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In 1954 at an International Congress for Midwives held in London, the late 
Dr. Nicholson J. Eastman, an American Professor of Obstetrics and 
Gynaecology pointed out that more than 80 per cent of the women of the 
world had no professional attendance during any part of the maternity cycle. 
This statement made an enduring impression on the members of the Inter
national Confederation of Midwives (ICM) - an impression which has had, 
and continues to have, an important effect on the services provided by 
midwives. 

In the interests of Maternal and Child Health and tho reducion of Maternal 
and Infant Mortality Ratea, the ICM at its Congress in 1963 in Madrid tried 
unsuccessfully to get a resolution passed to include family planning amongst 
the services provided by midwives. Not to be outdone, the Resolution was 
put forward again "n 1966 at the ICM Congress in West Berlin and this time 
was successfully passed. 

Meanwhile, the International Federation of Gynaecology and Obstetrics 
(FIGO) had held a World Assembly in 1960 in Vienna. Dr. Eastman's 1954 
statement was still valid and FIGO set up a Study Group to investigate the 
training and practice of midwives and maternity nurses throughout the 
world under the Chairmanship of the late Professor W.C.W. Nixon, an English 
Obstetrician and Gynaecologist. Professor Nixon, realising that such a 
world survey needed the cooneration of the ICM approached Miss Marjorie 
Bayes, who was at that tine its Executive Secretary, for help with the survey 
and the FIGO/ICM Joint Study Group came into existence. After four years 
of intensive research, the first edition of "Maternity Care in the World" was 
published w~ 1966 giving information on maternal and child care and 
midwifery training and practice in 1974 countries of the world. This edition 
did not include anything on family planning services. Following the presen
tation of the book and the passing of the resolution at the Congress in West 
Berlin in 1966 it was agreed that the second edition should include family 
planning. This was published in 1976 and the information contained therein 
-overs 210 countries, and includes family planning services. 

Meanwhile, the two parent bodies of the FIGO/ICM Joint Study Group 
(JSG) agreed that cooperation should continue and some of the recom



mendations made in the first edition of "Maternity Care !n the World" should 

be acted upon. The J.S.G. was not in a financial position to continue its 

on a global basis but it was agreed to do so continent by continentresearch 

starting in Europe.
 

Seventy five per cent of questionnaires sent out in the autumn of 1968 were
 

returned by 21 European countries. After analysis of the returned question-

Royalnaires, a three day Conference was convened in March 1969 at the 

College of Midwives in London. This Conference was attended by Obstet

ri:*ians, Midwives and members of statutory bodies from 18 European 

countries, all of whom participated at their own expense. LI implementing 
a two day Workingone of the recommendations made at the Conference, 

Party was convened in September 1969 in Copenhagen under the Chairman

ship of Sir John Peel, KCVO. It was composed of six obstetricians and six 
of the aggregatemidwives one obstetrician 	and ore midwife from each 

English-, French-, German-, 	 ltaliaii-, Scandinavian-. and Spanish-speaking 
addition an obstetrician from Greece and acountries of E-urope and in 


Midwife from Eastern Europe (Czechoslovakia).
 

of a Working Party on Midwifery Training inSubsequently a "Report 

European Countries" (the Copenhagen Report) was published.
 

as outlined in W.li ). TechnicalIn considering the defiaition of the midwife 
33 1,the Working Party recommended an importantRepo-t series No. 


alteration in the last sentence to read .:; follows:
 

"AMidwife is a person .................................... 
Her work may extend to certain fields of gynaecology, to family planning and 

child care." 

was presented to the participants at the [CMThe Copenhagen Report 
MidwivesCongress in Septcmber 1969 in Chile and the Latin American 

similar Working Party to be held in their continent butexpressed a wish for 
FIGO/ICM exL,,qucr was bare. Miss Lucille Woodville, President of thethe 

American College of Nurse-Midwives during the Congress in -nile was 

during the following triennial period 1969 --1972.appointed President of 1CM 
she was the midwife representative of U.S.A. on theAt that time also 

J.S.G. Immediately after her appoiniment, Miss Woodville,FGO/ICM 
President together with Miss Bayes, Executive Secretary of ICM became very 

active in preparing for the 16th International Congress for Midwives in 1972 

(which was the 50th anniversary of lCM) in Washington D.C. and in 

States Agency for Internafional Development (AID)interesting the United 
in 1CM and FIGO/ICM J.S.G. activities. The J.S.G. has always cooperated 

with WltO, IPPF. UNICEF and the International Paediatric Association. In 
Executive Committee Meeting of ICMSeptember 1971. AID sponsored an 

with a Conference on "Family Planning inprovided it was comhined 
Midwifery Training" and ICM in conjunction with IPPF arranged such a 

were present together withConference. The full Executive Committee of WCM 



All), invited individuals and midwiferepresentatives front FIGO, WHO, 11111, 
ICM 	nember countries and nonmemberrepresentative from sonic of the 


countries (fifteen countries were represented).
 

The 	 conclusions reached at this Conference are relevant to subsequent 
to ICM "with assured cooperation ofactivities under the USAID grant tile 

FIGO". The conclusions were as follows: 

I. 	 That the ICM is educational/promotional only, working through its
 

national organisations. Clinical programmes must be formulated at
 

national level.
 

2. 	 That family planning should be an iniegral part of basic and post basic
 

educatinn of midwives.
 

3. 	 That family planning is an integral part of maternal and child health. 

4. 	 That a major objective and effort of the ICM is the provision of fani.y 
planning services to families throughout the world. 

while5. 	 That the ICM recognises that the role of the midwife, very 

important in improving the quality of maternal and child health services, 

needs the fullest support from governmental authorities, the medical 

profession and other health workers. 

While plans were progres~rng for a grant from USAID to be made to the ICM, 

with the assured cooperation of FIGO, for the appraisal of the training and 

practice of midwives in developing countries and the s!udy of their increasing 
of the Joint

influence on family planning services, -. meeting FIGO/ICM 

Study Group was held in September 1972 in London, supported by the 

Health Services and Mental Ilealth Administration of the U.S.A. Health, 

Education and Welfare Department (IIEW). (Part of the financial contribution 

made by HEW was allocated to the collection of updated material for the 
At this meeting, a new

second edition of "Maternity Care in the World".) 
A) and the aim andformulated (Appendixdefinition of the midwife was 

objectives of the FIGO/ICM Joint Study Group were amended. 

Joint Study Group Meeting:
Summary of Cconclusions of the FIGO/ICM 
I. 	 The amended definition of a Midwife should be circulated to govern

ments, the International Federation of Obstetrics and Gynaecology, the 

of Midwives, World lealth OrganisationInternational Confederation 
and other International Organisations, the Pan-American Health Organ

isation and the International Platoned Parenthood Federation. 

2. 	 The aim and objectives of the I1GO/ICM Joint Study Group should be 

adopted as amended 
A)Aim 

and child care, and theTo continue the improvement of maternal 

qual;.ty of maternal and child life, through the inclusion of family 

the services provided by midwives of all categoriesplanning among 

in their expanding role.
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B) Objectii's 
a) To identify tile present situation in each country; 

b) To suggest practical improvements for the immediate future in 

each country; 
c) To agree to intermediate and long term guidelines suitable to 

the particular groups of countri'; oo.der survey. 
sent to

3. 	 Copies of communications sent to governments should alsc be 

Professional 	Organisations. 
an .a,-acca but a faily health

4. 	 Family Planning is not economic 

measure, 	 nor is it a panacea 'or maternal and child health, but only a 

and Child IIlth Services. Often 
necessary adjunct to Maternal 
Maternal and Child Ileaith Services are the only vehicle through which 

Family Planning Services can be preserited. The midwife's role in 

emphasis.ed whethi-r it be motivation,
Family Planning should 	 be 
education and/or clinicai field work. 

already working in familyshould be given to persomnnel5. 	 Recognition 
health and to their role in 	Ihe family planning service. 

6. 	 Professional midwives have a responsibility for te:ching and super

practice ot auxiliary midwives and traditional birth
vising the 
attendendants. 

and practice of midwives in developing
7. 	 In studyin; the training 

of midwives innot be forgotten 	 that the rolecountries, il must 
developed countries should also be examined. 

prLjec I should be available toUSAII)/ICM8. 	 Relevant Jetails of the 

members of the Joint Study Group.
 

The 1972 ('NMCongress in Washington was heavily subsidised by USAID and 

were 	enabled to participate. As a 
midwives from developing countriesmany 	

offered important advanages as 
contractor, it was realised that the ICM 


folhows:
 

It is the single and effective organisation for the midwifery profession,
I. 	

by the World HIealth Organization,
recognised for consultative status 

WHO meetings in all parts of the 
and sharing regularly in technical 

ihe EEC (Common 	Market) accord the 
world. The UN, UNESCO, and 

The involvement of this internationally recognised
ICM similar status. 

go a long way in "legitimizing" family planning as an
organisation can 

appropriate function of professional midwives.
 

is also recognised by the 	miedical professioa, in particular
2. 	 Its capacity 

Federation of Gynaecologists and Obstetricians
by the International 
(FIGO the initials are from the French). In 1960, the ICM and FIGO 

established a Joint Study Group. 

Through its mcmber associations and through individuals the ICM has 
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c. ntacts in m!'n, developinij countries and the number is increased through 
the association with FIGO in 4he J.S.G. 

With this in mind, AID produced a proposal document for a jroject relevant 
to the conclusions reached at the meetings in 1971 and 1972 and asubstantial 
grant was made by AID to the ICM with the assured cooperation of FIGO. 

The information contained in this book is a summary of the activities of ICM 
and the FIGO/ICM Joint Study Group since 1972 when the grant was made 
to the present time. 



SYNOPSIS OF ACTIVITIES UNDER
 
THE ICM/USAID PROJECT
 

1972 to June 1978
 

THE WORKING PARTIES 

Under the ICM/USAID grant specifically given for use in developingcountries,
 

Working Parties were held as follows:
 

I Anglophone West Africa, 7th-i 5th December 1972 in Accra, Ghana.
 
were present from The Gambia, Ghana, Liberia, NigeriaRepresentatives 


and Sierra Leone.
 

2. 	 Central America, I3th--21st September 1973 in San Jose, Costa Rica. 
present from Costa Rica, El Salvador, Guatemala,Representatives were 

Nicaragua, Honduras and Panama. 
Africa, 28th September - 6th October 1973 in

3. 	 Francophone Central 

Yaounde. Cameroon.
 

were 	 present from Cameroon, Chad, Central AfricanRepresentatives 

Republic, Republic of Congo, Gabon, Zaire and the Malagasy Republic.
 

Burundi and Equatorial Guinea did not accept invitations toRwanda, 

attend.
 

4. 	 Anglophone East Africa, 29th November - 8th December 1973 in 

Nairobi, Kenya. 
present from Kenya, Uganda, Tanzania, Zambia,

Representatives were 
Botswana, Lesotho, Mauritius, Ethiopia and Swaziland.
 
Malawi and Somalia did not accept invitations to attend.
 

Caribbean, l6th--24th May 1974 in Bridgetown, Barbados.5. 	
the ICM/USAID grant from

Representatives were present under 
Jamaica and Trinidad/

Barbados, Belize, Grenada, Guyana, Haiti, 

Tobago.
 
With additional financial assistance from IPPF individual representatives 

also present from Antigua, Dominica, Montserrat, St. Kitts-Nevis,were 

St. Lucia and St. Vincent.
 

November 1974 in Dakar,6. 	 Francophone West Africa, 17th-23rd 
Senegal. 
Representatives were present from Dahomey (now Benin), Ivory Coast, 

Mali, Mauritania, Niger, Senegal and Togo. 
Upper Volta did not accept the invitation to attend. 

7. 	 South America, l6th-25th January 1975 in Bogota, Colombia. 

Representatives were present from Argentina, Bolivia, Brazil, Chile, 
Ecuador, Mexico, Paraguay, Peru,

Colombia, Dominican Republic, 

Uruguay and Venezuela.
 

East Asia, 4th-12th April 1975 inManila, Philippines.
8. 
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Representatives were present from iong Kong, Indonesia, Laos, 
Philippines, South Korea, South Vietnam, and Taiwan.
 
Canmbodia regretfully declined the invitation because of the political
 
situation.
 

9. 	 West Asia, l7th-25th April 1975 in Kuala Lumpur, Malaysia. 
Representatives were present from Bangladesh, Malaysia. Nepal, Sri 
Lanka and Thailand. 
Burma and the People's Republic of China did not accept invitations 
to attend. 

10. 	 All India, Sth -12th November 1976 in New Delhi, India. 
Representatives were present from 24 States and Union Territories. 
Because of the size of India no other countries were invited. 

II. 	 'Cento' Countries, 6th---l4th December 1976 in Istanbul, Turkey. 
Representatives were present from Afghanistan, Iran, Kuwait, Pakistan, 
and Turkey.
 

12. 	 Middle East Regional Seminar, 12th-l8tlh November 1977 in 
Khartoum, Sudan. 
Representatives were present from Egypt, Lebanon, Sudan and Syria. 
Jordan accepted an invitation to attend, but the delegates were unable 
to travel when the time came. 

Aims and Objectives of the Working Parties. 
These were basically the same on each occasion, but the statement of aims 
and objectives was amplified and vlarified as time went on. The following 
from 	the West Asia Working Party - is a representative example: 

I. 	 To exchange information on the countries' present situation of 
Maternal and Child tlealth/Family Planning Services. 

2. 	 To exchange information on the training and functions of all categories 
of midwives and traditional birth attendants (TBAs). 

3. 	 To identify: 
(a) 	 Common problems in Maternal and Child Ilealth Services especially 

in the rural communities, such as obstetric and paediatric 
emergencies. 

(b) 	 Unet needs in Maternal and Child Care such as family planning, 
health education and nutrition particularly in the rural communities. 

4. 	 To consider how finctions of the midwives of all categories can be 

expanded so as to assist in solving the problems and in contributing 
towards the unmnet needs. 

5. 	 To suggest actions which are necessary to promote an expanded role for 

midwifery personnel and their motivation, e.g. 
(a) 	 Changes in government policy and regulations governing the practice 

of registered midwives and TBAs. 
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(b) 	Training: - Regulations; Curriculum Modification; Define the broad 
of the new curriculum content which should be incorporatedareas 

in the training of each category of midwifery personnel; Postbasic 
Training/Continuing Education; Seminars/Workshops. 

(c) 	Services - Working with TBAs; Working with Professional Organ

izations. 

6. 	 To plan appropriate follow-up action progranmnes for each country 
in order to ensure implementation of the recoimmendtions. 

Preliminary Procedures and Organization 
I. 	 The participating countries were selected by ICM and from these the 

host country was determined. All invitations were sent out from 
ICM/IIQ. 

2. 	 All correspondence was sent in the first instance to toe Minister of 
Ilealth in the countries concerned. Information was sent on: 
(a) 	The history of the 'IGO/ICM Joint Study Group, and 
(b) Aim 	and objectives and general guidelines for the Working Party. 

3. 	 Information about the Working Party was also sent to the Obstetrical 
Societies and Midwifery Associations (where they existed); to IPPF, 
F iily Planning Associations (national and otherwise), WIHO, UNICEF, 
IPA, and other voluntary agencies. 

4. 	 The Minister of Health of the host country was invited to nominate a 
mid'ife as Regional Field Director. 

5. 	 Each participating country was invited to send two midwives and one 
obstetrician as delegates; all their expenses were paid by ICM/USAiiD. 

6. 	 In addition, each Working Party was attended (at their own expense) 
by representatives of WHO Regiona, Offices, IPPF, IPA, UNICEF, 
USAID, National Family Planning Associations and by Government 
representatives. 

7. 	 Selection of' participants was made through the Ministry of Health and 

(if they existed) through the local Midwifery Association and 
Obstetrical and Gynaecological Association. If no Associations existed, 
the Ministry of lealth was asked to select all the participants. 

8. 	 A Local Committee was formed to advise the Regional Field Director on 

local customs and culture, to work with her in the general preparations 
for the Working Party and to assist in its management. 

9. 	 Governments and delegates were asked to update their country reports 
Maternal and Child Ilealth and Family Planning, or to prepare a 

report if' none existed. These reports enabled the delegates to review 
the situation in their own countries, helped the project staff in planning 

the Working Party, and provided valuable information on the com
plexities of the problems facing each country. They were also useful in 

the revision of the book Maternity care in the World. 

on 
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films 	 and other literature10. 	 Educational materials - books, posters, 
and 	 Child Health and Family Planning andrelating to Maternal 

sent 1CM 	 up a library at theNutrition were from HQ so as to set 
Working Party, and delegates were invited to take whatever materials 
they wanted. The delegates were asked to bring with them relevant 
educational material for exhibition at the Working Party. 

!1. An evaluation questionnaire was prepared for use at the end of the 
Working Party. 

Field Visits 
ICM/
Following the initial approaches by correspondence, members of tile 

host country andUSAID Project Ficld Staff paid preliminary visits to tile 
the countries whi,h had been invited to participate.(where possible) to all 

Discussions were held with officials of the Ministry of Health, Obstetrical and 

Gynaecological Associations, Midwife:-y and/or Nurses Associations, Family 
that the representativesPlanning Asociations and with individuals to ensure 

maP" some impactchose to attend the Working Party would be able to 
in their own country when they returned. The USAID mission in each 

country was visited. 
- were made by ICM/USAIDFollow-up visits - as required, but at least one 

recomstaff 	to all the participaiing countries to ascertain if and how tile 
being carried out, and to givemendations made by the Working Parties were 


assistance if required.
 

INTRA-REGIONAL TRAINING SEMINARS 

Two Seminars were held on aspects of Family Planning: 

Africa Family Planning Training Seminar, Freetown,I. 	 Anglophone West 

Sierra Leone, 7th - 25th June 1976.
 
This evolved from requests by midwives from Sierra Leone following 

the Anglophone West Africa Working Party for theoretical and practical 

training in family planning. At the request of other countries in the 

region invitations were issued to senior midwivus and other health 

personnel. There were 15 participants from Sierra Leone, 3 from The 
one whose expenses were paid by theGambia, 2 from Ghana (plus 


Ghana Medical School), 2 from Liberia and 2 from Nigeria.
 

Family Planning Information, Education ,nd Communication Seminar,
2. 
Dacca, Bangladesh, 20th - 30th November 1976. 

This arose fron requests following the West Asia Working Party. Mid

wives and other health personnel from Bangladesh, Nepal and Sri Lanka 

attended. There were present 14 participants, 3 observers, and members 

of the local organizing committee. 
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IN-COUNTRY TRAINING SEMINARS
 

Tile ICM/USAID Project now adopted for its Seminars tile umbrella title of 
'Expanded Role of the Midwife in Reproductive Health'. Their aim was to 

train the trainers of traditional birth attendants in the hope that the needs of 

women in rural communities in developing countries would be better met. 

National Field Directors replaced Regional Field Directors and worked for a 

three month period - one month before, one month during and or., month 

after the Seminar. 

Letters of invitation were sent at this time to 72 countries to ask if ICM 

could assist them by means of this i,, v project. Eighteen countries did not 

ieply, five gave verbal expressions of interest to ICM Field Representatives 
during follow-up visits made after Working Parties. Of the 49 countries who 

responded directly, 22 were positive, 10 were doubtful and 17 were negative. 

Two meetings have been held: 

I. 	 Workshop on Training of Trainers/Supervisors of Traditional Birth 
Attendants, Comilla, Bangladesh, 9th May - 4th June 1977. 
This Seminar was attended by 24 nurse-midwives, public health nurses, 
lady health visitors and doctors involved in the training of dais. The 

Deputy Director and Secretary of the Population Control/Family 
Planning Division requested the preparation of a Manual to be used as 

a guideline for the trainers of dais. The ICM/USAID Field Director 
made a draft manual which impressed the PC/FP staff. It was to be 

studied by members of the Training Committee before being translated 
into Bengali. 

2. 	 Workshop on Training of Trainers and Supervisors of Rural Health 

Workers, Kabul, Afghanistan, 7th January - 2nd February 1978. 

This Seminar was attended by 19 Afghani midwives and nurses. Its aim 

was broadened to cover the training of trainers and supervisors of all 

categories of paramedical personnel in maternal and child health and 

family planning services, especially in rural areas. 

OTHER ACTIVITIES 

Haiti, 26th-30th January 1976 
Arising from the follow-up visits after the raribbean Working Party visits 

were 	made by representatives in connection with a request for assistance for 

curriculum development in midwifery training. Due to a change of govern
to return home, but in January 1978 ament the representatiies were ad,,ised 

new request was received from the Secretary of Public Health for the 

representatives to return. This matter is still under consideration. 
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Morocco and Tunisia, 23rd-28th May 1976 
Preliminary visits were made in preparatiomi for a Francophone North Africa 

dropped because of the politicalWorking Party, but this proposal was 
situation. 

Taiwan, July 1976 
Initiation of a series of workshops for tile instruction of MCII midwives and 

was a result of the East Asianurse-midwives in family planning. This request 

Working Party. 

Chad, 25th November - 2nd December 1977 
made and preliminary arrangements put inl hand for

A consultation visit was 
the Training of Trainers of Traditional Birth Attendants, but 

a workshop on 

the actual dates were not decided upon.
 

Belize, 9th- I6th January 1978 
visit in connection with preparations for the convening of an

Consultation 
Trainers/Supervisors of

in-country training seminar for Training of 


Traditional Birth Attendants and other rural health personnel.
 

Togo, 20th-25th February 1978 
Consultation visit. It became apparent that the needs of Togo differ somewhat 

from what is offered under the ICM/USAID Project. Togo's need will le 

reviewed at a later date. 

Yaounde, Cameroon, 27th Feburary - 4th March 1978 
,.n tile

Consultation visit to discuss the possibility of convening a workshop 

Training of Trainers/Supervisors of Traditional Birth Attendants from 

3rd- 19th July 1978. 

Dominican Republic, 5th- 10th March 1978 
government personnel.Consultation visit for discussions with appointed 

(2nd 27th October 1978) for workshop on Training of
Sugested dates 

Birth clashed with those
Trainers/Supervisors of Traditional Attendants 

awaited from the Ministrysuggested for Costa Rica. Alternative dates were 


of Ilealth.
 

Costa Rica, I Ith-26th March 1978 
for Seminar on Training of Trainers/Supervisors of

Consultation visit the 
Traditional Birth Attendants tentatively scheduled to take place from 18th 

September 4th October 1978 in San Jose. 

Nicaragua, 27th March-Sth April 1978 

Consultation visit in connection with an in-country training seminar oil 

Training of Trainers/Supervisors of Traditional Birth Attendants scheduled to 

- 22nd July 1978 in Managua.be convened from 26th June 
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Turkey, 29th March - 2nd April 1978 
Consultation visit made at the invitation of the Ministry of Health. Following 
discussiors it became evident that no training seminar will be convened in 

Turkey because the government does not :onsider it to be necessary. 

Bangladesh, 15th- 20th May 1978 
A follow-up visit was made in connection with the Workshop on the Training 

of Trainers/Superv sors of Traditional Birth Attendants held twelve months 

previously in Comilla. 
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,4NGLOPHONE WEST AFRICAN WORKING PARTY, 
AZ'CRA, GHANA, 7th - 16th DECEMBER, 1972. 

Nigeria,Participating countries-	 The Gambia, Ghana, Liberia, 
Sierra Leone. 

Pdfhuisary visits. 
No record of these visits is now available. 

Il. Preparations. 
To facilitate discussion and exchange of information a qu stionna;;e 
was prepared which is reproduced as Appendix I of this section. 

Ili. 	 The Working Party 
1. Attendmace. Those attending comprised: 

from 	The Gambia (2); Ghana (4, including(a) 	 16 representatives 
Ifrom IPA); Liberia (3); Nigeria (3); Sierra Leone (3); WHO (I). 

(b) 	6 observers from USAID (3 - I from Washington and 2 from 
Regional Office, Ghana); WHO (2 - I from Regional Office, 
Brazzaville, I from Regional Office, Nigeria); IPPF, London (1). 

(c) 	 Project Director, Field Director and Deputy Field Director, ICM. 

2. Organization 
(a) 	 Dr. P.. If. 0. Bannerman, a member of the ICM/FIGO Joint 

Study Group, and Chief Medical Officer, Education in Family 
Health, WHO, was unanimously elected Chairnian of the 
Working Party. 

(b) 	Dr. Belmont Williams, obstetrician and gynaccologist from 
Sierra Leone, and Miss Olga Roberts, midwifery tutor from 
The Gambia, were elected rapporteurs. 

3. Summary ofProceedings 
The Opening Ceremony was performed by the Commissioner for 
Health, Ghana, Col. J. C. Adjeitey, who welcomed all the participants 
and observers. This session was also attended by representatives from 
the Ministry of Health, Tbstetricians, paediatricians, nursing, mid
wifery am! public health tutors, midwives, student nurses and pupil 
midwives, and representatives of Family Planning Associations, 
WHO, IPPF, and USAID. The Chairman at this opening session was 
Dr. M.A.Baddoo, Director of Medical Services, Ghana. 

Inhis opening remiarks Col. Adjeitey said that the Working Party was 
being held at an opportune time when consideration was being given 
to the role and practice of the tradiuonal birth attendant (TBA) 
as well as to that of the proiessional midwife. He hoped that action 
would be taken to see that the best possible use was made of the 
services of the TBA. 



AW, 2 

Mr. R. J.Fenney, the Field Director, enlarged on the theme of the 

meeting and discussed possible ways of achieving its aims. Miss 

M. Bayes, tileProject Director and Executive Secretary of ICM, 
also spoke of the aims and objectives of the meeting and referred to 

the recommendations published in Maternity Care in the World. She 

went on to describe how the ICM/USAID project had come into 

being and was operating. 

There followed background papers by Dr. R. i. 0. Bannerman o 

Maternit, Care in the Developing Countries and by Mrs. R. 0. 
Sosanya (President of the Nigerian Midwives Association) on 

Midwifen' Practice by the Traditional Birth Attendant and the 

Trainingof the Professional Midwife in Nigeria. 

Dr. Bannerman began by quoting the WHO definition of Maternity 
Care and went on to outline the scarcity of resources, both financial 
and of manpower, in the developing countries as a whole and in their 

rural areas in particular. Health professionals were largely Western 

trained and preferred to practise in urban areas where facilities were 
greatest. 

training should be matched to local communityEducation and 
needs, and traditional customs and practices respected. He stressed 

access tothe importance of the midwife's role because of her 
families both in the home and in institutions, which gave her special 

the field of family planning. The development ofadvantages in 
family planning would largely depend on the activities of the nurse

midwife, both as educator ard as trainer of more and more field 
workers. 

Midwifery training needed to be adapted to provide shorter and less 

academic courses in view of the great needs in the fields of nutrition, 

health education, paediatrics and family planning. The role of the 

auxiliary midwife should be made clear, and her training redesigned 

to that end. Professional health personnel must play a greater part in 

supervision and training. 

The TBA still had a vital part to play in maternal and child health 

care and a recommended programme for their training had been laid 

down by WHO. It was importp.nt that they should be trained in 

asepsis and to refrain from interference, if nothing else. 

Family planning was suspect in some countries because of its effects 

on population growth and of local cultural objections. Programmes 

should be planned to take account of these objections and to stress 

the positive benefits to health of family limitation. 

Mrs. Sosanya described rural midwifery practice in Nigeria, where a 

large part of the population were attended in pregnancy and child

birth (as well as in illness) by male native doctors, who could be 
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Many normal deliveries wereconsidered the equivalent of TBAs. 

supervised by experienced women of the family or the community.
 

Infant morbidity and mortality were probably largely due to bad
 

treatment of tile cord at birth and to poor feeding. Training of the
 

native doctors was desirable, particularly in prevention of infection,
 

recognition of abnornialities and reference to professional medical
 

care.
 

Turning to the training of the professional midwife in Nigeria, she
 

described the origins of midwifery work in Christian missions, and
 

the subsequent setting up of the Midwives Board with its legal
 

responsibilities for training and registration. Up to 1967 there had
 

been two categories of midwife, but in 1968 one class of ',raining
 

had been established, and qualified midwives were now competent to
 

undertake normal and many types of abnormal delivery as well as
 

conduct pre- and postnatal clinics. They must be able to recognize
 

potential complications and refer them to an obstetrician. There was
 
a great shortage of midwifery tutors and a one-year course for their
 

training had been instituted.
 

She outlined the problems of health care in Nigeria communica
tions, poverty and lack of preventive care. The main medical
 

cproblems in practice were anaemia in pregnancy, and cephalop,' 

disproportion in labour, leading to ruptured uterus. Future needs
 

included the constant leview of the training curriculum, facilities for
 

research by midwives and activity by the Midwives Association ill
 

promoting standards of education, training and practice.
 

These two papers were followed by a lively discussion.
 

The whole of the next day was devoted to problems of family plan
ning.
 

Mrs. (omfort Akrofi, )eputy Field )irector of tile Workiig Party,
 

gave a comprehensive paper describing the Famil ' Planning Sernices
 
in Ghana, the ,,rsonnel involved, and their plans for the future,
 

including the introduction of family planning into basic midwifery
 
training and giving post-basic training to senior midwives. By the end
 

138 clinics in urban and rural areas. Training inof 1972 there were 
family planning was being given to medical officers, to selected pro

fessional nurse-midwives to give services up to the insertion and 

and removal of IUDs, and to selected midwives to give services upIto 

the administration of the pill. This latter category was known as 

Family Planning Auxiliaries. It was hoped eventually to involve all 

midwives (including TBAs) in family planning activities. ('ontra
ceptives were made available free of charge or at a token fee. Field 

elaborate progianune for familyworkers were being trained and an 
life education had been devised which, it was hImptd. wouldhe 

taken up by the Minister of !ducation. 
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Miss Winifred Evans, representative of USAID in Liberia, described 

tile MAtl'/Family health hI-service Course which had been set up in 

Liberia. It was held twice yearly and lasted for four months. Between 

1969 and 1972 57 trainees had completed tile course, and it was 

hoped to have trained 100 over a period of five years. Family plan

ning now occupied a two-week period of this course. and trainees 

were instructed in education and motivation and in methods and 

se-,'vices available. TBAs were also receiving instruction in family 

planning as part of their four-month training course and a workshop 

for licensed TBAs was held annually. The Family planning Associa

tion of Liberia employed a number of nurses and midwives who had 

been trained abioad in collaboration with USAID. Tly organized 

and conducted clinics in several Government MCII centres. 

I)r. D. A. Ampofo (Ghana) discussed tile Organization of'a P'anily 

Planning Service. |Ihe dealt with training requirenients, national 

population policies, and the utilization of available rained personnel, 

including TBAs. 

by Dr. Belnont WilliamsThis presentation was followed by papers 

and Dr. 1). S. Collins, who described the Organization of the Fanil.v 

Sierra Leone and Liberia respectively. In thePlanning SerVice in 
discussion which followed it was unanimously agreed that family 

integral part of MCII services, and should beplanning should be an 
in the syllabus of midwifery training for all categories ofincluded 


midwife, including TBAs.
 

Developnents in the Training of Midwives and the Organization ofa 

National Service to include all Categories of Midvives was the 

subject of papers by Dr. A. Akinkugbe (Nigeria) and Dr. K. K. Korsah 

(Ghana). Dr. Akinkugbe reiterated many of tile points made earlier 

by Mrs. Sosanya, in particular the need for more midwife tutors. fie 

also described two other categories of midwife: 
former Grade II midwives with(a) 	 Community Nurses. Most were 

given 18 months' training in publicmuch experience, who were 
and infant welfare and relatedhealth, hygiene, maternal 

-year trainingsubjects. A few had been admitted directly to a 3 

course after passing the school leaving certificate, and their 

training included general nursing, midwifery and public health. 

Conmunity nurses were employed in prenatal and infant welfare 
nursing. domiciliaryclinics, the school health service, district 


midwifery, etc.
 
(b) hblic Health Nurses. These were experienced nurse-nidwives 

who had had one year's additional training in public health. 

They were employed first as supervisors of Community Nurses 

and after further experience were promoted to health sisters. 

Dr. Korsah spoke of the gradual development of the midwifery 

training programme in Ghana since its beginnings in 1928 and gave 
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details of the courses available. Maternity services were offered in 
three main central hospitals, regional hospitals and some district 
hospitals, as well as in Mission Hospitals up and down the country. 
In some areas there were maternity clinics staffed by trained 
midwives. Family planning services were offered in some places. 

Although not officially recognized, TBAs still conducted most 
domiciliary deliveries (75% of all deliveries in 1971) and the 
majority of the rural population would continue to rely on them. 
They would benefit from some elementary training. Untrained and 
unrecog.lized auxiliary midwives practised in some places and were 
sometimes officially employed in a temporary capacity. They had 
learned their practice by observation. There was urgent need to train 
more midwives and to provide more training schools. 

It would be desirable to (i) increase the number of urban clinics to 
take the load off central hospitals; (ii) integrate Government a-id 
private services; and (iii) establish population densities so as to site 
clinics in areas of greatest need. 

Both of these papers were again followed by lively discussion. 

The afternoon of that day was taken up with a paper by Dr. Carl 
Reindorf on the Role of the Paediatrician in Midwifery Training and 
the discussion which followed. 

Dr. Reindorf spoke of the topics he included in his lecture-tutorials 
to midwives. His view was that the prime duty of the midwife was 
to the mother, and any treatment given to the neonate was of an 
emergency nature until other help could be summoned. He thought 
there was need for a Special Paediatric Nurse who would assume 
total responsibility for the child from birth to adolescence, thus 
allowing the Paediatrician to concentrate cn more obscure problems. 

Wednesday, 13th, began with a talk by Mr. Fcnney on Licensure and 
Control of Midwives of all Categories, and this was followed by a 
paper by Mrs. Joanna Samarasinghe of Ghana on T-ne Role of the 
Midwife as a Family Health Worker. 

She stressed the role of the midwife in the family contex: and the 
opportunities this gave for advice on family planninb, the need for 
supervision and advice in the prenatal period, especially in matters of 
nutrition and general health; and her need to establish good relation
ships with other members of the MCH team, including TBAs. Good 
supervision would have enabled potential complications to be 
recognized and referred for specialist care, and would prevent 
illnesses and complications in the postnatal period. Health education 
of the family could be undertaken at the same time. There was need 
for midwives to keep accurate records and statistics. 

In Ghana prematurity, infections, poor environment and nutrition, 
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and local customs and beliefs were factors affecting infant morbidity 

and mortality, as well as poor MCH services, lack of trained personnel 

and the ignorance and low standards of practice of TBAs. Good 
was needed, auxiliaries shouldhealth education of the whole family 


be better trained, and the midwife must promote this.
 

The final papers discussed the Training and Practiceof Midwives of
 

all Categories, including Curricula.
 

Mrs. P. Acolatse dealt with the Trainingand Practiceof the Profes
there were 1730 professionalsional Midwife in Ghana. She said 

279 MCH clinics with about 1470 maternitymidwives working in 
beds. If every mother had the services of a midwife, midwives in 

urban areas would conduct four deliveries daily ani those in rural 

areas 30. Since the decree of 1972 auxiliary midwives and TBAs 

were not legally entitled to practise. She thought that all qualified 

nurses ought to be enrolled as auxiliary midwives and legal recog

nition given to TBAs because of the shortage of trained staff. "he 
work of the Nurses and Midwivesdiscussed the membership and 

courses and of the factorsCouncil. She gave details of training 
was nowregulating the practice of midwives. The midwife, she said, 

more involved in total health and in education of the family. 

Mrs. K. G. A. Betts, Sierra Leone, spoke on the Trainingand Pract,:e 

of the Auxiliary Midwife in SierraLeone. 

were the Village Maternity Assistants,The first auxiliary midwives 
who were mainly illiterate and learned by rote and by repeated 

their training was on prenatalpractical instruction. Emphasis in 
care, safe aseptic delivery, and recognition and referral of abnor

malities. Successful s+idents were registered and in 1956 were issued 

with UNICEF kits. They worked mostly in domestic midwifery in 
t o threethe villages. Periodic refresher courses were held every one 

years. 
1970 by the MCIi Aide pgramme,This training was superseded in 

aide for every village. Theythe intention being to provide one 
received 18 months' training in midwifery, basic nursing, child care 

and community health. There were four training centres, each taking 

12 pupils. The successful ones were registered and licensed by the 

Sierra Leone Midwives Board; they then worked for three months 
own village, where theyunder supervision before returning to their 

were providing thewere supervised monthly. Many chiefdoms 
working facilities needed. 

two years' generalThe State Enrolled Multipurpose Nurse received 

nursing and six months' midwifery training. They acted as midwives 

in areas which were short of professional personnel. 
drawn upA scheme for professional midwifery training had been 


and submitted to the Ministry of Health.
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Mrs. Beatrice Barmadia, Liberia, dealt with the Training and c tice 
of the TBA. 

There were three schools in Liberia giving midwifery training to 

TBAs. The course lasted for 16 weeks, 10 of which were practical 

training. Family planning was included in the curriculum. Final 

evaluation was by the Director of the MCII Division, and successful 
wasstudents received a certificate and a midwifery kit. Tile licence 

renewable annually by the Liberian Midwives Council. 

The trained TBAs had to register all births, live and still; use 

prophylactic penicillir eye ointment; and care for mother and baby 

for 14 days. They were supervised monthly. TBAs played an 

important role because they lived in the country among the 

people. 
wasA period of discussion followed these three papers, and there 

general discussion of the matters raised at the Working Party. 

Eventually certain recommendations were arrived at and a plan for 

future action prepared. A preliminary draft report was compiled. 

The Closing Session was conducted by the Director of Medical 

Services, Dr. Baddoo. The President of the Ghana Midwives Associa

tion was unfortunately ill and unable to attend. In the address she 

had prepared she mentioned her own experiences in a rural area 

of Ghana and suggested that governments should create opportunities 

for midwifery training of girls who had full primary education, so as 

to fill the many vacancies in villages and rural areas. Midwives would 

render all possible assistance in the education of men and women to 

accept family planning. 

On behalf of the Working Party Mrs. K. G. A. Betts (Sierra Leone) 

expressed appreciation to the host government for the facilities 

provided and for their co-operation; to observers and speakers; to 

other governments for releasing their participants; to WHO for their 

support and personnel; and to the Ghana Registered Midwives 
and to individuals for support and hospitality. SpecialAssociation 

to USAID for personnel and financial supappreciation was offered 
port, without which the Working Party could not have taken place. 

4. EducationalVisits 
)uring tie week visits , r, paid to polyclinics, the homes of private 

practising midwives, and to the Danfor Rural Project where, in each 

of four areas, research in MCII and family planning was being carried 

out in more than 60 villages. The health personnel in the villages 

were identifying the TBAs and giving them some training i basic 

hygiene. There was appreciation of the work being done by midwives 

of all categories, and recognition that the suitably trained TBA had 

much to contribute towards improved maternal and child health. 



AWA-8 

IV. 	 Recom nendations 
As the Working Party was a small one, it was agreed not to divide into 

small discussion groups. However, discussions took place after every 

session; the Field Director and the Rapporteurs had several discussions 

among themselves; and there was much exchange of information and 

ideas outside the formal sessions. As a result, the following recom
chaired bymendations were made at the final session, which was 


Dr. Bannerman.
 

1. It was desirable that family planning should be an integral part of 

MCII services ,nd that it should be included in the syllabus for 

midwifery training of all categories including the traditional birth 
should be organized for qualifiedattendant. Refresher courses 

midwives to include family planning. It was stated that training 
were available in some offacilities for midwives in family planning 

as early as possible withthe countries and these should be reviewed 

a view to further development and expansion.
 

2. 	 (a) Immediate consideration should be given to the traditional birth 
care for most births in the area.attendant, who still provided 

Where appropriate the TBA should be identified, supervised and 

trained to help continue the improvement of maternal and 

child care and the quality of family life. As more midwives are 

trained to cover the whole country, the TBAs should be 

replaced by such trained personnel. 
(b) 	 It was important that a well designed study of the methods 

used by the TBAs, and the strengths and defects of such 

methods, should be undertaken by a group including obste

tricians, sociologists, midwives and health administrators. It was 

hoped that this would enable some legal and social recognition 

to be given to the TBA, or strengthen their replacement if the 
study showed this to be possible and desirable. 

3. In the West African context the midwife (including tile TBA) was 
an appropriate person to act as a motivator, educator and counsellor 
for family planning; she was also in a unique position as a family 
health worker, especially in the fields of nutrition and postnatal 
care. Her training therefore should be designed to reflect all these 
aspects of the pr.Actice, e.g. it should not be hospital based only, but 
should provide greater emphasis on her community role and the 
child health content. 

4. The definition of the proper sphere of practice of the midwife in 
each country would determine the type of training she should have. 
There was need therefore for flexibility of training programmes to 
suit ,ifferent circumstances of practice and the conditions in tile 
part of the country where the trainee was to work, e.g. manual 
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removal of placenta and other emergency procedures in the 

absence of medical help. 

should be considered by Health Authorities5. Appropriate measures 
for the services of private midwives to be fully utilized and for them 

to be regarded as part of the entire maternity service. Already there 

acute shortage of midwives in all countries and the few availablewas 
should be fully utilized to effect better maternity care for the 

mothers and babies. 

for midwives in6. 	 It was desirable to consider common standards 
neighbouring countries to permit reciprocity in licensure and 

common practices. 

7. 	 It was recommended that for efficient discharge of the duties of the 

midwife, in the interests of tile public, accommodation, good com

munication and other social amenities should be provided for the 

midwives and some form of incentive worked out for the midwife in 

rural areas. 

8. 	 In the interests of a country, consideration should be given to the 
for family life in the generalfeasibility of including education 

education system at all levels; thus the majority of both sexes would 

readily accept the concept of family planning and practise it. 

9. 	At the present time pressure of work and shortage of midwives 

result in the midwives being pre-occupied almost exclusively with 

deliveries. It was therefore difficult for them to undertake their very 
health educators and supportive counimportant responsibilities as 

an urgent need for a large increase in the numbersellors. There was 
should be takenef trainn._ institutions for midwives, and measures 


lo effect this.
 

an 	 advantage if family planning programmes were10. 	 It would be 

supported by Government in each country.
 

