con peso en R{logramos.

Una de Las drneas mds impontantes y dificiles a que se ncéieic el neponte
es con respecto a fLa efectividad de Las comadhonas y de sus programas de
capacitacitdn., Lla dnica ingormacidn disponible es aquetla reunida por La
Universddad Francisce Martoquin en una municipalidad. Esa {nfornmacion,
s4n embargo, proporciona evddencia que fLa capacitacidn de comadronas hace
Ampacto no sofamente en Las prdceticas de asistencia thradicional de partos,

A{no también en Las tasas de moatalidad.

EL eje alrededon del cudl un programa efectivo para parteras gira, es fa
didentificacidn, neferencia y el manefo institucional aproplado de embara-
z04 de alto niesgo. Exdisten sernias bavreras culturales, geogrdficas y

emocionales con hespecto a Za neferencia de pacientes.

Ademds del Ministerio de Salud, un gran ndmero de organizaciones no-guber-.
namentales e internacionales apoyan Las actividades de fa capacitacidn de
Las comadronas. ' La Asoclacién de Servicios Comunales de Salud (ASECSA)

Y
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ya no p&oponcion& capaciticidn a cemadronas, sin embargo, ASECSA ha
bub&écado uno de éoa méjcnes manuaées de .aséstencéa.tiadicécnaﬂlde
partos. En el Proyecto "Preject Concewn Intetwnaticnal"” en Santiago
Attldn, La capacitacidn de Las cemadionas juega un papel muy Lmpor-
tante, as{ cemo también en La CLindica Maxeia en Saite Tomds, La Undidn,
Suchitepequez. E€ uso de progesdenales y priemotores {nd{genas paia

La capacitaciin y supervisién distingue estos programas. Proyecto

H;pe ha incluldo dwrante mucho tlempo £La capacitacidn a Las comadronas

y La supervisddn en su inlclativa de Supervivencia Ingantil en Quetzal-
tenango y San Marces. EL Hespital Mawhknofl en Jacaltenango, Huehuete-
nango serd el Lugar en donde se realizard una indciativa f<nanciada por
UNTCEF pata un mejon entendimiento de fas creencias y padeticas que 504
tienen Las prdeticas tradicicnales y por Lo tanto perwmiten el desarro-
LLo de proghramas de capacitacidn, Las cuales mantienen o sostienen mds
que destwin esas prdeticas. La Escuela de Medicina de La Univewsdidad
Francisco Marvioquin tiene uno de €os programas de comadacnas tradiciona-
Les mds efective y mejor estudiado. Toda La {nforumacidn scbre efectivd-
dad en este repcrte paoviene del excelente sistema de infowmacidn de ese
programa. INCAP tiene varios esguerces de {nfeamacidn en camino. EC de
mds Lango aleance es el que se estd LLevando a cabo en Quetzaltenango, el
cual serd el vistazo mds comprensivo y organizado a fas comadronas tradi-
cionales y a Las prdeticas institucicnales con nespecto al manejo de emba-
nazos de alto niesgo. Donantes incfuyendo a UNICEF, UNFPA Y AID trabajan
en gran parte a thavés del Ministerio de Salud, aunque también han propor
cionado fondos a algunas organizaciones no gubernamentales. Por Lo Zanto,

padeticamente no ha habido cooperacidn interagencial.