V. Country Follow-up Action Plan 
The Deputy Field Director, Mrs. Comfort Akrofi, discussed follow-up 

visits with participants and made preliminary arrangements for visiting 

each country to discuss the implementation of recommendations, and 

advise where necessary the introduction of familyin particular to on 
planning into midwifery training programmes and for the post

certificate training of practising inidwives. 

VI. Evaluation 
Each participant completed an evaluation form and was asked to make 

suggestions for future Working Parties. Comments were: 

all aspects of the subjects comingI. The Working Party had covered 

under its terms of reference.
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of 	tile individual2. 	The majority felt that some of the problems 
Anglophone West African countries were on the way to being solved. 

3. 	 It was hoped that the recommendations would be implemented by 

the appropriate Ministries. 

4. 	One of the most substantial contributions was the recognition that 

was a most important factor in any comprehensivefamily planning 

Maternal and Child Health Service.
 

5. 	There was need to identify and train traditional birth attendants as 

for many decades have a substantial contribution tothey would 
make in the Maternal and Child Health Services and in family plan

ning within that service. 

VII. 	 Follow-up Visits 
Ghana, March 1974 
1. Training 

A sub-committee of tile Central Midwives Board was considering the 

registration and training of TBAs and were likely to recommend that 

this be done; it was hoped that this would eventually become national 

policy. The only training at that time was under the Danfor Project; 
under19 	had recently completed training and a second group were 

training. 

2. 	Family planning 
Pupil midwives received some lectures in family planning but little 

or no practial teaching, although clinical work was available to 
family planning 	 training wasnursing students. The hospital where 

given 	 to midwives was phasing out its family planning services. Tile 

funds provided by the Population Council were no longer available; 
nowthe government, through the Finance Department, were 

responsible, but internal departmental rivalry was hindering progress. 
on her return it wasA midwifery tutor was training in the USA and 

hoped to increase the amount of family planning in the curriculum. 

was an eight-week postgraduate course for nurse-midwives inThere 
which all methods, up to the insertion of IUDs were taught; there 

was also a course for field workers. Liberia, Sierra Leone and The 

Gambia would like to send midwives to Ghana for family planning 
a formal request. Ghana wouldtraining, and The Gambia had made 

agree 	 if funds could be obtained, or if delegates were self-supporting. 

3. Midwives Association 
The nurses and midwives were being formed into one Association, 

but would retain their own subgroups and their individual member

ship of 1CM and ICN. 

4. Further Eraluation of Working Party 
Field Directors should b,! notified in writing at the beginning of their 

to 



AWA-! I 

their disposal could be spent. Afterassignment how the money at 
the Working Party the Field Director and a member of 1CM should 

on future programmes of work, itineraries of visits,meet to decide 
etc., so that early clearance could be obtained from HQ. 

rushed and fewer delegates than expected had
Planning had been 

larger group would have been better. Papers were too
attended; a 

too little time for discussion. The
long and repetitive and had left 

some matters had
formulation of resolutions had been tedious, and 

been agreed to because delegates were tired. There should have been 

allowance for minority reports. 

The GambiA, frst follow-up, March 1974 
1. Training and Practice 

nurse-There were about 100 midwives in The Gambia, mostly 

MTD, and six pupil midwives in training. Refreshermidwives, one 
asked for and it was suggested that they co-operate with 

courses were 
over this and present proposals to their respectiveSierra Leone 

Tutor and it wasgovernments. They also needed another Midwifery 

thought that 1CM might be able to assist with the training if a suitable 

candidate were forthcoming. They were hoping for reciprocal 
Ghana, Nigeria andarrangements for training and practice with 

Sierra Leone, and possibly also with Great Britain. 

The midwife tutor had given three months' training to two groups of 

20 TBAs in provincial centres. Supervision of their practice had been 

minimal and no evaluation of their training was possible. There was 

a small amount of family planning in the curriculum. The workers 

from University of California were hoping to write a MCH curriculum 

for the use of community health aides or auxiliary midwives. 

2. Family Planning 
There was no Government programme, but some contraceptives 

and midwives were given out at Government clinics. Student nurses 

received some training under the University of California MCH/FP 
an IPPF affiliate programme and field workers had been trained by 


in Banjul.
 

3. Asociaion etc. 
attempting to form an organization with a view

The midwives were 
to joining ICM at the 1975 Congress, but there was a split between 

trained members. Midwives and nursesBritish trained and locally 
wished to see a combined midwifery-nursing officer in the Ministry 

of Health, and the government was considering this. 

The Gambia, second follow-up, March 1975 
on family planning was not a ind

1. The government's open policy 
as 

rance, and by sponsoring the development of MCH services an 
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integral part of health services they were in fact promoting the 

development of family planning. Midwives were being involved more 

and more in paientcraft trainng. 

2. 	 There were 11 midwifery students under training. Their interest in 

MCH/FP was now much greater since they had begun to attend the 
for auxiliary mid-FPA's clinical sessions. A one-year training course 

wives, with a high family planning content, was due to begin in 

July 1975. Training of TBAs appeared to have ceased because, it 

was said, the midwife tutor was no longer available. It was pointed 

out that midwives in the provinces could undertake this training. 

between staff from FPA, MCH, the midwifery3. 	 Meetings were held 
school and the hospital obstetrician to co-ordinate family planning 

activities. 	 Three nurse-midwives were attending family planning 
and two others would follow. There courses outsi,:e the country 


was client . intment to the offer of IUDs, but the pill was popular.
 

4. 	The M v ery Association needed to be stimulated by the election 

of offiL, rs and by persuading younger members to join. 

Liberia, first follow:up, March 1974 
1. Training 

The situation was very confused. There was no syllabus but the 
to 	 be submitted forMidwifery Council wished to develop one 


legislation. The one Government school was closed, probably due tp
 

lack of students. There were differences of view as to whether
 

training should be of a high standard with stiff entry qualifications
 

(which resulted in few recruits) or of lower standards designed to
 

meet rural needs. One of the few schools run by a Mission had
 

already adopted the latter course.
 

The Government was identifying TBAs and offering a tour-month
 
own areas thetraining course at three centres. On return to !heir 

TBAs were supervised by nurses and midwives. The course included 

lectures on family planning and observation sessions at family plan

in 	 practice they referred patients to the clinics.ning clinics, but 
There were two training sessions a year at each centre, with about 

15 students on each course; more than 200 had been trained to date; 

entry was restricted to those who had already attended deliveries. 

2. Family Planning 
Family planning was not officially recognised, but the government 

areas was considering an integrated MCH/FP programme for rural 

was already allowing the Family Planning Association of Liberiaand 
MCH centres in theto run clinics in conjunction with government 

larger centres of population. Most midwives strongly supported 

family planning, and numbers of nurses, nurse-midwives and midwives 
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had been trained in the USA and by postgraduate courses in Liberia, 

but they were not able to practf.se their skills because of lack of 

aproper programme and of supplies. The government were investigat
ing the possibility ofobtaining supplie- through international agencies 

in order to set up a rural programme. FPAL were training field 

workers who talked to mothers in the centres and in their homes 

after the birth of their babies. 

Liberia, second follow-up, March 1975 
1. Traiing 

Midwifery training was still being undertaken only by Missions, 

although the government gave subsidies. A trainiag course for 
to be'established for the samenurse-midwives was still unlikely 

reasons as before. Additional problems were opposition to midwives 

from nurse-midwives and nurses and inequalities in salary scales 

between nurses and midwives. 

About 450 TBAs had been traireiJ at four centres, but there were 

still many to be trained. They were licensed by the Midwives Council 

and placed on a register. TBAs represented about 50% of all midwives. 

A refresher course for professional midwives, probably of two 

weeks' duration was to be started in July 1975, and an in-service 

course at J. F. Kennedy Hospital in April 1975. Both would include 
family planning. 

2. Family Planning 
Although there was no official policy to support family planning 
there were no hindrances, and the subject was included in all 

training curricula, with clinical instruction given at FPA clinics. 

Most midwives were encouraging mothers to be interested. 

to but less thanThe government had given some money FPA, 
expected. 

Two new FlPA clinics had been opened, integrated into MCH centres 

and more field workers were being trained. It was proposed that 

FPA staff should give talks to children in secondary schools, and 

there had been a marked growth of attendance of young people for 

advice and contraception. 

3. Recommendations implemented 
(a) 	The inclusion of family planning in the training of all 

categories of midwife, with instruction given by medical nursing 
and FP staff. 

(b) Greater employment of TBAs, especially in family planning. 

4. Recommendations not implemented 
(a) 	 Failure to visit rural areas adequately to see that available 

resources were being fully used. 
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(b) 	Failure to retain professional midwives in the Service. 

(c) 	 Failure of obstetricians and paediatricians to work as closely 

with midwives as they rrght. 

1CM/USAID Staffcouldhelp by: 
I. 	 Keeping inconstant touch with delegates and Government 

personnel. 
2. 	 Visiting the region periodically. 
3. 	 Sending ideas for curriculum review. 

Nigeria, April-June 1973 
1.Training 

the 	 existence of TBAs and possibilities for theirDiscussion of 
training was not encouraged, but it was felt that the .natter should 

be raised constantly and not allowed to rest. 

2. Family Planning 
Family plannhig was government policy, but uperated more effec-

States than in others. Nationals and personnel fromtively in some 
other countries were being trained, and midwives had a good training 

programme. Family planning clinics were mainly in health centres 

and hospitals; Family Health Clinics to be built in each State would 

have family planning facilities. Cultural beliefs and male dominance 

had hindered the appointment of female nurse-midwives in the 

MCH/FP prog,. ime. 

3. Association 
There was now a Midwives Board of Nigeria, separate from the 

Nursing Board. 

Sierra Leone, first follow-up, March 1974 
1. Training 

There was one midwifery training school with 34 pupils and three 

tutors. Only two of the students had had previous nursing training. 

fPmily planning were included in the curriculum, but noLectures on 

r:actical trainiog. General facilities at the school were poor, although 

the level of the training programme was high. 

The TBA training programme had been phased out in favour of 

training MCH aides. The aides had to have education up to 7th grade 
year's training they conductedand 	be literate in English. After one 

rural areas. Theyall normal MCH activities, including deliveries in 


were supervised by district nurses or midwives.
 

2. Family Planning 
There 	 was no Government poli." :-. family planning. It seemed 

. t;nue neither to oppose nor tolikely therefore that they wc 

support any training giver ,..iwivts until other factors (e.g.
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results of a pending census; the possibility of aid depending on the 
acceptance of family planning as part of health programmes) forced 
them to do so. The local FPA was running several clinics and had 
trained 28 field workers. 

The Minister of Health promised to consider the Working Party's 
recommendations at the Sierra Leone Midwives Association. 

3. Association 
The Sierra Leone Midwives Association was active, with monthly 
meetings, various sub-committees and a journal. They were con
cemed to run refresher courses but had no qualified tutor available. 

There was concern that midwives going for training overseas did not 
receive their salaries and this was discussed with the Chief Nursing 
Officer. 

The Association wondered if their influence would be greater if they 
were incorporated as a Company or joined a Trade Union, and they 
wanted the advice of ICM on this. 

4. 	The delegates to the Working Party had written to the Minister of 
Health on 22 February 1974 as follows: 

Comments on the Recommendations of the Working Party by the 
Delegates with the approval of The Sierra Leone Midwives Association 

I. (a) 	 The students have family planning lectures but no clinical 
observation or practice. Permission is now being sought 
from the Ministry for students to attend family planning 
clinics until the clinic here is completed and postnatal and 
family planning work can be undertaken here at the 
Princess Christian Maternity Hospital. 

(b) In addition to local 	 seminars and refresher courses, pro
vision 	 should be made for midwives to attend overseas 

to what school teachers have.refresher courses similar 
There are organised Maternal and Child Health and Family 
Planning courses being held in other West African and East 
African states, also in the United States of America. 

2. 	 (a) We are in the process of identifying the TBAs, and a 
refresher course for those identified and for Village 
Maternity Assistants and Child Health Aides has been 
planned by Dr. Belmont Williams to be held in Kenema 
later this year. 

(b) 	No action has been taken yet. 

3. As 2a above.
 

.4. Being discussed with the obstetricians.
 

5. 	 Has been discussed by Sierra Leone Midwives Board, but no 

decision taken yet. The question of subsidies will he difficult. 
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6. 	 Agreed. 

7. 	 Could not agree more. Too much hardship is endured by 
midwives. When on trat,:fcr more expenses are incurred and 
there is psychological upset for those with children and also 
matrimonial upset- very often people leave comfortable homes 
and have to make do with the bare minimum. The Ministry 
could give much more assistance and consideration in this 
respect. 

8. 	 The Ministry of Fducation should be encouraged to introduce 
human biology, health, nitrition ;nid sex education into the 
curriculum at upper classes of primary schools: this could be 
intensified to include family planning in secondary schools. 

9. 	 Consideration should be given to the setting up of a proper 
midwifery training school with adequate facilities, to the pro
vision of more midwifery tutors, clinical teachers and midwifery 
sisters for the service area. All these suggestiins have been 
previously recommended by the sub-committee set up by the 
Sierra Leone Midwives Board in 1972. 

10. 	 The deleg:.tes and Association agree with this recommendation 
as family planning is an important part of maternal and child 
health services. 

Sierra Leone, second follow-up, March 1975 
Substantial progress appeared to have been made in implementation of 
the recommendations and in dealing with existing problems: 

I. A 	MCH Advisory Committee had been set up through the Ministry 
of Ilealth to look into the training and practice of midwives of all 
categories. 

2. Identification of TBAs had been achieved and some preliminary 
training given, mainly in asepsis. Later it was hoped to introduce 
training in motivation for family planning. 

3. The ultimate aim was replacement of TBAs by MCI] aides; 64 aides 
had already been enrolled and 34 more were in training. The course 
lasted 18 months and included family planning. 

4. 1lealth education, including sex education, had been introduced into 
the Secondary School Curriculum. 

5. The Ministry of Health and the Midwives Board were arranging for a 
midwifery tutor to evaluate family planning courses held in the USA 
and in East Africa. 

6. 	Family planning had been introduced into midwifery training by 
means of lectures, demonstrations and visual aids. Midwives also 

16 



AWA--17 

for 4-6 weeks for clinical familyattended central and rural clinics 
planning instruction, and this had stimulated more youths to attend 

classes. 

7. The Midwives Association, IPPF and the Medical MCH Director were 

planning together to use midwifery personnel trained in family 

planning in the USA to organize training locally. 

8. 	Despite lack of official Government policy on family p'anning, there 

has leen no hindrance from this quarter. The IPPF staff, midwives, 

obstetricians and the Midwives Association were co-operating well. 

a one-day seminar during National Midwives9. 	Plans were made for 
1975 with a view to holding a 3-5 day seminar later inWeek in May 

The Training of Midwives in Family Planning. This was1975 on 
accomplished with good results. 

Plans were initiated to hold an ICM/USAID Inter-Regional Seminar 

in collaboration with IPPF during 1976. 

VIII. Outcome, Proposals for Future Activities, Achievements 
Outcome 

to respective country's1. Recommendations for presentation each 

government, midwifery and other health personnel, for implementa

tion where practicable. 

2. 	 Midwife delegates' reappraisal of their professional assets. 

3. 	 Midwives' professional status established. 

Proposalsfor Future Activities 
I. To persuade Governments to recognize the work of TBAs and to 

provide training and supervision. 

To review existing TBAs' training programme.2. 

3. 	 To promote the integration of family planning into midwifery 

curricula (theory and practice), and to promote continuing MCH/FP 

education. 

4. 	To promote the integration of family planning into MCH services. 

5. 	To work towards the formation of Midwives' Associations. 

6. 	To review midwifery legislation. 

7. 	 To organize an Inter-Regional Seminar on Family Health Training. 

Achievements 
of 	healthI. The inclusion of family planning as an integral part 

services. 
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2. Midwifery students given practical family planning training in some 
of the countries, e.g. Ghana, Sierra Leone. 

3. Family planning now included in midwifery curricula, e.g. The 

Gambia, Ghana, Nigeria, Sierra Leone. 

4. The Inter-Regional Seminar on Family Health Training was held in 

Sierra Leone. 

APPENDIX I 

Preparatory Questionnaire sent to each country 

A. General 
1. Are there training programmes controlled by public or professional 

bodies for appropriate grades - professional midwives, auxiliary 

midwives and traditional birth attendants? 

2. (a) Who provides the maternity service at present, including sup

port and care as well as delivery? 
(b) Who provides care of the infant during the first 28 days of life? 

3. Is there any public or professional control of these people (cf. 

question 2)? 

4. 	 Is there a family planning programme in existence? 

5. Are the individuals who provide the maternity service at present, 
including support and care during delivery, all known or recorded by 

public or professional bodies? 

6. 	 If a family planning programme is in existence, are the individuals 
who operate the programme regularly all known and recorded by 

public or professional bodies? 

7. If the answer to 5 and 6 is no, issome licensure procedure envisaged 

to give the present practitioners some status and control over the 

entry of future practitioners? 

B. Midwifery Training and Practice 

I. Are Midwives of all categories 
trained in the following: 

Professional 
Midwife 

Auxiliary 
Midwife 

Others 

Pre-natal care 

Intra-natal care 

18 



AWA- 19 

Post-natal care 

Infant care 
(a) 
(b) 

In the first month only 
After the first month 

Health Education in relation to 
(a) 
(b) 
(c) 

the mother 
the infant 
the family 

Preparation for Parenthood 

Family Planning: 
(a) Motivation 
(b) Techniques 

2. Are midwives of all categories 
required to register the 

Professional 
Midwife 

Auxiliary 
Midwife 

Others 

following: 

Births 

Peri-natal deaths* 

Neonatal deaths* 

Infant deaths*** 

Maternal deaths**** 

* 	 Peri-natal mortality includes all still births and deaths within the 

first seven days. 
Neonatal deaths include all deaths of children born alive who die 

within 28 days of birth. 

*i** Infant deaths include all deaths during the first year of life. 

** 

* 	 Maternal deaths include all mothers who die as a DIRECT result 

of pregnancy, childbirth or abortion during pregnancy, labour 

and forty two days after delivery. 

If the answer to 2isno, what is the estimate of unregistered births, etc.? 

C. 	 External Assistance 
Can any help be given from external sources and particularly FIGO/ 

ICM on the following: 
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and 	control including protection(a) 	 Organization including licensure 
of the public in the widest sense. 

(b) 	 Professional education.
 
(c) Family Planning.
 

Under each of the headings listed, the primary concern should be to
 

define minimum standards, rather than consider standards to be aimed
 

at an elite.
 

APPENDIX 11 

List of Participants 

Representatives 
Count' Midwives Doctors 

Gambia Miss A. Lusack 
Miss 0. Roberts 

Ghana Mrs. P. Acolatse 
Mrs. L. Osei-Kofi 

rEr. K. K. Korsah 
Dr. S. de Graft-Johnson (IPA) 

Liberia Mrs. B. Barmadia Dr. D. Collins 
Mrs. i. Faulkner 

Nigeria Mrs. R. 0. Sosanya 
Mrs. K. Delano 

Dr. A. Akinkugbe 

Sierra Leone Mrs. K. G. A. Betts Dr. Belmont Williams 

Mrs. E. Smith 

WHO Dr. R. H. 0. Bannerman 

Observers 
Miss Elizabeth Barton, WHO Regional Office, Brazzaville.
 

Miss E. Johnsen, USAID, Washington D.C.
 

Mrs. Marie Kirby, USAID Regional Office, Ghana.
 

Dr. G. Roane, Director USAID Regional Population Office, Ghana.
 

Dr. F. T. Sai, IPPF London.
 
Miss A. Kennedy, WIIO Regional Office, Nigeria.
 

M. Bayes, International 	 Confederation of
Project Director: 	 Miss 

Midwives. 
Mr. R. J. Fenney, ICM.Field Director: 


Deputy Field Director: Mrs. Comfort Akrofi, ICM.
 

Speakers 
Mrs. P. Acolatse, Ghana. 
Dr. A. Akinkugbe, Nigeria. 
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Mrs. C. Akrofi, Ghana. 
Dr. D. A. Ampofo, Medical Faculty, Korle Bu Medical School, Ghana. 
Dr. R. H. 0. Bannerman, WHO.
 
Mrs. B.Barmadia, Liberia.
 
Dr. Belmont Williams, Sierra Leone.
 
Mrs. K. G. A. Betts, Sierra Leone.
 
Dr. D. S. Collins, Liberia.
 
Miss W.Evans, USAID, Liberia.
 
Dr. K. K. Korsah, Ghana.
 
Dr. G. A. Reindorf, Medical Faculty, Korle Bu Medical School, Ghana.
 
Mrs. J. Samarasinghe, Senior Public Health Nurse Tutor, Ghana.
 
Mrs. R. 0. Sosanya, Nigeria.
 

APPENDIX III
 
List of Papers read at Working Party
 

Maternity Care in the Developing 
Countries 

Midwifery Practice by the Tradi-
tional Birth Attendant and The 
Training of the Professional Midwife 
in Nigeria 

Family Planning in Midwifery Train-
ing 

Family Planning In-service Training 
for Midwives of all Categories 

The Organi;ation of a Family Plan-
ning Service 

Developments in the Training of 
Midwives and Organization of a 
National Maternity Service to 
include all categories of Midwives 

The Role of the Paediatrician in 
Midwifery Training 

Licensure and Control of Practice 
of Midwives of all Categories 

The Role of the Midwife as a Family 
Health Worker 

Dr. R. H. 0. Bannernm.,, Chief
 
Medical Officer, Education in Family
 
Health, WHO
 

Mrs. R. 0. Sosanya, SRN, SCM,
 
MTD, President, Professional Mid
wives Association of Nigeria
 

Mrs. Comfort Akrofi, Deputy Field
 
Director
 

Miss W. Evans, Nurse-midwife,
 
USAID (Liberia)
 

I. Dr. A. A. Ampofo (Ghana) 
2. Dr. B. Williams (Sierra Leone) 
3. Dr. D. Collins (Liberia) 

I. Dr. A. Akinkugbe (Nigeria) 
2. Dr. K. K. Korsah (Ghana) 

Dr. Carl Reindorf, Senior Lecturer 
in Paediatrics, University of Ghana 
Medical School 

Mr. R. J. Fenney, Field Director 

Mrs. Joana Samarasinghe, Senior 
Public Health Nurse Tutor, Ghana 
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1. 	Mrs. Peace Acolatse, SRN, SCM,Training and Practice of Midwives 

of all Categories including Curricula MTD (Ghana)
 

2. 	 Mrs. K. G.A. Betts, SRN, SCM, 
MTD (Sierra Leone) 

3. 	 Mrs. B. Barmadia, SRN, SCM 
(Liberia) 
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CENTRAL AMERICAN WORKING PARTY,
 
SAN JOSE, COSTA RICA, 13th - 21st SEPTEMBER, 1973.
 

Participating countries: Costa Rica, El Salvador, Guatemala, 
Honduras, Nicaragua, Panama. 

1. 	 Preliminary visits 
No record of preliminary visits isnow available. 

II. 	 Organization 
An Organizing Committee was formed with the following members:
 
Dr. Miguel Asis Beirute, Representative from the Ministry of Health and
 
the Demographic Association of Costa Rica.
 
Miss Elena Quesada S., Director of Nursing Department, Ministry of
 
Health, Costa Rica.
 
Mrs. Dora Valdes de Royo, Chief, Hospital Nursing Section.
 
Mrs. Miriam C.de Taylor, Representative from the National Association
 
of Nurses and Midwives, Costa Rica.
 
Miss Estelia Marin, Representative from the College of Nurses, Costa
 
Rica.
 
Mrs. Liliana P. de Corrales, Representative from the School of Nurses,
 
Costa Rica.
 
Mrs. Miriam Esquivel de Fernandez, Representative from Postgraduate
 
Mother and Child Training Programme, School of Nurses, Costa Rica.
 
This Committee was in charge of the arrangements for the Working 
Party. During the Working Party a representative of the Committee 
was always available to guide and help the participants. 

Ill. 	 The Working Party 
1. Attendance: Those attending comprised: 

(a) 	 17 delegates from Costa Rica (3), El Salvador (3), Guatemala 
(4), Honduras (2), Nicaragua (3), Panama (2). 

(b) 	6 observers from Costa Rica (4), Guatemala (1), USA (1). 
(c) 	 9 speakers from Costa Rica (6), Guatemala (1), Panama (2). 
(d) 	6 Resource persons, including representatives of FIGO/ICM, 

WHO/PAHO, interpreter, etc. 

2. Summary ofProceedings 
At the Opening Ceremony the delegates were greeted by Mrs. Doris 
Henry in the name of the Costa Rica nurses and midwives, and by 
Miss Lucille Woodville, ex-President of 1CM, in the name of the 
President, Miss Georgette Grossenbacker. Miss Maijorie Bayes, 
Executive Secretary 1CM, emphasized the importance of tile role of 
the midwife in the improvement of maternal and child health 
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through the services they provided, including family planning. 

Dr. Alvaro Mora, President of the Costa Rica Gynaecologists and 

Obstetricians Association spoke warmly of the work of FIGO/ICM 

in promoting activities in Latin America. 

The PAHO/WItO Costa Rican representative, Dr. Manuel M. Villa 

Crespo gave a brief general description of the maternal and child 
in Central America after which the Minister ofhealth situation 

Health, Dr. Jose Luis Orlich declared the meeting open and promised 

his full support for tile recommendation5 which tile group would 

make. 
then introduced, tile aims and organization ofThe participants were 


tile Working Party explained and Chairmen elected.
 

At the first plenary session Dr. Crespo presented a paper entitled
 

Aims of Maternal and Child Health and Population establishedby 
ten years and its implicationsthe American Ministers fir the next 

for CentralAmerican Countries. 

At the next two main sessions country reports were given, prepared 

according to an outline sent earlier by 1CM to each country asking 

for information on the following: 
(i) Current situation of midwives' practice at different levels. 
(ii) Family planning progr-,nmes provided. 
(iii) Regulation of midwives' practice at different levels. 
(iv) Midwives' training programme content. 
(v) Type of statistical reports given out by midwives at all ievels. 

It appeared that the situation varied from country to country, with 
and in methods employed to improvegreat differences in resources 

MCH care. In most places midwives were not adequately utilized and 

only one country had a regular nurse-midwife training progiamme. 
countries the training and control of TBAs (empirica) hadIn some 

recently begun. Legislation on midwifery was scarce and in sonic 

countries there was none. 

Costa Rica 
Training of nurses and nurse-midwives was undertaken at the School 

of Nursing attached to the School of Medicine of the University of 

Costa . -. TBAs were trained and supervised by a programme 

established by the Ministry of Public Ilealth. Both nurses and nurse

raiwives were trained to provide integrated MCII care including 

family planning. TBAs were trained to undertake normal midwifery 

and their course also included some aspects of health education and 

fanily planning motivation. 

The mother and child population was 70% of the total population. 

80% of the population had access to health services, about half 

through government services and half through the Costa Rica Social 

24 



CA-3 

Security Institute. Institutional deliverie. had reached about 80% of 

the total. Nurses and midwives attended about 50% of all deliveries, 

doctors 25% (usually with a midwife present) and TBAs about 20% 

(all home deliveries). Postpartum care tended to be inadequate 

because of short stay in hospital. Children were cared for at health 

units and at home by public health nurses and auxiliary nurses. 

The family planning programme was the responsibility of the 
out atMinistry of Health and was carried health units, the 'Carit' 
private and Social SecurityMaternity Hospital and at some 

institutions. 

Doctors registered 	maternal and all infant and child deaths; births 
there was no civil 	registerwere reported by midwives only where 

office. The registration of births was normally completed before 

leaving hospital. 
controlled by the Organic LawProfessional practice and fees were 

of The Costa Rica College of Nurses; TBAs were controlled by the 

Ministry of Health. Each had its own Register. 

El Salvador 
limited in a country of high population and birthResources were 

rate and with high maternal and infant mortality. Hospital deliveries 

accounted for only 22% of total deliveries, the remainder being 

supervised at home by TBAs. 
a family planning programmeThe Ministry of Public Health had 

which was carried 	on cautiously in health units and health centres. 

Tile Demographic Association of El Salvador and the Salvadoi 
active. All modern 	methodsInstitute of Social Security were more 


were used.
 

There was no training of nurse-midwives or auxiliary midwives.
 

TBAs had yearly educational programmes which included basic
 
family planninghealth education, 	preparation for parenthood and 

were legally obliged to register birth and infantmotivation. TBAs 
deaths, but this was often not done. Births were often not registered 

until registration was needed to ensure school entry. They would 

welcome help in organizing the training of nurse-midwives. As there 

was no training, there were no laws or regulations. 

Prioritieswere the establishment of a more complete family planning 

programme and of a training course for nurse.midwives. 

Guatemala 
-Population growth rate was 2.9% in spite of high infant mortality 

few and concentrated in urban90%. Professional medical staff were 
indigenous population lived in rural areas and their areas. The 


cultural traditions still largely influenced the health of the people.
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of whom were trained
Delivery care in rural areas was by TBAs, some 

and supervised by local health centres and the Community Develop-

Programme. Births were registered by the father and infantment 
attending, but the system was

and maternal deaths by the person 

inadequate. Birth certificates were required for school entry. 

be on promoteAdvice and assistance would welcomed how to 
maternal 	 mortality and

improved MCII care so as (i) to reduce 

morbidity, (ii) to prevent mortality and norbidity by integrated 

from doctors, midwives, paediatricians a.nd nurses -t all
health care 

well-being by counselling and
levels, and (iii) to pursue family 


educating the family group.
 

few midwives and they needed to establish a school
There were very 

for training nursc-midwives and auxiliary midwives.
 

The present system of hospital delivery of urban patients was very
 

and there was need for personal counselling for the

impersonal 

mother during pregnancy and labour, which midwives could give.
 

was given by doctors assisted by
Most pre-, intra- and postnatal care 
midwives (trained before training ceased), and nurses. Child care was 

given at the hospital clinics. 

A total of 428 TBAs had been trained by nurses in certain regions 
of those

and this work was cor.tinuing. Pcfrsher training of some 

already irained was planned. 

Since 1971 more MCki functk-,ns had been delegated to nurses, and 

the MCI-I Division hrad assisted in re, [i'rn of the nursing curriculum 

to include MCH and family plawang. Further training of nurses in 

these areas and in administration was required. 

Family planning activities had been initiated by the local Association 
Motivation and advice were

and later 	incorporated irto MCH care. 
mothers during the maternity cycle, and to couples and

given to 
courses in family planning had 

groups in the commuinty. Refresher 
been given to nurses and to those involved in family life education. 

The Midwifery Association had a 'egister of all its members. 

Honduras 
rural with primitive agriculture pre-

The population was mainly 
was one

dominating. The birth rate, 45.2 per thousand population, 

of the highest in Latin America. The infant mortality rate was 128 

per thousand live births reflecting severe malnutrition. There were 

only 25 nurse-midwives. 
to offer more and betterof Health a new 

health services, including the integration of preventive and welfare 
and Child Health Division 

The Ministry had plan 

and the creation of a Maternalservices, 
which would include a family planning department. This was a pro

gressive programme and was being developed by regions. 
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Nurses and auxiliary nurses were being trained but not nurse
midwives, although the 25 had been trained prior to 1962, The
 
professional and the auxiliary nurse were trained in MCH care and
 
obtained practical experience in deliveries. There were 20 training
 
courses in 1972 for TBAs. Priority was being given to the training of
 
auxiliary nurses, TBAs and health volunteers. Courses on MCH care
 
and family planning had been given to auxiliary nurses, community
 
leaders, health volunteers and TBAs.
 

It was estimated that 80% of births took place at home, mostly in
 
rural areas and attended by TBAs wtith little or no training. Child
 
care was given by nurses and auxiliary nurses in the home and by
 
the TBAs who had attended the delivery.
 

Family planning was provided both through the MCH programme
 
and the Honduras Family Planning Association. The FPA I-,ad two
 
clinics which gave health care and contraceptive services; one of
 
them undertook research on contraceptives used. Informational and
 
educational programmes had been carried out.
 

The MCH programme was financed by USAID and aimed to reduce
 
maternal and child morbidity and mortality and to reduce fertility,
 
and as a consequence to space pregnancies. It had 23 clinics and
 
5 mobile units.
 

There was a register of births and of maternal and infant deaths, but
 
no established system or control, so that many went unregistered.
 

The Ministry of Health had a project to legalize MCH care given by
 
nurses, auxiliary nurses and TBAs provided that they had had some
 
form of training. Alternatively nurses might be sent abroad for post
graduate courses in midwifery. There were no regulations governing
 
midwifery care, but this was covered by the Organic Law of the
 
College of Nursing. Overseas diplomas of nurse-midwives were recog
nized provided that they were issued by an authorized body.
 

Nicaragua 
The birth rate was high with a population growth rate of 3.2. lm'-..t 
mortality rate was 130 per 1000 live births. Of the population (,f 

2 million 55% was rural. There were 456 nurses (including II nurse

midwives), 2206 auxiliary nurses and 7 midwives. 

There was no training of midwives or auxiliary midwives but TBAs 
were being trained within the MCH programme at several heall:h 
centres. Training included maternity care, care of the newborn, and 

health education related to mother and child and family. TBAs were 
asked to register births as a requisite for licensing, but there was no 

noobligation to register infant or maternal deaths and therefore 

estimate of these was possible.
 

A high proportion of the prenatal care offered was provided by 
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nurses in health institutes and health centres. In Managua, the
 

capital, most deliveries were attended by TBAs because only one
 

hospital offered free services. Postnatal supervision of mother and
 

child was minimal. There was ,Ao supervision of TBAs, but efforts
 

wc-e being made to introduce it.
 

Family planning services were offered by the MCIt programme
 
(financed by USAID) which had 69 clinics, by the Family Advice
 
Programme of the National Institute for Social Security and by 2
 

private associations. The government programme included training
 
schemes.
 

There was no legislation or regulation of the practice of midwifery.
 
of other countries were recognized. Nurse-Midwifery diplomas 


midwives could work in private practice, in governmen. centres and
 

hospitals, as instructors in Nursing Schools and as trainers of TBAs.
 

They were not allowed to sign birth certificates. Their work was
 

being more orientated towards MCII clinics.
 

Help from abroad, especially through FIGO/ICM, could be obtained
 

if arrangements could be made for organization and control and
 

professional training.
 

Panama 
In apopulatiotn of about I1h million, the growth rate was 2.9. Nearly 

30% of births took place without professional assistance. There were 

143 nurse-midwives in practice, 948 nurses and 1984 auxiliary 
nurses. 

There was no training course for nurse-midwives, but it was hoped to 

start one that year. Nurses and auxiliary nurses both received MCH 

training during their course. There was no training of TBAs but a 
programme existed which could be put into effect at any time. 
Fertility control had recently been introduced into the courses. The 

and Child lleaithCentre for Education and Research on Maternal 
wasCare trained personnel from Central America and Panama. It 

run jointly by WHO, the University of Panama and the National 
Government. 
The MCH programme was directed by the Mother and Child Depart
mient of the Ministry of Health and care during delivery was an 
important aspect of training. All MCH personnel, including TBAs, 

to both mother and child at all stages. All birthsgave general care 

and deaths had to be registered as alegal requirement.
 

Family planning was now part of the national MCH programme and
 
was free for everyone.
 

A special law for nurses had existed since 1964. Every midwife was a
 
graduate nurse, so that this law also applied to nursp-midwives. In
 
addition the midwife was officially recognized by aministerial decree
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of 1967. Midwifery diplomas of other countries were recognized. A 

Register of practising nurses was introduced in June 1972. 

At the 4th Pklnary Session a paper on Mother and Child Services 
by l)r. Gloria M. ie Lopez, Obstetrician,Organization was read 

St. Thomas's rtcspital, Panama. and at the 5th a paper on Basic 

Neetds of Alothelr and Oild was read by Dr. Napoleon Diaz, Sub-

Director, No. 4 Regional Ilealth Centre. Guatemala. Both of these 

papers were followed by general discussion. 

In session 6 a panel discussion took place 	 on the Fubject Family 
t Midwife. Tile panellanning in the (ontinuous E1ducation of 

consisted of Miss M. Zapenas. WIiO/PAIIO Nursing ard Midwifery 

Regional Advisei, Mrs. Ililda de Eastmond, Instructor in Mother and 

Child Nursing. Panama. Mrs. Ana Maria de Alfaro. EI Salvador and 

Miss Beverly Taylor. Ilonduras. 

Miss Zapenas spoke of the concern of PAIIO/WIIO that all MCII 

staff of whatever category should receive continuing education, and 

that tamily planning should be part of this in accord with the 10.year 

plan for the Americas. She listed tile activities thit had been and 

were being held for nurse-midwives, including nreetings, working 

parties and study groups covering all grades of prof:ssional personnel 

and TBAs, and programmes of scholarships and technical advisory 
on pombasic and postgraduateservices. In addition she reported 


courses being offered to nurses for their expanded role in MCII care.
 

Mrs. de i-astmond emphasi'ed the need for the nurse.midwife to be 

highly trained in ticaling with fertility control, as she was in the most 
this work. She needed to be able tofavoured position t) carry out 

work competently and without supervision in this area. Many of her 

nor mal dutie-s ought it he transferred t) iuxiliaries. 

The S.,turday was a holiday to celebrate Central American Inde. 
to the Irazu volcano.pendeticc. and on Sunday a trip was arranged 

Monday began with the 7th plenary session with talks by members 

of ile staf[f of the School of Nursing. Costa Rica, on Mid wifer.v 

7raining and Practh'e. The first talk, by Sra. Lillyana Picado de 
Iealth Programne,Corrales. was on 77w Basic Maternal and (Thild 

which had developed through various stages, and then occupied c-le 

semester in the second year. Teaching was given by nursing teachers 
and oil occasionswho were specialists in obstetric and paediatric care 

by other clinical teachers. Theory ( 160 hours) included: overview of 

tlhe ICII situation in Costa Rica; sexual educaion in family life; 
ut ra- and postnatal periods: nursing carenursing care during pre-. 

.l;during pregnancy. delivery and postparttim; nursingo comliplicatio 

care 
of the newborn and of premature babits. Clinical practice took 

place in the hospital and included public heal th, labour ward, care of 
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premature babies and of the newborn and a stay in the postpartum 
room. 

Sra. Miriam E. de Fernandez then described tile postgraduate MCH 
courses. From 1954-1973 207 nurse-midwives had graduated, 37 of 
whom had been from other countries in the Americas. In 1968 a 
seminar had been held to evaluate the training programme and it was 
decided that there was insufficient integrated care to mother and 
child and that there was over-emphasis on midwifery aspects, 
especially the delivery itself, and insufficient teaching on socio
cultural and public health aspects and on prenatal and child care. 
There was no supervision of TBAs. As a result, anew philosophy was 
formulated cn which a new curriculum was based stressing the needs 
of the family as a whole, including nutrition and family planning, the 
importance oi a proper scientific approach to midwifery so as to 
give the best possible care at all stages, proper practice of her pro
fession and ability to supervise and administer as required. Details of 
the curriculum were shown. 

The third speaker, Sra. Ilaydee Morales de Briceno described the 
training programme for TBAs at tile lHalth Unit of Santa Cruz at 
Guanacaste. Because of excessive maternal mortality and morbid;ty 
in patients cared for by TBAs, training courses were begun in 1967, 
following a census of TBAs to establish which of them would most 
benefit fr m training. Nineteen women attended the first 5-week 
coursme and 18 of them qualified and were licensed. A second 3-week 
course was held in July 1970 attended by 14 women and a third in 
December/January 1(;70/71 at which 8 women attended. Those who 
completed the courses su:cessfully received a basic delivery kit and a 
manual, the regulations, a licence and a health card. The latter two 
items had to be renewed annually. Trained TBAs met together 
periodically so as to integrate them into agroup. Deliveries attended 
by trained TBAs numbered about 150 annually. It was planned to 
coninue this training and supervision and recommended that (i) in 
rural centres where a TBA programme was functioning two nurse
midwives should be appointed to improve the supervision of the 
programme, (ii) there should be at least one vehicle in each province 
where a programme existed and (iii) an adviser or supervisor should 
be appointed exclusively for the programme in each place where 
such training was carried on. 

The delegates thn split into groups f,.r tile first discussion topic -
The Role of the l:fidwife at all Levels, and the groups reported back 
to the 8th plenary session. The second discussion topic was taken 
the next day - Midwifers, Training at Different Levels - and after 
discussion the groups reported back to the 9th plenary session. 

On Wednesday, at the 10th plenary session a paper, prepared by 
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the Costa Rican Educational Technology Center, was given on the 
subject Educational Technology applied to Mother and Child Health 
and Family Planning. Educational technology was an adaptation of 
modern communication techniques to teaching, and studied how 
much could be achieved by individual methods and how much by 
machine. Applying this theory to particular cases meant deciding on 
teaching objectives, selecting the content, and then devising the 
presentation, probably in audio-visual form. 

Group discussion on the third topic then followed - Midwifery 
Practice Regulations - and the groups reported back o the IIth 
plenary session. On the following day the same procedure was 

applied to topic No. 4 - Drawing ofa short, intermediate and long
term Plan to implement the Recommendations of the Working 
Party. 

The final day opened with a visit to the Educational Technology 
Center, and this was followed by the 13th plenary session at which 

the Final Report was read and Conclusions and Recommendations 
agreed.
 

At the Closing Ceremony addresses were given by Miss Lucille 
Woodville, Vice-President ICM, Dr. Miguel Assis, B., Director of 

Medical Services Division, Director of Mother and Child Department, 
Ministry of Health, Costa Rica, and by Dr. Eliecer Valverde, General 
Director of Public Health, Mrs. Adela de Saballos expressed the 

thanks of the delegates to the organizers of the Working Party. 

IV. 	 The Discussion Groups 
The importance of the expanding role of the midwife was stressed at all 

times, and that family planning should be part of her activities. In fact 

family planning had already been incorporated into the midwife's daily 

routine in some countries, especially in public health. Only one partici

pant, a doctor, objected to the expanding role of midwives. The majority 

of participants accepted that TBAs were a valuable human resource for 

the improvement of the quality of mother and child life. 

In discussing the topic Midwifery Practice Regulations, the group was 

assisted by the Costa Rican Nurses College legal Odvkier and by Mr. 

Roger Fenney, FIGO/ICM Director for the Study Group. There was 

unanimous agreement that legislation was necessary, not only for the 

protection of midwives but also for the protection of the public against 

irregular practices. 

are dealt with under three headings: Subject; GuidelinesThe discussions 
for Discussion; Conclusions and Recommendations. 

I. The Midwife 'sRole at all Levels 
(a) 	 Guidelines for discussion 

Tile reports presented by the delegates to this Working Party 
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have shown a tendency to keep or increase the professional level 
of tile midwife in order to face the increased needs of the 
mother and child population. 
(i) 	 Which levels do you consider more adequate for Central 

America and Panama? 
(ii) 	To improve tile quality of maternal life at every stage, i.e. 

pre-, intra-, and postnatal and in those stages in which the 
woman can space her pregnancies and also for the improve
nient of the infant's health, which types of functions would 
you assign at the present time to each level and what would 
be tie expected expansion of the midwife's role at each 
level? 

(b) 	 Conclusionsand Recommendations 
(i) 	 Considering that in Central America and Panama the term 

'Enfermera Obstetrica' (which includes the midwife) is well 
accepted and feeling the need to establish the terminology 
from the beginning of this Working Party when referring to 
the professional midwife, we recommend the governments 
through their Ministries of Health and the Professional 
Associations to continue using the terms 'Enfermera 
Obstetrica' or 'Obstetrica'. 

(ii) 	Considering that the nurse-midwife and the midwife are 

vital elements in the running of the Mother and Child 
Health programmes and in pursuing the aims established by 
the Ministers for the present ten years to meet the needs of 

the MCH and Family Planning of Central America and 
Panama, it is necessary to have a common definition -f these 
professionals for the different countries. We recommend 
acceptance of the 1CM definition of the midwife or nurse
midwife with a short attachment, as follows: 'A Midwife is 
a person who, having been regularly admitted to a Midwifery 
education programme, duly recognized in the country in 
which it is located, has successfully completed the pres
cribed course of studies in Midwifery and has acquired the 
requisite qualifications to be officially registered to practise. 
Midwifery legally during the Mother and Child Care Cycle.' 

(iii) 	Considering that the large number of mothers and children 
(63% of the total population) has tie right to benefit from 
the services aimed at by the Health Ministers for the period 
1972-1982 in a special meeting held at Santiago de Chile, 
and considering the necessity to identify the different 
personnel levels working in the solution of this problem, 
which is the purpose of these aims, we recommend that 
governments, through their Ministries of Health and pro
fessional organizations, acknowledge the necessity of 
establishing and keeping the following categories of nurse/ 

32 



CA-I1 

midwifery personnel involved in the Mother and Child Care 

Team and in family welfare: (a) nurse-midwife or midwife; 
(b) professional nurse; (c) nursing auxiliary; (d) tradi
tional birth attendant. 
The countries using any other kind of nursing personnel 

such as Nursing Technician and others must determine a 

definite role for them within the services for Mother and 

Child care and Family Planning. 
(iv) Considering that it is necessary for each level of personnel 

and Child Care Field to have aworking in the Mother 
determined function in accordance with the actual reality 

of our countries and with the need to expand their role in 

order to survive the changes, to adopt new techniques and 

to use their human resources reasonably, we recommend 
governments through their Ministries of Health and profes

sional organizations to accept the following functions: 
Nurse-midwife or midwife. Integral direct assistance during 

the maternity cycle in pregnancy, delivery, adolescence and 

family planning including the continuous education of the 

family unit. Also the detection and referral to a doctor of 

high risk pregnancies, deliveries and children, assuring also 
to all mother; ind children.the continuity of nursing care 

Other functions include: administration, supe, iision, educa

tion, research and leadership in Mother and Child pro

grammes. (Reference: Conference on Nursing/Midwifery 
14.Education in Latin America. Nursing Report No. 

Washington, D.C., PAHO/WHO, 1969). 
Professionalnurse. Diiect assistance during the maternity 
cycle within the limits of her competence as a nurse, in 
accord with the legal definition and under the regulations 

for services. Other functions include: administration, super

vision, education and research. (Reference: PAHO/WHO 
Expert Committee on Training ofMothr and Child Nursing 
in Nursing Schools of Latin America. Scientific Publication 
No. 260. Washington D.C., PAHIO/WHO, 1973). 

Nursing auxiliary. Direct care of Mother and Child within 

the limits of her competence, in accord with the legal 

definition and under the regulations for service. 
of Mother andTraditional Birth Attendant. Direct care 

newborn under her own responsibility within the limits 

stated in its legislation and with co-operation of the Health 

Services, under the supervision of the Mother and Child 

Care Team. (Reference: Guide for Orientation and Super

vision of Traditional Birth Attendants. Reports on Nursing 
No. 12. Washington D.C., PAHO/WHO, 1969). 

(v) Considering that in our countries the term nurse-midwife is 
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accepted only when referring to the professional person as 

it has been defined in the second recommendation; and 

considering that having different categories of midwives 

could lead not only to confusion but to legal conflicts 

among the professionals and the countries, we recommend 
bodies ICM/FIGO to speak of differentthe international 

'levels of personnel working in midwifery' when referring 

to people working in the field of obstetrics in Central 

America and Panama. 

2. Trainingof the Midwife at Different Lepels 
(a) 	Guidelines for discussion 

The Central American Working Group has decided to recognize 
or nurse;the following different levels of midwives: Midwife 

Nurse-midwife; Auxiliary nurse; and Traditional Birth Attend

ant. 
A pattefn should ue established for each level as a guide to pro

gramming their training in accordance with their functions and 

specific tasks. 
describe the specific tasks at each level, specially thosePlease 

which are to be their own responsibility, and what should be 

content for each level of the training prothe educational 

gramme?
 

of the Latin AmericanReference: Conference on Education 

Nurse-midwife. Paper, PAHO/WHO, page 63.
 

(b) 	 L)nclusionsand Recommendations 
In order to draw up the syllabus for the training of the different 

levels of personnel working in obstetrics it is necessary to know 
to each of them within their expandingthe functions attached 

Family Planning. Werole in the Mother and Child Care and 
recommend the professional organizations and each of their 

members, as well as the Institutions which employ them, to 

recognize the internationally approved duties of each level in 

order to make better use of them according to the needs of the 

and within the framework of the countries' regulationsMCH 

and those of the Institutions employing them:
 
The Nurse-midwife and the Midwife 
Her duties and degree of responsibility in the MCH services have 

depth and scope than those of the general nurse becausemore 
includes attendance atshe specializes in obstetrics, which 

deliveries under her own responsibility, supported by the 

legislation of her country, and in collaboration with the doctor. 

(i) 	 Direct care. She takes responsibility, with medical advice, 

for the MCH care through the whole period of family life 

under normal conditions. This involves the diagnosis of every 

physical, emotional, social and mental need of the mother 

34 



CA-	 13 

and young child; the undertaking and use of a plan to meet 
these needs; tile procurement of medical help in abnormal 
conditions of the maternity cycle and the ipplication of 
urgent measures when needed. 

(ii) Planning.She initiates, develops and completes plans which 
are within her province in the care of the patient and also 
educational programmes. 

(iii) Teaching. She promotes a natural approach to pregnancy 
and normal childbirth through health education of every 
group. She provides tile right environment for a happy 
maternity experience for both mother and father. She also 
acts as a technical resource, giving advice on the implications 
attached to the establishment of realistic aims in the daily 
nursing-obstetric work of health professionals and students 
inside or outside the clinic. 

con(iv) 	Organization. As a leader she is responsible for the 
tinuity of the services provided to mother, child, family 
and community, and takes the necessary tomeasures 
improve the nurse-midwifery services offered in the light of 
the human and material resources available in the health 
team. 

(v) 	 Co-ordination. She communicates and works with other 
members of the health team, providing theim with guide
lines on nurse-midwifery assistance to improve mother and 
child care. 

(vi) Evaluation. She has a specific part in the evaluation of 
nurse-midwifery care in order to determine those provinces 
in need of improvement. 

(vii)Administration. Iter role is perhaps tile key one in the 
in theimplementation of mother and child assistance 

capacity of supervisor. In areas with shortage of professional 
personnel or under cultural pressures, the TBA, the 

or even a member of the family providesauxiliary midwife 
care during childbirth. The supervision of this non

professional personnel isessential to reduce the possibilities 
of infection and accidents during the maternity cycle, 
particularly during delivery. As an educator she has an 
important position in the teaching of mother and child 
care through family life. She can do so in nursing schools, 
and in training programmes for nurse-midwives and TBAs. 
(Reference: Conference on Nurse-Midwifery Education in 
Latin America. Cali, Colombia, 3-12 November 1969.) 

Her specific duties are as follows: 
(i) 	 Antenatal Care. Evaluate tile health and socio-economic 

situation. Take measurements of uterine height. Make 
vaginal and rectal examinations. Determine the fetal heart 
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rate. Make gynaecological-obstetric examinations and 

evaluate findings. Make obstetric diagnosis. Give 
to women.information, including family planning, the 

to established regulations.Prescribe some drugs according 

Make the Papanicolaou test.
 

(ii) 	Delivery. Supervise the uterine mechanics and progress of 

labour. 	 In normal cases supervise the high risk mother. 
deliveries. Make and repair episiotomies.Manage normal 

Attend twin and breech deliveries ili "i'k mothers inlow 

the absence of a doctor. Examine the uterine cervix. Repair 

first and second degree tears of the perineum. Prescribe and 

administer analgesics, certain oxytocic drugs in the third 

stage of labour and certain anaesthetics according to 

established regulations. 
health mother. Make(iii) Postpartum. Evaluate the of the 

postpartum examinations. Give health education, including 

lactation. Prescribe and distribute oril contraceptives. 

(iv) 	 Family Planning. Promote responsible parenthood. Prescribe 

and distribute oral contraceptives. Insert IUDs. Make tie 

Papanicolaou test. 
(v) 	Child. Supervision of growth and development. Prescribe 

selected drugs according to established regulations.some 
Carry out immunizations. Detect risk conditions and .fer 

to adoctor. Give health and sex education. 
(vi) 	Adolescent. Give advice and orientation about health 

habits and prepare them for family life. Accomplish pre

ventative physical and mental health measures. 
The ProfessionalNurse 
She performs some obstetric functions under a doctor's respon

sibility and supervision. 
As a member of the health team she assumes responsibility for 

tire planning, developing, supervision and evaluation of nursing 

care in the specific activities concerning the improvement of the 

care of the woman during pregnancy, delivery and the puer. 

perium and of the child and the adolescent. Such care includes: 

identification and classification of conditions which would lead 

to a health risk and referral of the case; collaboration in 

treatment procedures; examination, evaluationdiagnostic 	and 
during pregnancy and the puerperium inand control of women 

of normal 	delivery and evaluationnormal cases; management 
and supervision of the newborn; examination, evaluation and 

control of the apparently healthy child and those with minor 
using differentcomplications; evaluation and control of women 

contraceptive methods; integration of the father and family in 

the care of the mother and supervision of child growth and 

development. 
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care to mothers and children,She also provides continuous 
referring when necessary to the different community health 

services and personnel. (Adapted from PAHO/WHO Expert 
in MCH in Nursing Schools in LatinCommittee on Training 


America, PAHO/WHO, 1973.)
 
The NursingAuxiliary 
She performs some obstetric functions supervised by the nurse

midwife, professional nurse or doctor. 

The Traditional Birth Attendant 
She performs her duties after training and under the control of 

the MCH care team in collaboration with the health services. 

Considering that it is most important to have guidelines for the 
care as exist for otherdoctors and auxiliary midwives in MCH 

that International Healthlevels of personnel, we recommend 
to

Bodies promote meetings for the appropriate personnel 
to the role of a doctor and anduties attached 

auxiliary midwife in MCH care and family planning in the Latin 

American situation. 
MCH care in Central America and Panama 

elaborate the 

Considering that 
requires a health team of many professions with knowledge and 

enough competence to participate effectively and widely in 

MCH and family planning programmes, we recommend all 

educationa! institutions in charge of the training of personnel 

working in health teams to emphasize in their educational pro

grammes the problems of MCH care, and we recommend the 

Ministries of Health and other institutions providing services ror 

MCH care hi.d family planning to keep updating 6K.cir pro

grammes for professional, technical and administrative per

sonnel. 

3. Legislation for the midwife at different levels 

(a) 	 Guidelines fordiscussion 
The work of the groups had established the need to recognize 

different levels of midwives, taking into account the role that 

to each level and the training required. Basic
corresponded 

necessary to legislate and authorizecriteria were therefore 
the practice of the midwife. The following criteria should be dis

cussed so as to determine how they could be applied to Central 

America and Panama, bearing in mind that the main purpose 

of legislation is to give better protection not only to the com

munity but also to the professional. 
(i) 	 Identification: Requirements for registration of professional 

midwives, of foreign midwives and of TBAs. 

(ii) 	 Licensing and Control: Definition of the expansion of the 

practice of both professional midwife and TBA; super

vision. 
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(iii) 	 Improvement through Training: For professional midwives 

- previous training to registration, regular refresher courses, 

special courses for their expanding role or the execution of 

new procedures. For TBAs - basic training and special 

courses. 
(b) 	 Conclusions and recommendations 

(i) Considering that updated legislation covering the different 
does not exist in everycategories of obstetric personnel 

we recommend that professional organizations ofcountry, 
nurses, midwives and doctors should together establish 

regulations to control the practice of obstetrics by different 

levels of personnel until legislation is issued. 
to know the extent of the(ii) 	Considering that it is necessary 

existing human resources in obstetrics and to control their 
professional organizationspractice, we recommend that 

should keep a record of the professional obstetric team 

and that the requirement for registration should be pro

duction of their midwife or nurse-midwife diploma. Foreign 

nurse-midwives who wished to b(; registered should produce 
ortheir nurse-midwife's diploma issued by the school 

course in order to be legally integrate. accordingrecognized 

to every country's legislation.
 

(iii) Considering that in the present situation we need to inte

grate the TBA in the health team to meet the greni needs 

of MCH care in Central America and Panama, and that it is 
and control her, wenecessary to identify, recruit, train 

recommend that Ministries of Health should identify every 

TBA, establish training and supervision programmes accord

ing to the regulation;, and keep an up-to-date record of 

those who have bhen traineJ and those without any training 

as soon as they have been identified. 
the indwife and nurse-midwife provide(iv) Considering that 

services for imother and child tinder their own responsibility 

in accordance with the laws and with the doctors' collabora

we recommend that professional organizations elabortion, 
ate, revise and update the regulations concerning the 

midwife's practice, taking into consideration the expanding 

role of the midwife and nurse-midwife in the country's 

mother and child programmes. 
(v) 	 Considering that it is necessary to protect both the public 

of her work, wearid midwife's practice through control 
recommennd that the legally established professional organiz

ations, together with the authorities in charge of mother 

and child progranmnes, should name a Committee which 

would supervise and improve the practice of midwifery. 
in order to assure the quality of mother(vi) 	 Considering that, 
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and child services provided by the different categories of 
personnel, it is necessary to improve and update them con
tinually, especially that of the nurse-midwife, we recommend 
that all health institutions and professional organizations 
should protect and maintain updating in-service programmes 
for all categories of personnel, and continuous educational 
programmes for nurse-midwives in their own country or 
abroad by means of Working Parties, refresher courses, 
grants, etc. 

(vii) Considering that a nurse s'ecialized in midwifery, because 
of 	her role as nurse and as midwife, is a most useful 

in the team of the mother and child programme,resource 
we recommend that the authorities and local professional 
organizations in Central America and Panama should require 
of midwife candidates the possession of a nursing diploma. 

4. 	Short and long-term plan of action to put into practice the 
recommendationsofthe WorkingParty 
(a) Guidelinesfordiscussion 

Short, intermediate and long-term plans of action .hould be 

formulated in accordance with the resources of Central America 

and Panama and with the present situation in each country in 

order to put into practicc the recommendations of the Working 
Party. 

(b) Conclusionsand Recommendations 

ACTION OUTLINES 

Short term Intermediate term Long term 
(10 or more years)(2 	 years) (5 year3) 

USE OF PERSONNEL 
1. Get as soon as pos1.To use immediately 1.Every Health 

the highly qualified Institution aiming at sible a reasonable 
the Mother and ratio between allpersonnel, working 

categories ofat the moment in Child Care should 
different functions have a minimum existing personnel 

of one Nurse/ and demands infrom those they have 
been trained for and Midwife responsible rural areas as well 

as in urban ores.resulting in an inade- for the admini-

quate use of them. stration of
 

Nurse/Midwifery
 
Services.
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2. 	To rationally dis
tribute the 
existing personnel 
in order to de
centralize and get
 
better use of it and
 
also to cover
 
adequately the
 
MCH Care.
 

3. 	To establish among 
the requirements 
to enter any of the 
Schools for Health 
personnel, an 
obligatory 'social 
service' which would 
help to cover all 
Mothers and 
Cildren in need of 
care. 

4. 	To help reducing the
 
emigration of Nurse
midwives by improving
 
their conditions of
 
work and also their
 
salaries.
 

EDUCATIONAL 
1. Immediate training of
 

personnel working at
 
present in all Mother
 
and Child Services as
 
a means to achieve
 
better quality and to
 
reach more people.
 

2. To give a new struc-	 I. To revise and update 
ture to all training periodically the 
programmes for health programmes of 
personnel at all levels, Mother and Child 
emphasizing the education for every 
Mother and Child category of per-
Care and Family sonnel according 
Planning. 	 to the problems, 

health situation and 
needs and aims of 
each country. 
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3. To take advantage 	 2. To take advantage I Training of the 
of the systems of 	 Nurse-midwife inof the systems of 

her own countryGrants for training 	 Grants for training 
of Nurse- midwives 	 under the directionof Nurse-midwives 

in and out of the 	 in and out of the and responsibility of 
country (where qualified Nursecountry (where there 
there is no school 	 midwives in connecis no School for 

tion with theNurse-midwives) 	 for Nurse-Midwives) 
according to the 	 Universities andaccording to the 

actual plans of Grants actual plans of Health Agencies in 

and selecting care- Grants and selecting any way concerned 
with Mother andfully the candidates. 	 carefully the candi-


dates. 
 Child Health 
problems. 

This couid be reached 	 This could be reached 
by establishing a by establishing a
 
Regional Training Regional Training
 
Centre for Nurse- Centre for Nurse
midwives for the midwives for the
 
Central American Central American
 
and Panamian area, and Panamian area,
 
or if there is or if there is
 
already one to already one to
 
strengthen it. strengthen it.
 

4. 	To establish com
plementary educa
tional programmes
 
and the necessary
 
facilities to give the
 
Central American
 
Midwives opportunities
 
to reach the
 
standard of Nurs';
midwife and to be
 
legally recognized as
 
such.
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MATERIAL AND EQUIPMENT 
1. To provide I. To continue provid-

immediately with 
the adequate 
material and 
equipment, increas-
ing it by 30% to 
maintain it in 
good use in all ser-
vices, to help the 
Health Team to 
better accomplish 
their duties in MCH 
Care and Family 
Planning. 

LAWS AND REGULATIONS
 
1. To formulate, 

promulgate and 
adjudge the laws 
establishing asystem 
of levels and hier-
archies of professional 
personnel involved 
in the MCH Care 
Team, according 
to their oualifica
tions and years of 
service. 

2. To seek prompt the 
adequate means to 
better co-ordination 
between all the 
Health Agencies in 
order to ensure a 
relative increase in 
the resources and a 
better use of them 
in the MCH. 

ing with the adequate 
material an4 
equipmei, icreasing 
it by 50% ', main-
tain its proper use 
in every service and 
to help the Health 
Team to better 
accomplish their 
duties in MCHi Care 
and Family 
Planning. 

I. To reise and update 
periodically the 
system of levels of 
professional per-
sonnel working in 
the MCH Cawe. 

CARE AND FAMILY PLANNING SERVICES 
I. To keep updatedI. To establish common 

Standards of MCH 
Care Services and 
Family Planning 
and to implement 
them at National 
level throughout all 
Health Agencies. 

standards of MCH 
Care Services 
according to 
necessities. 
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I. To continue provid
ing with the adequate 
material and 
equipment in every 
service, increasing it 
by 100% to main
tain it properly in 
every service; to help 
the Health Team to 
better accomplish 
their duties in 
Mother and Child 
Care and Family 
Planning. 

I. To revise and update 
periodically the 
system of levels of 
professional per
sonnel working in 
the MCH Care. 

I. To keep updated 
standards of MCII 
Care Services 
according to 
necessities. 
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V. 	 Analysis of Ealut ion QuCStionraifes 
All participants completed the questionnaire. General concl, 

achieved.I. icobjec tives or tile Working Party had beenr 

2. Topics were interesting and useful for every country. 

Working the necessary3. Some said that tile Party had given thein 
family planning into midwifery trainingbackground to introduce 

coures. Others thought that they needed more information and 

experience. 

mute 	full courses (n family planning for nurse4. 	Thete was need for 


midwives at local level.
 

VI. 	 Follow-up Visits 
First follow-up. Janlatry 1Q74. 

General 
the Working Party had succeededI. Except it Ilioduras. nt) delegates it) 

the authoritics to study the conclusions and reconmin tllotlvatlll, 


tnilldat iol.
 

2. Each coumlrv was tackling as best it could tilepoblels of MCII 
care A.nd was oiokinp to the midwife to take a leading role in this. 

3. 	 Somne of the delegates were not ideally placed io promote tile 

ti tiheirripleinentationl of tlhe recommnenidations, but as a result 

follow-up were becoming more related to the authorities. 

ICM filthe work done and4. 	 Mlost t"those ilitetviewed praised the 

offered their :o-opeatlioll. 

Corsta Rica 
C'sta Ricil iiS the o "lycountiy ti have a postgraduate midwifery 

from overseas 

numbers. With international help they 
coulse and it use tile nturse-midwife widely, Students 

were lling ac'cped illlimited 

trail) nur.ses aid midwives in family planning.were cealilltz a Corsr to 


Ntrfse-midwile itisl swere 
hin trained in the ISA. and it was bopcd 

to offe Iti lourse illtrainlitofessionalk illolter countries. Family 

training coutses.plainiirug was alt iittegal pall of tihe basi 

Illit .-ifery trainingillthe lecollliin'enatilns oniltreslt was siowi 

lewA oilraliie l Motiher ;nd Child Ii)y-iene Itad 

ellnilitated at tle university. It was tills did nolt 
blccaliw a p.igrlii 

felt that course 

meet tile ilceddtilthe conti. Ietchool of Nursing had revised its 

Collie. alid it Cul'd he developed i t l1ll1i1ts-ii tidwives . illM('II 
1cearywhich as the uiilnnrsitv i.cl'trse would bcrrtre 

. 

G;uatemala 

It was agreed that the %idssifcry AMsoc tioll, together wilhi tile .Moihe 

43 



(A 22 

and Child Division would strive to strengthen the Association and that 
nurse-midwives trained in other countries should be admitted. They 
would try to ort.:,nize a midwifery postgraduate course for nurses and 
try to give existing midwives access to work in the imaternity services. 
They would discuss with the School of Nurses a plan to allow midwives 
access it)that School following studies at the Midwifery Schools, but 
the Director of the School of Nurses was uncertain about accepting this. 
Both nurses and nidwives needed to fight together to face tile serious 
problems in MCIl. Relations between professions had been tensetile 

bill the leaders wished to change tiis. 

IHonduras 
This c(,untry had taken nost account of the recommendations and 
hoped tc( cotinue using them as a guide to improve MC|I care. They 
were tryiri, to get places oil the postgraduate midwifery course in 
Costa Rica until they could create their own course. The School of 
Nursing had mvised its mother and child programme. They were hoping 
to expand the ole of the auxiliary midwife in MC|I. Training and con
trol of TBAs was to be intensified. They asked for help in persuading 
the USAI D represn:itives to support the recommendations. 

Nicaragua 
There had been little discussioilof (ie recommendations, but oppor

unity was taken to discuss thet w'ithl heads o1 tle nursing organizations 
whol expressed great interest. TIe School oif Nursing had revised its 
MCIH course with a view to expa.ding tlie nurse's role. The Ministry of 
Ieath were to send 3 nurses to ('os:a Rica for the postgraduate mid
wifely course as they were trying to create a midwifery course for 
nurses. Training of TBAs had been initiated and there was aproject for 
a national survey ot" TBAs. The Otistetrical and Gynaecological 
Association did not agree with tilerecommendations, but the Ministry 
Of Ilealth was very sympathetic. so that there was a possibility of 
illiple llielllg soll.: of heilll. 

Panaaw 
"rhe midwifery school was expected to open during 1974. The uni. 
versity had a course of Vducation and Investigation in MCIi for nurses 
which was heing attended by students t:omi all over Latin America. The 
MIinistry of Ilealth would resume trainit, and control of TBAs. T1e 
('hildren's llospital was giving a course for nurses to train their as 
paediatlnc technical assistants. 

lhe M'C} programme it' the School of Nursiig was revised frequently 
and covered all steps ini the maternity and child :ycle, particularly those 
of' natiomal concterii. .Measures. being tken to improve MCII were in 
3cc ld with tile recoliniendatln ns. Coittacts woulld be initiated witi 
doctors and vith the nursing authorities to start activities designed to 
implement tie recomtnendations. 
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Second follow-up. November 1975 
Costa Rice 
(a) 	 Midwifery education 

All midwives were nurses with one additional year of training. 
There were approximately 400 in the country but not all were in 
practice. The basic curriculum was 3 years, the second year being 
largely MCI/FP. All students were taught the theory and practice 
of family planning in clinics; the practical tuition involved edu
cation and services. In their tiliid year students had rural experi
ence. There were 5 MCII instructors in i school with 150 graduates 
annually. 
By law students should serve for one year in rural areas but this
 
was seldom done because of the poor living conditions.
 
The midwifery course had 3 instructors and could accommodate
 
up to 24 students, but there were only 18 at the time of the visit.
 
Students from other Central American countries were accepted;
 
the curriculum was very comprehemive and included family
 
planning.
 
There were 3 one-year courses for auxiliary nurses and it was
 
planned to start a 2-year nursing courst, within the next yer,r to
 
train 400 additional nurses over a period of several years.
 

(b) 	 Organizations 
All nurses and nurse-midwivt s belonged to the College of Nurses 
which is both a State body and a professional organization. Mid
wives had recently formed a Maternal and Child Ifealth Committee 
to oversee this area of pracice, partly as a result of the recomn
mendations of the Working Pac'y and partly to counter the threat 
of the Medical College taking over responsibility for some mid
wifery functions. A special midwifery section had been formed 
based on this Committee, and was seeking -jpproval for member
ship of 1CM. 

(c) 	 Recognition 
Midwives were well accepted by medical colleagues in both 
government and private posts. 

(d) 	 health Services 
These had been provided partly by government and partly by the 
private Social Security system. All hi..nitalswere being turned over 
to Social Security leaving government i"zoncentrate on preventive 
health. Social Security was just beginning to experiment with 
some rural work. 

(e) 	 I-amily planning 
Both health service groups offered services and educational pro
grammes were run by church and other private bodies. The 
Demographic Association of Costa Rica was also active in coii
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trolling funds, keeping statistics, providing supplies and organizing 

mass communication. 

f) 	 Women's Health Care Technician Programme 
This was a 3.month course run by the Social Security Education 

Division under the auspices of the College of Medicine and with 

the assistance of Harbor General Hospital, Los Angeles, where 

most of tile instructors had been trained. The training was all 

clinical, and included family planning, prenatal care, child 

growth and development, normal gynaecology and cytological 
to be nurses or nurse-midwives, butscreening. Entrants had 

auxiliary nurses might be accepted later. While it was agreed that 

the course was excellent, it caused some problems: 

(i) 	 The title 'Technician' was inappropriate as it implied a 

lower grade. 
(ii) 	 Midwives already practised family planning on their own, 

while the College of Medicine insisted that they practised 

under medical supervision. 
(iii) 	 Midwives found the course repeated much of thehi own 

training, while nurses found it inadequate. 

(iv) 	 Midwives on the course are supervised by nurses in areas 

where the midwives feel they have more knowledge than 

their teachers. 
nor 

Nursing are in any way linked with the programme. 

The stated aims of the course are preparation for work in 

(v) 	 Neither the midwifery training course the College of 

(vi) 
but it is totally geared to an urban clinicalrural areas, 


setting.
 
(vii) 	 If auxiliary nurses were to be trained, should they be 

allowed to insert IUDs? Midwives thought this should be 

left to a doctor, and auxiliary nurses would not be com

petent to work in rural areas on their own. 

(viii) 	 The training of auxiliary nurses by the College of Medicine 

by-passed the College of Nursing which by law was respor

sible for auxiliary nurse training programmes.
 
The course was started without consultation with the nurse!
(ix) 

midwife in charge of MCIl at the Ministry of Health.
 

were (i) it provided excellentPersonal impressions of the course 
as a modeltraining in clinical family planning and could be used 

for other Latin American countries. (ii) It provided no family 

planning education, KAP techniques, commuyity development or 
legalpsychosexual counselling techniques. (iii) It presented 

needed to be resolved for the protection ofproblems which 
graduates. (iv) Most of the problems could be resolved by 

forming a working relationship between the College of Medicine 
There was an open state of warand the College o; Nursing. 
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between them, possibly due largely to clashes of personality 

between the programme director and the Director of the School 

of Nursing. (v) The programme had been conceived without much 

knowledge of political realities in nursing and midwifery in the 

country and had damaged the midwifery profession by taking out 

of its hands continued education in family planning. It ignored 
and was creating a new profession. (vi)existing organizations 

trained all relevant bodies shouldBefore auxiliary nurses were 
agree on a delegation of functions for all classes of health per

sonnel from doctors to TBAs. 

Recommended 
I. That ICM should continue to work with the MCiI Committee with a 

view to its being admitted to membership of 1CM. 

2. Other countries should look at the Costa Rica midwifery curriculum 

as it provided an excellent model. 

El Salvador 
(a) 	 Nursing training 

Two schools ran a 3-year training course with a fourth year of 

rural practice before the students graduated. There was strong 

emphasis on MCII, and sex education and family planning theory 

and practice were also included. There were plans for two 5-month 

courses to start in 1976, one for nurses and one for auxiliaryMCLI 
There would also be a 2-month FP/MClI course for nurses. 

nurses, similar to the one in Costa Rica. Auxiliary nurses were 

trained by a 10-month course given at four centres, each with 

30-40 students. 

(b) 	 ,nil v planning 
servicesThe role of nurses and midwives was very limited and 

which existed were almost always given by physicians. lowever, 

there were hopes that this would change shortly. General attitudes 

to family planning were not enthusiastic and the university, 

especially the medical school, was totally opposed. 

(c) 	 Midwives 
Midwives were few in number and their role was ill-defined. 

(d) 	 TBAs 
local level but the Ministry of HealthTraining was carried out at 

had plans for a new national training course with reviscd curri

culum which would be paid for out of LIN funds. About 70%of' 

births were attended by TiBAs. 

(e) 	 Legislation 
There was none, hut the Nursing Association was trying to prepare 

a draft. The ICM ought to maintain contact here and urge the 

formation of a committee to prepare midwifery legislation. 
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The greatest needs were for definition of the role of the midwife and 
the writing of nursing legislation. 

Guatemala 
(a) 	 Midwifey 

The 100 (approx.) single trained midwives had graduated from a 
school that was now closed; not all were practising. They formed 
the membership of the Midwives Association which did not admit 
nurse-midwives because of opposition from older members, but it 
was realized that this must change and at least they should admit 
nurse-midwives trained abroad. They also realized that a new 
midwifery programme was needed and that this must be postbasic 
to nursing training. Nurse-midwives occupied the leading positions 
in MCI/FP, so that the single trained midwife worked outside 
the major health services. The need for these groups to work 
together was stressed. 

(b) 	 MC'I/FP 
The government, the social security organization and APROFAM 
were involved, and there were 32 nurse specialists in MCH in the 
country, some of whom ha,! been trained by two 3-month courses 
run by the Ministry of -lualth. Thcse specialists were now helping 
to train student nurses. All government work was in rural areas. 
The Ministry of Health also ran a yearly MCH seminar. All the 
Social Security work was in the capital at one large maternity 
hospital and several clinics. APROFAM had 8 clinics in the city. 
In general the family planning programme was not very strong 

midwives played little part in it, although someand nurses and 
nurses and auxiliary nurses were being trained in the USA to work 
in Guatemala. 

(c) 	 Nursing education 
There were two nursing schools with a 3-year course and a total 
of 210 students, and 3 schools for auxiliary nurses with a 14

month course each with 50-60 students. There was talk of 

shortening the auxiliary nurses' course and starting a course for 
auxiliary midwives. Auxiliary nurses carried out most deliveries in 

rural areas. Training was also given to health education promotors, 
who worked in rural areas, to health technicians and primary 
health providers, also for rural areas, who had an intensive course 
on simplified medicine sponsored by USAID. 

The School of Nursing was very hospital orientated and standards 
were very high, but some felt that it was not preparing students 
to meet health needs outside the hospital setting. The course 
included a limited amount of family planning. It was hoped to 

start a 6-month training course in 1976 to prepare nursing 
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educators, with emphasis on community health. INCAP provided 

facilities for training in nutrition and MCH. 

(d) TBAs 
about 5000 in the country. There was an intensiveThere were 

training programme and 80% of those trained had been on annual 

retraining courses. They were trained in family planning but their 

only role was in education and referral. 

(e) Associations 
The Midwifery Association and individual nurse-midwives would 

try to form one organization. The integration of midwives more 

fully into MCII services and the expansion of the midwife's and 

nurse-midwife's role to include family planning were to be aimed 

at. 

Recommended 
ICM should use the services of INCAP.
 
ICM should maintain contact with member organizations in Guatemala
 

and urge them to work with nurse-midwives.
 
Midwives should be integrated into the health system by using them as
 

instructors in the auxiliary midwifery programme. This was suggested to
 

the Ministry of Health and to the midwives.
 
In future visits members of the Midwifery Association should accom

pany ICM representatives to all meetings to bridge the gap between
 

midwives and he-''h officials.
 

Honduras 
(a) Training 

to favour theThere was no midwifery training, but all seemed 
Lack of funds and lack of instructors werestarting of a course. 

might be sent toproblems. It was suggested that students 
Panama for training. 
Nursing training schools were short of students because the 

profession was held in low public esteem. The course was of 

3 years, plus one year's social service. After a further 1-2 years' 

study nurses could receive a degree. One semester was devoted to 

MCII, including limited family planning theory but no practice. It 

was admitted that MCII training was weak but there were plans to 

revise the curriculum to remedy this. Nurses were being more 

involved inprenatal care and ;n deliveries and child care. Special 
being held to train them in these extra duties.short courses .ere 

There were four I-year courses for auxiliary nurses. TBAs were 

trained by a 12-day, 8-hour-a-day, programme supported by 
training, TBAs were supervised by nurE,!s orUNICEF. After 

auxiliary nurses. They had to report all births at their local he:,th 

centre. Ilealth promoters had a I-year course in lealth educat.on. 
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(b) Familyplanning 
Family planning had been integrated into MCH programmes. 

were now 36 health centres with family planning facilities,There 
with nurses acting as educators. It was planned to make nurses 

were being trained in theresponsible for giving all services. Some 
USA and when they returned it was hoped 'o start a family plan

ning training programme. 

(c) Legislation 
was said to be both nursing and midwifery legislation, butThere 


no details were available.
 

(d) Organizationk 
There was a Nurses Association. The President was interested in 

forming a midwifery section within it. 

Impressions 
*naL,. 	 resourcesThe airtiosphere was ,cwards midwives, but local 

for starting a training programme were very short, both as regards 

finance and professional help. Future plans involved the training of 

large numbers of para-professionals but there seemed to be no provision 

for supervision and/or training of instructors, so that training may be 

poor and follow-up supervision inadequate, leading to further problems. 

Nicaragua 
(a) Training 

There was no midwifery training, and midwives practising in the 
talks with the Minister ofcountry had been trained abroad. At 

Health, Director of the School of Nursing, and Chief Nurse, 
it was agreed that a basic midwifery courseMinistry of Health, 

was a good idea and it seemed possible that this might be 

taken up. 
Thers were 4 schools of nursing, one government and 3 run by 

rehigious groups, which had about 170 students on a 3-year course. 

Maternity and family planning were included in the course. 

(b) MCH/FP 
There 	were 125 government health centres; nurses gave obstetric 

in 50 of them while others were covered by auxiliary nurses.care 
Most offered family planning serviceo. No family planning services 

were being offered at the largest maternity hosp'.al due to lack of 

space while reconstruction was in progress. The Demographic 
in Managua and hadAssociation had 6 family planning clinics 

trained 30 TBAs in family planning education. They and other 

helpers also dispensed supplies. 

There were plans to start a 3.month family planning course 
16 nurse-midwives would go tosimilar to the one in Costa Rica. 

Los 	 Angeles for training and then return to act as instructors. 
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The 	 School of 1Fursing and the Ministry of Health v ere 
participating. 

(c) 	 Organizations 
There was a Nurses Association, and it was suggested that a mid

wifery committee be started which might form the starting point 

for a post-basic midwifery training programme in the School of 

Nursing. This was thought an excellent idea. 

Personal Obsemtions 
Several new programmes were about to be started and therr, was a 

favourable opinion towards midwifery. 
ICM should maint3in contact and respond if possible to requests for 

help. 
areICM might start a newsletter for Latin American countries who 

beginning to form Midwifery Associations. 

Panama 
(a) 	 Training 

There were 2 nursing schools in the country, one at the Uni

versity of Panama with a 3-year course, and one at Los Santos, a 

rural area, with a 2-year course. Graduation followed after a 2-year 
midwiferyinternship after the training course. A 2-semester 

course was available to graduates at the University of Panama. 

There were about 600 students at the University school and 100 
at Los Santos. 
Since 1971 the Uni':ersity of Panama had had a PAHO spon
sored MCH programme aimed at preparing instructors in MCH 
for all Central America. In 1974 a midwifery programme had 
been offered and a second was then in progress. There were places 

for 26 students, including 6 from other countries, but there were 
no foreign students on the )resent course because of lack of 

nursescholarships. It was hoped that a paediatric practitioner 

course could be started in 1976 and that a master's degree pro

gramme could be added later. 
The midwifery course included family planning theory and 
practice, up to insertion of IUDs, and child growth and develop
mert. Classes were given by the nurse-midwife director and by 

doctors. The nurse-midwife instructors were lent to the course by 

Vie Ministry of Health and by the Social Security. There were 
several 6-month courses for auxiliary nuises who carried out 
normal deliveries in rural areas. 

(b) 	 Practice 
The government services used midwives for all obstetrical ser

vices in both urban and rural areas. The Social Security organiz1
tion had a maternity hospital but did not use midwives to attend 
births, but only tor pre- and postnatal care and family planning. 
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doctors were trained, the role of midwivesAs more and more 
would be less in labour and delivery and more in other obstetric 

to 	be little contact
and family planning services. There seemed 

between obstetricians and midwives. 

(c) MCH/FP 
Both Ministry of Health and Social Security had responsibility for 

rural areas both bodies worked togetherhealth services. In some 
a single health centre. Family planning servicesand maintained 

and both doctors and nurses were were offered at all centres 
means of an intensive I-week couse. TBAs weretrained by 

trained by nurses or nurse-midwives at local level but there was 

no co-ordinated programme. Sex education was given in second

ary schools. Normally doctors made initial family planning con

tacts, and control was carried out by nurses or nurse-midwives in 

towns and by auxiliaries in rural areas. 
1973 and 1975 12 nurses, 4 nurse-midwives and 2

Between 
auxiliary nurses had received family planning training abroad. 

The Ministry of Health, with the School of Nursing and Harbor 

General Hospital, Los Angeles, was devising a new women's health 

course including extensive family planning clinical work for 

nwses, nurse-midwives and auxiliary nurses. The details had 

not yet been worked out. 
A private family plai .ng association worked mainly in education 

and research. 

(d) Organizations 
There was an active nursing organization which was totally pro

fessional and had no statutory powers. The President was interested 

in forming a midwifery branch within the organization, and pos

sibly joining ICM. Information and an explanation of how this 

was being done in Costa Rica would be sent. 

(e) Legislation 
At present there was no midwifery legislation. A study of nursing 

so as to draft suitable
and midwifery legislation was beini, made 


legislation for the future.
 

Outcome, Proposals for Future Activities and AchievementsVII. 
(a) Outcome 

were to be presented to the respectiveI. 	Tile recommendations 
governments for implementation where applicable. 50% of the 

delegates reported that the recommendations were presented 

and discussed. 
2. Proposals for post-Working Party activities to promote th'

implementation of the appropriate recommendations. 
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(b) Propowi5 for Future Activities 
1. To start a 3-month family planning training course after 

i,-structors return from the USA. 
2. 	 To establish a midwifery section within the Nursing Associa

tions. 
3. 	 To request the re-opening of the midwifery school in Panama. 

4. 	Training and supervision of TBAs. 
5. Further follow-up visits. 

(c) Achievements 
I. Midwives formed MCH Committee. 
2. 	 Midwifery section established in Nursing Association in Costa 

Rica. 
3. 	 Permanent Committee of Nursing personnel to study Working 

Party objectives in Costa Rica. 

APPENDIX I 

List of Participants 

Dr. 'lamiro Martinez Perez,Costa Rica 
Sra. Miriam Esquival de Fernandez Society of Gynaec!oy and 

Enfermera Obstetrica, Obstetrics, 
Co-ordinator of the Postgraduate 	 Maternity Hospital, 

San Salvador.MCH Training Course, 
School of Nursing. Guatemala 

Sra. Vilma Curling de Anderson, Sra. Blanca Lemus de Paniagua 
Enfermera Obstetrica, Chief External Consultant in 

Obstetrics and Gynaecology,Supervisor of Obstetric Services, 

Hospital San Juan de Dios. Guatemala Institute of Social
 

Dr. Jose Joaquin Chaves Quesada, Security.
 

Gynaecologist and Obstetrician, Srta. Narua Graciela Cruz, 
Director, MCH Institute Carit, Obstetrica, 
San Jose. Association of Professional 

Midwives 'Juan J. Ortega', 
Midwife-Supervisor, Gynae./El Salvador 

Sra. Ana Maria Alfaro de Sanchez, 	 Obstetric Hospital of the 
Guatemala Social SecurityEnfermera, 
Institute.Metropolitan Health Region, 


San Salvador. Dr. Carlos Enrique Rodas D.,
 

Sra. Maria Luisa Martinez, 	 GynaecologistlObstetrician, 
Gynae./Obstetric Hospital of the

Chief Maternity Nurse, 
Guatemala Institute of

Maternity lospital, 
Social Security.San Salvador. 
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Dr. Otto Guillermo Retana, 

Society of Paediatrics, 

Chief, Division of Maternal, Infant 


and Family Health, 
Ministry of Public Health. 