Los autones creen que ha sido {inapropiado y se ha ocasionado daiio el haber

thatado de aplicar sin hacer mds averiguaciones, un modelo de nacimiento
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basado en un hospital wibano oceldental en €a capacitacién de Las comadro-
nas tradicionales. Un problema adiclional Ldentééicddo es La brecha entre
Las metas de capacitaciin afirunadas y La capacidad del MdeS pata aleanzan
esas metas. Las €imitacdiones {ncluyen xaestricclones presupuestarias, wn
sistema (nadecuado Jde neferencia y relaclones (nterperscinales pobres entre
algunos profesionales del MdeS y Las comadrenas, asd como €a comunidad.
Lgls autores creen que el actual cwuwso de cepacitacidn de 15 dias es dema-
s4ado dedfic,tc'c'o, complejo y seco para esta gran cantidad de poblacidn
analfabeta y en su mayorla mujeres del drea auwral, de avanzada edad. Ctro
obatdculo para La capacitacidn es que muchas de fas comadronas tienen mds
experiencia que Las enferumeras que fLes enseian, con relacidn a £a experien
cla de pattes en casa. Esto debilita La credibilidad del capacitadon y
clentamente baja su congianza en acercarse al asunto objeto de estudio de

una gouna creativa, Lngorumal y espontdnea.

EL contenido de La capacitacidn es analizado en relacidn a Aw Lmpacto $0-
bre La prdetica de €as comadronas thadicionales. La ghan reduccidn del
u/so'de(i aleohol tanto porn parnte de Las comadtonas cemo de sus pacientes
en el thabajo de parto, y La prdetica de hacer que Las mujeres "pufen”
‘dema,s.éado temprano en el trabajo de parto, son dos de Las padeticas tradd
cionales daiiinas sobre Las cuales Los cunsod de capacitacidn han tenido
un Lmpacto positivo. Varnias prdeticas nuevas y benéiicas han sddo intho-
ducidas a thavés de Los programas de capacitacién, incluyendo el Lavado
de Las manos, seleccidn de Los casos de alto niesgo y su referencia, con
se408 sobre nutnicibn, La aplicacidn de La vacuna del toxodide tetdnico
y atencidn mejorada al hecién nacido. Desafortunadamente, thes prdeti-
cas thadicionales positivas han sido desaprobadas vigorosamente por Los
capacitadones: La poue,écfn de parto vertical, versidn externa en el caso
de mala posicidn del feto y La cauterizacidn del corddn umbilical. Varias
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prdcticas "neutrales” o de algun modd beneficiosas scn discutidas, y
a menudo desalentadas en £c4 pnognama$ de capacitacidn. Estas inclu-
yen el uso del tradicional baio de vaporn ("Zemescal"), ef uso de hien-
bas medicinales, Los masajes pre-natales y post-natales y el §fajamiento
abdeminal. La ndcva y espareida pudetica de la aplicacibn de (nyecclo
nes {nthamusculanes de estimulantes howmonales wterninos (oxitdcicos) es

muy perturbante. Evidencia preliminar sugdiere que a eflo se debe el

aumento significativo de mueiite getal {intrauterina. Finalmente, tanto

el uso del equipo para comadronas thadicionales tales como Los propor-
cionados por UNTCEF como La definicidén de Lo que deberla considerarse
como embarazo de alto niesgo que requiere ser referido a un hospital

0 centro de salud, son discutidos.
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CONCLUSTONES Y RECOMENDACIONES

En este acdpite se d{dentijicaron tres aspectos necesarios a analizat,

Prdcticas y capacitacidn, vinculo entre La comunidad y Los siste-

mas de salud y pollticas.

PRACTICAS Y CAPACITACICN DE CCMADRONAS

Para proteger La salud de La madre y del recién nacido, Las comadro
nas realizan Las sdguientes funcionesd:

- Contrel prenatal

- Atencdén del panto y reclén nacddo

- Asistencia de madre y recién nacido en post-patrto.

Bdsicamente Las funciones se desarrollan para {dentificar problemas
y neferinlos.

No se recomienda aghregar mds funclones a Las descritas debido a que

éstas ain no son efectuadas a cabalidad.

Se recomienda tener como marco de negerencia para £a capacitacidn
el wso de as noamas actuales, debiendo éstas revisause adecudndose

a Los nequerdmientos del nivel cperativo.

Capacitacidn

A)  EL Universo a capacitar es toda persona comunitaria que haya
atendido mds de cuatto partos.