Honduras 
Srta. Beverly Taylor, 

Supervisor, Nursing Training, 

Ministry of Public Health and 


Social Welfare. 

Sra. Norma Iris Fiallos dc Gonzalez, 
Enfermera Obstetrica, 
Head of Deliveoy Unit, 
Ms!.ernity and Infant Hospital, 
Tegucigalpa. 

Nicaragua 
Sra. Thelma Medina de Cories, 

Enfermera Obstetrica, 

General Hospita, Velez Paez, 

Local Committee for Socir' 


Welfare. 

Sra. Adela Saballos de Hernandez, 
Enfe-nera Obstetrica, 
Health Centre 'Hope de Somoza', 

Ministry of Public Health.
 

Dr. Clemente Guido, 

Gynaecologist/Obstetrician, 
Secretary of the Nicaraguan Society 

of Gynaecology and Obstetrics. 

Panama 

Sra. Marina Lopez de Ambulo, 

Enfermera Obstetrica. 

Ministry of Iublic Health. 


Sra. Margarita de Ortiz, 

Enferinera Obstetrica, 

School of Nursing. 

University of 'anama. 

Obseers 
Costa Rica
 
Dr. Jose Manuel Alvarado Obando,
 
Chief, Region Programatica No. 1,
 
Ministry of Public Health,
 

San Jose.
 

Srta. Ana Teresa Curz Castro,
 
Enfermera Obstetrica,
 
Hospital Calderon Guardia,
 
Costa Rican Institute of
 

Social Security,
 
San Jose.
 

Sra. Maria Cristina Garita V.,
 
Enfermera Obstetrica,
 
Supervisor, Zona Programatica No. 2,
 
Ministry of Public Health,
 
San Jose.
 

Sra. Luz Maria Rivas C.,
 
Enfermera Obstetrica,
 
Hospital 'Carlos Luis Valverde V,
 
General Directorate of Medico.
 

Social Welfare,
 
San Ramon.
 
Guatemala
 
Dr. Jorge Luis de Leon R.,
 

Paediatric Resident,
 
General Hospital,
 
Guatemala.
 

USA 
Mrs. Anne Thinker, 
USAID,
 
Washington, D.C.
 

Resource Personnel 
Miss Lucille Woodville, 
Nurse-midwife, 
Vice-Chairman, FIGO/ICM Joint 

Study Group, 
Washington. D.C., U.S.A.
 

Srla. Mabel Zapenas,
 
Nurse.midwife,
 
WlO/PAHO Nurse and Midwifery 

Regional Adviser. 
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Mr. Roger J. Fenney, 	 Dr. Armando Carrasco, 
Director, FIGO/ICM Joint Study Gynaecologist, 

Group, Supervisor, Family Planning 
London. Programme, 

Srta. Ligia Carranza R., Institute of Social Security. 

Director, Department of Sra. Elisa Maria Barquero de Alpizar, 
Administration, Enfermera Obstetrica, 

Ministry of Public Health, Assessor of Nurses in Hospital 
San Jose, Costa Rica, Admin., 
(Interpreter) Institute of Social Security. 

Sra. Hayde Gomez de Badilla, Dr. Max Teran Torrens, 
Supervisory MCH Nurse, Gynaecologist/Obstetrician, 
Ministry of Public Health, Assistant, Obstetric Services, 
San Jose, Costa Rica. Hospital San Juan de Dios, 
(Deputy Field Director) San Jose. 

Lic. Damaris Visconti de Quesada, 
Legal Assessor, College of Nurses, Guatemala 
Costa Rica. Dr. Enrique Napoleon Diaz, 

Paediatrician, 
Ministry of Public Health. 

Costa Rica
 
Dr. Manuel Villa Crespo, Pfnama
 
PAHO/WHO Representative, Doctora Gloria Moreno de Lopez,
 
Ministry of Public Health. Medico Obstetra,
 

Dra. Haydee Morales de Briceno, St. Thomas's Hospital,
 
Enfermera Obstetrica, Panama.
 
Ministry of Public Health. Sra. Hilda de Eastmond,
 

Sra. Liliana Picado de Conales, Enfermera Obstetrica,
 
Instructor, School of Nurses. University of Panama.
 

APPENDIX 11 

List of Papers Presented 

1. Aims of Maternal and Child Health Dr. Manuel Villa Crespo,
 
and Population established by the WHO/PAHO Representative,
 
American Ministers for the next Costa Rica.
 
ten years and its implications for
 
Central American Countries.
 

2. Mother and Child Services Dr. Gloria M.de Lopez 
Organization. 	 Obstetrician,
 

St. Thomas's Hospital,
 
Panama.
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3. Basic Needs of Mother and 
Child. 

4. 	Family Planning in the 
Continuous Education of the 
Midwife. 

5. Midwifery Training and 
Practice 

6. 	Educational Technology 
applied to Mother and Child 
Health and Family Planning. 
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Dr. Napoleon Diaz, 
Sub-Director, No. 4 Regional 

Health Centre, 
Guatemala.
 

Miss M.Zapenas,
 
WHO/PAHO Consultant.
 
Mrs. Hilda de Eastmond,
 
Instructor in Mother and
 

Child Nursing, 
Panama. 
Mrs. Ana Maria de Alfaro, 
El Salvador. 
Miss Beverly Taylor, 
Honduras. 

Instructors in the Mother and 
Child Postgraduate Training 
Programme, School of Nursing, 

Costa Rica. 

Members of the Costa Rican
 
Educational Technology Center.
 



FRANCOPHONE CENTRAL AFRICAN WORKING PARTY.
 
YAOUNI)E. CAMEROON.
 

28th SE7ITEMBER - 6th OCTOBER. 1973
 

Particilmiing countries: 	 ('amcroom, (entral Afric-ai Republic, 
Chad. Republic of' Congo. Gabon. 
Malagasy Republic :mt Zaire. 

I. Sif. Rop r FCnne'y. F:eld l)irccloe, made two visits to the regin 
fmtcxpllin the pirie of the Vo'lkilg Part)' and to solicit official 
suport and attintidatice. No detailed record of these visits is iiow 
a ilablc. 

2. Of the cnmillics invited. Fqatorial Guinea, Rwanda and Butundi 
chose not it send rcpresltatiles. 

II. The Woqfw. Party 
I. -4f"gdmv. Thoe attending comprised: 

(3) 	3.14rpresentatwei fr)m Canscromn ( 10); Congo Republic (3); 

(;4bon (2); Chad (3): Ccntral African Republic (3); Malagasy 
Republic (3); Zaise (4). 

1b) 21CM staff members. 
ic) 7adviscrs und consultants from, IT (1)iWhlO 16). 
(d) 	 4 obsercrs ftom other incercstcd agoecics. 

2. Otgai:eioa 
Sl:n.tly before the Wliking Party bgcgn, Sits. P. Whest.Allerc was 

apl:-oitilc l as IF'amiily fPtllning Conslitanlt. Ullfortillintly Ahe was 
takeni ill aid had to resign from this pnsition. l1cr sticc mo. 

ltte. Kom, was nltlhle to attend the Working P1aty until the 
third day. 

3. Summay of Procedilis 
T%4cl p11.1V1 WCfC priselctd: 

(a) 	Prof. Air. It. Nkoulou spoke ol the Trilaiimal) Pracic'/ isf the 

AJI;-asr MfiIifJc fron tile Paedialriciail P'int of l'iew. lie 
discussel (i) hcalth stautistics in the ess developed countries, 

i) priori s ill health, ulcial and dulcalional protctclion of tic 

iither and child. ail (iii) thie implications of ihics factor-. in 

and tle ide1+of the miidwite in less developedtie 	 training 
onntillrim. Nlaternll. wrtuiilnt1 and infanl mortality rates were 
all itiich highr thall ill dvClopicd c'.111lltocs. Prlinatal and 
infant irtality weir 50YT higher ill premature bablic and those 

with low birth - eill t rall ill lahies born at term and ot ltlia! 
weight. 
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Priorities l:y it reducing the mOrtality figures, reducing the 

number of babies prematurely horn and those with low birth 

weight, and preventing pathological conditions arising during 
tot play. and itpregnancy and labour. Midwives had a vital part 

of paramedical/persrtnel.was liportant to train1 all types 
including TBAs, to work if) a preventative rather than a 

sex andcurative role. l'ducation in nutrition, general health, 
vital. Training in prenatal and intranatalfamily planning were 

and 	 infantcare should be designed to prevent maternal 

mortality. Training in elementary child care should concentrate 
prevention of inlection.

oil gelleral hygiene, nutrition, an1d 

In All lypes of training, recognitiontofincluding vaccinlatiom. 
to doctors or hospitalabmormal conditions calling fir referral 

to be itressed. All this requited the ready co-operationneeded 
kinds. but was essential ifof sl cialisls and tedinicians of All 

the future manpower of Africa yAas to be safeguarded. 

'or. I'. C. Mafiamba spoke on 'h'mi'niary Mother and Oil1b) 
by Prof. Nkouou andOre. lie reiterated the points made 

of halth and hygiene in thehomc.Cmphasiied the importance 
planning, and jencral imprTovements in socialnut itinll.l 

life and educat ti'. 
111ere were si\ mah' topics for discussion dulring tile Working Party, 

and in general sesions by
and these were discussed illsmall groups 

the participants. 
lealth programlme

1.A cornpaliston of the prosewrt Maitnal and Child 

in each of tie countries represenited.
 
midwives of all categories.
2. The tfunciols ald responsibilities tif 

training syllahus.
3. Th trainilng of midiwives and ways ol revising tile 

be integrated4. Fimily plaruiiminfamily spaving and how this could 

into the role of the midwite. 
5. le¢gislastion. 

0. The role ot traditiolal hiilh atlendallts. 
of te group discurssiins deals withThe ftlltwin'g co ndlenused repoit 


the tole of midwives oitall cateconies in MCI IlIP selvices:
 

lwfri(a) Pic Priqlrisi, mal ,li, 
Site is a senior staff nenler ini the Public Ilealth services and is 

directly responlsible To the Chief Medical Officer of the 1Clt 1h 
generalCentre itall technical matters. She is resp insible tor tile 

hlygiene to'tilepremises and the proper cale and se llthe 
It was agreed thait hercquipmnelt %%ilth \hich she is supplied. 


dtiies wmee as follows:
 
I Prcnatal Care 

and 	clinical(a) 	 ('ontifmi:tiOlit pregllalcy by ilterllogation 
and laboralttuy exaiinatiol 
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(b) 	Recognition ait:; referral to a doctor of abnormal or 
potentially abnormal conditions. 

(c) 	 Complete examination of the patient to exclude pelvic, 
cardiopulmonary and oral problems. 

(d) 	 At regular intervals to measure blood pressure, examine 
urine, check weight, test blood for anaemia and prescribe 
iron for its control, encourage quinine therap,,. 

2. Intranatal Care 
(a) 	Recognize the onset of labour and reassure the patient. 
(b) 	Supervise and conduct labour under aseptic conditions. 
(c) 	 Administer oxytocic anti antispasmodic drugs as neces

sary. 
(d) 	 Recognize and refer to a doctor abnormal or potentially 

abnormal conditions. 
(e) 	Perform an episiotumy and repair uncomplicated tears of 

the perineum. 
(f) 	 Apply and use the vacuum extractor if necessary. 
(g) 	Care for patient following acaesarean operation. 
(h) 	 Treat haemorrhage if it occurs and give a blood trans

fusion if necessary. 
(i) 	 Conduct breech and multiple delivery. 
(j) 	 Prescribe antibiotics if infection occurs. 

3. Postnatal Care -- i. To the chilM 
(a) 	Establish respiration and intubate if necessary. 
(b) 	Apply appropriate medication to the eyes. 
(c) 	 Examine child to exclude obvious abnormalities. 
(d) 	Maintain body heat by covering child. 
(e) 	 Apply bicarbonate to the umbilicus. 
(1) 	 Make periodic clinical examinations of the child. 
(g) 	Vaccinate at the appropriate time. 
(h) 	 i-nsure that the Immel test isdone. 
(i) 	 Advise mother about childhood diseases including mal

nutrition. 
(j) 	 Supervise he',,lit and weight and keep a development 

chart. 
(k) 	 Administer antimalarial quinine therapy. 
(I) Organize social assistance and social aid home visits. 
PostnatalCart - ii. To the mother 
(a) 	Supervise involution of the uterus. 
(b) 	 Give local care, observing l hia and condition of 

perineum. 
(c) 	 Take and record blood pressure. 
(d) nsure that the urinary bladder is being voided. 
(e) 	 Look out for uterine complications. 
(f) 	 Teach the primipara to breast feed her baby. 
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(g) 	Recognize and treat postpartum infections and refer these 
to a doctor. 

(11) 	 Teach the mother how to prevent another pregnancy 
occurring too soon in order to ensure the health of her 
baby and the continuation of breast feeding. It is 
advisable to give such advice in the presence of both 
parents so that each knows the reason for planning future 
pregnancies. 

(i) 	 Under no circumstances to prescribe contraceptives unless 
the patient has had a medical examination. 

4. Health Lducation 
(a) 	 Motivation of the mother to attend MCII clinics. 
(b) 	Organization of programmes on nutrition with particular 

reference to lactation, artificial infant feeding and hygiene 
of relevant equipment, baby foods and weaning, maternal 
nutrition. 

(c) 	 Fncouragement of mothers with social or psychological 
problems to keep their babies. 

(d) 	Teaching of maternal and child hygiene, hygiene in the 
in the home and hygienic preparation and handling of 
food. 

(e) 	 Teaching (f the principles of family planning excluding 
abortion. 

5. Famil' Planning 
It was accepted tha: some countries had organized family plan
ning programmes for socio-economic reasons, others included 
it as an integral part of the health service, while others had only 
private family planning organizations. While it was recognized 
that each country and each family must make its own policy 
or decision, there was general agreement that: 
(a) 	 family planning should be in the context of maternal and 

child health. 
(b) 	 all midwifery personnel should be informed about family 

planning as a means of protecting the health of motheis 
and babies. 

(c) 	 wherever family planning services are permitted, all levels 
of midwifery personnel should be serving as motivators. 

(d) 	 family planning clinical skills should be included in the 
training of all professional midwives. 

(e) 	 for midwives already in practice short courses in family 
planning should be organized. 

Participants reported that where professional midwives had 
attended a one month special family planning training course 

(three weeks of theory and one week of practice), they made 
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a contribution to the family planning service which was very 

much appreciated and they had a good deal of confidence 
from parents. 

6. AdministrativeResponsibilities 
The professional midwife directs and supervises the medico
social and auxiliary personnel at maternal and child health 

clinics and in maternity departments. Her duties include: 
(a) 	 Organization of her department and the planning of 

activities. 
(b) 	Direction and control of the maternity services and 

maternal and child health clinics by: (i) seeing that 

stocks of pharmaceutical preparations and equipment are 
available, (ii) making an inventory of the contents of the 

premises and of the equipment, (iii) supervising records 
and documents, (iv) notifying births and deaths, (v) con
trolling the disposal of materis, (vi) regularly inspecting 
the premises, (vii) holding periodic staff meetings, 
(viii) co-operating with other services, (ix) collaborating 
in research on maternal and child health. 

7. Desirable Qualitiesin a Profession:alMidwife 
(a) 	 A sense of responsibility. 
(b) 	 An ability to work as a member of a team. 
(c) 	 An ability to co-ordinate. 
(d) 	 A high capacity for active work. 
(e) 	 An ability to organize, delegate and motivate. 
(f) 	 An ability to collaborate with superiors. 
(g) 	 An ability to educate and advise. 
(11) An awareness of the problems in the community. 
These qualities would be maintained and improved by a 

period c review of her technical skills and by refresher 

couries organized by the Public Health Services. 

(b) 	 The Auxilia., Midwife 
The auxiliary midwife is trained at a nursing or midwifery training 

school, but f, r a shorter period. She must have a good knowledge 

of the local language. 
I. 	Team role 

midwife may work in maternity departments orThe auxiliary 
the 	 control andin maternal and child health clinics under 

supervision of a professional midwife whom she may assist or 
In health or social centres she ison whose behalf she may act. 

care activities and isresponsible for maternal and child health 
administratively under the instructions of the person in charge 

of the centre. 
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2. Functions 
The functions of an auxiliary midwife are very similar to those 

of a professional midwife, but she must realize her limitations 

and refer cases outside her ability to her immediate superior or 

to the nearest medical centre. She must be technical!y very 

well trained and be given a long training in a large ma . ; 

unit under the supervision of aprofessional midwife or doct, z. 

In 	maternal and child health centres she must organize:pre
consultanatal consultations for expectant mothers; infant 

tions; instruction on nutrition; postnatal consultations; home 

visits if necessary; health education. 
tier skills should be maintained by medical review and periodic 

refresher courses. 

3. DesirableQifalitiesin an Auxiliary Midwife 
(a) A high awareness of her professional duties. 

(b) Kindness and friendliness. 
(c) An ability to collaborate with others. 
(d) Respect for rules and regulations. 
(e) Willingness and ability to help trainees. 
(f) Good moral character. 

(c) 	 The TraditionalBirth Attendant 
African countries TBAs are integrated into the work ofIn some 

maternity units and work on instruction from, and under the 

supervision of, professional and auxiliary midwives. 	They attend 
after thenormal deliveries, dress the umbilical cord, and look 

hygiene of the premises and the cleanliness of the equipment. 

It was agrec. that the professional midwife in Africa cannot alone 

cope with the amount of work expected of her, and she should be 

assisted in her duties by: 
(i) Social Assistants and SocialAids in education in sex, nutrition 

and hygiene and in pre-marital, and pre- and postnatal 

education. 
(ii) Auxiliary Midwives in prenatal consultations, non-complicated 

early diagnosis of pregnancy, recognition of comdeliveries, 
women to attend a medicalplications, advising pregnant 

centre at least once or twice, giving hygienic care. 

There was some divergence of opinion on the role of the TBA. 

that they should be identified and considerationSome thought 
given to providing training for them in order to reduce or prevent 

any possible damage their present practice might be doing to the 

patient. Others thought that they should practise only in remote 
centres existed. They recommended thatregions where no health 

the health services should be augmented so that in time the 

TBAs would be abolished. 
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1I!. Recommendstions 
The Working Party participants in Yaounde: 
1. Request the establishment of professional an~d aux!.iaiy midwives' 

training schools in each of the countries represe 'ted. 

2. 	Request that each country identifies its public health needs and 

determines the midwives' tasks in relation to these needs. 

3. 	 Suggest that a comprehensive professional midwifery r'.inin ;s 

indispensable because of the miscellaneous functions that will be 

assigned to midwives, and insist particularly that the folio-wng sub

jects be included: public health, nutrition, health education and 

family planning. 

4. 	Request that a good practical training be provided by efficient 
senior staff and that reports be issued on individuals at the end of 

each training course. 

5. 	 Suggest the organization of educational exchanges between teachers 

and students from different African countries. 

6. 	 Suggest a training programme be established within schools and that 

each country has the opportunity to refer to the training syllabus 

agreed at the Yaounde Working Party. 

7. 	 Suggest that the traditional birth attendant will gradually disappear 
due to the training of a sufficient number of professional and 

auxiliary midwives. However, in the countries where this ,tegory 

ot midwife exists, it is necessary to identify and register them and 
provide them with an elementary training, enabling them to forecast 

and conduct a normal delivery. The seminar recommends that they 
be supervised and given refresher courses and that each village pro

vides premises from which they are able to practise. 

8. 	 Request the establishment of national legislation for the protection 

of mother and chiid prii,,arily, but also to regulate and protect the 

practice of the professional and auxiliary midwives and tk, tradi

tional birth attendants. 

9. 	Suggest that the promotion prospects of the professional and 
auxiliary midwives be revised for the level of .ch country. 

10. 	 Suggest that a professional internal seminar be arranged. 

IV. Follow-up Action Plan 
to 	 the1. The seminar's recommendations must be communicated 

pal :icipants and to their Ministries of Health in order that they may 

be forwarded to the relevant departments. 

V. Evaluation 
The following comments relating to the organization of the Working 

Party were included in the recommendations for consideration when 
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future meetings in the region were being planned: 

I. 	That the African seminars take place every three years. 

2. 	That a bi- or trilingual seminar involving all the African countries 
be arranged. 

3. 	That the interested countries be simultaneously informed at least six 
the Foreign Affairs and Public Healthmonths in advance through 

Ministries. 

4. 	That the travellirng vouchers be sent to the participants at least one 

month before the commencement of the Working Party. 

5. That the per diem allowance to the participants be at a sufficient 
rate to take into account the cost of living in the host country and, 

when necessary, that the participating countries should augment this 

allowance to cover full costs. 

6. 	That there be collaboration between the host country and the inter

national oreavizations present in the county in order to ensure a 

better oiganizition of the seminar. 

7. 	That the programme of 'he meeting should include a visit to health 

centres, maternity hospit-is, MCH centres, etc., and visit ofa 

cultural interest. 

8. 	That the administrative formalities be made eqier for the par

ticipants. 

9. 	That the participating countries appoint their delegates early 

enough to allow for a better preparation of seminar material. 

VI. Follow-up Visits including Evaluation of Results, Proposals for Future 

Activities and Achievements 
Follow-up visits were made in March/April 1975 to the countries con

cerned except the Malagasy Republic. 
I. Cameroon 

(a) 	 Government approval had not yet been given for family plan

ning, but a pilot study was being carried out in one MCH clinic 

where more than 100 women had accepted the free family 

planning services offered, and it was hoped that this would 

encourage the government to review its position. Some doctors 

recognized the need and were prepared to support midwives in 

maternity clinics who wished to offer family planning. 
not(b) 	 A Midwives Association had been formed but was yet 

officially recognized by the government. Once recognition had 

been received, the Association would be the link in the provision 

of MCH/FP services and would offer family planning training. 

(c) 	 A 15-day working party on Methodology of Teaching had been 

proposed, but could not be funded by 1CM as MCII/FP was not 
included in the programme. 
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(d) 	A study of TBAs on a national basis was being considered. 

(e) 	 Legislation was being introduced. 

Central Aficean Republic 
(a) 	 A national institute for training 15-20 midwives annually had 

been created, with an annexe for training auxiliary midwives. 
(b) 	 A working party had been proposed to discuss midwifery train

ing. 
(c) 	 70 TBAs had been trained, financed by UNICEF, but tile 

Government and WHO would prefer to have auxiliary mid
wives. 

(d) 	 The government opposed family planning and there was in any 

case a shortage of personnel to teach it. 
(e) 	 The Minister of Health and the President of the Women's 

Association were in favour of a Midwives Association. The 

Regional Field Director suggested that family planning training 
should be given in the Women's Association, and the Minister 
agreed in principle. 

Chad
 
(a) 	 The only existing school for nurse-midwives was not function

ing because of lack of candidates. The standards at the school 

had been low. 
was still government opposition to family planning, but(b) 	 There 


demand for infonnation and supplies fiom young unmarried
 

girls (some of whom already had several children) had led the
 

head of the Nursing School to organize a conference for teachers
 

to emphasize the importance of their role in family planning 

education. Supplies and information were promised, but this 

offer could not be fulfilled by ICM because of government 

opposition 	to family planning. 
30 TBAs in the country who had received training(c) 	 There were 


in aseptic principles and elementary hygiene in a Pilot Centre.
 

They had received a delivery kit at the end of their training.
 

They were regular in their supervision of patients, who were
 

delivered at licalth Centres. There was a shortage of finance to 

get the TBA3 together and organize their training. 

Congo Republic 
(a) 	 They would like to consider tIhe possibility of post-university
 

training for midwives and asked for details ot" French training
 

schemes.
 
(b)The government had riot yet declared its position oi Family 

planning. but one Minister had taken some :ictimn. There was no 

official theuetical family platmini tr initwe hit lithead of the 

Nidwifery School would like practical ilallui done thole. 

They woulld like French infniitmni oni nikla-ily plifnnig. 
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(c) 	 There was no Midwives Association, but midwives had formed a 
syndicate. 

(d) 	A Sanitary Education Team had started some classes on sex 
education at one of the colleges. 

Gabon 
(a) 	 The first four points of the Working Party's recommendations 

had been implemented. 
(b) 	Nothing had yet been done about exchanges of students and 

teachers in other African countries, but midwives were trying 
to find an answer to this problem. 

(c) 	 The Regional Field Director encouraged midwives to pursue 
their plans to set up an Association which could provide them 
with a course of studies and which would promote the role of 
the midwife in a country where there were only two 
obstetrician/gynaeco!ogists in practice in the capital. 

(d) 	TBAs existed and gave services, but were not officially 
recognized. 

(e) 	 Students were sent each year to Dakar, Senegal, for training in 
family planning but did not practise themselves, cases being 
referred to the obstetrician/gynaecologists. 

Zaire 
(a) 	 The government was trying to standardize nursing programmes. 
(b) 	The President of Zaire was in favour of family planning. It was 

hoped to create a family planning service within the University. 
(c) 	 Two Associations were handling 'desirable births' - the Public 

Health Department and the Medical Foundation of Co-ordination 
(financed by USAID). 

(d) 	There was a centre where motivation sessions were held by 
auxiliary midwives and IUDs inserted free. 

(e) 	 Training in family planning had been given to many para
medicals, including nurses, nurse-midwives, auxiliary nurse
midwives and auxiliary midwives. Certificates were given on 
completion. However, some doctors thought that training of 
paramedicals should be done gradually and that they should not 
be given too much responsibility unless strictly supervised. 

APPENDIX 

List of Participants 

Dr. NasahCameroon 
Univ. Centre for Health Sciences

Dr. P.C.Mafiamba 
YaounddMinisttre de la Santd et de 

I'Assistance Publiques Mine. A. Mimbang 
Yaoundd 	 Yaoundd
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Mine. J. Lobe 
Maternitt H6pital Provincial 
Garoum 

Dr. C.Ngango-Ottou 
Centre Socio-Minagr 
OFUNC, Yaoundi 

Mme. H. JipMguep 
S.F. Service Medico-Social d'EssosYaounddS.F. 


YaoundE 

Mine. C. Moyebe 
S.F. Peuericultrice PM! 

Yaoundi 


Mme. J. Biya 
S.F. PMi 
Yaoundd 

Mr. E. Elle 

H6pital Enongal 

Ebolowa 


Mine. S. Mpouli 
S.F. Matemitd Principale
 
Yaoundd 


Dr. S.Tonye 
PM! 
Yaoundd 

Mine. M.Nike 
S.F. Puericultrice 

Tsinga, Yaoundd 


Mme. D. Mounlom 

Directrice ENISFAY 

Yaoundd
 

Mmne. S. Hoch 

OMS, Yaoundd 


Mile. A. M. Nicole Lekund 
Centre d'lnstruction Mddicale 
Ayos 

Sr. Evelyne 

Mission d'Essionbot 

Messamena 
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Central African Republic 
Dr. V. M'Barindi 
Mddecin - Chef du Dispenhire
de I'OCSS, Bangui

Me. B. NjiBngui 

Me.. Njiengui 
S.F. PMi
Bangui 

Mlle.. GnDioufMaternitd 
Bangui 

Chad
 
Dr. W. N. Ngoidi
 

Chirurgien, H6pital Central 
N'Djamena 

Mme. A. Gossigar 
Directrice de I'ENIN'Djamena 

naMile 

Mile. F. Blondeau 
Sage-femme, Materniti Centrale 
N'Djamena 

Congo Republic 

Dr. P. Mobengo 
Bloc operatoire 
H6pital General 
Brazzaville
 
Mine. Ebaka
 
Brazzaville
 
Mme. E. Manima 

Centre PM!
 
Brazzaville
 

Gabon 
Mine. J. Biyogho 
Maitresse Sage-femme 
Directrice de la Maternitd 
Ubreville 
Mme. A. Oliveira 

Maitresse Sage-femrnme 
PMI Centre Medico-Social 
Libreville 
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Mine. Kone-DiabiMalagasy Republic 
Regional Field DirectorDr. Randrianalimanana 
Dakar, SenegalMddecin -- Chef de lWpital 

l-anakara/SVD Minic. Pouvreau-Romilly 

Mine. I. Gastel Paris 
Sage-feninle de la PMl 

Mie.1.StillmannAnkirihiry. Tamatave 
Carolina Population Center 

Mie. R. Ramiliarifara Univ. of North Carolina, USA. 
Sage-fernme de la PMI 

Mile. E.I lilbornMorondara. Taiatave 
AFROS,USAID 
Washington, USA.Zaire 

Prof. Ngandu-Kabeya 
M.Gustave HarcourtUniv. Nationale du Zaire 

Paris
Kinshasa 


Dr. Mbiye Kamuma E.Schenkel
 
Service tiGyndcologie Zurich, Switzerland
 
Campus de Kinshasa, Kinshasa
 

Dr. Abbas,
Mile. Mangala-Ngenje 
IPPF, Nairobi. Kenya

Service des Naissances desirables 

116pital Mania Yemo Miss F. Barton
 
Kinshasa Family Health Adviser
 

W1O, Geneva
Mile. Tshiebue Mutombo 
Kinshasa 
 Mle. L. St. Ililaire 

Mie. I. MarkoviclCM Staff, Consultants, Advisers 
Mile. S.Stachuraand Observers 

Mine. S.Hoch
Mr. R. I. Eenney 

WIHO nursing and midwiferyField Director 
advisers. Cameroonl(M. I.ondon 
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ANGLOPHONE EAST AFRICAN WORKING PARTY,
 
NAIROBI, KENYA, 29th NOVEMBER - 8th DECEMBER, 1973. 

Participating countries: Botswana, Ethiopia, Kenya, Lesotho, 
Mauritius, Swaziland, Tanzania, Uganda, 
Zambia. 

I. Preliminary visits and preparations 
1. Two months before the Working Party, visits were made to most of 

the countries in the region to explain the purpose of the meeting 
and to solicit official support and attendance. Of those invited only 
one country, Malawi, chose not to send representatives. The govern
ment of Malawi expressed interest in the programme but fel: that it 
was not in their interest to participate at that time. 

2. Detailed reports of the preliminary visits are not available. 
3. One month before the Working Party, Mrs. Perpetua W.Kanyoko 

was appointed Regional Field Director. 

!1. The Working Party 
1. Attendance. Those attending comprised: 

(a) 	 29 representatives from Botswana (4), Ethiopin (4), Kenya (4),
Lesotho (3), Mauritius (2), Swaziland (2) Tanzania (4), 
Uganda (3) and Zambia (3). 

(b) 	Guests from UNICEF, WHO, Kenya National Nurses Association, 
University of North Carolina. 

(c) 	 6 representatives from ICM and 2 from USAID. 

2. Organization. 
(a) 	 Delegates and guest speakers presented papers giving back

ground inlormation directed to one or more of the objectives. 
(b) 	Delegates then divided into three groups to discuss the various 

topics and fomi conclusions. 
(c) 	 The chairmen and rapporteurs of each group met to formulate 

a consensus report which was then presented to all the delegates 
for amendment and approval. 

(d) 	The four approved consensus reports form the final recom
mendations of the Working Party. 

3. Summary ofproceedingsand papers 
The Working Party was opened by Mrs. E. Muringo Kiereini, Chief 
Nursing Officer, Ministry of Health, Kenya. After welcoming the 
delegates she introduced the lion. Dr. Zachary Onyonka, Minister of 
Health for Kenya. 

Dr. 	Onyonka reminded the delegates that approaches to all health 
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problems must be interdisciplinary and 	 asked them to write their 
would be understood byrecommendations in such a manner as 

governments and might, but not necessarily would, be used in 

forming national policy, lie then introduced Hlis Excellency tile 
the lion.Vice-President of Kenya and Minister of' Ihome Affairs. 

Daniel Arap. Mot. 
for the Working Party by statingVice.President Moi set the tone 

that tile East African nations could not afford specialists and it was 

therefore important that midwives expand their role to include the 

en'Tre maternity cycle and the care of young children. lie spoke of 

the hardships created by having too many children and the need for 

planning the size of families. lie saw this as part of the responsibility 

of midwives. 

Miss M. Bayes, I-xeculive Secretary of ICM and Project Leader, gave 

an account of the work of ICM, the origins of tile ICM/FIGO Study 

Group and its :iims and objectives, which were the aims and objec

lives of the Working Party. She explained how USAID had provided 

funds for the work of the Study Group to continue. Mr. Jones, 
then spoke of the involvement ofRegional Director 	 of UNICEF 

and child health and family planning pro-UNICEF in maternal 
grammes. Both speakers stressed the need to involve the TBA in all 

un il such time as 	thereaspects of midwifery and family planming 

were sufficient professional trained personnel aivailable.
 

Follnwirg brief reports front each country on their present achieve

mer, in maternal and child health and family planning, papers were 

give., i. open a discussion on the scope of MCII services. 

Dr. J. L Nolapo. Director of Health Services. Lesotho. spoke first 

on 77w intirnmum Nels of tw 11other. These he listed as (i) good 

general heilth. including good nutrition, eradication of parasitisn, 

preventive and curative medicine: (ii) supervision duringand 
pregnancy, labotur, tihe pue rpeihm anid between pregnan. jes; and 

(iii) child spacing.
 

77w Minimum Needs of' the Newborn Olfild were discussed by
 

N. 0. Bwibo, Department of Paediatrics. University ofProfessor 
Nairobi under the following headings: (i) Provision of a proper Place 

and adequate facilities Ior the birth; (ii) Proper facilities for care of 

tile newborn, iicluding premature babies; (iii) Facilities for pre

venlative and curative services, lie stressed the need to have properly 

trained staff available at all times. 
Merm. Kenrya. spokeSister Lydia M. NI'nuthara, IPPF Mobile 	Unit, 

.. rea. These con.ott Alaternal and htihl Care Senices in 	a Rural 
sisted of prenatal 	care. child welfare amid family planning. She des

of the clinics and tile categories of personnelcribed the work 
child the aspects were genealintwo!ed. In welfare imnptlanI 
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Miss 	Mudie dealt with the technical aspects of teaching and how, 
from tier experience, a curriculum had to be designed to fit local 
conditions and requirements. 

The final topic was legislation. Mr. R. J. Fcnncy took this as the 
title of his paper and said that the irst objective of legislation was to 
identify the existin practitioners, and tile second to establish an 

effective mnetlhlo of licensure, in order (a) *o confer status and 
(b) to provide control ol practice. Legislation had to meet the needs 
of each country and should allow for changing situations. 

Mr. 	 Lawrence Mungai, Assistant Registrar. University of Nairobi 
spoke on The Importance and A'ccessiiv for Legislation in the 
Medical Pofessirm and gave examples fron cases which had arisen; 
Mrs. Kanaiya, Registrar. Nurses and Midwives Council, Kenya, des

cribed the Legislation and Licensure ofMidwi'es in KenVa. 

4. Consensus reports of discussion groups 
(a) 	Maernal and Child llealth was defined as the physical, 

emotional, spiritual and social well-being of the mother during 
reproductive age. the unborn child and all child'en up to 
puberty. It included: preventive, curative and promotive sc.
vices - good nutrition: child care up to puberty; immunization; 
health education: prenatal; intranatal; postnatal and inter
pregnancy care; family counselling, e.g. genetic counselling, 
sex education, marriage guidanc,'. 

(b) 	Family planning was defined as education and counselling given 
to families to space their children as they wish, as well as to 
help tile childless couple. Services should inctudc: general 
education of the public regarding fertility and venereal diseases: 
counselling of patients; provision of family planning methods 
and medical checks, e.g. for malignancy. fertility, infertility, 
:tiagnosis and treatment of venereal diseases; family planning 
education taught to elders. Family pla;ning should be wholly 

integrated into MCII services. 
a person who, having been regularly(c) 	 A midwife was defined as 

admitted to a midwifery education programme duly recognized 
in the country in which it is located, has successfully completed 
the prescribed coar.,!se cf ttjdies in midwifery and has acquired 
the requisite qualifications to be registered and/or legAlly 
licensed to practise midwifery. Principles and practice were the 
same for registered and enrolled midwives, but the resionsibilities 
differed. Funclions were: ('are for mother and child during the 
maternal cycle: care for the welfare of the family and teaching 
of the family, the community and rouhordinate staff; co. 
ordinating and co-operating with other services including 

familyinmuni.ation. nutrition, health education and total 
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welfare, in whici -11o acts as a social worker; combining pre

ventive. promotive and curative services; keeping records and 

data for statistical purposes. Responsibilities included: -.diuini

stration. including job descriptions and job analysis: teaching; 

research, social and clinical- health education; nutrition; family 

planning programmes; carrying out emergency measures within 

her capacity in the absence of a doctor; carrying out functions 

the policy of the Ministry; participating in socialwithin 
site served; the registered midwifeactivities in the community 


was responsible for the work of the enrolled midwife.
 
agreed that they existed(d) Traditiomal Birth Attendants. 	It was 

everywhere 	 ii tie African continent, but in accepting their 
two schools of thought: (i) that the generalservices there were 

public should be educated without encouraging or discouraging 

the activities of the TBA, and (ii) that TBAs should be identified, 

trained and registered. The functions of the TBA were outlined 

as motivating the public to take advantage of available health 

services; giving health education; identifying easily recognizable 
nearest health unit;complications and referring them to the 

giving simple advice to the mother on normal child care; 

giving basic care within her capacity to mothers during the 

cycle; maintaining hygienic standards throughout.maternal 

Supcrvision of the TBA by a trained midwife was essential.
 

it: her expanding role to(C) 	Training should equip the midwife 
to motivate, teach, counsel andiderntify health problems and 

provide family health services with special emphasis on maternal 

and child care. The introduction of family planning into the 

curriculum should be supported by legislation; midwife tutors 

should be prepared to teach family planning; family planning 

should be integrated into the teaching of all categories through. 
that the midwife is able to functionout midwifery training so 

as a family planning practitioner. It was suggested that fanily 

planning could be introduced into tie course in anatomy and 

physiology. in public health, in postpartum care, when teaching 
communvaginal examinations, when teaching principles of 

toication and motivation, when teaching about drugs related 

hormones, when teaching the theory and practice of MCII. 
training was defined as training aimed at upgradingIn.scrvice 

has: i.e. to keep up to date withskills tha tlie midwife already 
that in.servicedevelopments in her field. It was recommended 

regular intervals and include an introductioncourses be held at 
to new concepts in the theory :and practice of MCII, including 

famiily planning. teaching and paediatric practice. TBAs should 
responm.have in.rvice education and the midwife should be 

sible for this. 
at upgrading or increasing tImePostgraduate training aimed 
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for which she was given an added orexpertise of the midwife, 

advanced diploma, e.g. in public health nursing, teaching and
 

paediatric nursing.
 

Ill. Recommendations 
I. That those countries which had not accepted family planning into 

family health service programmes should include it in the training 

programme of nidwives/nurse-midwives; that teachers should be 

and be allowed to teach it where relevant in maternalmotivated 

and child 'al.!h subjects.
 

2. That family planning services, where existing, should be incorporated 

into maternal and child health services. All health workers should be 
as relevant totaught family planning in maternal and child health 

their sphere of practice. 
to deal with all aspects of3. 	 That comprehensive clinics be provided 


maternal and child care simultaneously.
 

a short 	term solution to the existing problem of shortage of4. 	That, as 
staff, training of basic maternal and child health assistants should 

be encouraged. 

waiting houses should be provided near hospitals to5. That mothers' 

aid all health personnel in referring high risk cases.
 

6. 	That the terminology concerning mtdwives be amended because 

both registered and enrolled midwives are considered as professional 

midwives. 

7. That countries should make the registration of births and deaths 

compulsory. 

IV. Follow-up Action Plans and Evaluation 
I. It was agreed that the Regional Field Director should acquaint 

herself with the needs (f the countries, and tile progress made iii 

the implementation of tile recomnicnidations, by regular visits and 

correspondence. 
and circ idated to all tile countries2. 	A newsletter should be produced 

to enable the conference participants to keep abreast of activities in 

other countries. 

3. The report and recommendations of the Working Party be sent to 

tile governments of each country. 

4. 	 Follow-up activities should be through the Ministries of Ilcalth in 

co-operation with the delegates who attended the Working Party. 

V. 	 Follow-up visits
 
ltswana,Jone 1974 (First follow-up)
 

1. The Chief Nursing Officer thought that the country could riot sup

port sepaiate Nursing and Midwifery Associations. 
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2. There was no training programme for auxiliary midwives or TBAs. 

3. Community health aides were being trained in family planning and 

sent to work in rural areas, in their own villages. 

4. 	Family planning courses were available for midwives, nurses and 

auxiliary nurses under the Meharry project. 

Botswana, February 1976 (Second follow-up) 
I. Great progress was being made in the development of the health
 

care programme. There was a co-ordinated MCH/FP programme and
 

the results were becoming apparent. Nurse-midwives were being
 
formed tile backbone of the health services, in partrained and 

ticular in MCII/FP. 
National Institute,2. At the government training school at the 

Gaberone, the curriculum was being constantly adapted and kept 

under review, and the recommendations of the Working Party 

regarding training of nurse-midwives had been almost entirely 

implemented. 

3. 	It was planned to have a health centre in each village, with 

emphasis on health education, including family planning, infant 

care, nutrition and breast feeding. The semi-nomadic life of the rural 

people added to the problems of providing care in these areas, and 

rural aid posts were being established. Community health aides had 

been trained in family planning and sent to work in their own 
being trained for ruralcommunities. Family welfare educators were 

work. They were primary school leavers whose main role was that of 

educator or motivator in the village system. but they would assist 

in clinical work at centres. 

8.week4. 	The lBotswana/Meharry Project in MCII/tI' provided an 

in-service training course in public health, family planning and MCLI 
and midwiv 3 and this had been of considerable benelfor nurses 

but because of the problems of manning thie health service during 

the absence of nurse-midwives on the course, courses were usually 

not full. Only two of the three centres were operating as one of the 

tutors had left and had not been reyplaced. This training could be 

opened up to 	 personnel from other countries if host.l accom
available, and the provision of such accommodationmodation were 


was a major priority.
 

5. The training of tutors should be organized on a regioial basis, with 
from each country a quota system. Aftercandidates accepted on 

basic twaining e;tch country could then give specialist training if 

desired. The neeL to co-ordinate the activities of funding bodies with 

the already expre: sed interest of the Commonwealth Secretariat was 
stressed. 
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Ethiopia, February-March 1975 (First follow-up) 
I. 	There were plans to train 75 nurses and midwives in family planning 

during the next year and to train doctors in MCH/FP. 

2. 	They aimed to improve nutrition through the MCH programme. 

3. 	 They were keen to identify and train TBAs and to evaluate their 

activities and the training programme. 

4. 	The Medical School was to close in November 1975 and all expatriate 

staff would leave. 

5. The 	 Minister of Itealth was unable to make decisions without the 

approval of the Revolutionary Government, so very little was being 

done. Unless funding for full training of midwifery tutors could be 

provided by ICM/USAID, little result could be expected. 

6. 	The incidence of venereal disease in the country was very high. 

7. 	 There was need for keeping more accurate records in prenatal 

clinics. 

Ethiopia, April-May 1975 (Second follow-up) 
I. Midwives were no longer being trained and the only school at Asmara 

was closed, because of tile war in that area. 

2. 	 Present lack of interest in the midwife due to the fact that midwives 
been mostly hospital oriented, with little or no comniu'.Ayhad 

work. 

3. 	 The community nurse was responsible for MCII in rural areas, iid in 

most countries would be called a nurse-midwife. 

4. 	Health assistants were being trained in MCII and public health by an 
course: there was also a 7-month course for dressers which18-mvr.thi 

included a little MCII. 
use5. Waiting areas were being built near rural health centres for the 

of expectant mothers. Mothers were only transferred to provincial 

hospitals in case of emergency. 
well, and6. 	 Evaluation of the training of TBAs was not working 

UNIC-[ funds for this training had been delayed, probably because 
Weliari Associationevaluation was not available. The Women's 


might help in this.
 

7. The Family Guidance Association had just completed its first train

ing course for nurses and midwives, and hoped to have trained 75 

by the end of the year, from both government and missionary per

sonnel. There was good liaison with lhe MCII department and the 

training seemed a good mixture of MCII and family planning. When 

trained, midwives offered all family planning services except injec

tables, which were not used in Ithiopia. 
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nurses should be recognized8. It was recommended that community 
to form a stronger Association and this 

as nurse-midwives in order 

was eventually agreed to.
 

Kenya, March 1974 (First follow-up) 
into the work of TBAs. They were not yet

Research was proposed 
recognized by the government. 

Kenya, January 1976 (Second follow-up) 
designed to provide a comprehensiveI. Community nurse training was 

at the enrolled or assistant level.
nurse/midwife/public health nurse 

nurse.
The community nurse would ultimately replace the enrolled 

to be part of the course, but theory
Family plapning was supposed 

there was no practical application. It 
was kept to a minimum and 
was not being integrated into the MCII concept, perhaps because of 

religious convictions. 
for nursing and midwiferybeing developed2. A degree course was 

far there had been few vacancies for students from 
tutors, but so 
outside Kenya. 

included in the curriculum of student
3. Family planning was now 

as in-service subject to 
nurses and midwives and was taught an 

trained staff. 
was review

4. The whole of the IPPF structure 	 in the region under 

because of funding problems. The local FPA had taken over regional 
maintain the internal training

training and was no longer ab'e to 

programme. 
on MCH and family planning be 

5. Suggested that a regional seminar 
and health services

arranged for tutors, experienced midwives 


directors, pehaps with the help of ICM/FIGO and IPPF.
 

Lesotho,June 1974 (First follow-up) 

I. One Working Party delegate was to spend 9 months in the USA 

studying MCIl/FP but was totally unenthusiastic. 
no plan for one.

2. There was no auxiliary midwife programme and 


The governmint did not want to train TBAs.
 

3. The private hospital association of Lesotho was thinking of starting 

a two-year training programme for public health assistants. 

Aides working in the Catholic Relief Services programme were given
4. 	

health and nutrition. It was generally agreed that 
a short course on 
the CRS work was largely responsible for the generally good nutri

tional hcalth of Lesotho children. 
e.g.

5. There was general opposition to training non.professionals in, 

MCH. 	Mass health education of the public was favoured instead. 

nurses and midwives from
6. The Medical Practice Act forbade 
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practising family planning despite the limited medical supervision 
and protection available. Several midwives had been trained in the 
USA under tile California project; although the government did not 
hinder their work, they did not actively support it. 

Lesotho, February 1976 (Second follow-up) 
I. 	There was a great shortage of medical staff, and nurses and midwives 

tended to be attracted to better pay and terms of service, either in 
South Africa or in other neighbouring countries. The present limited 
establishment of nurses and midwives did not meet tile demands of a 
developing service. The aim of the Ministry was to develop a rural 
health service as quickly as possible using available staff. 

2. 	 The nurses and midwives were being trained as nurse practitioners. 
They then performed both curative and preventative function in 
family planning and MCI] work. Nutrition, family planning and the 
health of the young child seemed to be priorities in assessing needs. 

3. 	Much interest was shown in the idea of training TBAs, organizing 
transport in rural areas, and the building of maternity waiting 
houses in district hospitals. 

4. 	 Hospitals and centres were short of facilities and necessary equip
ment. 

5. 	Enrolled nurses were still being trained at one Mission Ilospital, but 
the government was discouraging this and trying to replace it with 
community nurse or public health nurse training. 

6. 	 There was need to clarify the role of enrolled midwives and MCII 
assistants at Mission lospitals. 

7. The FPA was training nurse practitioners unofficially in family plan
ning techniques, but mistrust still existed between the government 
and tile association and ihere was no attempt to integrate these 
services into government programmes. In fact there was little 
co-operation within tie country between the various health agencies. 

Malawi, May 1975 
I . The Director of Medical Services was interested in the recomi

mendations of tile Working Party. especially those affecting training 
and utilization of TBAs. 

2. Tile Minimum Care Programeni (Miniplan) aimed to provide primary 

health care, especially MCII, to all parts of the country. It was based 

at distiict level with a medical assistant as co-ordinator, dealing 
mainly with children, and where iossibie with a midwife to give 

prenatal and maternal care. Rural health w, holnecraft workers had 

been trained to provide instruction in family health, nutrition, MCII 
and home economics, and as a result tile general health and welfare 
of the community was improving. 
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had risen from3. )eliveries at Queen Eliiabeth lospital. Blantyre, 
2000 to 8000 in six years, making adequate care and teaching very 

difticult. 
at only one school,4. Training of registered midwives was carried out 

26 pupils. Enrolled lmidwives and nurse-midwives werewhich had 
at Mission Ilospital where standards of comalso trained Mulanji 

petence and teaching facilities were of high quality. This hospital 

had 3-4000 deliveries annually, and referral work by enrolled and 
area where total annualvernacular trained midwives was good in an 


deliveries was probably about 25,000.
 

5. The Midwives (tomncil were interested in setting up in-service 

retreslher courses Cor enrolled and registered midwives. 

legally allowed to attend at childbirth,6. Only trained midwives were 

obviously umealistic. Identification and tile type of


which was 
training needed by TBAs was discussed, and how their work could 

be integrated into that ol' enmolled midwives at health centres. 

Malawi.7. Theie wete problems over the training of tutors fronl 

British courses were too touch orientated to UK conditions, and 

there was great comnpet ition for entiv into courses in Kenya. It was 

suggested that Iraining of tiumrsing and midwifery tutors should be 
for places, andarrtlgedi ol a regional basis with a national quota 

that ICNI/FI(() .loint Study Group ought to be involved in an advisory 
Scretat iat were otganizing precapacity. The (o mmonwealth 

litiitiar itetll in s it discuss 11is. 

vli ietit policy on faltmily planming. but services
"l. *lhelm Was 1, w, 

M\ OtIe who asked toi them. The attitude both of
Wre pr'videdl toI 

tile gelialmlpublic atnd t the Ministrv was mow tmtore liberal and there 

WaS iced t'0t itidwives to help in providing services. With infant and 

child itttlilt, 1;3lim11 shliply thole wMld be an increasing demand 

'(t ild pcitM ttt tHt1ihispitals oTeted some form of 

timily plantim' m domt~md. '[lie need it instruct men ill the cotn

cetis of M('I I/l' wls ,ilessed. 
that 80' of

Q. MCI I ler\ices were i1creasitte fast a.lI it was estimated 

childiei 	 leceived health cale. 
a 

I10. ( otnlV elit almptVah was nlot lr thcotnling f)r the setting tip of 


Nurses and MidwiVeS Associatiol.
 
M1auritius. IFchmmt 
 0t7(0 

pl:immg work had been operating under tile
I. MCI I md ,taitl\ 

that tile services wereIMitistty of 1Icallh since 72 but it w:is felt 


not vet fully ittenrated.
 

Alth1tgl1 the ie0I N and tntlivatilln of fahitily planning were inclided 

they were laught as separate
it tile student mitdwives' curticulum. 

little at tentpt to integrate them. Practicalsubjects :and thele was 
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training was not given because family planning services were almost 

exclusively provided by doctors and motivation of clients solely by 

family planning educators. 

3. No health education was carried out in hospital by staff members. 

4. The FPA carried out family planning services in hospitals, but to no 

consistent pattern. The Association's activities were greatly curtailed 

by the government and the sole responsibility of the Association at 
education and communication.that time was in information, 

was a Roman Catholic motivation was veryBecause the consultant 
limited and only the rhythm and temperature control methods of 

contraception were permitted. 

5. The members of the Midwives Association were interested in further 

training in family planning. Triey said that, due to their religious 
even motivate clients towardsconviction, many midwives did not 


family planning.
 

6. There appeared to be a dichotomy of purpose and opinion between 

MCH and family planning workers, but this, fortunately, seems not 

to affect acceptance of family planning. 

officials requested a critical appraisal of the
7. Ministry of Health 

whole integrated system of MCII and family planning, as they were 

very concerned about the practical difficulties encountered in the 

delivery of health care. 

Swazilknd, June 1974 (First follow-up) 
I. Family planning was official government policy and was integrated 

into the work of all MCIH and health centres. Several nurses had been 
and were visiting rural areas.

trained under the Meharry Project 

Refresher courses were held regularly.
 

2. Identification and training of TBAs had never been considered. 

USAID send a health planner to survey the health
3. Proposed that 

situation in the country and work out a comprehensive health plan. 

Swaziland, February 1976 (Second follow-up) 
I. There was a great shortage of trained nurses and midwives due to a 

'brain drain'. 

2. There was a la.k of training facilities. 

3. There was a high drop out of pupil midwives from the only registered 
was run by Roman

midwife training school in the country, which 

Catholics. The training offered by this school did not prepare mid

wives for their multipurpose role. 
was to receive aid from the

4. 	 It was understood thaf the government 

USA to build multipurpose training schools.
 

5. Tutors were being trained in Nigeria. 
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6. 	Enrolled nurse-midwives would be given the opportunity to train as 
general nurses. 

7. Mrs. Abigail Diamini, delegate to the Working Party, worked at a 
health centre which was visited. The clinic attendance for MCH/FP 
services was very high. 

8. An excellent MCH/FP centre was attached to onv,of the hospitals. 
Prenatal care was given and there were young child, nutrition and 
family planning clinics. Nurse-midwives were taught to insert IUDs 
and to manage family planning services. 

Tanzania, January-February 1976 
I. Family planning was still a separate service in MCII clinics. 

2. Training courses for nurses and midwives would include re-orientation 
in family planning and MCH. 

3. The government nutrition unit was developing a high risk selection 
card system for pregnant women and young children. 

an4. 	AID MCW programme was providing six training schools with 
18-month course for school leavers, including MCH, family planning, 
nutrition and immunization. Many of the activities during the course 
would be carried out at the 'young child clinics'. 

5. Scandinavian MCW 	 Project was providing 12 training schools to 
function similarly to those under the AID MCW programme. 

6. 	There was a noticeable lack of health education materials and these 
were offered.
 

Zambia,May 1975
 
I. There was only one midwifery training course (at Lusaka) but it was 

hoped to start asecond at Ndola. 

2. There wcre as yet no Zambian midwifery tutors. Acourse for tutors 

and administrators had been proposed but had been repeatedly post

poned. There was unlikely to be any progress without funding from 
ICM/USAID. 

3. The midwives' curriculum did not include family planning, but they 

received some formal lectures and attended clinics. An announcement 
of government policy was awaited. 

4. 	The Nursing Council of Zambia was reviewing spheres of practice of 
were fulfillingmidwives. Legislation was outdated and midwives 

many functions outside those legally permitted. There were no plans 

at present to join ICM. 

5. The University Department of Obstetrics was developing a post

partum 	 family planning programme with a mobile team visiting 17 
Lusaka weekly. This was funded by a grantcentres in and around 

from the Population Council. The programme also provided family 
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planning teaching for midwifery and medical students. It was hoped 

that it would eventually be a midwife based service. 

6. The general impression was that little progress had been made since 
of'Obstetrics.1973, except at the University Department 

VisitsVI. Recommendations from Follow-up 
excicise. The Ministrieshe ongoing1.Follow-up visits should an 
would like the project to 

appreciated the interchange of ideas and 

contitinle. 

be joint ones with an obstetrician
2. Where possible the visits should 

o 	 an obstetriciall facilitated
and the Field l)irectui. The presence 

nen t Lepartnellnts.access to Senior medical personnwl in gover 

be a liaison comriittee ol government.
3. 11 each country there should 

agencies 	for all licaith matters. This 
voluntary, advisory and donor 


WIulid avoid duplication and financial wastage.
 

should be sent to 

of"Ilealth folowing each coluntry4. 	 Letters ot' observation anLd recotiInlndatiOtl 

governments through the Ministry 


visit.
 

Proposals for Future Activities 
i tain ing 	befo reVII. 	

I.Research into present activities of TBAs and thei 


developing further training pio.grammes.
 

promte fainly life education progranunes for the school 
2. To 

populltion.
 

3. 	 To stimulate giovetinlents to utili/e midwives trained in family 

planning. 
.

4. 	 To work tow:irds improvenent of MCII/:1) service 

5. 	To extend family planning training to iiiidwives at doctols. 

filpostpI 'lliin services. 
.	 "oorgalie visiting tallily plaining teams 

VIII. Achievements 
services 	in I.esotho

I.lntegration tf family planning into M(CII 	 and 

Swa/iland. 

inti the midwifeiy carrictililni ill 
2. 	Family planning incorpoiated 


Botswana. lthiopia, Lesh',,io and Keny.i.
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APPEND)IX I
 

List of Participan~ts
 

Botswana 
sm NIin pot 

NursefMidwifc' ) Tutor 
Scot tish L.ivingstone I lospitdl 

Midwife Tutor. (overtnnel 
Boctswanat~ Nalioal IIcaith1 ItlsillitteSII 

I~.N. N. NMa%I:hahb 
Goernmient Medical Officer 
Jubilee Hospit al 
Iranlistown 

011%erver 

U~SAIDI o wrir'ear 


Project 

Pibbirie I lo'Ilit A 


IAWM.~SC 

EMhipia 

Mvis. Karssecl FVsarias 

Num e.Nlidwite 

Nfluistrv ofl Public 1CIIIh 

Adis A\baba 


().herrrhat Hlbe 

lc~ctor. Ilead ofM.vibt
Ohp 

(11t~tt ~blic Health' 

Ilep~ic \ 4-1iert lao'pital 


N 

!IAI .1a 

Nmt c NIid~kilc lutol ~ 
l)Irke at II.,rtar S.hilid of Nrursing 

Addis A~bba 

SIM,%Sala I . T 

ltiarn M'.Orrcr* INCl ae 


Superision l l tc' &Nus 

tehe lilA (aoww 

Addlh A.baba 


Lesotho 
Mrs. Ros~dia Khulusc 
Sister Tutor 
Queen H-iabetht II Hosp ital 

IDirector of I leallib services 

Snliulr o'd I Wll 
MaIir 
Kenya
 
Sms Ixdia W. (-ge
 

Sthool of Nursing
 
Niiobi
 
Miss~ L.ouisa~ LOiipa a
 
'Senior Nurrsing~ Officer
 
Prosihwhl (,eAM MiopitaI
 
Nikuria
 

Sir. J. NlaiIDr. S.NMithai
 
Dept. ofl Obst . & Gyn.
 

Kcnyatta Natitonal I'ltal
 
Nairohl 

Prltc.,vir N.(). IllO~rb 
t;I Paekalictr and Child 

hAlth 
Kenyatta N.oAtt'a II sitlA 
Natobi 

tisIhanir e Auditc~
 
rrC.I~~t
 

VictoriaIIoptd(no
 
Nfilnrftr aI Weall),
 

h Juk)R mukis JrrICRvro~ 
liw.
 

\'ictotia I oisplti (rtt
 
Nlimsll olatHeIalth
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Swaziland Zambia 
Mrs. Abegail J. Dlamini Miss Namukolo Lishomwa
 
Staff Nurse - Public Health Nursing Sister
 
Hlatikuhu University Teaching Hospital
 

Mrs. Elizabeth Mdiniso Lusaka
 
Public Health Midwife MTs. Rose M.Noahi
 
Mbabane Nursing Sister
 

University Teaching Hospital 
Tanzania Lusaka 
Dr. David Lisasi Dr. Machupe Mphahlele
Govt. Specialist in Obst. &Gyn. Consultant Obstetrician/ 
Ministry of Health Gynaecologist 
Dar-es-Salaam University Teaching Hospital 
Mrs. Grace Mtawali Lusaka 
Senior Training Officer ICM S4ff nd Representatives
F.P.A. of Tanzania M MajffDar-es-Salaamn Miss Mai r ieBayesBayes

Executive Secretary and Project 

Miss Monica B.Mwakatika Leader 
Nurse Midwife Tutor London 
Mwanza R.C.T. Hospital Mr. Roger Fenney 
Mwanza Field Director 
Miss Salome Wendeline (Special London 

speaker) Mrs. Perpetua W.Kanyoko
Nurse Tutor, General and Midwifery Regional Field DirectorSchool of NursingReinlildDrto
Kchooi Disict osIPPFKiomboi District Ilospital Office, Nairobi, Kenya 
Kiornboi - Singida Dr. Keith Masters 

Consultant to the Working Party 
Uganda Walsall, England 
Professor Frederick M. Bulwa Miss Kate Lorig
Professor, Obst. & Gyn. Dept. Consultant to the Working Party
Makerere Medical School ICM, London 
Kampala 

Miss Faith B.N. Lutu USAID representatives 
Midwifery Administration Miss Evelyn Johnsen 
Domiciliary Midwifery Service Nurse-Midwife Adviser 
Wendegeya Office of International Health 
Mrs. Sellinah Kebbie Sowanyana Rockville, Md., USA 
Public Health Administration Mrs. Maria Kirby
in charge of Courses Adviser in Family Planning
Kampala USAID, Accra, Ghana 
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APPENDIX il
 

List of Papers Presented
 

1. 	 The International Confedera-
tion of Midwives 

2. 	 UNICEF 

3. 	 Maternal and Child Health 

4. 	 What Constitutes Minimum 
Needs of the Child 

5. 	 Maternal and Child Care 
Services in a Rural Area 

6. 	 Family Planning as Part of 
Maternal and Child Care 
Services 

7. 	 Integration of Family Planning 

into Training Programmes 


8. 	 Family Planning in the World 

and in Tanzania (Mainland) 


9. 	 The Paediatric Content of 

Midwifery Training Programmes 


10. 	 Educational Methods and 
Curriculum Development 

1I. 	 The Contribution which can 
be made by the Traditional 
Birth Attendant 

12. 	 The Role of the Midwife of all 
Categories in the Maternal and 
Child Care Programme 

86 

Miss Marjorie Bayes 
Executive Secretary, ICM 

Mr. Jones 
Regional Director 

Dr. J. L. Molapo 
Director of Health Services 
Lesotho 

Professor N. 0. Bwibo 
Department of Paediatrics 
University of Nairobi 

Sister Lydia M.M'muthara 
IPPF Mobile Unit 
Meru, Kenya, 

Mrs. Perpetua W.Kanyoko
 
IPPF, Nairobi
 

Mrs. Grace Mtawali
 
Senior Training Officer
 
F.P.A. of Tanzania 

Mrs. Grace Mtawali
 
Senior Training Officer
 
F.P.A. of Tanzania 

Professor N. 0. Bwibo
 
Department of Paediatrics
 
University of Nairobi
 

Miss C. M. Mudin
 
Kenyatta National School of
 

Nursing
 
Nairobi
 

Miss S. Rush
 
Teacher, TBA Course
 
Addis Ababa, Ethiopia
 

Mrs. K. S. Sowanyana 
Public Health Administration i/c 
Courses, Kampala, Uganda 
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13. 	 The Identification and Training Miss S. Ru~h 
of Traditional Birth Attendants Teacher, TBA Course 

including Motivation for Addis Ababa, Ethiopia 
Family Planning 

Mr. R.J. Fenney14. 	 Legislation 
London
 

15. 	 Importance and Necessity for Mr. Lawrence Mungai 
Legislatiort in the Medical Assistant Registrar 
Profession University of Nairobi 

16. 	 Legislation and Licensure of Mrs. Kanaiya 
Midwives 	in Kenya Registrar, Nurses and Midwives 

Council, Kenya 
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CARIBBEAN WORKING PARTY, BRIDGETOWN, BARBADOS,
 
16th - 24th MAY, 1974. 

Participating countries: 	 Barbados, Belize, Dominica, Guyana, 
Haiti, Jamaica, Trinidad and Tobago. 

Through the generosity of IPPF, representatives from the following 
territories were also able to participate: 

Fn ,ch Guyana, Montserrat, St. Kitts-Nevis,Antigua, Grenada, 
St. Lucia, St. Vincent. 

1. 	 Preliminary Visits 
Approximately two months before the Working Party visits were paid 
to the islands and to Belize by the Regional Field Director accompanied 
in most instances by Miss Kate Lorig, Professional Co-ordinator, ICM. 
The purpose of these visits was to explain the purpose of the Working 
Party and to solicit official support and attendance. No detailed report 
of these visits isnow available. 

II. 	 Organization 
A local committee was set up in Barbados under the chairmanship of 
Mrs. Perlita Hinds. 

III. 	 The Working Party 
The proceedings were opened by Mrs. Gertrude Eastmond, Acting 
Minister of Health and Welfare, Barbados. She said that the birth rate 
had fallen markedly in the previous ten years but the population was 
still greater than could reasonably be supported. In 1973 96.9% of 
births took place in institutions. The MCH services also provided pre
and postnatal care and child health clinics, while private organizations 
offered additional facilities for confinements and for child care. A 
national Nutrition Cerhtre had been established to give community 
education in nutrition, to follow up all cases of malnutrition on dis
charge from hospital and to provide appropriate training for medical and 
paramedical personnel connected with child care and nutrition. 

Nurse-midwives were playing an important role in the MCH services. 

Family 2lanning services had been available in Barbados for the past 
20 years and midwives had taken part in providing s, vices. The need 
for family planning and the need to control the size of families was 
highlighted by the problems of unwanted children and unnecessary 
pregnancies, especially among teenagers, and by the world food crisis 
and high cost of living. The nurse-midwife was in an ideal position to 
help with this problem, but technical skills were not enough and they 
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needed to appreciate the necessity of family planning as a health 
measure and their duty to teach and guide those in need. 

Dr. i. Gogan, PAHO Medical Officer in Barbados, then presented the 
key note address entitled The Ten Year Health Plan of the Americas. 
He described the origin of the ten-year plan and the realization that, 
although morbidity and mortality had been reduced, there was still 
insufficient improvement in general health and well-being. Approxi
mately 40% of the pupulation of the region were without access to the 
minimum of health services, due not only to lark of resources but also 
to neglect of traditional methods and personnel using them, and over

areas.concentration of manpower in urban as against rural The plan 

focussed attention on the control of communicable diseases, maternal 
and child health, nutrition, and the physical, biological and social 

environment. The need was for all categories of personnel to be trained 
to realistic levels rather than for specialists trained to unrealistic and 

highly sophisticated levels. The health auxiliary was needed for com
munity health educatios., suticrvised by professional nurses and super
vising the empirical heath worker, and guiding individuals, families and 

groups to greater health responsibility. 

The Ten Year Plan was incorporated into the policy of PAHO/WHG 
and became the guide for co-operative activities of the organizations 
with member governments. It was hoped that if would provia, . basis 

wasfor identifying health problems and the means of solving them. It 

essential that all couittries followed up with policies and national goals 
that defined what they proposed to do and that they prescribed ways 

of achieving their aims. Some suggested areas were: provision of a safe 
water supply and adequate housing and sewage disposal; chronic mal

nutrition and infection; the low birth weight child and the effect of 
maternal nutrition; family planning and birth spacing. 

Miss Marjorie Bayes, Executive Secretary ICM, took as title From the 
Beginning for her account of how the FIGO/ICM Joint Study Group was 

set up and how it came to recommend that family planning should be 

included in the training and practice of midwives. She went on to des

cribe 	 the generous grant of funds from USAID for the holdings of 
Working Parties in various parts of the world. She stressed the need to 

use all available workers, especially TBAs, in bringing both MCH services 
and family planning to those living in rural areas. 

the Caribbean wasWhat 	 Constitutes Maternal and Child Care in 

summariied by Dr. G. M.Cummins as: 

(I) 	 Identifying local needs in preventive health care and the inter

play of genetic, environmental, parasitic and nutritional patterns. 

Regarding the unhealthy child of today as the suboptimal parent(2) 

of tomorrow.
 

(3) 	 Ensuring that women in the child-bearing years were conscious of 
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their responsibilities to the children they might bear, and that 

th, y should not embark on pregnancy without due thought. 

Caing for mothers during pregnancy to the ultimate well.being(4) 
of their future children. 

(5) 	 Y'roviding measures to combat both intirtility and too.frequent 

pregnancies. 
(6) 	 Educating and ut!iizing all available grades of health workers. 

Mr.. G. Omphroy-Spencer spoke on What are the Prioritiesfor Materai 

Care? She quoted the viial statistics for Jamaica. Although birth and 

death rates were both falling, the rate of natural increase was sharply up 

and overall population had risen considerably, leading to problems of 

employment, illiteracy and social behaviour. Maternal mortality had 
more care; attention tobeen much reduced. Priorities were: prenatal 

nutrition; family planning; dissemination of education and information 

by midwives, nurses and community health aids and by family life 
use of TB",-; general expaneducation in schools; greater training and 


sion of health services; a national maternity survey.
 

Dr. 	 .r.ith lcKenziePriorities for child Care were dealt with by 
(Jamaica). Most child deaths occurred in the 0-5 age group and of these 

about 6001 occurred in the first year. The principal causes were 
'perinatal', gastro-enteritis, non-viral pneumonia, malnutrition and 

were prevention and treatment ofavritaminosis. Priogities therefore 
malnutrition and gastro-enteritis and promotion of breast feeding for 

and mortality;this purpose; investigation of perinatal morbidity 

immunizations; family planning.
 

Dr. F. C. Ramsey (Jamaica) spoke on The Place of Nutrition in the 

Priorities of Maternal and Child Health. He outlined the problems of 
weight babies and summarized thehigh risk mothers and low birth 

findings of the National Food and Nutrition Survey, Barbados, 1969, 

which revealed considerable malnutrition, growth impairment and 

morbidity. The need was for an integrated approach to maternal and 

child health, using the resources of all caring agencies. In assessing 

priorities equal weight could be given to family planning and nutrition. 

a fact 	that reduction in infant mortality was a prerequisitebut it 	was 
provided must be adapted tofor successful family spacing. Services 

resources available. lie recommended that (1) a MCHlocal needs and 
Co-ordinating Committee be established in the Ministry of Health with 

the Chief Medical Officer as Chairman. (2) A MCH Officer or profes

sional with a special interest in MCH should be responsible to the 

Minister for planning and implementing MCH services. (3) Training in 

i'.nagerial skills and of health aides should be stressed in MCIt services. 
a National Food and Nutrition Policy.

;t+) Consideration be given to 
(5) A medical nutritionist or person with special interest in nutrition 

should be responsible for updating the teaching of nutrition and 
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motivating colleagues to include nutrition education in all MCH 
activities. 

Maternal and Child Health and Family Pianning was covered by Dr. A. 
Wynante Patterson (Jamaica). She gave details of the development of 
MCH services and the statistics relating to population, professional 
p-rsonnel, numbers of deliveries, clinics and services offered. Family 
planning had only recently been integrated into the MCI] ser,'ices. 

Atcternal and Child Health and Family Planningin Barbados was dealt 
with by Miss Elayne Scantlebury. She gave details of pre-, intra- and 
postnatal services and of the various MCII services provided. A new 
Act had been passed in 1973 to replace and update the Midwives and 
Nurses Registration Act of 1932. There was one training school for 
professional midwives. 

The situation in Trinidad and Tobago was described by Dr. A. 
Bhadwansingh. The government provided MCH services and the family 
planning programme was being integrated into it; in some cases family 
planning was combined with prenatal and child weifare clinics and with 
postpartum services. Cancer surveillancL and screening for VD were also 
being offered. Medical graduates were trained in MCH but not all of 
them in family planning; some refresher courses had been held. MCH/ 
family planning was now part of the traih.i " of all nurses, and in-service 
short courses had been held for those already trained. Clerks were being 
trained for recording and reporting. Community education in MCH was 
largely the responsibility of nurses at clinics and on maternity wards. 
Community education in famil) planning was better covered. 

Dr. Desmond Noel (Grenada) spoke on the situation in Grenada, 
Carriacou and Petit Martinique. lie reviewed the statistics for births 
and for maternal and infant mortality, and described the arrangements 
for pre- and postnatal care, the woikings of child health clinics and 
the personnel available. Government policy allowed freedom for the 
development of far: ily planning services. 

In Haiti, said Dr. Jn. N. Cadet, the Division of Family ttygiene was now 
responsible for all activities relating to MCIt/FP. Immediate objectives 
were a reduction in maternal and infant mortality of 10% a year over 
five y',!'rs and a decrease in fertility of 20%. They were considering 
opening 40 clinics for MCH/FP services throughout the country. Two 
pilot clinics :ponsored by UNFPA had been organized to test tile 
practicality of the scheme. Services offered included pre- and postnatal 
care, family planning, paediatric clinic and a cancer detection scheme in 
clinics attached to hospitals. Continuing evaluation of the results at the 
tvio clinics was in progress. 

Dr. Lionel A. Clare said that in Belize MCI-I services were offered at 
hospitals and by the Public Health Department at health centres. Rural 
communities were covered by mobile clinics. A professional midwife 
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w,. centres and in the-5 always present at deliveries in hospitals and 
'loiniciliary midwifery service in Belize City. In rural areas domiciliary 
deliveries were usually done by TBAs, who referred complicated cases 
to midwives, who themselves referred to hospitals or clinics. The 
domiciliary midwifery service in the city consisted of one inspector of 
midwives and .- domiciliary nturse-midwives. Their duties included 
supervision of qualified midwiv;es in private practice and supervision and 
training of unqualified midwives allowed to practise in rural areas. Child 
care was given at hospitals, at home by private professional midwives 
and in well-baby and welfare clinics. There was no organized programme 
of family planning tecause of the low population density. Services 
were available (n request, and they were happy to join in and discuss 
problems on the basis of general family health. 

In describing the Role of the District Midwife in Family Planning, Mrs. 
ltazel Sinclair (Jamaica) said that the midwife was ideally placed to 
ponsor family planning. She had close rapport with the mother, could 

use her influence to remove socio-cultural obiections; could stimulate 
and encourage drop-outs and had access to the whole family. She per
formed the dual role of deliverer and postponer. 

7t Role ofthe hospital Alidwife in Famil' Planning Programmes was 
discussed by Mrs. P. 1linds (Barbados). She began by giving details of 
facilities available in hospitals and clinics and of training and legislation. 
Family planning was now included in the curriculum of all pupil mid
wives. Midwives gave family planning advice in pre- and postnatal 
clinics, on the wards and in the outreach programme (continued care in 
the home after delivery). Receptiveness to teaching in the outreach 
programme had been especially marked. One nurse-mlidwife with post
basic training in family planning worked in the Department of 
Obstetrics, Queen lFlizabelh I lospital. 

The Traditional Birth Attendant llaitiwas presented by Mrs. Antoine 
Cesar Stensclike. She said that, due to the general shortage of trained 
personnel, (1,vof deliveries were still attended by TBAs. They were 
largely illiterate and ignorant of the birth process, but were held in high 
regard by the majority of women. The techniques employed for the 
protection of mother and baby could be divided into hygienic (6.t9%) 
and non-hygienic (93.1%). A weekly training day for TBAs had been 
run since 1955 and 70-80 attended regularly. After attending four 
classes they were tested and the successful ones given a delivery kit. 
The TBAs generally understood the need for family planning and were 
willing to co-operate in a family planning programnle, but much educa
tion was necessary. 

Mrs. Belle Lovell spoke of the TBA in Belize, and described the six
month training course which had been established. On completion of 
training they received a UNICFT kit. They were not allowed to practise 
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in urban areas where certified midwives were available. They were 

periodically supervised by Inspectors of Midwives and by attendance at 
prenatal clinics. 

FamilyLife Education - Its Relevance for Health Workers was discussed 
by Mrs. Carmen (Jamaica). She described the background and origins of 
the programme which was designed to educate young people to a proper 
appreciation of roles and responsibilities within the family, including 
the sexual aspects. It had now been accepted by the Ministry of 

Education for inclusion into school curricula in September 1974. 

A paper on Selected Health Problems and Needs Associated with 
Jamaica Family Life having implications for Family Life Education 
had been prepared by the Bureau of Health Education, Ministry of 

Health, Jamaica, with the assistance of Mr. S. P. W. Street, Chief 
Medical Officer. Problems were listed as: Needs of children and young 

people: food, tiredness and sleep, safety, prevention and control of 
illness and disease; development of emotional stability and adaptability; 
recreational outlets; use of drugs. Needs associatedwith thefunctionsof 

the family and responsibilitiesof parenthood: reproduction; inadequate 

housing and living environment; poor sanitation and hygiene; per

petuation of family patterns; gender roles and social status; home. 
management; child care. 

Mr. R. J. Fenney, Field Director, spoke on Legislation. He classified 

MCH legislation into three groups: (i) legislation on registration (e.g. of 

births) and reporting (e.g. of communicable disease); (ii) legislation on 

licensing of personnel or of services (e.g. hospitals); (iii) legislation 
regarding action (e.g. immunization, examination, etc.). In dealing with 

the second of these -- licensure and definition of practice - he said that 

the purpose of legislation was twofold - to protect the public and to 
aprotect the practitioner. The first steps in legislation to establish 

profession were to define the profession and to identify the practi

tioners, and then to confer status on, and establish control over, the 

It was essential to define the limits of practice. In practicallicensee. 
terms he stressed the need to identify and license the TBA so as to use 

all the workers available rather than to attempt to train an elite group 
of professionals. Training needed to be adapted and the needs of 

individual countries and legislation must take account of possible future 

developments in training and practice and not be too rigidly framed. It 

should cover retraining as well as initial training. 

wasPaediatricContent in 	Expanded Areas of Trainingfor Midwives 
covered by Dr. Keith 	 McKenzie (Jamaica). Traditionally the midwife 

the health of the baby at birth by encouraginghad sought to ensure 
of the babyprenatal care. At the end of the neonatal period, the care 

was handed over to the public health nurse or health visitor. If the 

midwife was to act in the role of community health worker and continue 

in child care, she would need further training in: (i) normal develop
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ment in infancy and childhood;(ii) nutritional care of infant and young 

child and encouragement of the mother to breast feed and advice on 

weaning; (iii) immunizations; (iv) public health aspect of childhood 

illnesses; (v) promoting good family relationships. 

- Implications of Nutritionl'xpanded Areas of Trainingfor Midwives 
was dealt with by Miss Patricia Pena (Barbados). She outlined the 

woman and child and explained hownutritional needs of the pregnant 
the midwife in the MCH services was ideally placed to give advice on 

her to do this she needed additional training innutrition. To enable 
this subject and she detailed he areas which ought to be covered. In 

addition, in-service refresher training was nec!essary if the midwife was 

to be kept up-to-date and able to give nutrition education to her 

patients. 

--,oke on Fcm.-!ly PlanningMiss Helen Christian (Trinidad and Tobagc) 
and how it could be integrated into the Midwifery Curricultm. The 

government had incorporated family planning into basic and postbasic 

in keeping with the terms of an aid agreement withnursing curricula 
A famlyInternational Bank for Reconstruction and Development. 


planning reference manual had been prepared and was us:d in all
 
was supnursing education programmes, and the theoretical teaching 

plemented by practical work in family planning clinics. The positive 

health aspects of family planning were stressed in relation to mother, 

c .nd, family and the community. 

Family Planning Manpower was discussed by Dr. Willard Boynton, 
for family plan-Office of Population, USAID. He outlined the need 

ning beciuse of population trends and the aid available from inter

national organizations. The health of the mother and of all the family 

were vital considerations. The principal problems were adequate 

coverage and continuation rates. He concluded that: (i) midwives had a 

duty to offer family planning to protect the health of mother and 
include family planning; (iii) midchild; (ii) midwifery training must 

succeed;wives must participate in family planning, or 	 it will not 

(iv) midwives must co-operate willingly in family planning work with 

doctors who supervise them and with auxiliaries whom they supervise. 

(v) family planning must become an acceptable part of our culture if 

the population problem is to be solved. 

Miss Thelma Grant, Downstate Medical Center, 	 New York, spoke on 
described the familyContinuing Education in Family Planning. She 

planning training course for foreign trained midwives which had been 

since 1968 and which had been supported by USAID since 1971.run 
There were three training sessions a year, each of 12 weeks. All contra

ceptive methods were taught, including insertion of IUDs. She went on 

to discuss continuing education. The center provided further education 

for overseas personnel, training for the professional nurse so that she 
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could 	take more responsibility in family planning, training for nurse
midwives to upgrade and augment their knowledge of family planning, 
and training for lay counsellors in family planning in the Community 
Health Services. In addition, in-service education was given to all staff 
at least once a year. Education in schools was developing in a number 
of countries and the Center had given help in a number of projects. 
Social workers were now being involved and training was being given. 
Artificial aids were being prepared as part of the teaching programme. 
Finallb' she discussed the newest contraceptive devices in use at the 
Center and their efficiency. 

Tile final paper was by Miss Kate Lorig on Curriculum Development. 
She said that planning what to teach involved an assessment of the needs 
and the setting of objectives. Modern teaching methods had to be 
adopted - participation, audio-visual aids, etc. Evaluation of the 
results of teaching and interpretation of the evaluation were essential. 

IV. 	 Consensus Reports of the Discussion Groups 
(a) Topic 1. Priorities of Maternal and Chiid Health in the Caribbean 

1. 	 Education: Family life educajion including nutrition, breast 
feeding, sex education and family planning. It should be given 
by primary and secondary schools, social groups (youth clubs, 
scouts, guides, sea cadets), professional groups (doctors, 
nurses, teachers), military, paramilitary and police, expectant 
parents, government social agencies. 

2. 	 Child Care 
(i) 	 Prevention and treatment of malnutrition - by breast 

feeding, use of indigenous food, knowledge of foods, 
balanced diet. 

(ii) 	 Prevention of gastro-enteritis and infection in tile new
born. 

(iii) 	 Family planning/child spacing, with special emphasis on 
high risk mothers. 

(iv) 	 Immunization. 
(v) 	 Maintenance of statistics. 

3. 	 Identification and Training and Utilization of all available 
Manpowerfor Maternaland Child Health 
More use to be made of influential community members, 
specially trained community health aides as in St. Vincent and 
Jamaica, professional midwives and doctors, and TBAs. 

4. Improved Communicationat all Levels 
(i) 	 Professional to patient and vice versa. 
(ii) 	 Professional to professional. 
(iii) 	 Involvement of all grades in decision making. 
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5. Improved lntrapartum Care -- in labour and immediately after 
delivery. 

6. 	 Training and Facilitiesfor Resuscitation and Man,gement of 
PrematureBabies. 

7. 	Improved ManagerialSkills in RunningDelivery Suites. 

8. 	Review Schedules ofPrenatalClinics with a view to eliminating 
Unnecessary Visits. 
Working hours of clinics should be adjusted to suit both work
ing and non-working mothers. 

(b) 	 Topic 2. The Expanded Roles and Functions of all categories of 
Midwives 
Assuming that the midwifery curriculum and in-service education 
includes MCH, family planning, family life education, nutrition, 
child care and care of the non-pregnant woman, the roles and 
functions should be as follows: 

1. Maternaland Child Health 
(i) 	 Nurse-midwives and midwives - planning, programming, 

implementing, evaluating, training and supervision. 
(ii) 	 Auxiliarymidwife - implementing depending on training 

received. 
(iii) 	 TBA - implementing. 

2. Family Planning 
(i) 	 Nurse-midwives and midwives 

Educator, motivator and case-finder. 
Provider and dispenser of all contraceptive services. 
Follow-up in order to detect problems and keep supplies. 
Co-ordinator of family planning team (managerial skills). 
Referral service for all health problems. 

(ii) 	 Auxiliary midwife and TBA
 
Up to the level of her training.
 
Educator, motivator and case-finder.
 
Distributor of pills, condoms and conventional methods. 
Referral. 

3. 	 FamilyLife Education 
(i) 	 Nurse-midwives and midwives
 

Interpersonal/lntra-family.
 
Health and hygiene.
 
Sex education and contraception.
 
Nutrition.
 

(ii) 	 Auxiliary midwife
 
Up to the level of her training.
 

(iii) 	 TBA 
Can be useful depending on her personal qualities. 
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4. 	 Nutrition 
(i) 	 Nurse-midwivesand midw: es 

Teach and demonstrate. 
Follow-up care, especially to pregnant women and 

puerperal women in breast feeding. 
(ii) 	 Auxiliary midwife
 

Useful in every way depending on t-aining.
 
(iii) 	 TBA 

Can be useful depending on her personal qualities. 

5. Child Care 
(i) 	 Nurse-midwives andmidwives 

Notification and registration of births. 
Care of newborn - weaning. 
Advise, demonstrate and follow-up on nutrition in 

homes, schools, clinics. 
Referral and follow-up to immunization programme. 
Advise and recommend in care of underprivileged child. 