B) EL contenido debe basarse en el pergil epidemlotdgico que Las
comadronas presentan con el cual {dentifican Los problemas mds
frecuentes y sus condicionantes, ddndole al facilitadon el ma-

terial patra intervenciones.

Quién capacita:
A)  Personal que {dentifique y respete a La comadrona, como parte

/bl’ "
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B)

C)

medular de un pregrama de salud matewe-perinaial, previamente

capacitado y con cxpau’cncéﬁ en {a prdetica cbstétrica,

Para {mpLementar esta tecemendaciCn, se hace necesario reestiuc-

turan el actual sistoma de capaciticddn, dende 2a efecutcra e

La endewmera de distrite queen deblerwa tener Loy conccdmientes

antes descritos, asd como de (nveluesar, capacitar, conclentizan

y nesponsabllizar al personal y médice de distrito, el cual en

La actualidad participa de founa pareial y pasiva en esta acti-

vidad.

Como intervenciones a certo y £€argo plazo se hacen £Las Sigulen-

tes necomendaciones:

1. Revisar Los pensum de esiudios de fas {nstituciones forma-
donas de necurses humanos (Escuelas de engermeria y medicina)
con el objativo de fortalecer el conocimiento y cambio de
conducta valenizando La cbstetiicia thadiclonal, el respeto
a La comadrcna come agente de salud y La metedologla para
conducin esia clase de pregrames.

2. Diseniar e {mplemeintar un progaama de educacc'c;n neuranente
dirnigido a Los responsables de fa conduccidn def preghara
(Enfermera - Médice del Nivel Hospitalario y de Distiito y
Auxlian de Enfermeria).

3. Promocionar a thavés de seminarios y congresos, La partici-
pacidn del médico como parte 5L.mdamenta£' para el éxito del
trhabajo comunitarnio con La comadrona, as{ como de enferme-

ras y estudiantes de ambas progesicnes.

Como capacitanr:

A)

Estd comprobado que La metodofogla thadicional ha sido poco efi-

caz 8in provocar cambios de conducta en £as comadronas.
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111,

Se wecomicnda & educacldn participativa como heriunienta para

a tesclucion de preblemas: dentio de ésta actividad que entre
etws incluyan didloges de manera infoamal, cemo colegas, enfa-
tizande La wesclucién de complicaciones y obiener Simultdncanen-
te retwalimentacidn.

Se debe implementan, dentiwe del pacceso de ensedanza.- aprendizaje,
come metodologia educativa La supervisién, el monitoreo, La eva-
Luacidn y La infomaciCin;  de €sta  forma descentralizar €os cur
scs tradicionales torndndolos un proceso continuo Logrando cambio

de actitudes, Lo que garantiza su peumanencia.

VINCULQ ENTRE LA COMUNIDAD Y SISTEMAS DE SALUD

En este impontante aspecto se JLdentificaron Los obstdculos descnd-

tos a continuacidn:

Al

B)

Falta de aceptacidn,y apoyo operacional desde el punto de vista
geogrdjdice, econémico, cultural y afectivo per Los servdcies de
salud,

Falta de apoygapor Les Lideres de la comunidad.

Para scluclonar Los prcblemas enunciados se recomienda:
Prondiciar €a revdsidn y reestweturacidn del sistema actual de
prestacidn de sewvdclos Materno - Perinatal para adaptarle a '
manera de que se brinde el apoyo y aceplacibn necesarios a £a

prdetica de La obstetiicia en el nivel comunitatrio.

POLITICAS

Existen Lineamientes a nivel nacional para protegen La salud Materno

Perinatal pero se adofece de mecanismos concretosd para operaciona-

Lizanlas, mismas que necesitan del apoyo polltico y financiero que
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avale una nueva estrategia de Lntervencidn,

AL nespecto se suglere:

1. ‘Efectuar seminarios - talleres pard dat a conocer a Las autorida-
des de salud y personal de Las diferentes instituciones administia

tivas, La sdituacidn actual y opciones de solucidén.