Knowledge of available services and planning of all 

child care services. 
(ii) 	 Auxiliary midwife
 

Depending on training.
 
(iii) 	 TBA Could be used in: 

Notification and registration of births. 
Care of newborn - weaning. 
Advise, demonstrate, follow-up on nutrition in homes, 

schools and clinics. 
Referral and follow-up, immunization rirogramme. 

6. 	 Care ofthe Non-pregnant Woman 
(i) 	 Nurse-midwives andmidwives 

Pre-pregnancy - advice on family life education, family 

planning and nutrition and the expanding role of 

women.
 
limediately Post-pregnancy - continuing health educa

tion.
 
formalInterpregnancies - continuing education using 

and informal opportunities. 
Advice with referral to the appropriateInfertile women 

agencies.
 
Post-menopausal - general health advice.
 

(ii) 	 Auxiliary midwife 
Depending on training. 

(c) 	 Curriculum Content for Training all Categories of Midwives for 

theirExpanded Roles 

i. 	 TraditionalBirth Attendants should be instructed in: 

(i) 	 Family planning - methods of communication; history 
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and methods of contraception; side effects of contra
ceptives; knowledge of referral agencies. 

(ii) Child care - notification of births and deaths; detection 
of abnormalities hi the newborn; resuscitation of the 

newborn (mouth to mouth, disposable mucuts extractor); 
knowledge of immunizations; safety measures and pre

vention of home accidents; methods of recording and 
reporting information. 

(iii) 	 Nutrition - knowledge of use of local foods (preparation, 
combination, tasting); reinforcement of breast feeding. 

2. 	 Professional midwife - basic training. The following should be 

added to the curriculum if not already included. 
(i) 	 Family planning - history of contraception; methods of 

contraception (traditional, modern); side effects and 
complications of contraceptives; theory and clinical 
practice (pre- and postnatal clinics, IUD and diaphragm 
insertion; communication, interviewing, counselling of 
the entire family; sexuality (anatomy, physiology, func
tion, physical and psychological responses); demography; 
genetics; family economics; infertility; problems of 
teenage pregnancy and high parity. 

(ii) 	 Child care - normal growth and development of embryo 
and fetus; all aspects of prenatal examinations (serolcgy, 
haemoglobin, blood grouping, sickling, urine, clinical 
examinations for rubella, r.er.ical and urethral swab); 
nutrition of pregnant wr" - .asis on preparation 
for breast feeding); re'i , f ntewborn including 
intubation; care of ti;e urotilicus; examination and 
recognition of abnormAlities in the newborn; physical, 
mental and emotional growth and development; com

prehensive immunization programme; weaning and the 

establishment of independent feeding; continued nutri
tion of the mother; preventive aspects of common 
childhood disorders (malnutrition, gastroenteritis, hel

minthiasis, skin infections, detection of allergic dis
orders); notification and registration of births and deaths; 
care of handicapped and retarded children and their 
families including information on referral; safety 

visitsmeasures and the prevention of L.ccidents (home 
should consider the whole family). 

(iii) 	 Nutrition - Introduction of basic principles; cost, value 

and content of local foods; composition and structure of 

foods, menu planning; understanding of balanced diet; 
dietary factors for various age groups (metabolism and 

calorie content); malnutrition, allergies; infant feeding 
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(breast feeding and supplementary when necessary); 
nutrition in child and adult illness; handling and prepara
tion of food; technique of teaching nutrition; protection 
of food from contamination- disposal of waste. 

3. Professional nidwife - postbasic training. The content is the 

same as for the basic training: the objectives are as follows: 
-- tile(i) 	 Family planning n idwife will be able to advise on 

the control of human fertility and to provide family 
planning services in order to improve the health of the 
population and protect the environment. 

(ii) 	 Child care --The midwife will have knowledge of normal 
growth and development; she will know and carry out 
the recording and reporting of births and deaths; she will 
know about community facilities for children; her 
function will be to improve the quality of life for all 
children in the community in order to lower the inci
dence of child morbidity and mortality. 

(iii) 	 Nutrition - the midwife will have correct concepts of a 
balanced diet and be able to impart them meaningfully; 
she will be able to teach and demonstrate the use of 
locally available foods. 

(iv) 	 Family life education the midwife will be able to 
prepare individuals for responsible parenthod; she will 
understand and encourage harmonious relationships 
within the family. 

(d) 	Ideal Maternal and Child Health/Family PlanningProgramme for a 

Caribbean Country. 

I. Objectives 
(i) 	 To promote tile improvement of maternal and child care 

in order to achieve optimum health for the entir.e family. 

(ii) 	 To provide a programme for the training of personnel to 

cnable them to give good quality care. 
Tile ideal Maternal and Child Ilealth/Family Planning (MCtt/ 

FP) Programme should start before pregnancy with family life 
order to secure and inform target population.education, in 

This should help to avoid too early pregnancy and ensure 

adequate management whenever pregnancy does occur. The 

future mother would therefore be well nourished and would 

attend prenatal services early in pregnancy. The incidence and 

the complications of social diseases would also be reduced. 

Another result would be to encourage a responsible and 
future fathers - therebyco-operative attitude amongst the 


leading to responsible parenthood at all stages.
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2. Educationprogramme 
for schools which will include: 	 healthPlanned curriculum 


Education; sex Education; family Life.
 
Education of expectant parents in: personal hygiene; nutrition;
 

and feeding; weaning; family planning; preparationbreast 	care 
for labour and confinement; recognition of abnormalities; 
benefit. 

3. Prenatalcare programme 
services should be designed to 	 encourage regularPrenatal 

attendances. They should be flexible enough to take account 

of all the circumstances of the mother's life. Screening should 

include: 
(i) 	 Blood investigations such as Haemoglobin, VDRL and 

Group, investigation for sickling etc. Random blood 

sugar should be done in the presence of glycosuria. 

(ii) 	 Complete physical examination including a review of 

breast anatomy. 
(iii) 	 A thorough family, medical, surgical, obstetric and 

social history. 
(iv) 	 Routine urinalysis. 
(v) 	 Routine inspection of the vulva and a vaginai swab/ 

smear, where indicated. 
(vi) Blood Pressure, weight, height should be recorded. 

The process of communication and education should go for

ward and rapport is therefore established. This may be sup

plemented by informative pamphlets which may have to be 

the main means of communication and education. 
The patient is then screened for risk and allocated to the 

for antenatal care andappropriate available programme 

delivery.
 

4. ligh risk patients 
These include: primnigravidae at the extremes of the child

bearing period; parity greater than five; multiple pregnancy; 

previous 	 caesarean section or a history of previous gynae
history (habitual abortion,cological surgery; bad obstetric 

stillborn or perinatal death); medical complications of preg

nancy including diseases of the central nervous system and 

psychological disorders; previous history of hypertensive com

plications of pregnancy including pre-eclampsia; a primigravid 

breech or any form of unstable lie or presentation; previous 

obstetric haemorrhage and complications of the third stage; 

the syndrome of prediabetes; any suspicion of foetal abnor

mality. 

5. Preparationfor deliver. 
The patient should be instructed in: nutrition including dental 

100 



Carib- 14 

hygiene; preparation for breast feeding; parentcraft; relaxation 
and exercises which profitably may include the father; the 
phenomena and sensations of the actual delivery. For 
domiciliary delivery, preparations will include visits of tile 
health team to the home to assess and become acquainted with 
the home and the family; all prenatal patients should have care 
by midwife, obstetrician, physician and social/medical worker 
as indicated. 

6. 	 Delivery 
The essential task of the obstetrician/midwife team is to 
ensure a safe delivery under optimum circumstances. The 
birth should be notified and registered in order to secure 
statistics and to guarantee a continuation of supervision. 
In the puerperium, supervision and education ensure adequate 
postpartum care including: the establishment of breast feeding; 
the avoidance of puerperal sepsis; maintenance of good 
nutrition. 
This is the optimum time to educate the patients and recruit 
them for family planning. Suitable arrangements should be 
made 	for follow-up. Appointments for routine postnatal care 
including family planning and a Papanicolau smear should be 
made. Arrangements should be made to follow-up defaulters. 

7. 	 PuerperalCareProgramme 
i. 	 Sterilization - If desired this is best done in the imme

diate postpartum period. If this is impossible, suitable 
arrangements should be commenced at this time and 
may include plans for interim contraception. 

ii. 	 Child welfare appointment - these should be scheduled 
at this tinte. 

iii. 	 Preparationof the family - the family must be prepared 
for the arrival of the mother and the new' -n child so 
that the child is accepted into the environment. 

Family Planning Education is advocated in the postnatal 
period: from a health point of view; as a responsibility to 
parents; as a means of population control. 

8. 	 Trainingof Personnel 
Training of midwives, nurses, doctors, social workers, teachers, 
others including medical secretaries in: prenatal care and 
education; intranatal care: postnatal care, follow up and 
family planning; immunization procedures; child care. 

9. 	 lir.lementation 
(i) 	 Proper utilization of well trained personnel. 
(ii) 	 Provision of adequate facilities. 
(iii) 	 Create ideal environment. 
(iv) 	 Adequate remuneration. 
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10. 	Planfor Action 
(i) 	 The government should be the driving force in such a 

programme which would have involvement of the 

Private Sector as well as organizations previously involved 

in 	MCH/FP programmes. 
should first be set up in the country(ii) 	 A committee 


involved.
 
(iii) 	 Members of such a committee be drawn from: 

Health Services personnel; nutritionists - government 

and private; mothers and fathers; social and community 

workers not involved in Health S&rvices; MCIH/FP Officer 

or officers selected by committee should be Ministry of 

Hlealth personnel.
 
Funding of such a committee and programme should
(iv) 

initially be by the government.
 

(v) 	 The government has control of salary structure as well as 

setting up of standards to be maintained. 

11. Programme 
The programme guidelines to evolve from the priorities set out 

by the Consensus Report or MCH/FP in the Caribbean by the 

Caribbean Working Party. These priorities should be under 

constant review. 

12. 	Functionsof Committee 
(i) 	 Planning of programme. 
(ii) 	 Identification of specific priorities for particular ter

ritory.
 
Advise government as to the approach and methodology
(iii) 
to achieve aims of the programme. 

(iv) 	 Budgeting. 
(v) 	 Evaluation. 

13. 	Facilities 
func(i) 	 Utilization of all available facilities for efficient 

tioning of programme. 
(ii) 	 The domich.iry service or facility be maintained or 

expanded whe,, ilecessary. 

V. 	 Recommendations 
(a) Overall 

1. 	 The series of four concensus reports are approved and form 

the majoi recommendation of the Working Party in relation to 

priorities, midwife function, midwife training and ideal Maternal 

and Child Health/Family Planning Programme for the Caribbean 

countries. 
the Caribbean area should introduce2. 	 All governments in 
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family planning as an integral part of all health services. (One 
delegate from Belize voted against this recommendation.) 

(b) TraditionalBirth Attendants 
1. 	 Since Traditional Birth Attendants already exist in some com

munities - it is recommended that they be identified, 
recruited and trained. 

2. 	 Where necessary midwives should be prepared to teach and 
supervise Traditional Birth Attendants in all aspects of 
Maternal and Child Health. 

3. 	 In the basic course midwives should be taught about the 
presence, purpose and usefulness of Traditional Birth Attend
ants and the role Traditional Birth Attendants play in com
munities where midwives do not exist. Traditional Birth 
Attendants should be brought in for discussions. 

(c) 	 Midwifery as a profession 
1. 	 The professional advancement for midwives should be 

regularized in view of the fact that they will be acquiring 
expanded roles and functions. 

2. 	 Personnel following specialized training should be allocated in 
such a way as to make use of their newly acquired skills. 

3. 	 Practising midwives should be included in planning and policy 
making at the highest levels. 

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

5. 	 Midwives should promote their profession by every means 
available especially through their organizations, mass media 
e.g. radio, tel.vision, newspapers. 

6. 	 Stimulation should be given to the organization of a profes
sional body for midwives in each territory. These should be so 
constituted as to be able to seek recognition and affiliation 
with International Confederation of Midwives. 

(d) 	 Midwifery Training 
1. 	 Schools of midwifery should have adequate libraries and 

students taught how to use them. 

2. 	 Research should be included as part of the midwives' expand
ing role. 

(e) 	 Health Services 
1. 	 Governments should make sure that the programme of 

immunization of children be completed before entrance to 
primary school. 
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2. 	 Governments should introduce the 'co-operative' prenatal cards 
containing essential clinical information for each pregnant 
mother. These should be a type which could safely be carried 
by the mother herself. 

(f) 	 Recommendations for Follow-up of Working Party 
I. 	 As soon as possible delegates should report on the Working 

Party deliberations and recommendations to: their immediate 
staff; their Ministers of lealth; midwifery tutors; pupil 
midwives; staff senior to themselves; local Midwifery and 
Nursing Associations and Councils. 

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

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

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

5. 	 A report should be sent by each country and territory advising 
the International Confederation of Midwives how they are 
progressing towards implementation of the recommendations. 

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

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

8. 	 At future WorKing Parties, field visits should be included in the 
programme. 

VI. Resolutions 
1. The Career of Midwifery 

The participants of this Working Party 

Recognizing 
that expanded roles in the areas of Maternal and Child 
Health, Family Planning, Family Life Education, Nutrition 
and Child Care have emerged as .ai urgent need for our 
community 

anti recognizing 
that the performance of these roles in addition to her pro
fessional role as birth attendant will require a much greater 
commitment in training and in the performance of her 
duties 
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and further 
recognizing that the need for such professionals in the 
health team is extremely urgent and widespread 

do resolve 
that the recruitment, training, career development and 
remuneration of the midwife be reviewed in keeping with 
the above and as a professional in her own right. 

and do further resolve 
that where there are auxiliary midwives, these should be 
upgraded by extended training, giving due recognition to 
the WHO Technical Report Series No. 428 that - '. . Each 
country must define the general educational background 
and technical training of its auxiliary midwives.' 

2. 	Whereas we recognize that early discharge of postnatal patients from 
hospital is inevitable and that a Domiciliary Midwifery Service is 
absent or inadequate in most of the countries represented 
Be it Resolved 

that the participants of this Working Party view with con
cern the gap in coverage which at present exists from two 
days to six weeks postnatally as an area fur improvement 
and recommend that urgent implementation of a programme 
to repair this deficiency be considered as a priority by all 
governments in the area. 

3. 	Be it Resolved that 
in order to maintain and improve on the standard of mid
wifery practice in the Caribbean Area and to enhance the 
role of the midwife as a professional person, a Caribbean 
Midwives Association be formed. 

Two examples of the objectives of such an Association would be: 
(i) To initiate research. 
(ii) To provide means of publication. 

VII. Follow-up Visits 
Grenada - first follow-up,August 1975 
The Working Party recommendations were discussed. There had been 
some integration of family planning into basic nursing and midwifery 
training. There was no government policy on family planning, but no 
hindrance to it. The birth rate was low so that the problem was not vital. 
Nurse-midwives could give advice if they wished and the local 
Association ran four clinics supported by IPPF. Untrained field workers 
operated in rural areas; they received some in-servic" instruction in 
community care from nurses. 

The only midwifery training was postbasic to nursing training, and 
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about 15 nurse-midwives were trained annually. Nutrition was an ever

growing part of the curriculum and there were malnutrition clinics. 

a Nurses Association but no Midwives Association, althoughThere was 
attempts were being made to have a combined Association. 

It was agreed that midwives must take on the role of educator in 

community health. 

was illegal although some still practised. TheThe practice of TBAs 
Chief Medical Officer saw no justification for including them in the 

health team. There were medical stations in outlying districts, one of 

which had an experimental delivery unit which had succeeded in 

reducing the incidence of 'BBAs'. 

an immunization scheme wasChild welfare clinics were held weekly and 
in progress. 

- second follow-up, July 1976 
There had been no intake of student nurses for over two years. The 

nurse training curriculum had not been revised to include family plan

ning but the postbasic midwifery training had been much improved. 

The Chief Medical Officer was concerned that, in spite of repeated 

recommendations, no steps had been taken to improve MCH services. 

Family planning continued to be provided by the FPA and nurse

midwives were involved, but it was not part of MCIt services. The 
field Nurse-Association ran a training programme for workers. 

planning' was misunderstoodmidwives agreed that the term 'family 
and ought to be changed. A recommendation to start family life 

education in schools had been turned down but a Seminar by the 

Family Life Education Council had been planned for September. 

Immunizations were still being done routinely but they were not 

compulsory. 
advice was given toThe Nurses Association was not functioning and 

help get it started again. 

The country would need much help for some time. Personnel were 

conscious of the nteeds and would continue to press for improvements. 

Jamaica -first follow-up, August 1975 
Training of midwives and nurses had been lengthened to include more 

family planning and nutrition and the importance of breast feedingon 
was being emphasized. In-service training for existing personnel in these 

was to begin shortly. In general, training was being remodelledsubjects 
to reflect the Working Party recommendations and there was close 

liaison between midwives and obstetricians. 

There was no postnatal care of mothers or babies discharged after 24 

hours. 
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TBAs were not recognized, and their recognition was opposed by
midwives. Suggested that they be trained until they could be phased out. 
The Association was active and keen to promote the expanding role of 
the midwife. The need for more promotional opportunities for mid
wives needed to be recognized. 
The National Family Planning Board was co-operating with midwives 
and nurses in MCH. TBAs received no instruction in family planning.
There was need for more motivation of adolescent girls in family 
planning. 
- second follow-up, July 1976 
The question of training TBAs was again raised, but strongly opposed
by midwives who thought that most areas were sufficiently staffed by
midwives. The need to upgrade the midwife was recognized and was 
being planned. A new midwifery school was ready to be opened but 
needed a tutor, preferably a MTD. 
The USAID representative was interested and involved in the work of 
midwives. He had been approached for assistance in carrying out 
seminars and obtaining equipment and would be willing to help. USAID 
worked in close co-operation with the National Family Planning Board. 
Family planning was well accepted; training in this subject continued to 
be given to students and midwives by the Board. Operation Friendship
carried out full MCH/FP services, all run by nurse-midwives. 
Training curricula were still being developed and appeared to be on the 
right lines, emphasizing community health. 
There was need for midwives to give more support to their Association 
if they wished to be recognized as an important force in MCH services. 

Barbados - firstfollow-up,September 1975 
The recommendations of the Working Party had been discussed and it
 
was agreed that expansion of MCII services was urgent. The training of
 
nursing assistants was thought to be good, but there was no need for
 
auxiliary midwives. In-service training was already being given in a
 
limited form in nutrition, family life education, family planning and
 
neojiatal resuscitation. Postnatal cac ihtrough the district services was
 
an objective.
 

A family programme existed and was acceptable to all, but there was no
 
enthusiasm for family life education in schools. Nurses and midwives
 
were receiving training.
 

Compulsory immunization had existed for a long time.
 
No separate Midwives Association was ever likely to be formed.
 
In general the recommendations of the Working Party had been
 
implemented; many had already been in force, and these were being
 
strengthened.
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- second follow-up,July 1976 
Not much more progress had been made. Postnatal clinics were in 
operation, but more needed to be done. Nurses and midwives wanted 
more involvement in family planning; they were receiving some in
service training, and family life education talks were being given to 
in-patients. 

Midwifery training was totally in hospital and there was no com
munity experience. Some nutrition was included but little on family 
planning. Curricula needed to be reviewed. The Nutrition Centre was 
preparing a manual for all health workers. 

The FPA had asked for medical help and this was being considered; 
nurses from family planning clinics had asked to attend postnatal 
clinics at Queen Elizabeth Hospital. No outreach follow-up programme 
for family planning had been organized. 

Suggestions made: involve student nurses and midwives with medical 
students in family planning training, and generally improve this 
training. Give nutrition craft talks to mothers at prenatal clinics. 

Belize - first follow-up, September 1975 
Facilities included a School of Nursing and 18 rural health centres
 
staffed by public health nurses (these are registered nurses, registered
 
midwives and trained public health nurses). Staff also ,included rural
 
health nurses (practical nurses) who had one year's nursing and one
 
year's midwifery training.
 

TBAs operated in rural areas but were not allowed to work in the city.
 
Some had received six month's training after which they were registered,
 
received a certificate and a midwifery kit. They were supervised
 
periodically. They were said to deliver 25% of mothers in rural areas.
 
Many TBAs were reluctant to come forward for training.
 

The amnc it of nutrition in the nurses' training course had been
 
increased, and there was more about family life education in the new
 
midwifery curriculum about to be introduced.
 

The Nurses and Midwives Association had been re-established. Practical
 
nurses were not members, but it was hoped to persuade them to join.
 
The Association hoped to foster more in-service training.
 

There was no compulsory immunization of children before school
 
entry; no follow-up of postnatal patients because of shortage of staff
 
and no use yet of co-operative prenatal cards. Moderate progress had
 
been made in family life education.
 

There was need to use the skills of all trained personnel and to promote
 
the profession of midwifery.
 

Suggested that: classes on preparation for parenthood be held separately
 
from prenatal clinics; registration of births be improved; TBAs who
 
were trained might hold classes in rural areas.
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- secondfollow-up,July 1976 
The MCH programme was a tripartite structure by government, 
UNICEF and PAHO/WHO. Emphasis was on taking services to the 
community. A seminar had taken place attended by midwives of all 
categories, including TBAs. In one rural area visited, TBAs worked well 
together with rural health nurses. 
Basic training for midwives was not going on but was discussed. It was 
hoped to reintroduce it soon so as to phase out TBAs. There was post
basic midwifery training for rural health nurses; the curriculum included 
family life education, nutrition and child care. 

There was still no postnatal follow-up in Belize City, but immunization 
was shortly to be made compulsory for school entry. 

Membership of the Association was increasing and it was agre,,d to 
strengthen the role of the midwife in its constitution. 
Co-operative prenatal cards were still not used. 

All were agreed on the need to improve MCH services, to establish post
natal follow-up in the City so as to reduce the incidence of gastro
enteritis and malnutrition, and to provide more in-service education. 

rinidadand Tobago, firstfollow-up,September 1975 
There were two midwifery training schools and an on-going programme 
for those already trained. It was hoped to set up a unit for in-service 
education. Family planning was gradually being introduced into the 
course. 

MCH/FP was being integrated into the Health Service and a new 
hospital, concentrating on MCH was to be built in a rural area. A 
Family Planning Institute was to be built. The practice of TBAs was 
illegal. 

It was hoped to organize a Midwives Association and a constitution 
had been drafted. 

Aco-operative card for prenatal visits had been drafted. 
Family planning would eventually be part of MCH services. The target 
was to open 10 new clinics annually, but this was not being met because 
of the need to refurbish existing clinics, and some areas were more needy 
than others. There were altogether 71 clinics, 8 of them for males only. 
46 were integrated with pre- and postnatal and child and VD clinics. 
Midwives were involved in all cases. All methods were used, orals being 
the most popular. There was no follow-up of drop-outs. Few midwives 
were trained in family planning but efforts were being made to provide 
training and some in-service education was being provided. Training was 
designed only towards providing services. 

Of the recommendations of the Working Party, some had been imple
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mented in advance of the meeting; others were now partly implemented; 
others not at all. 

- second folioc-up,July 1976 
Midwifery and nursing curricula had been completely revised with 
greater content of nutrition and family planning. 

In-service education of nurses and midwives in family planning had 
taken place and a further programme for hospital and community 
midwives was planned. 

A Midwives Association had not yet started. The constitution that had 
been drafted would allow for a Midwives Section of the Nurses Associa
tion. 

Postnatal care was still inadequdte. 

In family planning training there was now more emphasis on counsel
ling and nurse-nidwives were also to be trained in IUD insertion. 

Haiti, first follow-up, January 1976 
There was no midwifery training school, but the need for one was 
accepted and there was talk of setting up a course at the lsaie Jeanty 
Hospital. It was planned to expand the training of auxiliary workers. 
One school existed and it was hoped to open a second. These were 
wulti-purpose health workers assigned to district MCH/FP clinics; they 
also assisted in the supervision of TBAs in rural areas. Their training 
included nutrition and family planning. Financial assistance to develop 
this training was being sought from Canada. 

MCFI/FP was well organized and variously financed. There were 22 
nursesintegrated clinics, including four in the capital, staffed by and 

auxiliaries. It was hoped to have 22 more over 10 years. 

workers took a three year course, includingCommunity health 
MCII/FP. 

TBAs were trained to take part in the MCH services and to become 
team. Their curriculum seemed satisfactory members of the health 

one day a week for 4/5 months after which they received a certificate 
and a delivery kit. A training manual was nearly ready; family planning
 
was included in it. There was emphasis on asepsis to combat neonatal
 
tetanus, and ATT was given at all MCH/FP clinics. UNICEF were
 
responsible for TBA training.
 

8 nurses had been trained in family planning in the USA; some nurses
 
undertook insertion of IUDs and they were studying how to train
 
others to do this.
 

ICM were asked to help in curriculum and equipment for midwifery
 
training.
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-	 secondfollow-up March/April 1976 
i. 	 In all services seen, nurse-midwives were involved in administrative 

work only;services to patients were provided by nurses and auxiliaries. 

2. 	There was great need for more midwives to: improve maternity 
services in urban hospitais; provide clinical teaching and supervision 
to students in training hospitals and health centres; conduct training 
courses for TBAs; improve maternity and MCH/FP services at 
district hospitals; assist with patients referred by TBAs; sur.?rvise 
TBAs and auxiliaries at village level. 

3. 	 Training of TBAs was much appreciated and more cases were being 
referred to nurses and to hospitals. There were plans to train 20/25 
TBAs in each of 20 existing MCII/FP clinics that year. 

4. 	There were conflicting views on the type of professional midwifery 
training needed. National thinking tended towards a 3-year course 
while officials of aid organizations favoured shorter courses to meet 
immediate needs. (In correspondence in October/November it was 
said that plans for training would shortly be finalized.) 

5. 	Information was obtained on the use of oral contraceptives and 
equipment for IUD insertions. 

St. Vincent, June 1976 
Family planning was now government policy through MCH clinics. The 
local association had not been included in the programme but con
tinued its work. The government services were taking over, because they 
were free and were offered at prenatal clinics. Tubal ligation was offered 
as part of services. 

Family planning was now included in nursing and midwifery training. 
In-service training for district nurse-midwives had begun to update their 
knowledge in family planning and nutrition. i was hoped to send five 
more nurses to Downstate Medical Center, New York, for family plan
ning training. Midwives had not "been involved in planning the national 
programme. 

There were now 33 district clinics all staffed by nurse-midwives. All 
offered family planning advice, and six offered services. 

Co-operative prenatal cards were not being used and there was no 
postnatal follow-up. 

Immunization of children was routine, but not compulsory; it could 
not be afforded. 

There was no thought of starting a Midwives Association or a special 
branch. There was a Nurses Association and most members were nurse
midwives. 

A 	3-day family planning seminar had recently been held for Public 
Health Inspectors and Community Development Officers. 
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,Dominica, June 1976 
Family planning and nutrition were included in the training for nurses 
and midwives. Student midwives took a one year postbasic course. This 
did not yet include community midwifery, but student nurses had one 
month in community health. In-service training was lagging due 'o lack 
of transport from rural areas. A 2-day family planning seminar for mid
wives had been plann.vd for later in that month. 

The MCII/FP programme was developing but there was room fox further 
action. Nurse-mi'wives were very much involved, but there was a 
general shortage of 3taff. The family planning service was a national one 
and included female sterilization. 

Postnatal follow-up in the capital was done in hospital clinics, and in 
rural areas by nurse-midwives. 

There was a Nurses Association but no plans for a Midwives section in 
it. 

St. Lucia, June 1976 
No visit was possible, but progress made was discussed with the two 
delegates to the Caricom Workshop in Nursing Education in Antigua. 

There was very good progress in devcloping MCH/FP services and 
family planning was well accepted. 

Midwives were taught by a 14-month postbasic course which included 
very good family planning and nutrition sections. The additional two 
months was spent in community work. Postnatal follow-up was well 
organized. 

St. Kitts, June 1976 
Good progress was reported in implementing the recommendations of 
the Working Party, but there was concern over the increased number of 
hospital deliveries for which there was no follow-up care. Liaison was 
not good between hospital and community health personnel. 

There were two single-trained midwives in practice; all others were 
nurse-midwives. Little family planning was included in the courses and 
the tutor was to discuss how this could be improved. There was no in
service education for hospital staff. Co-operative prenatal cards had 
been introduced. From 1977 pre-school immunization would be 
compulsory. 

Family planning clinics were organized and managed by nurse-midwives 
for the FPA, there being no national programme. Family planning in 
hospitals seemed to be very limited. Talks had been given to sch .,ol 
leavers and a clinic for teenagers recently started, but this had not been 
well received. There was to be a seminar on nutrition for public health 
nurses and nurse-midwives in the community field in July; hospital staff 
were not included. 

The Nurses Association was lying dormant. 
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Montserrat, June 1976 
Family planning had government approval but was not fully integrated 

into MCI-I. Postpartum contraceptive advice and examination, and 

advice on nutrition, were given to all mothers. All methods were used. 

Field workers gave advice in rural areas. Community workers were 

trained as motivators. There was a high drop-out rate, but follow-up 

by field workers. It was hoped that family planning might become part 

of MCH services after 1977. Sex education was given in schools and to 

school leavers, and there was a plan for seminars on sex education for 

teachers. Family planning and nutrition were well covered in student 

midwifery training and in-service training was continuous. Two nurse

midwives had been trained in family planning. Breast feeding was 
for school entry.encouraged; immunizaion was now compulsory 


There was a Nursing Association but no thought of a Midwives branch,
 

as most members were nurse-midwives.
 

Antigua, June 1976 
Midwifery training was one year postbasic. The content of family 

had been increased. Inplanning, nutrition and community health 
service education was regular for community workers and ad hoc for 

those in hospitals. Midwives were being trained for administration and 

other expanded roles, and were fully involved in planning and policy 

making. 

There was some improvement in prenatal care and a draft co-operative 

card had been prepared for consideration. High risk clinics had been 
under superestablished; student midwives gave parentcraft classes 


vision.
 

Breast feeding was encouraged but postnatal follow-up was limited and
 

needed improvemen,.
 

Legislation was being enacted to make pre school immunization 

compulsory. 
part of MCH, but the government did notFamily planning was not 

hinder it. 
was noThere was a Nursing Association but it was thought that there 

need to consider a Midwives Association or a separate group within the 

Nurses Association. 

was still much to be done to improve training, upgrade midwives,There 

and develop MCH.
 

Guyana, August/September 1976 
Training had been expanded in family planning theory but there was 

still little clinical content. There had been no in-service education 
lately. 
A study was shortly to be carried out on high risk patients and it was 

as part of learning experience and tohoped to get students involved 
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help them realize the role of the midwife in research. (It was later
 

reported that this project bad been completed but its value was some
what lessened by poor records.)
 

Pc.;tnatal follow-up was still inadequate between 2 days and 6 weeks.
 

The prenatal co-operative card project had been partly implemented.
 

No meetings of the Midwives Association had been held because mem

bers did not attend.
 

VIII. Proposals for Future Ac!ivities; Achievements 
(a) 	 Proposalsfor future activities 

I. 	 Re-opening for midwifery school (Haiti). 

2. 	 Upgrading of midwifery education. 

3. 	 Advisory service needed for improvement of health education, 
including family planning. 

4. 	 Promotion of the midwife's involvement in policy making. 

5. 	 Development of midwifery sections in nurses associations. 

family planning6. 	 Utilization of varic us health personnel as 
motivators. 

7. 	 Midwives and nurses to insert IUDs. 

(b) 	 Achievements 
1. 	 Midwifery training period increased to accommodate expanded 

areas of training (Jamaica). 

2. 	 Midwives now receiving family planning training. 

3. 	 Family planning education programme for youths. 

4. 	 For.nation of Midwives Association (Guyana). 

5. 	 New midwifery schools soon - Haiti requested advice on 

curriculum. 
integrated6. 	 Postnatal clinics started. Family planning clinics 

into postnatal clinics in some areas (Antigua, Guyana, St. Kitts). 

APPENDIX I 

List of Participants 

Antigua
 
Mrs. Louise Pilgrim Belize
 

Mrs. Belle Lovell
Assistant Matron 
Midwife Teacher 	 Nurse Midwifepard Sister
 

Belize City
Holberton Hospital 
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Dr. Lionel A. Clare Dr. Desmond Noel 
Registrar Obstetrics/Gynaecology Consultant Obstetrics/ 
Belize City Hospital Gynaecology 

The General Hospital 
Dominica 
Miss Virginia Austrie French Guyana 
Registered Nurse/Midwife Dr. Claudine Francois-Endelmond 
Castle Brute 	 Obstetrician/Gynaecologist 

Chief of ServiceGuyana 
CayenneMiss Byrnece R. Browne 

Senior Tutor Midwifery 
Bagotville Jamaica 
West Bank Mrs. G. Omphroy-Spencer 
Demerara Matron, Victoria Jubilee 

Maternity HospitalMrs. Enid Hall 
KingstonRegistered Nurse 


Registered Midwife Dr./Mrs. A.Wynante Patterson
 
Principal Nursing Officer Principal Medical Officer,
 

(Acting) Maternal and Child Health, 
Newtown Kitty Family Planning and Nutrition 
Greater Georgetown Kingston 

Mrs. Hazel SinclairBarbados 

Miss Elayne Scantlebury Registered Midwife
 
Senior Sister Domicilary Midwife
 
Near the Castle Kingston
 
St. Peter
 
Miss Carmen E.Blackman St. Kitts-Nevis
 

Mrs. Sylvia Garnette
Senior Tutor-General 
District Nurse/MidwifeSt. Michael 
Acting Family Planning


Dr. G. T. Cummins Administrator
 
Consultant Obstetrician/ Tabernacle
 

Gynaccologist
 
Delaware Medical Centre, Haiti
 

Dr. N. R. Jean CadetSt. Michael 

Grenada Obstetrician/Gynaecologist
 
Miss Marian Williams Professor of Clinical
 
Tutor, School of Nursing Obstetrics,
 
Perdmontemps, 	 Medical College of Haiti 

Port-au-PrinceSt. David's 
Mrs. Antonine Cesar StenschkeMrs. Beverley D. St. Paul 

Ward Sister Registered Nurse-midwife. 
Madi Gra Supervisor, Maternity lsaie Jeanty 
St. Paul's Port-au-Prince 
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Mrs. Georgette Malebranche 
Nurse Midwife 
Supervisor Family Planning, 

Division d'hygene amiliale 
Port-au-Prince 

Montserrat 
Mrs. Marjorie Joseph 
Public Health Nurse 
Long-Field 

St. Lucia 
Miss Emelia Augustin 

Staff Nurse/Midwife 

Castries 


St. Vincent 

Mrs. Liius Lawrence 

Nurse/Midwife 

Clinic Nurse, Planned Parenthood 

Stoney Ground 


Trinidad & Tobago 

Miss Helen Christian
 
Midwifery Instructor 11 

San Fernando 


Mrs. Eucille Williams-Cook, 

Nursing Instructor (Midwifery) 

Glencoe 

Point Cumana 


Dr. Andrew Bhagwansingh
 
Obstetrician Gynaecologist 

Port of Spain 


Downstate Medical Centre New York 
Mrs. Thelma Grant 
Nurse Midwifery Instructor 
Co-ordinator Nurse Midwifery 

Family Planning Clinic 

Brooklyn, New York 


Pan American Health Orpanization 
Miss Grace Allman,
 
Nurse/Midwife,
 
Nurse/Midwife Adviser
 

PAHO/WHO
 
Bridgetown, Barbados
 

Miss Mabel Zapenas 
Regional Adviser in Nursing and 

Midwifery 
Washington, D.C. 

Paediatric Consultant 
Dr. Keith McKenzie, 
Consultant Paediatrician
 
Kingston
 
Jamaica
 

Nutrition Consultants
 
Dr. Frank Ramsay
 
Director, National
 

Nutrition Centre, 
Barbados
 

Miss Patricia H. Pena
 
Nutritionist
 
Hastings
 
Barbados
 

Family Planning International 
Assistance 
Miss Anna Nowakowska 
Program Development 

Assistance Specialist
 
(Nurse/Midwife)
 
New York
 

Agency for International 
Development 
Mrs. Anne H. Aames, 
Project Manager - Family 

Planning Information & 
Education 

Office of Population 
Agency for International 

Development 
Washington, D.C. 
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Mis Evelyn Johnsen 	 I.C.M. Staff 
Miss Marjorie BayesNursing/Midwifery 

Adviser Executive Secretary 

Office of International London 
Health Miss Barbara Patterson 

Department Health, Regional Field Director 
Education and Welfare Kingston 

Rockville, Maryland Jamaica 
U.S.A. 	 Mr. Roger Fenny, C.B.E. 

Dr. Willard Boynton Field Director FIGO/ICM Joint 
Deputy Director PHA/POP Study Group 
U.S. Agency for 	 London 

International Development Miss Kate Lorig 
Washington, D.C. Professional Co-ordinator 
U.S.A. 	 C/o I.C.M., 

LondonBarbados Local Committee 
Chairman 
Mrs. Perleta Hinds,
 
Senior Sister (Administrative),
 
Barbados
 

APPENDIX 11 

List of Papers Presented 

1. 	 The Ten Year Health Plan of Dr. Irial Gogan 
the Americas PAHO/WHO, Barbados 

2. 	 From the Beginning Miss Marjorie Bayes 
Executive Secretary, ICM 

3. 	 What are the Priorities for Mrs. G. Omphroy-Spencer 

Maternal Care? 	 Jamaica 

4. 	 Priorities for Child Care Dr. Keith McKenzie, Jamaica 

5. 	 The Place of Nutrition in the Dr. F. C. Ramsey 
Priorities of Maternal and University of the West Indies 
Child Health 

6. 	 Maternal and Child Health Dr. A. Wynante Patterson 
and Family Planning Jamaica 

7. 	 Maternal Child Health/Family Miss Elayne Scantlebury 
Planning in Barbados Barbados 
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8. 	 Maternal and Child Health 
and Family Planning 
Programme - Trinidad and 
Tobago 

9. 	 Maternal and Child Health/ 

Family Planning Programme 

in Grenada, Carriacou and
 
Petit Martinique
 

10. 	 Overview of the Program of 
Maternal and Child Health 
and Family Planning in the 
Division of Family Hygiene in 
Hafti 

11. 	 Maternal and Child Heath/ 
Family Planning in Belize 

12. 	 The Role of the District 
Midwife in Family Planning 

13. 	 The Role of the Hospital 
Midwife in Family Planning 
Programmes 

14. 	 The Traditional Birth 

Attendant - Haiti 


15. 	 'he Traditional Birth 

Attendant - Belize 


16. 	 Family Life Education - Its 

Relevance for Health Workers 


17. 	 Selected Health Problems and 
Needs Associated with Jamaica 
Family Life Having Implications 
for Family Life Education 

18. 	 Legislation 

19. 	 Paediatric Content in Expanded 
Areas of Training for Midwives 

20. 	 Expanded Areas of Training 
for Midwives (Implications for 
Nutrition) 

21. 	 Family Planning and how it 

could be integrated into 'he 

Midwifery Curriculum
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Dr. Andrew Bhagwansingh 
Trinidad 

Dr. Desmond Noel 
Grenada 

Dr. in. N. Cadet 
Haiti 

Dr. Lionel A. Clare
 
Belize City Hospital
 

Mrs. Hazel Sinclair
 
Jamaica
 

Mrs. P. Hinds
 
Barbados
 

1rs. Antoine Cesar Stenschke 
Haiti 

Miss Belle Lovell
 
Belize
 

Mrs. Carmen 
Jamaica 

Bureau of Health Education 
Jamaica 

Mr. R. J. Fenney, ICM 

Dr. Keith McKenzie
 
Jamaica
 

Miss Patricia M. Pena
 
Barbados
 

Miss Helen Christian
 
Trinidad and Tobago
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22. 	 Family Planning Manpower Dr. Willai-d Boynton 
Office of Population, USAID 

23. Continuing Education in 	 Mrs. Thelma Grant 
Family Planning Downstate Medical Center, 

New York 

24. 	 Curriculum Development Miss Kate Lorig 
1CM 
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FRANCOPHONE WEST AFRICAN WORKING PARTY, 
DAKAR, SENEGAL, 17th - 23rd NOVEMBER, 1974 

Participating countries: 	 Dahomey (now Benin), Ivory Coast, 
Mali, Mauretania, Niger, Senegal, Togo 

Upper Volta and Guinea 	did not accept the invitation to attend. 

Preliminary visits
 
No detailed record of these visits is now available.
 

If Organization 
Mrs. Kone-Diabi, ICM R-gional Field Direct(-r for Francophone Africa 

was responsible for planning and organizing th, Working Party. She was 

assisted by other ICM staff and consultants, and by a local planning 
committee consisting of four members. 

III The Working Party 
(a) 	Attendance: Those attending comprised: 

(i) 24 participants from Dahomey (3); Ivory Coast (3); Mali (3); 
Maritania (2); Niger (3); Senegal (8) and Togo (2). 

(ii) 4 male nurses and social workers from Senegal. 
(iii) 23 observers and speakers from Senegal (11); Dahomey (I); 

Cameroon (1); USA (1); WHO (9). 
(iv) 5 representatives of ICM 

(b) 	Chairman 
Professor P. Correa, Chief, Department of Obstetrics and Gynae

cology, Faculty of Medicine and Pharmacy, University of Dakar, 
served as Chairman of the Working Party. 

(c) 	Programme
 
The programme was organized around five themes:
 
(i) Problems and priorities in maternal and child health in West 

Africa. 
(ii) Search for a common concept of family planning for West 

Africa. 
(iii) Organization and development of family health services including 

family planning and the role of the midwife in these services. 
(iv) 	Integration of family planning in the training of midwives of all 

categories. 
(v) Place and role of traditional birth attendants. 

A full day was spent on each. In the mornings papers were read, 

and in the afternoons the participants split into three discussion 

groups to consider the themes in greater depth. Reports from each 
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group were given to plenary sessions and formed the basis of the 
final report and recommendations. 

(d) 	Summary of proceedings 
The Working Party began with five opening addresses. Mrs. Kone-
Diabi, Regional Field Director, 1CM, summarized the topics which 
would be dealt with and emphasized the complex problems of the 
controversial topic of family planning which needed to be solved. 
The aim of ICM was to help governments improve the quality of 
care given to mothers and children. She thanked all those who had 
given permission for the Working Party to be held and those who 
had made it possible. 

Professor P. Correa, the Chairman, congratulated the ICM on their 
initiative in organizing the meeting. lie said that it was important 
to respect the independence and culture of each nation and to take 
in information from whatever source and use it as seemed best. 
Family planning should be a comprehensive scheme for family 
welfare and should be regarded as just one aspect of the problem 
of raising living standards of the developing countries. Midwives 
because of their wisdom and maturity, would know which new 
ideas they should accept and which reject. 

Professor Sankale, Dean of the Faculty of Medicine and Pharmacy, 
University of Dakar, spoke of the paradox of medicine seeking to 
save life and at the same time trying to limit births. It was the 
quality of life that was important, and the health of the mother 
affected all other considerations. Responsible parenthood was 
required and only tie midwives and obstetricians fully under
stood how family planning could be accepted and practised in 
African countries. 

Speaking on behalf of Miss M. Bayes, Executive Secretary, ICM, 
Mrs. Denison then gave a brief history of ICM, its objectives and 
world-wide plans to improve the quality of MCI] care, with 
emphasis on the training of TBAs. 

Finally, Dr. Papa Gaye, Director of Public Health, Senegal, 
representing the Minister of Health and Social Affairs, stressed the 
importance of caring for the mother and child and the vital role of 
the 	midwife in this function. Family planning had to be looked at 
in the whole context of professional ethics on the one hand and of 
the 	well-being of the family and the needs of the community on 
the other. 

The participants in the Working Party were then introduced, 
country reports given, and the organization of the Working Party 
explained. 

The general subject for Monday's sessions was Problems and 
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in West Africa. ThePriorities in Maternal and Child Health 
proceedings opened with a paper by Senior Professor E. Alihonou, 
Chief in Obstetrics and Gynaecology, The University, Cotonou, 

He listed theBenin, on Maternal and Child Health in West Africa 
reasons why the health of mother and child were so vital, and the 

problems which arose in general health and in the particular areas 

under review - pregnancy, delivery and the puerperium and 

infant and child care. The solution to these problems lay in the 
up the organizationprovision of MCII services and in setting 

required to deliver these services. Integration of all available 

resources was necessary and members of health teams should have 

clearly defined functions. Evaluation of the results of the develop. 

ment of services was important and depended on the keeping of 

adequate records. 

Problems and Priorities in Maternal and Child Health in West 
the subject of a paper by Dr. Papa Gaye, Director ofAfrica was 

Public Health, Senegal. After describing the problems common to 

all West African countries he went on to outline the particular 

problems of MCH care. High mortality and morbidity were due to 

lack of supervision of mothers and children because health coverage 

was poor and to ignorance of the population on questions of health 

and nutrition. He suggested the following order of priorities: 

i. Maximize the number of supervised deliveries by means of more 

maternity centres, more trained staff (including TBAs); ii. give 

health education and develop preventive medicine (immunization, 
family planning, dietetics); iii. improve the standard of living. 

Co-ordination of these activities required planning. 

The Role of the Midwife in the Framework of Nutrition in West 
Africa was dealt with by Dr. Thianar N'Doye, Director of BANAS 

in Senegal. He explained how environment affected nutrition and 

described the programme of nutrition and health protection for the 
was the main source ofvulnerable groups in Senegal. The midwife 

to mother and child, but often- lacked training inhealth care 
nutrition, although paediatrics helped to make up the deficiency. 

There was need for changes in the training courses and for greater 

provision of specialist and postgraduate courses. 

covered by Dr. lbrahima Beye, AssistantHealth Education was 
Chief Medical Officer of the Health Education Bureau, Ministry of 

Ilealth and Social Affairs, Senegal. Health education was 'the 

learning of laws leading to a healthy life'. It was justified on both 

hep'th and economic grounds and was based on individual and 

need, grounded in the culture and traditions of the country.soc. 
Its aim was to create a new concept of health and illness within the 

in the healthcommunity, and its agents were all those involved 
was now less involved in theservices of the country. The midwife 
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processes of delivery and more concerned with total MCH care. 
Not only did she provide services, but she acted as educator in the 
total context of family life, and especially in a preventative role. 

The final talk on this general topic was given by Professor M. 
Vovor, Gynaecologist/Obstetriian, Director of the Togo School of 
Midwifery, and the afternoon was spent in discussion of these 
subjects. 

On Tuesday the theme was The Search for a Common Concept of 
Family Planningfor West Africa, and the views of the church and 
of communicators were given as well as those of doctors and mid
wives. Mr. L. Savane, Head, Office of Statistics, Senegal, spoke of 
family planning in the context of the population problems of 
Africa, and of the different views of those in overpopulated 
countries and those where population growth was acceptable. 
Africa needed to decide what it wanted. Laissez-faire policies had 
not worked, and it seemed best to integrate family planning into 
MCH so as to keep a proper balance in the provision of services 
and to counter the evils of uncontrolled abortion. 

Mrs. d'Erneville, Journalist and Director of Broadcasting and Tele
vision Programmes, Senegal, spoke of the need to present family 
planning in a way which did not offend the traditions and ethics of 
African family life. Sex education needed to stress the respon
sibilities of parenthood and required co-operation between the 
medical profession and journalists. 

Abbe Leon Diouf, Vicar-General, Senegal, restated the official 
Roman Catholic view on contraception, i.e. the general moral 
prohibition of artificial methods and of abortion, and acceptance 
of the rhythm method only. 

Professor Amar Samb, Faculty of Letters and Human Sciences, 
University of Dakar, presented the Muslim view by reporting on 
the seminar held in Rabat in 1971 to examine the effects of social 
changes, including family planning, abortion and sterilization, on 
the Muslim family. There had been a majority who thought that 
contraception was not contrary to the teaching of Islam, but 
abortion was only acceptable if there was risk to the health of 
the mother or the likelihood of an abnormal child being born. 
Abortion was not acceptable as a means of birth control. Most 
were in favour of sterilization. 

Mrs. M.A. Savane, Chief Editor, Family and Development, Senegal, 
spoke on Sex Education within Family health. She described how 
'Western' influences had permeated African life and added a new 
sexual dimension to tile traditional initiation rites of young people. 
Sex education was necessary and should build on the old traditions. 
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It should take place in the home and in schools and should be part 
of the training of teachers. 

After the views of a paediatrician, Senior Professor Mohamadou 
Fall (Dakar), and of an obstetrician, Senior Professor Fadel 
Diedhou (Dakar) had been given, Mrs. Siga Sene, Vice-President of 
the Economic and Social Council of Senegal, presented the mid
wife's point of view. She said that in the face of traditional 
practices to counter sterility and to space births, and of being 
compelled to witness the sad state of women and children suffeing 
from sterility or illness or from the hazards of untrained assistance, 
family planning seemed to the midwife the best means of 
improving the happiness and well-being of family life. Planning was 
necessary at national level to achieve these aims. 

Discussions followed these presentations and reports were made 
to the plenary session on Wednesday morning. 

The next theme was The OrganizationandDevelopment ofFamily 
Health Services including Family Planning and the Role of the 
Midwife in these Services. 

Dr. Diop Leye, Gynaecologist/Obstetrician, Lubke Hospital, Dakar, 
Senegal spoke first on the Integration of Family Planninginto 
MCH Centres and Public Health Programmes. The reasons for 
adopting this course were (1) medical - for the health of mother 
and child; (2) efficiency - it was the best way of spreading the 
acceptance of family planning; (3) economic - it took advantage 
of existing structures; (4) psychological - it preserved confiden
tiality. Integration was acihievcd by training at the professional 
level (including the co-operation of TBAs); using contacts with 
women at any stage of the MCH cycle; the use of all media and of 
personal contact for communication and education; and the 

adevelopmer, t of government policy. It was essential to retain 
balance between MCII and family planning and to have adequate 
organization of staff, premises, funds and supplies. 

Professor Bocar Sall, Surgeon-in-charge, Du Point G. Hospital, Mali 
described the Nc.tional Programme of Birth Control in Mali, which 
was established following legislation in 1972. A family planning 
centre was set up in Bamako under the Ministry of Health and 
Social Affairs :i id was managed by a Malian doctor. Its activities 
fell under 'i sections - medical, research, information, edu

cation ane ':,tistics. The medical section comprised 15 doctors, 
midwives, social workers and male and female nurses, all nationals, 
and all trained in family problems. Their work involved information 
and education of patients, supply of contraceptive services and 

examination of sterile couples. The indications and the various 
methods were still being considered. Some branches had already 
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been opened and others were being planned. Family planning was 
being introduced into the training course for midwives. 

Miss Susan Nalder, Public Health Nurse-midwife, then presented 
a paper by herself and Dr. G.S. Walter, Obstetrician, Director of 
Public Health, both from the Maternal and Child Health Project of 
the University of California Santa Cruz in Dahome) . The subject 
was The Expansion of Maternal and Child Health Services. She 
listed three factors giving rise to poor health: unhealthy environ
ment, inadequate health organization and lack of communication 
and transport. Expansion of services implied improvement of 
quality as well as quantity; care better related to the needs of the 
community; better utilization of existing resouices. Action should 
be related to examination of existing services and reorganization 
where necessary. The participation of TBAs should be encouraged. 
Midwives should be leaders of health teams and not necessarily be 
devoted only to giving clinical care. Overall leadership devolved on 
the Ministry of Public Health who needed to decide policy and 
priorities, establish regulations, create an administrative structure 
and suitable training facilities, and ensure that the senior personnel 
under his authority carried out all the tasks necessary to produce 
continuous improvement in MCH services and the provision of data 
for evaluation purposes. 

Visits were paid to the local branch of the Blue Cross and in the 
afternoon group discussions took place, reports on which were 
given as the first item on Thursday morning. 

The fourth topic - The Integration of Family Planning in the 
Training of Midwives was then taken. Miss M. Pellegrin, Superin
tendent Midwife, School of Midwifery, Senegal, was the first 
speaker. She said that there was no official family planning training 
in the Midwifery School at Dakar, but the subject had been dealt 
with in the third year as part of public health. This had meant 
clear identification of the objectives of the training to fit into 
government health policies. The subject was now integrated into 
every aspect of the course and in-service training was a regular part 
of the system. She emphasized the need for continuous education 
and refresher courses. 

A paper on The Midwife in Family Health. The Role and 
Formation of the Health Services - The Need for Evolution was 
then presented by Dr. Jean Martin, responsible for MCH training, 
Univeristy of North Carolina, Representative of African Centre 
Project for Education in Social Sciences, Yaounde, Cameroon. She 
began by stressing again that family planning was an integral part 
of family health, but only a part of it, and the fact that a widening 
of the role of the midwife did not imply any diminution of the 
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need to train her for her traditional functions. She referred to the 
nurse-midwife training programme of the University of Lagos, 
which equipped midwives to fulfil a wide role in rural areas under 
the supervision and encouragement of doctors. The supplementary 
health functions for which nurse-midwives were being trained were 
(i) obstetrics: management of normal pregnancy and labour; 
recognition of high risk cases and their referral; health education, 
especially on nutrition; some practice of obstetric pathology and 
emergency treatment of complications; resuscitation of mother and 
newborn; postpartum supervision and encouragement of breast 
feeding; health education re care of the newborn; supervision of 
and collaboration with TBAs. (ii) gynaecology: gynaecological 

advice in common conditions.examination; digital curettage; 
(iii) family planning: advice on various aspects, including steri
lization; knowledge of available methods; general supervision and 
advice on side-effects; preliminary investigatioi of sterility. (iv) 

supervision of children: growth and normal development; recog
nition and treatment of common complaints; preventive measures. 
(v) public health - communin, health: health education; health 
teamwork; home visiting; learning how to teach. These new items 
should not only be part of basic training but also be the subject 
of continuous refresher training. 

Dr. Roger Castadot, Expeit in Training, Population Council, New 
York, then spoke on the Integration of Family Planning in the 
Training Programmes of"Milwives of all Categories. He said that 
the problem was how best to meet the needs of the country with 
limited funds available. The training of various categories of mid
wives made different demands on resources, but each had their 
own role to play, including the TBA. The extent of family planning 
training offered would depend ol the objectives and on the ability 
of the personnel and the functions expected of them. Teachers 
needed to be free of bias and also to be familiar with the work 
environment of their pupils. Methods of training should employ all 
modern teaching devices and evaluation must be carried out 
throughout training and afterwards. 

There followed a talk on Midwife'., Trainingin the Ivorv Coast by 
Mrs. Kone, Midwifery Teacher, Abidjan School of Midwifery, after 
which Mrs. M. Dleves, Jurist of the Economic and Social Council of 
Senegal, spoke on the Integration of Family Planning in National 
Development Planning. All countries were establishing national 
development plans, and the logical sequence a demographicwas 
policy leading to family planning being integrated into a develop

plan as the pivot of economic and social development. Mid
wives and nurses had a role to play in convincing government 
officials to inaugurate and carry through such policies. 

ment 
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Group discussion on the Integration of Family Health in Midwifery 
Training followed and te groups reported to the plenary session 
on Friday morning. Af!er tnis a visit was paid to the Touba Toul 
Maternity Hospital, Khombole, where Miss A. Koate, Health 
Worker, Centre of Social Paediatrics, gave a talk on TBAs in 
Senegal, followed by an address by Mis. M.L. Naassou, MCiT/ 
Family Health Midwife, Togo, 'in Rural Midwives in Togo. She 
described the traditional practi:es employed in delivery and child 
care by the TBA and the neeri for their supervision and training. 
A new category of auxiliary midwife had been set up to meet the 
great need for trained personnel. They had an 18-month course, 
and 317 had beei trained (there were only 187 professional mid
wives). Details of the curriculum were given. Her role was both 
preventative and curative to both mother and child. WHO had 
given assistance in this project. 

At the l.aary session on Saturday the Working Groups reported 
again; evaluation of the seminar was conducted, the final report 
discussed and approved and group discussions held on plans for 
implementation of the recommendations by individual countries. 

In his concluding address, l)r. Papa Gaye, representing tile Ministry 
of Htealth and Social Affairs of Senegal, stressed the importance of 
caring for the most vulnerable group in our society, the mother and 
child, lIe did not doubt the beneficial role of family planning, but 
insisted that professional ethics and public authorities were the 
decisive elements in deciding the policy to 1 e adopted. 

IV Reports of the Workir.g Groups 
(a) 	 Pfoblems and prioritiesin maternal and child ,ealth in West Africa. 

Common problems were: 
I. Socio-economic and cultural characteristic;: 

Ignorance f rural populations on health maitters, 
Strong traditions preventing health educa'ion, 
Low percentage of school attendawi' by rural population, 
Influence of poor income and low purchasing power of money, 
Economic dependency. 

2. ilealth aspects. 
Inadequate health services especially in rural areas. 
Shortage of staff and uneven distribution of personnel -mainly 

allocated to cities although 70 80 per cent of population lived
 
in rural areas.
 
Inadequale supply of plarmaceufical preparations.
 
The unfriendliness of the health centrv leads women to prefer
 
the services of the TIA.
 
Lick of transport and poorly maintained vehicles.
 
Absence of supervision.
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The most deprived groups were: rural populations, low-income
 
families, children aged 0-5 years, mothers.
 

It was agreed that TF,As should be given proper training and close
 
supervision as they took care of most deliveries in rural areas and
 
were even preferred in many cases in areas where health centres
 
existed.
 

In order to promote a solution to the problems:
 
1. The midwife must be represented in government decision

making organizations. 

2. 	The midwife must be given polyvalent training. 

3. 	There must be efficient supervision. 

4. 	 The midwife must have training in education, organization 
and administration. 

5. 	Close co-operation between all members of the health team 
was essential. 

6. 	The TBA should be integrated into the health team. 

(b) 	 Search for a common concept of family planningfor West Africa 
1. Population problems 

(i) 	 Family planning, interpreted as birth control, would not 
solve the problem of the rapid population increase in the 
region (2.6% per year) especially as the value of such a 
policy would not be seen for a long time. 

(ii) 	It was recognized that better standards of living and the 
improvement in the status of women were accompanied by 
smaller families. 

(iii) 	 Poverty and ignorance hindered development. 

2. 	The basis and characteristics of an African family 
were 

encouraged to reproduce. Maternity meant stability for the 
married couple; sterility led to polygamy and divorce. 

(i) 	 Broadly speaking, Africa was pronatal and couples 

(ii) 	 Traditional rites were part of sex education. 
(iii) 	 In their so-called traditional societies, family planning 

employed for birth spacing and for the treatment of 
sterility was in practice. 

(iv) Rules of conduct dictated by religious beliefs or animism 
were accepted by all. 

3. 	 Rationale of family planning 
(i) 	 Breast feeding must be encouraged because it contributed 

to the establishment of a close mother/child relationship. 
(ii) 	 From the religious point of view, family planning had a 

positive effect when it brought happiness to the husband 
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and to the family. The problem of the techniques used lay 
with the conscience of the individual. 

(iii) The African family accepted family planning as treatment 
of sterility and for the spacing of births, and in this sense it 
formed part of th' health services. 

(iv) 	Family planning was aimed at regulating fecundity and 
thereby pregnancy, which must never be terminated unless 
the mother's health was at risk. 

(v) 	 Family planning must encourage the father to take a more 

active part in family life and educate young people to 

understand and recognize their responsibilities in sex 
matters. 

On the basis of the above facts, the working Party attempted to 
define the concept as follows: 

Family planning is interpreted by the midwife as the sum of 

cultural, psychological, educational, socio-economic and technical 
means which are freely available to tile married couple and the 

community, thus improving the quality of life and giving fulfilment 
and harmony, thereby leading to tile birth of wanted children. 

The attitude of African governments to population growth control 
was not easy to define since each country had its own views. The 

wish to limit was easier than the actual limitation, and it took 20 

years to get results. Countries such as Egypt, Pakistan, Ghana and 

Kenya had had nothing but disappointment in their population 
control and a new approach must be considered if effective 
solutions were to be found. Cameroon believed that it could still 

let its population increase; Ghana had apopulation policy but had 

since reviewed its programmes; family planning and birth control 

were tolerated i. Nigeria but there was no government population 

control policy. One did not advertize a population control policy; 

problems had to be reviewed in a broad way in order to achieve 
results. 

The question was raised of the possibility of reaching a middle 
attitude between Islam and Roman Catholicism. Mr. Samb 

that both groups had heavy responsibilities.emphasized the fact 
According to Abbe Diouf the difference lay in the means by which 

family life was promoted. 

Mrs. d'Erneville said that Africa had had the wrong introduction to 

family planning and that its ground was badly prepared. She under

lined the need for population information by broadcasting, and the 

Senegal Broadcasting Corporation had attempted to popularize 

certain issues by calling on the help of technicians, e.g. midwives, 

doctors, in approaching some taboo subject. lowever, delicate 
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problems such as sex education and family planning had to be 
handled with great caution. 

It was agreed that sex education should be given at school. Mrs. 
Savane pointed out that schools reached only part of the popu
lation and only the public authorities could act in a positive 
manner. Only if sex education was understood could it function 
properly and public authorities must adopt a definite attitude. 
There was a psychological and pedagogical problem in that African 
young people were unaccustomed to a straightforward and natural 
approach to sex education. 

(c) 	 Organization and development of family health services, including 
family planning, and the role of the midwife in these services 
i. 	The Role of the Midwife 

It was agreed that the role of the midwife should include: infor
mation and education; administration; medical and paramedical 
services; research; evaluation. 

2. 	 Organization 
With a view to increasing efficiency and allowing for the poor 
financial resources and infrastructure of the region, the mid
wives recommended the integration of family health within the 
existing structures of their countries. 

3. 	 Legislation 
The midwives considered that a predominant place should be 
given to legislation to safeguard the mother and child by 
defining the responsibilities of each member of the health team. 
They also wished to see the establishment of an insurance 
scheme for the protection of practitioners in the event of com
plications arising. 

(d) 	 Integration of family planning in the training of midwives of all 
categories 
The question was raised as to whether family planning should be an 
independent service or shouid be integrated in other existing 
ser-ices. There was general agreement on the integration of famly 
planning in the midwifery programme, to be spread over the wh:1e 
duration of training. 

There were differences of opinion on the training of auxiliaries. 
Some thought that the training of different categories of personnel 
for the same task was dangerous, and problems of re-classification 
would occur should the country ever have enough qualified staff. 
Dr. Castadot thought that auxiliary staff were not needed in 
countries where health services were available everywhere, but that 
was not the case in West Africa. In countries with inadequate 
health services it was advisable to train auxiliary personnel to be 
responsible for certain tasks. Each country had to decide for itself. 
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On training programmes, one participant warned of the dangers of 
including more topics in the existing curriculum; he thought that 
theory should be shortened in favour of the practical aspects. This 
view was shared but with some reservations. Theoretical knowledge 
was vital in the training of senior personnel. It was important that 
the content of the training programme should vary according to 
the category of personnel being trained and that the training of 
auxiliary midwives should be limited to a certain number of 
techniques which should be repeatedly practised, e.g. vaccinations. 

The modern tendency was to establish a basic core training from 
which different groups of students branched off for a limited 
period during nursing or midwifery training. This seemed to be 
economical and likely to promote team spirit but some said that 
the grouping of students did not necessarily ensure teamwork and 
could result in e:xccedingly large classes. 

There was great need for tike publication of African textbooks, 
especia!;y manuals of practical care, such as those which had 
app-ared in Nigeria. 

The problems of continuity in training and of refresher courses 
were examined. The functions of the midwife had to be considered 
in terms of the community's needs, but midwives were undertaking 
tasks for which they were not trained. It was important, therefore, 
to further her training in the following areas: gynaecological 
problems; the teaching of sex education; teaching in organization 
and administration; pedagogical training; psycho-sociological 
training and the teaching of approach and communication methods; 
family planning and contraceptive methods; civic education; 
practical training; and teamwork and the sense of responsibility. 
The lack of continuity in training and of refresher courses was 
deplored. Training could not. give everything to the student; the 
desire for improvement had to be present also. It was necessary 
to promote and establish permanent systematic refresher training 
by means of: periodic refresher courses; inter-departmental 
meetings; conferences, seminars, opportunities for travel, group 
discussions; periodicals; participation in wiiting articles for news
papers and journals. Refresher courses were primarily the respon
sibility of midwives, supported by doctors and public health 
authorities, and should be held within services, in training schools, 
counties, districts and at national level. 
The participants insisted on the importance of continuing 
evaluation by observation during training and service. This could be 
done by direct observation in the field, questionnaires, activity 
reports, reports on individual progress and files on discipline and 
behaviour. 
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The participants wished to see the creation of an African Feder,-tion 
of Gynaecologists, Obstetricians and Midwives from the national 
associations already existing or to be created. 

All agreed that the standards of general education required of those 
entering midwifery training should be higher, and that aptitude 
tests should be introduced. 

(e) Place and role oftraditionalbirth attendants 
This discussion resulted from a visit to Touba Toul, a small village 
100 km from Dakar, where a rural maternity service had been set 
up consisting of delivery huts built by the population and managed 
by TBAs who were identified and periodically given refresher 
courses by government, whose primary objective was to reduce the 
infant mortality rate caused by umbilical tetanus, which had been 
very high in rural areas. 

This experiment showed that TBAs were to be reckoned with; they 
had the confidence of the women and assisted at more than 80%of 
confinements. Their primitive methods of working could have 
grave consequences where there was dystocia and their ignorance 
of the essential rules of asepsis could cause infection. It was impor
tant to know them, train them for simple tasks, and to supervise 
and control them. The first positive result of the experiment had 
been a sharp declne in the incidence of neonatal tetanus. 

The Togo experiment of training auxiliaries was discussed and 
thought to be a good solution under existing conditions, but when 
enough qualified midwives Lad been produced, the problem of 
rural midwives who could not attend refresher courses would have 
to be considered. 

The groups reached the following conclusions: 
TBAs existed in all countries of the region and assisted at more 
than 50% of confinements; they had great influence in the com
munity; their advice on methods and traditional practice for 

conception or contraception was an advantage; after being trained, 
the TBA could help to bring new concepts of health to her own 

community. They should be integrated into health teams with 

junior status, and as far as possible should not be employed in 
institutions. 

The objectives of their training should be: abolish inexperienced 
methods of practice; give simple education in elementary hygiene 
and child welfare; teach the basic methods of conduct of pre., 
intra- and postnatal care; give elementary care to the newborn and 

to the mother after delivery (cut and dress umbilical cord, care of 

eyes, vulval toilet); report births and deaths in their own con
munity for registration. 
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Their area of practice should be in their own community; control 
should be exercised by mobile teams, on the spot evaluation of 
their practice could be undertaken by the team in unannounced 
control visits according to number of normal deliveries attended; 
absence of complications during delivery and postnatally; absence 
of umbilical tetanus. 

Solutions for the future seemed to be either to form an inter
mediate body of auxiliary midwives who would mostly practise 
in rural areas, or to increase the number of pupils in midwifery 
training schools in order to provide satisfactory health services as 
quickly as possible. 

Final Report and Recommendations 
(a) 	 Problemsand priorities
 

The common characteristics of the countries were:
 

Geography: hostility of the environment.
 

Politics: subdivision into states.
 

Population: underpopulated, but with high population growth
 
rate (2.6%). Mothers and children formed 60-70% of the pop
ulation. Deprived groups : rural populations, low income groups, 
mothers and children aged 0-5 years. 
Socio-economic and cultural factors: economy strongly depen
dent on industrialized countries; low income; primitive working 
conditions; poverty, ignorance, illiteracy and low school atten
dance. 

Health aspects: High rates of morbidity and mortality; inadequate 
health services; insufficient and bad distribution of personnel, 
especially in rural areas; lack of pharmaceutical products; lack of 
transport; absence of supervision. 

Health problems: Poor hygiene; prevalence of infectious diseases; 
undernourishment and malnutrition; parasitism, anaemia; absence 
of reliable statistics. 

It was difficult to dissociate problems and to identify priorities, as 
each country had its own peculiarities. In spite of all these negative 
factors, the fight was to promote family health. To answer the 
health problems, the midwife, who was an essential member of 
the health team, had to receive an adequate training. 

(b) 	 Search for a Common Concept in FamilyPlanning 
Family planning, which included birth control or birth limitation, 
was not an efficient way to reduce population growth rate quickly. 
The effects of such a policy were long-term (taking about 20 years), 
by which time the data which had motivated these policies were 
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unreliable. Increase in standards of living and imprc.ement in the 
status of women were accompanied by a reduction in family 
growth. 

"The characteristics and structure of the African family were 
aiscussed and the following conclusions reached: 

1. Fertility was still very important in their culture. 

2. 	 Traditional or religious beliefs dictated the behaviour of the 
group. 

phase3. Traditional education included a sexual education 

practised with initiation rtes.
 

4. 	Family planning, in the form of birth spacing and treatment for 

sterility was still practised by traditional methods. 

It was agreed that family planning should be designed to fight 

sterility; respect the biological rhythm of the family; promote 

breast feeding; encourage the father's participation in family life; 

educate young people to understand and recognize their respon

sibilities in sex matters.
 

The use of modern contraceptives, freely accepted by the couple,
 
required skill from the midwife which she acquired by technical
 
training, but especially by psychological and moral relationships
 
between her and her patients.
 

(c) 	 Organization and Development of Family Health Services - Role 
ofthe Midwife 
For the sake of efficiency, new structures should not be created, 
because of poor human and financial resources. Neglected o non

existent services should be developed and integrated into services 
already existing.
 

The role of the midwife could be summarized as: information and
 

education; administration; medical and paramedical services;
 
research, evaluation.
 

The Working Party recommended the establishment of legislation
 

to study and define the responsibilities of each member of the
 

team and to standardize techniques for the minimum procedures
 

which a midwife was permitted to carry out.
 

The Working Party recommended an insurance scheme for the
 

protection of midwives when complications occurred.
 

(d) 	Training and Improvement ofthe Practice ofMidwives 
The functions of the midwife should be considered in terms of the 

needs of the community, but the midwife was not always trained 

to fulfil some functions she was expected to perform. It was 

necessary to: intensify gynaecological training; add the teaching of 

134 



FWA- 16 

sex education; teach organization and administration; give peda
gogical training; develop psycho-sociological teaching and methods 
of approach and communication; train midwives in family planning 
including contraceptive methods; include civic education; develop 
practical training; develop her sense of responsibility and her 
awareness that she belongs to the health team. 
The lack of continuing training and of refresher courses was 
deplored. Refresher courses should be held in an institution. They 
were primarily the responsibility of midwives, supported by 
doctors and public health authorities. They should be held within 
services, in training schools, counties, districts and at national level. 
Continuing evaluation during training and during service was 
important. 
An African Federation of Gynaecologists, Obstetricians and Mid
wives should be created from the national associations already 
existing or to be created. 
Midwives should be associated with central organizations concerned 
with conception. 
It was recommended that governments review teaching 
programmes in the light of defined objectives. There should be a 
regional conference to study the problem of the co-ordination of 
teaching programmes and the validity of diplomas. Standards of 
education required of entrants to midwifery training should be 
higher and aptitude tests introduced. 
The problem of revaluing the profession was debated. 

(e) Place and Role of the Traditional Birth Attendant 
The TBA stkl existed in all countries of the region and assisted 
mothers in more than " of confinements. They were usually 
old but had great influen(x in their community. It was agreed that 
their practice should not be institutionalized as the-r numbers 
would reflect adversely on the obstetrical standaids of the 
countries. 

The majority agreed that it was necessary under existing conditions 
to register and train TBAs for simple educational and technical 
tasks, and to supervise them. 
For the future, the possibilities were either to form an intermediate 
body of auxiliary midwives who would mostly practise in rural 
areas, or to increase the number of pupils in midwifery training 
schools in order to reach precise objectives laid down in the 
national planning framework, and to make rural zones more 
habitable. It rested with each country to experiment and apply 
solutions appropriate to their needs. 
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At the close of their report, the participants expressed their thanks 
to the Chairman and to all other members of the Working Party; 
to ICM for having given them the opportunity to meet each other 
and reach towards a better understanding; to the Dean of the 
Faculty of Medicine who had afforded such comfortable working 
conditions; and to the Minister of Health who had given permission 
for the Working Party to be held, thus allowing midwives to update 
their knowledge and improve their practice. 

VI Evaluation Questionnaires and Analysis of Replies 
I. 	 Q.Do you consider that we have achieved the aims of this Working 

Party? 
A. Yes - 19; No - 0; Partially - 3. 
Comments: Many mentioned the value of meeting together and 
sharing experiences and points of view; the importance of the new 
information presented; the richness of the discussions on the 
concept of family planning; and the new dimenson given to the 
role of the midwife. One person said that more midwives should 
have been included among the participants and another felt there 
had been an attempt to impose family planning on the group. 

2. 	 Q.Which sessions have you found to be most interesting, 
interesting, least interesting? 

A. Most interesting: The concept of family planning (15); Inte
gration of family planning in midwifery training (! !); Problems
 
and priorities in MCH (12); Role cf the midwife (10).
 
Interesting: Traditional birth atendants (4); Auxiliary mid
wives (3); Nutrition (3); Training (3); All (3).
 
Least interesting: None (22).
 

Give reasons for your choice: Most frequent comments were: 
richness of the discussions on family planning; all the sessions had 
responded to the realities of their situations and needs; family 
planning was a new, controversial and important subject; TBAs 
were a reality in their countries and integration posed real 
problems. One participant commented that contraception was 

an individual rather than a generai problem. 

3. 	 Q.Do you think the content of the programme was of value to 
your country? 

A. Ycs - 20; No - I; Yes and no - 1.
 
If no, please explain.
 
One said that family planning already existed in his country;
 

another that the problem of the TBA did not exist in his country.
 

If yes, please comment on how you plan to implement the recom
mendations in your country.
 
The majority commented on the need to encourage government
 
officials to provide a structure in which people could make a
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choice regarding family planning; the need to encourage the 
development of MCH services which included family planning and 
other important heAth services; the need to inform and motivate 
the public on family planning and later to create a pilot centre for 
family planning consultations and services; the need to include 
family planning in the training of midwives; the value of organizing 
midwifery associations io be concerned with their problems. 

4. 	 Q. What additional help do you need in implementing the Working 
Party recommendations in your country? 

A.Support of our governments; money; materials and assistance of 
experts; training of key personnel in family planning; legislation; 
support of WHO and other external agencies; additional 
seminars. 

5. 	 Q. Has this Working Party I rovided a background for introducing 
family planning into midwifery training programmes? 

A. Yes - 21; No - 1.
 
The participant who said no explained that family planning had
 
been included in his country's training programme for the past two
 
years.
 

6. 	 Q. How ha., this Working Party influenced your own thinking 
about the expanded role of the midwife and family planning? 

A. 	It had helped some to see the increasingly critical need to 
integrate family planning in the training of midwives. Other 
comments were: the harmonization of births was not new - the 
need was to adopt more effective methods; the discussion had 
given to 'family planning' an acceptable meaning which 
conformed to our ethics; I shall return to work in family plan
ning with more courage and determination. Only one partici
pant said 'no influence'. 

7. 	 Q. H-ow do you feel about (1) organization of the meeting; (2) 
group discussion methods: (3) library and resource materials? 

A. (1) 	 Very useful -- 16; useful - 5; not very useful - 0. 
(2) Very useful - 17;useful - 3;not very useful - 0. 
(3) Very useful - 5; useful - 8; not very useful - 1. 

8. General Comments 
Almost all the participants thought that the programme was too 
full (we should have had ten days and time might have been better 
planred ). Others appreciated the high level of discussion; it had 
served as a refresher course; the recommendations should be sent 
to governments; a seminar of this type should be held every three 
or four years and should include both anglophone and francophone 
countries as well as additional categories of health personnel; more 
preparation of the participants before the seminar would have been 
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material seemed to over-influence the dishelpful; the resource 
cussion. 

VII 	 Follow-up Visits 
Dakar, Senegal, March 1975 
The purpose of the visit was to see Mine. Kone-Diabi and to obtain an 

of her activities and to sort out problems of communicationaccount 
which was done. 

Meetings had been held with senior government officials and with 
on the whole it could be said that the objectives of themidwives and 

Working Party had been reached. The impact of the Working Party 

had 	been great and the subject of family planning was noin Senegal 
longer taboo. A meeting of midwives had been held on 9th March to 

study the status of midwives and consider their role in International 

Women's Year, to re-establish the Midwifery Association and consider 

affiliation to ICM. 

Rennes, France, February 1975 
A meeting of doctors and midwives from developing countries was 

held to determine the theoretical and practical content of family 

planning training to be taught to overseas pupils at the Rennes school. 

The chairman was Dr. Pierotti, Chief of the MCH section. The title of 

the course had been changed to 'birth regulation' which better inter

preted the African view that sterility as well as birth spacing had to be 

dealth with. Problems that had .'rerged over the two years for which 

the scheme had run were: (I) the different educational sf- .dards of the 

students; (2) the teaching was more theoretical than practical since they 

could not create the local conditions applying in each country in order 

to give practical training. It was desirable that the school should move 

to an African country, but at that time only Tunisia and Zaire were in 

a position to organize practical training. 

Conclusions were: 
I. 	 The criteria of recruitment should be basic educational standards 

plus motivation. 

2. 	 Suitable family planning methods were the pill and the IUD and 

(in Tunisia and Zaire) Depo-Provera. 

3. 	 Doctors, midwives and nurse-midwives from Zaire were acceptable 

personnel for clinical work; the non-clinical aspects could be 

performed by all members of the health team. 

In the Rennes course, African pathology needed to be stressed, and4. 	
in practical classes simulation methods should be adopted. Evalu

ation 	at the end of training should eliminate incompetent students. 

5. 	 A list of minimum material necessary to start a pilot ceiare was 

established. 
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6. 	 The role of the midwife in the investigation of sterility and its 
management vas laid down. 

7. 	 Progressive transfer of the school to an African location was an 
objective. 

Togo, March 1975 
The Assoiation for the Family's Welfare had been founded. It was 
recognized by government and the Planning Minister was President. 
There was much public interest. The Association had organized a 
Working Party on Family Welfare and Development attended by dele
gates from Togo and many African countries, which meant that people
whom it had been hoped to see were not available. From discussion 
with some of the representatives from Upper Volta, it appeared that 
their absence from the Working Party in Dakar had been due to a mis
understanding. 

The Zong Lfmily planning centre had been opened in December 1974 
and had been organized by Mine. Naassou and equipped by IPPF. 
Attendances had been good. 
A refresher course in family planning would shortly be given to 
auxiliary midwives. 

The Midwives Association was applying for membership of ICM. They 
were also asking for assistance to enable delegates to attend the 
Lausanne conference. 

Ivory Coast, May 1975 
There would be no government policy on family planning but it was 
known and accepted that those who wished it received advice and 
services from Professor M. Sangaret of the Treichville Maternity Hos
pital. He was shortly to establish a family planning service at the 
hospital and would need models and supplies. The future of family 
planning in the Ivory Coast would depend on him and his team for the 
next few years. 

Although there were only 409 midwives and 75 maternity hospitals
with a total 3,248 beds (of which 509 were in the capital), the govern
ment wished to eliminate TBAs. Many still practised but the government 
ignored them. The 5-year plan ended in 1975 had called for the training 
of 100 midwives a year, which would have covered requirements, but 
only half this target had been achieved. 

Eleven midwives would attend the Lausanne ICM conference, three of 
them sponsored by the government. 
A visit was paid to tie Treichville Maternity Hospital with Mme 
Soumah, chief supervisor, and a meeting held with the Assistant 
Secretary of the Midwifery Association. In general, midwives were 
personally in favour of family planning. 
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The Midwifery School was visited and a meeting held with the Director. 
The reasons for failure to meet the five-year plan were shortage of 
places at the school, high entrance standards, and few opportunities 
after qualification which discouraged entry to the profession. A new 
technical college for women would open in 1976, where girls with '0' 
level standard would initially receive a general paramedical training, 
followed by a 3-month specialized training for sanitary and social 
technical diploma; nursir., midwifery, child nursing or teaching; 
medical and social secretar, The Director asked to see a copy of the 
curriculum of the Dakar Midwifery Training School. The theory of 
family planning was included in the third year of the existing midwifery 
training course. 

Cotonou, Benin, August 1975 
The political situation in the country had chsnged and the delegates to 
the Working Party had left their previous posts. Nobody at professional 
level seemed prepared to take responsibility for action. 

A visit was paid io the Health Minister. The government was totally in 
favour of family planning as a means of making the population 
conscious of the great needs of the country. Midwives were being 
trained in family planning under a grant from the USA. The Minister 
felt that services had to be offered in MCH and maternity centres, but 
there were too few of these and he talked of introducing family plan
ning into all educational courses. A pilot centre attached to a MCH 
centre would be a great help. 

TBAs conducted 80% of deliveries. There were estimated to be about 
300 of them - one to each village. It was planned to construct delivery 
huts as in Senegal at the end of the year. Aid from UNICEF was 
expected. TBAs would receive a salary based on the number of deliveries 
conducted in the year. lealers were in practice and the Minister was 
trying to conduct a census of them and to bring them together for a 
congress later in the year. 

VIII Outcome, Proposals for Future Activities, Achievements 
(a) Outcome 

I. 	Recommendations were produced for presentation to each 
government, midwifery and other health personnel for imple
mentation where applicable. 

2. 	 The promotion of a better understanding between midwives 
within the region. 

(b) Proposals for future activities 
I. 	To present concrete family planning programme proposals 

which would motivate governments to accept family planning 
as part of national health services. 
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2. To stress the importance of health education and MCH care 
inclusive of family planning. 

(c) Achievemenft 
1. Integrated MCH/family planning services in Benin. 