2, La thascendencia de La salud materno - perinatal necesdita de un
ghupo téenico aseson perumanente, a nivel nacional, que apoye al
Ministernio de Salud Piblica en el proceso considendndose que Lo
miembros del gwupe en mencidn deben sen seleccionados de acuerdo

a su cwulicwlum y solvencia profesdonal.

3. EL Ministenio de Salud Piblica, a través de sus unidades téenico-
nomativas debe sen el que coorndine y dinija La actividad de co-

madronas .
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OBJETIVOS
. Informar a Los participantes sobre algunos programas actuales pata
comadronas en Guatemala que don innovadores y exitosos.

2. Discutin Las necomendaciones incluidas en el Estudio de Padetica y
Adiestramiento para comadronas PRITECH 1989,

3. Desawollan y priorizar una Lista inal de recomendaciones acerca

de fas prdeticas y el adiestramiento para comadronas incluyendo, a4
es posible, acciones prionitarnias y estrategias de implementacidn.

METODOLOGIA

EL desavrollo de La actividad se efectud bdsicamente a través de expo-
siciones dialogadas y plenanias de Las cuales se extractaron conclusio-

nes para el consolidado §inal.
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§:00
8:30

PROGRAMA

Inserdipeiin

Apertura

DISCUSTONES DE ALGUNCS PRCGRAMAS ACTUALES EN GUATEMALA

9:00
;:30
10:00
10:15

10:45

Mindsterio de Salud
UNICEF

COFFEE BREAK

INCAP

Universdidad Francisco Mavoquin

REPASO DEL INFORME PRITECH

11:15

"12:30

Infoune: "la Capacitacidén y Prdetica de Las Comadno-
nas Trnadicionales en Guatemala"

ALMUERZO

SESTONES DE TRABAJO

13:30

15:00

17:00

Grupes de Trabajo
1. Prdcticas y Capacitacidn de Comadionas
2. Vincwlos entre La Comunidad y el Sistema de Safud

3. Polilticas, Apoyo y Administracidén de Programas de
Maternidad Sin Riesgo

Presentacidn y Discusidn de Grupos

Clausura
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10.
11,
12.

13.

PARTICTPANTES

NOMBRE

Andnés Krefgt
Crnistina Lépez de Twwu

Canlos Andrade Lara
Jonge A. Soldérzano B.
Alfrned Bartlett
ELizabeth de Bocalettl
Barbara Schieben
Pamela J. Putney
Barry Smith

M{riam de Figuenroa

Eliana Arias U,

Susana Lemus

RoLando Figueroa A.

INSTITUCION.

USATD

Departamento Materwno Infantil, Mi-
nisternio de Salud Publica

Universidad Francisco Marroquin
APROFAM

INCAP

INCAP

INCAP

PRITECH/MSH

PRITECH/MSH

UNTCEF

UNTCEF

Departamento Materno Infantil, Minds
ternio de Safud Pdblica

Asocdacién de Ginecologla y

- Obstetrnicia.
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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 documeants, 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 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 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
early 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
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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 MCH 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 n:idwifery profession continues to be
comraon. 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 institutioral management of high risk pregnancies. Serious cultural,
geographic, linguistic, economic and emotional barriers to referral exist.

[n 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 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 infcrmation 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 betweecn 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 pracuce 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
pracuces on which training courses have had a positive impact. Several beneficial new
practices have been introduced through training programs including hand washing, high
risk screemng 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 principal observations 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 potenual to impact on perinatal and nconatal
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 co..ducted by
INCAP in Quetzaltenango. A second is the soon to be initiated ethnographlc
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 jnto 6
target areas: Institutional Development, Training, Health Education, Inter-Agency
Coordmanon, 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.
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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, redef'muon 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. .



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.
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- 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'ime.r-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

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

)

Increased research should be supported in the following areas:

. TBA practices in the community and thelr 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 me*<rnal/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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