2. Establishment of midwifery schools in Mauritania. 

3. Formation of amidwives association in Niger. 

4. Continuing education for midwives and auxiliary midwives. 

APPENDIX I 

List of Participants 

Ivory Coast 
Dr. Kouadio Bohoussou 

Mrs. Diawara 
Midwife Teacher 

Chief, Obstetrics and Gynaecology Secondary School of Health 
Faculty of Medicine 
Abidjan 

Bamako 
Mrs. Sy 

Mrs. Camara Kone Senior Midwife 
Midwife Teacher Gabriel Toure Hospital 
National School of Midwifery Bamako 
Abidjan 
Mrs. Suzanne Amand 
Midwife, Gynaecologic Consultation 

Clinic 
Treichville Hospital, Abidjan 

Mauritania 
Mrs. Ba (nee Khady Sy-
Child Welfare Midwife 
Chief, Department of MCH Services 
Nouakchott 

Benin Mrs. Guisse 
Prof. Eusebe Alihonou Maternity Hospital 
Chief, Obstetrics & Gynaecology Nouakchott 
The University, Cotonou 

Mrs. Eleonore Coco 
Midwife Teacher 

Niger 
Dr. Halima Garba 

The University, Cotonou Obstetrician/Gynaecologist 

Mrs. Justine Kouassi 
Midwife, National Health Service 

Central Maternity Hospital 
Niamey 

Bureau Mrs. Amsou Maiga 
Dantokpa, Cotonou Midwife Teacher 

Mali Niamey 
Prof. Bocar Sail Mrs. Ramatou 
Surgeon in charge 
Hospital du Point G. 
Bamako 

Midwife 
Central Maternity Hospital 
Niamey 
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Senegal Male Nurses and Social Workers of 
Prof. Paul Correa Senegal 
Chief, Department of Obstetrics Mr. Lamine Drame 

and Gynaecology Director, National Nursing School 
Faculty of Medicine, of Senegal 
University of Dakar Hospital A. le Dantec 

DakarDr. Diop Leye 
Gynaecologist/Obstetrician Mr. Ibrahima Dieng 
Lubke Hospital Qualified Nurse 
Dakar Dakar 
Mrs. Rama Gueye Mrs. Toure (nee Niang) 
Midwife at the 'Repos Mandel' Social Worker 
Dakar Surburban Area Dakar 
Mrs. Fatou M'Bengue Mrs. Liliane Niang 
Principal Midwife Social Worker 
Medina MCH MCH Centre Ouagou Niayes 
Dakar Dakar 
Mrs. Amanatou N'Daw 
Midwife Teacher Observers and Speakers 
School of Midwifery Miss Susan Nalder 
Dakar Public Health Nurse Midwife 

Miss Marcelle Pellegrin MCH Project of the University of 
Superintendent Midwife California 
School of Midwifery Cotonou, Benin 
Dakar Dr. Roger Castadot 

Mrs. Siga Sene Expert inTraining
 
Senior Midwife Population Council, New York
 
Vice-President, Economic and Social Populan Con
 

Council Dr. Jean Martin 
African Centres Project forDakar Education in Health SciencesMrs. Aminata Sene. Yaounde, Cameroon
 

Senior Midwife
 
Maternity Hospital Rufisque Dr. Papa Gaye
 

Ministry of Public Health &Social
Togo Arfairs
Prof. Mawupe Vovor 

Dakar, Senegal
Department of Gynaecology and 


Senior Prof. Mohamadou Fall
Obstetrics; Director, School of 
PaediatricianMidwifery 
A. le Dantec HospitalBenin University 
Dakar, SenegalLome 

Senior Jrof. Fadel Diedhiou
Mrs. Marie-Louise Naassou 

MCH/Family Health Midwife Gynaecologist/Obstetrician 
Social Centre of Family Heplth A. le Dantec Maternity Hospital 
Lome Dakar, Senegal 
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M. Leon Diouf Dr. Atayi 
Vicar-General, R.C. Parish Cathedral Representative 
Dakar, Senegal Dakar, Senegal 

Mr. Amar Samb Dr. Martha Liguetti 
IFAN Director, Islamologue Dakar, Senegal 
Dakar, Senegal Miss Thi Ky N'Guyen 

Mr. Landing Savane Nurse-midwife 
Demographer, Statistics Register Dakar, Senegal 

Office Miss Janine Labracherie 
Dakar, Senegal Nurse Tutor 

Mrs. A. D'Emevilie Dakar, Senegal 
Journalist, Senegalese Radio and Mrs. Marie-Claire Delahaye 

Television Dakar, Senegal 
Dakar, Senegal Miss Italia Dorego 

Mrs. M.A. Savane Dakar, Senegal 
Chief Editor, 'Family and Miss Marie Guimond 

Development' Dakarieng al 
Dakar, Senegal Dakar, Senegal 

Miss Jacqueline PerrouMr. Beye 
Health Service Head Office, Dakar, Senegal 

Ministry of Health and Social Affairs NcM Personnel 
Dakar, Senegal Mrs. A Kone Diabi 

Mrs. Madeleine Deves Regional Field Director 
Jurist, Cabinet Office Dakar, Senegal 
President of the Economic and Social Mrs. Micheline Denison 

Council Representative of General Secretariat 
Dakar Senegal London 

Miss Astou Koate Mr. Roger Fenney, CBE 
Health Worker Field Director 
Centre of Social Paediatrics London 
Khombole, Senegal Miss Elizabeth Hilborn 

Technical Adviser to the Working 
PartyWHO Observers 

Maryland, USAMiss Elizabeth Barton 
Public Health Nurse Midwife Mrs. Martine Day 
Family Health Department S~cretary 
Geneva, Switzerland London 
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APPENDIX 11
 

List of Papers Presented
 

I. 	 Maternal and Child Health in 

West Africa 


2. 	 Problems and Priorities in West 
West Africa 

3. 	 Role of the Midwife in the 
Framework of Nutrition in West 
Africa 

4. 	 Health Education 

5. 	 Family Health 

6. 	 Population, Development and 

Family Planning in West Africa 


7. 	 Roman Catholic Viewpoint of 

Family Planning 


8. 	 Islam and Family Planning 

9. 	 A Journalist's View of Family 

Planning 


10. 	 Sex Education within Family 
Health 

II. 	 The Midwife's Point of View of 
Family Planning 

12. 	 Integration of Family Planning 
into Maternal and Child 
Health Centres and Public Health 
Programmes 

13. 	 National Programme of Birth 
Control in Mali 

14. 	 The Expansion of Maternal and 
Child Health Services 

15. 	 Integration of Family Planning 
in Midwifery Training 

16. 	 The Midwife in Family Health. 
The Role and Formation of the 
Healtn Services - the Need for 
Evolution 
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Senior Professor E. Alihonou 
Benin 

Dr. Papa Gaye 
Senegal 

Dr. Thianar N'Doye 
Senegal 

Dr. Ibrahima Beye 
Senegal 

Professor M.Vovor 
Togo 

Mr. Landing Savane 
Senegal. 

Abbe Leon Diouf 
Senegal 

Professor Amar Samb 
Senegal
 

Mrs. A. d'Erneville 
Senegal 

Mrs. M.A. Savane 
Senegal 

Mrs. Siga Sene 
Senegal 

Dr. Diop Leye 
Senegal 

Professor Bocar Sal 
Mali 

Miss Susan Nalder 
Benin 

Miss M. Pellegrin 
Senegal 

Dr. Jean Martin 
Cameroon 



FWA-26 

17. 	 Integration of Family Planning Dr. Roger Castadot 
in the Training of Midwives New York, USA 
of all Categories 

18. 	 Midwifery Training in the Ivory Mrs. Kone 
Coast Ivory Coast 

19. 	 Integration of Family Planning Mrs. M. Deves 
in National Development Senegal 
Planning 

20. 	 Traditional Birth Attendants in Miss A. Koate 
Senegal Senegal 

21. 	 Rural Midwives in Togo Mrs. M.-L. Naassou 
Togo 
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LATIN AMERICAN WORKING PARTY
 
BOGOTA, COLOMBIA, 16th - 24th JANUARY 1975
 

Participating Countries: 	 Argentina, Bolivia, Brazil, Chile, 
Colombia, Dominican Republic, Ecuador, 
Mexico, Paraguay, Peru, Uruguay, 
Venezuela 

Pc-a.'inary Visits 
Preliminary visits were paid by Miss Kate Lorig, Professional Co
ordinator, 1CM, and Miss Lola Ortiz, Regional Field Director. Records 
of visits to only two countries, made in August 1974 to Colombia and 
in November 1974 to Colombia and the Dominican Republic, are now 
available. 

Colombia 
I. The Minister of Health, some of his departmental heads, and 

representatives of USAID, all approved the draft programme 
especially the emphasis on the work of the TBA. 

PAtiO Officials were most helpful and promised all assistance. 

2. 	 Plans for the Working Party were discussed and arrangements 
confirmed. 

3. Country situation 
(i) 	Personnel: There were about 15 nurse-midwives, mostly teach

ing MCH in Schools of Nursing; about 2,900 nurses, many in 
supervisory posts and ini administration, but with more being 
trained the aumbers in active practice will increase; about 
7,500 auxiliary nurses who perform the bulk of the MCH work; 
3,500 health motivators working in rural areas; TBAs, some of 
whom were trained. 

(ii) 	Education: There were seven schools of nursing, some attached 
to universities. As an example, the Universidad de Valle, Cali,
 
offered:
 
3-year basic nursing course, including MCH and family planning.
 
Nurses are trained to administer pills and insert IUDs. After one
 
year in practice, nurses can return for a fourth year and get a
 
university degree.
 

16-week MCH Certificate course, including full family planning
 
training.
 

One-year midwifery course for trained nurses or those with the
 
MCH certificate, to produce nurse-midwives.
 

18-month postgraduate course for master's degree. 
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The courses were available for all of Latin America, not only for 
Colombia, and entry was arranged through PAHO. There was a 
trend towards integration of training and functions of nurses 
and midwives and it was hoped that the Working Party would 
foster this. 

(iii) Family planning: This was in a state of flux because a new 
government was in power. Family planning was opposed by the 
church, but the Ministry of Health was pressing on with its 
programme. 

(iv) 	 Legislation: There was said to be no midwifery legislation in 
Latin America except perhaps for Brazil and Chile. Control was 
by either the Ministry of Health, Professional Organizations or 
the training schools. 

Dominican Republic 
I. Training 

There were two schools each offering a 3-year course to those with 
secondary education. At one, students could take a college degree 
after a fourth year. All nurses had one term of obstetrics and family 
planning. About 20 nurses were trained annually. There had been a 
postgraduate one-year midwifery course for nurses and 12 had been 
trained. 
Nursing auxiliaries, after 8years' basic education, received 6 months 
training. They handled deliveries and were involved in family 
planning especially in rural areas. It was thought that some might 
insert IUDs. 
In 1975 the government planned to start a new programme for 
technical nurses as two years of the regular high school programme. 

There was a great lack of nursing educators and many nurses left 
the profession because of low pay. 

2. Family P' ining 
Family planning was given in hospitals and ciinics throughout the 
country, with technical assistance from the United Nations. A 
private association worked closely with government and was res
ponsible for all public and protiessional education in the subject. 

The Working Party 
(a)Attendance - Those attending comprised: 

(i) 	 29 delegates from Argentina (2); Bolivia (3); Brazil (2); Chile 
(3); Colombia (2); Dominican Republic (2); Ecuador (2); 
Mexico (I); Paraguay (3); Peru (3); Uruguay (3); Venc-uela 
(3). 

(ii) 	 16 consultants and observers from PAIIO, University of Chile, 
Pathfinder, Instituto de Neonatalogia y Proteccion Materno
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Infantil de Peru, Asociacion Chilena de Proteccion de la Familia, 
Association Uruguaya de Planificacion Familiar e investigaciones 
sobre reproduccion humana, International Federation of Gynae
cology and Obstetrics. 

(iii) 5 ICM personnel 

(b)Organization 
In addition to the usual objectives which had been common to all 
Working Parties, it was decided to consider the question of a 
common name for the professional midwife. 

(c)Summary of the Proceedings 
The Working Party was opened by Dr. Norberto Martinez, represen
ting the Minister of Health, Colombia, and head of the MCH Division 
of the Ministry. 

The keynote address was delivered by Dr. Eduardo Sarue, PAHO 
representative in Colombia. He gave aii overview of the health prob
lems and health statistics in Latin America and then outlined for the 
participants the recommendations for mother and child care and 
family planning in the Ministers of Health Ten Year PlrAn for the 
Americas. 

On behalf of ICM its Vice-Chairman, Mrs. Olga Julio de Mellado, 
gave a brief hLtoy of !PM, its aims and achievements and wished 
the Working Party success in ineeting its objectives. 

On the second day midwives gave brief presentations on specific 
programmes in which they were participating. The hghlight was a 
talk given by a Peruvian midwife on the use of home-made visual 
aids for nutrition education to low income mothers. She showed 
food charts and papier mache food models which she had made. 

In the afternoon all the participants went to Profamilia, the IPPF 
affiliate in Colombia, where they were told of the general need for 
family planning programmcs in Latin America and also heard about 
the work of nurses in the family planning services in Colombia. This 
produced much heated discussion and showed the need to differen
tiate between family planning and population control. In most Latin 
American countries family planning was the aim - the voluntary 
right ol parents to plan their families in such a way as to have 
clidren wiien they wanted them. Many midwives and doctors 
doubted the ability of nurses to prescribe pills safely and insert 
IUDs, but various Profamilia physicians confirmed their success 
in carrying out these functions. 

On Saturday morning there were several scientific presentations by 
doctors dealing with laparoscopy techniques, sex education, prostag
landin and nutrition research. These talks werv well received and 
stimulated many questions. Especially interesting was a report by 
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Dr. Franz Pardo from the Instituto Colombiano de Bienestar Familiar 
on research into the importance of good nutrition during the last 
trimester of pregnancy. 
In the afternoon the participants divided into three groups for the 
first discussion topic - Obstacles and Suggestions for the Midwife's 
Participation in Mother and Child Care and Family Planing Pro

' grammes in Urbar and Rural Zones. Much of this perioA was spent 
in exchanging ideas aoout the midwifery profession. Many countries 
had large numbers of unemployed midwives and midwives who were 
poorly utilized. In some places severe limits wet- put on midwifery 
practice by governments. There was also some discussion about 
nurses participating in the Working Party, but it was explained that 
this was a study on MCH/FP and therefore all delegates had an equal 
right. Afterwards representatives of each group met to formulate the 
consensus report. 

On the fourth day the role and functions of midwives came under 
review and talks were given on expanded midwifery functions in 
family planning, gynaecology and supervision. The subject of gynae
cology provoked much discussion, many doctors believing that 
midwives were unprepared to diagnose and treat any gynaecological 
pathology. On the other hand the Ecuadorian midwife stated in a 
paper that midwives in her country had received specialized training 
and referred anything for which they were not prepared. 

Also discussed was the need for a common name in Spanish for thr, 
Latin American midwife. Two groups chose the name 'Obstetriz' 
and one group 'Matrona'. On day 5 during a general meeting the 
following resolution was passed: We suggest that the name Obstetriz 
be used in all official activities related to international organizations, 
respecting and maintaining at local level the traditional name in each 
country. 

The discussion groups then considered the second topic -- The New 
and Expanding Functions of the Midwife. All agreed that in those 
countries accepting family planning, all phases of family planning 
and sex education should be midwifery functions. The only real 
divergence of opinion came ;n the discussion of the midwife's role 
in the administration of anavsthetics. 

Wednesday was spent examining ways in which the new functions 
could be integrated into basic and postgraduate education. Several 
papers were presented showing how family planning had been 
included in basic and postbasic courses in Chile, Colombia, Ecuador 
and the Dominican Republic, and the subject was then discussed by 
the groups. It was readily agreed that ihew functions should be 
incorporated into the curriculum but there were many obstacles. In 
many cases midwives did not teach at all and so had little influence 
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on course content. In other cases universities were totally opposed 
to family planning. 

The final topic brought out the most discussion. In the morning 
papers were given describing the training of TBAs in three countries 
and then Agnes Lima, the PAHO consultant, gave a review of courses 
in Latin America. Several participints felt that furthering the TBA's 
role would be hindering MCH. Many felt that one should not even 
consider training TBAs until all midwives were employed and there 
was a strong feeling that for professionals to work with TBAs would 
be lowering the standards of MCH care. 

The Working Party closed with speeches by Mr. John Tomkinson 
and Dr. Norberto Martinez. Both expressed satisfaction with the 
work of the group but reminded the participants of the need to 
work with TBAs if real strides were to be made in MCH care. On 
behalf of the participants, Mrs. Juana Gonzalez thanked the organizers 
for providing them with the opportunity to exchwige experiences, 
and expressed the gratitude of every participanc for the attention 
they had received during the Working Party. 

(d)Summary of PapersPresented 
I. 	 Psychoprophylactic Training during a decade and one year in 

Sucre, Bolivia, 1961-1971. Mrs. Teresa D. de Sardan, Midwife. 
Mrs. do Sardan said that psychoprophylactic preparation for 
childbirth was based on avoidance of ignorance, elimination of 
fear and distracting the attention during labour and delivery. 
She gave examples of the training courses she ran. Relaxation 
and physical education were also important and she described 
exercises that were useful. Family planning education was given 
as part of her class *,struction. 

2. 	 Role of the Mkiw: e in Sexual Education within a Community. 
Dr. Cecilia Cardinal de Martin, Director of the Sexual Education 
Programme, Bogota. 
She defined sexual education in three ways, each based on the 
view that it meant the acquisition of values and behaviour; the 
acknowledgement of one's own sexual condition and that of 
others; and responsibility, both personal and to others. Had 
midwives the qualities and training to be educators? Once the 
midwife understood her role she could accept it and her training 
should be adjusted to include it. She was in an ideal position to 
carry out this function in the community. 

3. 	 Commentaries about some aspects of MCH and Family Planning 
in Paraguay. 
The first family planning clinics, which were privately run, 
opened in 1966 and a government service began in 1972 under 
the Department of Family Protection and closely co-ordinated 
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with other health services. The subject was still controversial, 
and an educational programme had been set up aimed at differ
ent lvels of the community with a view to facilitating more 
open discussion. 

MCH care was made difficult by social, economic and cultural 
factors. Both maternal and infant mortality were high and it was 
felt that the existing MCH programme was not well suited to 
the problems. Also there was a shortage of staff to man existing 
services. 

Family planning was well accepted but it was important to 
educate the husband and to maintain a friendly and dignified 
approach. 

4. 	 Nutrition of the pregnant woman and how to provide know
ledge to mothers of low socio-economic levels. 
Nutrition was an important problem during pregnancy, and the 
effects were seen during the puerperium when lactation began. 
However, the general nutritional state of the mother, even 
before pregnancy, was even more important, and influenced 
growth and development of the child. Nutritional standards 
during pregnancy and lactation had been laid down and edu
cation of the family was needed to see that the mother received 
an adequate diet, and that the number of children in thu family 
was considered. 

5. 	 Role of the Chilean Midwife in Family Planning. Miss Oriele 
Zencovich. 
The Chilean government placed special emphasis on maternal 
and child health and gave particular attention to family planning. 
The programme relied very much on the midwife for its success, 
and was able to do so because of the high esteem in which 
midwives were held in Chile and because of government 
priorities in this area, especially in simplifying family planning 
technology and authorizing professional midwives with ade
quate training to prescribe and apply contraceptives under 
medical supervision. This delegation of authority was backed up 
by the Medical College, the Chilean Association of Obstetrics 
and Gynaccology and the College of Midwives. 

The role of the Chilean midwife in family planning was three
fold - (i) administration - organizing, supervising and 
evaluating the MCH programme, (ii) functional or clinical, and 
(iii) teaching, including information, motivation, communi
cation, training and research. 

6. 	 The Midwife's Role in Gynaecology - Early detection of 
cervical cancer. Piedad Erazo de Vallejos, National Federation 
of Midwives, Quito, Ecuador. 
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She described the importance of the midwife in the detection 
and treatment of vaginal discharge and of early cervical cancer. 

7. 	 The Midwife as a Supervisor. Julia Withington, Argentina. 
Supervision was training, advising and supporting subordinate 
personnel so that they knew and understood what was expected 
of them and could develop their own function responsibly. To 
do this the supervisor must have adequate knowledge and 
experience. Supervision needed to be planned and evaluated 
and be carried out continuously and with tact and impartiality. 
Supervision of TBAs was highly important but not easy because 
of the rural conditions in which they worked and their low 
standards of education. 

8. 	 Training of Midwives in Family Planning. Oriele Zencovich, 
Chile. 
The development of family planning teaching for medicals and 
paramedicals in Chile was described. The three stages in evokving 
a teaching programme were: determination of the problems and 
formulation of objectives; construction of the course content; 
implementation and evaluation. 

9. 	 Family Planning Training as a complement in the continued 
education of Midwives. Sra Piedad de Echeverria, Ecuador. 
As family planning was not included in the University's basic 
midwifery course, the Midwifery Associations combined in 
1973 to run a postgraduate family planning training course. 
Following this, the health authorities invited the midwives to 
co-operate with the Population Department in organizing two 
courses in family planning in 1973 and 1974, and a large 
number of midwives working both in government service and 
in private- practice were trained. After evaluation these courses 
had continued in an improved form. If other countries 
expressed interest in such courses, a regional plan could be 
prepared and international agencies approached for funds. 

10. 	 Continued Education for Nurses and Nurse-midwives in the 
Dominican Republic. Angela Margerita Baez, Nurse-midwife. 
Because of general shortage of trained personnel, the post
graduate obstetrics course for nurses was stopped and nursing 
training revised to incorporate MCI-I/FP. They also trained and 
supervised TBAs. There were 28 trained nurse-midwives, who 
worked in the training schools for nurses and auxiliary nurses 
and in MCH education programmes. 

Nursing auxiliaries had 6 months training, with over 40% of 
the time devoted to MCII care and family planning. Special 
6-month courses, with 4 months spent on MCH/FP, were given 
to auxiliary nurses who were to work in the 147 rural clinics. 
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11. 	 The Participation of the TBA in Mother and Child Care and 
Family Planning in Costa Rica. Haydee G. de Badilla, Nursing 
Supervisor. 
It was now accepted that the participation of the TBA in 
maternal and child care was indispensable. In Costa Rica her 
training and activities were authorized by law. They worked in 
rural areas where there was usually no possibility of other 
medical help, and in two rural provinces they were responsible 
for 41.1% and 30.9% of deliveries in 1972. TBAs were part of 
the rural community and were accepted and trusted. They co
operated in family planning and were often consulted for 
information and advice; general training in family planning and 
family health was part of their training. 

12. 	 Experience of the Training of TBAs in the Portuguese State 
(Sub-State) of Venezuela. Miss Margarita Barrios. 
TBAs played an important role in midwifery care, especially in 
rural areas. Atraining programme had been set up to teach them 
their duties and obligations, what they should not do in 
abnormal deliveries and what are their functions in such a case, 
the age at which infants and pre-school children should be 
immunized and all about the immunization procedure. The 
course lasted 20 hours, 16 of which were practical. Audio
visual aids were used and good results achieved. 

13. 	 What to do to promote the Utilization of TBAs in Latin 
America. Miss A. Lima (PAHO/WHO) 
Early attempts to involve TBAs in official health programmes 
and to survey overall midwifery needs in Latin America were 
described. From this survey was produced in 1969 a Guide for 
Orientation and Supervision of TBAs, which had been used in 
various countries for local experiments. The Ten Year Plan of 
the Health Ministers of the Americas had included proposals for 
fuller usage of the TBA, and the WHO report on The TBA in 
Maternal and Child Care and Family Planning - Guide for her 
Training and Utilization had highlighted the need to continue 
to include TBAs in health care plans and to train them for their 
specific functions. 

The first Latin American Seminar on the Training and Utilization 
of TBAs in Maternal and Child Care and Family Welfare 
Programmes was held in October 1974, with doctors and mid
wives from 15 countries participating. Training of TBAs was 
now being undertaken in Bolivia, Ecuador and Peru. In 
Colombia the government accepted the need to use the TBA in 
the development of the health services and was experimenting 
with wider use of the TBA in both urban and rural communities. 
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I! 	 Consensus Reports of the Discussion Groups 
(a) 	Obstacle. and Suggestionsfor the Midwife's Participation in MCH 

and Family Planning Programmes in Urban and Rural Zones. 
1. 	Functions 

in ,iew of the realities and health needs of developing countries 
ve recommend: 
(i) 	 Midwives should carry out the functions for which they are 

trained. 
(ii) 	Maternal and Child Health and Family Planning admii

strative bodies at all levels should create positions for 
midwives. 

(iii) 	 Midwives should be included in the administrative 
structures of the Ministry of Health and the health care 
team at all levels. 

2. 	Resources
 
We recommend that:
 
(i) 	 A sufficient number of maternity beds be provided to 

ensure all mothers' rights to a hospital delivery. 
(ii) 	 All mothers have a minimum of six prenatal visit,. 
(iii) 	 Midwives be integrated into giving care to the newborn. 
(iv) 	In countires where family planning is acceptable, midwives 

should participate fully in family planning programmes. 
(v) 	 In light of her university training and her activities on 

behalf of the community, there should be an improvement. 
in the socio-economic situation of the midwife. 

3. 	 Supply and demand of services 
Because of the excessive demand in our countries for maternity 
care, and because a large percentage of our mothers are without 
care, we ask that: 
(i) 	 all available midwives be utilized for direct patient care, 
(ii) 	 resources be allocated for creating midwifery schools. 

4. 	Professional and Inter.Professional relations 
We recommend that each professional practise in the sphere for 
which lie or she was trained, and is recognized, in order to 
achieve harmonious working relationships within the health 
team. 

5. 	 Teaching role of midwives:
 
We suggest that:
 
(i) 	 Midwives become part of the university teaching team for 

midwifery programmes. 
(ii) 	The need for postgraduate courses to update their know. 

ledge be considered. 
(iii) 	 The creation of scholar:ships at national and international 

level be promoted. 
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6. 	Programme formation 
The midwife should participate in the planning, realization and 
evaluation of all maternal and child health programmes at the 
national, departmental, provincial and local levels. 

7. 	 Other recommendations 
We ask that the World Health Organisation and other inter
national organisation- invite tileInternational Confederation of 
Midwives to participate in all activities related t: maternal and 
child health. 

(b)Make suggestions to incorporate new activities in the midwife's 
role according to the levels of' activities and in relation to other 
staff working in mother and child hcalth and family planning. 

The new funL-ions for tile midwife will depend on the maternal 
and child hcalth/family planning situation in each country. 

For improved maternal and child health and family welfare we 
suggest that midwives delop extended functions related to family 
planning. nutrition and gynaecology, such as: 
I.Sharing responsibility for planning, activating and evaluating 

maternal and child health programmes at the national, regional 
and local levels, both rural and urban. 

2. New Activities. 
(i' 	 Family Planning education, proscription. control and 

follow-up of reversible contraceptive nielhods. Research. 
(ii) 	 Nu;hition Evaluation of the nutritional state of the 

mother and tilenewbo-rn. Nutrition education of the 
mother in accordance with her socio-economic level; 
breast feeding should be emphasized. Prescription of 
supplementary nutrition ftr the mother and the newborn. 

(iii) Gynaccolhgy l)ctectior ot gynaecoiogical pathology and 

referral to a physician. Emphasis should be onl the detec. 

tin of cervical. uterine and breast cancer. 
(iv) 	 Attention to normal maternal and infant norbidity and the 

calling of a physician in an emergency in accordance with 
pre .stablished regulations and procedure. 

(v)Participation in sex education programmes. 
(vi) 	 Giving :rnaestlbetics in obstetric cases in the absence of an 

anaesthetist amnd under the supervision of an obstetrician. 

(CeIlow to incorporate new areas ot training, including family 
planning into tilebasic ard continuing elucation progrann rmes of 
the midwives. Legislation relating to these new areas of training. 
I.We have identified the following as expanded midwifery 

functions: fanily planning, g'rnaecology, nut rition, anaesthetics, 
teaching and research. We. therefire. recommend that in 
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accordance with each national situation, schools of midwifery 
incorporate in their curricula the knowledge, attitudes and skills 
necessary to produce competence in these functions. 

2. 	 We recommend that in accordance with the curricula in force 
and the needs of each country, postgraduate courses be created 
to update the midwife who also should share the responsiblity 
in the planning, execution and evaluation of these courses. 

3. 	There are several obstacles to integrate expanded functions 
into midwifery practice: 
(i) 	 the health policies of some countries; 
(ii) 	 lack of midwifery organizations in some countries; 
(iii) 	 lack of sufficient financial resources; 
(iv) lack of communication and co-ordination between the 

health policy bodies and the universities. 

To overcome these obstacles, we recommend: 
(i) 	 the creation of schools of midwifery be promoted; 
(ii) 	Governments and/or organizations be requested to provide 

the necessary financial resources for midwifery training; 
(iii) 	 that ways should be found to promote communication and 

co-ordination between health policy bodies and universities; 
(iv) that schools of midwifery should be directed by midwives 

who have had appropriate preparation for this task. 

(d) 	 The functions of traditional birth attendants in maternal and child 
health and family planning. 
I . It is the feeling of this group that mothers of all social and 

economic levels should 1 e attended by professionals. At the 
present time there are many unemployed underutilized and/or 
misutilized midwives. Therefore, countries should first utilize 
all existing professional maternal and child health manpower. 

2. 	If after utilizing all available professional manpower there are 
some populations served by traditional birth attendants with 
resulting high mother and child morbidity and mortalit', then 
midwives should advise, train and supervise traditional birth 
attendants, the purpose being that through improved practice 
there will an improvement in maternal and child health. 

IV Recommendations 
I. 	 Governments should use all available professionals in order to avoid 

the emigration of midwives and other members of the health team. 

2. 	 Where there are unemployed and/or under employed midwives 
posts be created so that traditional birth attendants can be 
gradually eliminated. 

3. 	 Universities should create regional midwifery schools in order to 
increase the number of professionals. 
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4. 	 Governments should make a rural internship compulsory for 
midwives. 

5. 	 We recommend that the name 'partera' should not be used for 
the traditional birth attendants because in some countries this is 
the name of the professional midwife. 

Follow-up Visits 
First follow-up, May-October 1975 
Argentina 
Little was being done to implement the recommendations because of 
political unrest. An invitation to mediate over the re-opening of the 
midwifery school was not accepted. Family planning was not govern
ment policy. 

Bolivia 
The recommendations had been presented to the Minister of Health but 
not discussed; there had been little attempt at implementation. 

The country appeared to have a workable MCI! programme but little 
progress would be made in family planning while the Roman Catholic 

Action Group maintained its strong opposition and refused to work 
with government or the university. There was said to be a government 
family planning policy but it had not been published. Bolivian 
obstetrician/gynaecologists had made family planning and sex edu

cation a major theme of their recent meeting. The National Centre for 
Protection of the Family was opening a MCH/FP clinic in a rural area. 
There were plans for a 7-day conference at Sucre in mid-1976 to 
include all midwives and to give MCH personnel a basic knowledge 
of family planning and information on new techniques. 

All nurses now graduated as nurse-midwives and a two-year updating 
course for existing nurses and midwives was expected to start in 1976. 

There were about 450 nurses and 1,300 auxiliaries. The training of 

auxiliaries was by a 6-12 month course, including a good deal of MCH. 

They supervised TBAs in rural areas. 25 TBAs had been trained and 

they hoped to train a further 125. Training was by teams of rural nurses 

and auxiliary nurses - there were 13 teams - and the training lasted 

50 hours - one day a week for nine weeks. 

The Midwifery Association had been disbanded by government. They 

were hoping to get approval for a Nursing Association and it might then 

be possible to have a nurse-midwives or midwives section within it. 

There was great need for training in nutrition and public health. 

Brazil 
The 	delegates had tried to pass on the recommendations of the Working 

Party to colleagues and meu.cal associations. BEMFAM, the private 

family planning association was arranging for midwives to take a 
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15-day family planning course. It was hoped to arranged a MCH con
ference. 

The government had no family planning policy but allowed BEMFAM 
to function as an IPPF affiliate. Midwives were not involved in famly 
planning, and there seemed little that could be done, although midwives 
were keen to become involved. 

The country was said to have an adequate MCH programme. TBAs were 
scarcely recognized, although there was some talk of giving training to 
them. Midwives had the same status as nurses; they were not recognized 
as competent to attend deliveries. Nurses could take an additional one
year course to become nurse-midwives, but the number who did this 
was not known. The general impression received was that nursing was 
less advanced in Brazil than in other Latin American countries. 

It was planned to hold a Pan-American Cengress of Midwives in Brazil 
in 1976. The Midwives Association were actively trying to have the 
Midwifery Schools re-opened, but it was pointed out that they would 
have to be willing to take part in teaching for this to be possible. 

Chile 
All the recommendations had been implemented except that nutrition 
was still not in the training curriculum. 

They were planning to participate in the Midwives Congress and 
Seminar. 

Their family planning programme was said to be the best in Latin 
America. Evaluation of ten years of this programme was to be subject 
at an obstetrician/midwives congress later in the year. 

Colombia 
Good MCII. and family planning programmes and good training courses 
for TBAs (supervised by trained auxiliaries) had already been in force. 

The project's theme of the midwife's promotion of family planning 
could not really be achieved as they did not want midwives as such. 
Auxiliaries, who received one year's training, were the backbone of the 
rural health programme. There was no possibility of forming a Mid
wives Association. 

MCII nurse specialists were being trained by a one-year course. 

A request that an obstetrician should visit Venezuela to discuss their 
internal problems was not supported by ICM. It should be discussed by 
the Joint Study Group and possibly a member of the Group plus a 
midwife should make the visit. 

Dominican Republic 
Midwife delegates had not shared the recommendations with colleagues 
and there was a general iaLk of communication on the part of the 
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delegates. Letters were subsequently sent asking the delegates to share 
the recommendations for discussion and implementation. 

Th,- country seemed more concerned with training of auxiliaries to the 
detriment of the professional body, and the number of trained nurse
midwives was dwindling. No midwifery courses had been held for some 
years. 

Family planning services were good and all areas of the country were 
covered. Education in family planning was also good. 

The Nursing Association was small and not very active. 

Ecuador
 
Family planning was much in evidence but lacked co-ordination. 
Midwives were involved both personally and through health centres, but 
the subject was not in the midwifery curriculum, nor was it official 
government policy. Asked for information about courses in Latin 
America, and Chile promised to send details. Literature was asked for 
and sent. Some FP training courses had already been arranged through 
PAHO and Fathfinder. 

Mexico 
The MCH/FP picture was very confusing, services being provided by 
government and by private organizations with other international 
bodies also working in this area. There appeared to be no comprehen
sive plan for rural health services or for training, with no standardization 
of courses or course content. With an increasi in the number of doctors 
and the training of obstetric nurses, the profession of midwifery seemed 
to be in danger of closing down. There might be a possibility of forming 
a nurses/midwives section of the OBGYN Society but the question of 
the status of the obstetric nurses, who formed the majority would have 
to be settled if affiliation to 1CM was asked for. 

Paraguay 
Family planning had originally been part of the MCH programme but 
was operating separitely. ii ouxzide aid were withdrawn, it was doubt
ful if government would continue to finance it. Pathfinder/USAID 
were funding a pilot MCH/FP programme in a very isolated area and 
were also training TBAs there. TBAs were generally accepted, but there 
was no government training programme nor were they recognized as 
part of the health teaii. !t was sUggested that auxiliary midwives be 
trained to work with and supervise 7BAs. 

Many trained "urscs and nurse-midwives left to work in Brazil and 
Argentina, but a substantial pay increase was due to take effect in 1976. 

Family planning was linked to cervical cytology. Practice was in the 

hands of doctors only, with midwives acting as educators. Family 
planning theory was included in midwifery training courses. 
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There were plans to set up a Midwives Confederation from the five 
existing Associations, but there was much jealousy among the groups. 

Literature on MCH/FP and on membership of ICM was asked for and 
sent. 

Peru 
Many of the recommendations had been implemented, and midwives 
had contributed greatly to this. As a result of the Working Party they 
now had a midwife representative in the Ministry of Health and had 
been given a licence to function as a College of Midwives. 

Family planning was against government policy but doctors and 
midwives were allowed to practise privately.
 

Help was asked for to support a request that midwives be enable( to
 
train in public health and funds be provided for this, and this help was
 
promised.
 

The midwives were arranging a seminar on the Function of the Mid
v, if' at National Level. 

Uruguay 
The position of midwives was serious. They were being replaced by 
doctors and two out of three thousand were unemployed. Relation
ships between the Ministry of Health and midwives were at a very low 
level, and this, and the attitude of the Faculty of Medicine at the 
University, were preventing the objectives of the Working Party from 
being met. Doctors would not be associ.ted with midwives individually 
or with their Association. 

It was thought that any future follow-up visit must be arranged through 
the Ministry and that a doctor should be involved in any future visits. 

Family planning existed, but solely as a means of combating abortion. 
Midwives were only involved in auxiliary positions and it was thought 
inadvisable to make any recommendations about their training at that 
time. While no support could be offered to midwives, a letter of 
encouragement was sent. 

Venezuela 
Doctors seemed to be upposed to the training and practice of midwives. 
Doctors attended all deliveries and were opposed to nurses and 
midwives being involved in family planning other than as auxiliaries. 
16 nurses had taken midwifery training in 1971 but were not recog
nized as midwives. No further courses had been held and a 6-month 
postgraduate course in MCH was thought to be better. Unti! opposition 
was removed, there was little hope in improving general heaith c ie. 
However, some short courses on information in family planning were 
being given. 

Offered to send a doctor on the next follow-up visit to find out why 
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the Venezuelan doctors were so opposed to the training and practise of 
midwives. 

Second follow-up, April-May 1976 

Ecuador
 
Gauyaquil - The midwives in that region were actively va. tic ioating in 
MCH and family planning programmes. They seldom had opportunities 
for further training and badly needed refresher courses in these subjects. 
The midwives were actively working to reorganize the pr.fessional 
organization, the College of Midwives. Training of TBAs waG a iunction 
of the Department of Nursing, but the newly appointed midwife at the 
Provincial Health Office had been asked to develop this programme in 
the province of Gauyas. There were thought to be about 200 TBAs in 
the province, and the course would start soon. The College of Midwives 
had opened a maternity hospital in a poor suburb of the city, but this 
had had to close because of labour disputes. The midwives were 
confident of obtaining support to re-open it. Midwives were being 
trained in MCH/Family Welfare by a national 4-week course, the fifth 
of which had just taken place. 

Midwifery training at the University of Gauyaquil lasted six years. 
No formal training in family planning was given but information and 
practical experience were gained during residence in hospital and at 
rural centres. It was hoped that ICM could advise on further training for 
the teaching staff. 

The FPA was active and its work was slowly being integrated into the 
health plan of the country. 

Quito -- A meeting way held to describe what had been done since the 
last visit. 
I. 	 Training of TBAs was done by the MCH Division, Ministry of 

Public Health. Local midwives collaborated, but the Nursing 
Division was responsible foi the programme. 100 were trained in 
1975.
 

2. 	 A programme of Voluntary Team Work in rural areas of the 
Province of Pichincho had been presented to the authorities but 
no action had yet been taken. 

3. 	 The family planwng training course to be sponsored by Pathfinder 
had been delayed. The authorities -inted it geared towards MCH. 
A new programme was presented and a first course had taken place 
in Guayaquil. 

4. 	 No study days or programmed professional meetings had taken 
place since the last visit. 

5. 	 Two midwives and one nurse had assisted at a travelling seminar on 
MCH sponsored by PAHO and had visited Chile, Colombia and 
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Uruguay. One midwife was attending a family planning course in 
Chile. 

6. 	 Schools of Midwifery were encouraging their graduates to join the 
Colleges of Midwives. 

7. 	 Midwives were dissatisfied with a ruling by the Ministry of Public 
Health that they should work an 8-hour day. 

8. 	 Midwives had attended a Seminar on detection of cervical cancer 
arranged by the Federation of Gynaecologists and Obstetricians. 

At a meeting with the Minister of Public Health and the Chief, in charge 
of Department of Development, training was discussed and all agreed 
that every training course had to include MCH. 

Colombia 
The Chief of MCH was well informed of the Working Party's recom
mendations. MCH cover had increased considerably since 1970 but was 
still inadequate. In the new National System of Health, priority was 
given to rural areas, to MCH and to children under 15 years old. 

Practical manuals were being prepared for all levels of health personnel. 
There was still a great shortage of trained professional staff and the 
health authorities believed that all personnel should be multi-disciplinary. 

Family planning was focussed on the improvement of maternal and 
child health -nd was well accepted by the church. Profamilia had 
increased -is services in both urban and rural areas and held training 
courses for nurses who performed 60% of the clinic work. Doctors were 
being trained in male and ,-male sterilization. 

'Community action modules were being developed in rural areas and it 
was hoped to have set up 200 of them in 1976, each with 6 health 
promoters, who were local girls with 6 months' trair.-ng in maternal and 
child care, nutrition, family planning, first aid, tuberculosis and 
sanitation. Some training of TBAs was continuing; they were supervised 
by health centres. Courses for health promoters and TBAs were being 
revised to give more emphasis to family planning and nutrition, and 
those of auxiliary nurses to include more on prenatal care, family 
planning, and training and supervision of health promoters. 

Population growth was declining, and the family planning programme 
was believed to have had some effect. A survey showed that knowledge, 
acceptability and use of family planning had greatly increased over the 
past two or three years. 

Visits were paid to training schools and the curricula discussed. 

Dominican Republic 
USAID was sponsoring a programme with the basic health services of 
the Secretariat of Public Health in the training of health promoters in 
rural areas. 
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The final report of the Working Party had not been received; copies 
of the provisional report had been distributed but not discussed. 

Action taken: 
1. 	 The MCH content of the curriculum for nurses and auxiliary nurses 

had been revised and extended with more emphasis on practical 
experience in delivery and family planning. 

2. 	 The National Council of Population and the Family (NCPF) was 
revising and printing manuals on the functions, standards and tech
niques for different levels of personne! working in family planning, 
and a guide for supervisors in family planning. 

3. 	 Both delegates had been invited to join the training department 
recently organized within NCPF. 

4. 	 Four nurse-midwives and one nurse were going abroad for 12 
weeks to be prepared in the training of nursing personnel on 
'Assistance to the Woman'. 

The TBA training programme had been stopped as the budget had not 
been renewed. 

was made for information about how nurse-midwives couldA request 
as a group to entitle them to membership of ICM. Audio-visualorganize 


and other teaching aids were requested.
 

Comments for Future Action 
I. 	 Family planning programmes were being developed in each country 

according to government policy, but the Ministry of Health in 
Ecuador would like assistance in training. 

2. 	 Ecuadorian midwives would like help in re-organizing schools of 
midwifery and in preriring teaching staff. 

3. 	 In all countries midwives and nurse.midwives asked to receive 
regularly up-to-date informatipn on teaching aids and bibliographies 
on midwifery, MCH, family planning, and the training of TBAs. 

VI Proposals for Future Activities and Achievements 
(a) 	Proposals for FutureActivities 

I. Doctors need to be motivated to accept midwives as professional 
colleagues. 

2. Promote the federation of five Midwives' Associations 
(Paraguay). 

3. The extension of FP/MCH services to the rural population. 

4. 	 Formation of a midwifery section within the Nursing Associ
ation (Bolivia). 

5. Registration and utilization of TBAs. 
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(b) 	 Achaevements 
25% of the countries represented reported that almost all the 
recommendations were implemented. 

APPENDIX I 

List of Participants 

Delegates 	 Dominican Republic 
Argentina Miss Angela Margarita Baez 
Dr. Nasib Oscar Mhani Santo Domingo 
Buenos Aires Miss Luz Martina Matos L. 

Miss Germaine Crossling Secretary of Public Health and 
Buenos Aires Social Welfare 

Division of Nursing
Bolivia 

Santo Domingo
Dr. Benjamin Aramayo Oblitas 

La Paz Ecuador 

Miss Julia Ortiz Dr. Guillermo Basquero Medrano 
Sucre Quito 

Mrs. Teresa Diaz de Sardan Mrs. Elsa Piedad Erazo Vallejo 
Sucre Quito 

Brazil Mexico 
Dr. Paulo R.B. Canella Dr. Alberto Alvarado Duran 
Rio de Janeiro Mexico City 

Miss Zilda Nogueira Rodriguez 
Leme, Guanabara Paraguay 

Dr. Alcira Baez de Cardenas 
Chile" Servicio de Maternidad 
Dr. Mario Herrera Moore Cruz Roja Paraguaya 
Santiago Asuncion 

Mrs. Leticia Lorenzetti Silva Mrs. Modesta Ayala de Piris 
Hospital del Salvador Asuncion 
Servicio de Obstetricia 

Miss Jovita VeraSantiago Asuncion 
Mrs. Jemina Rodriguez Osorio 
Santiago Peru 

Dr. Felix Perez RetesColombia 
LimaDr. Hernando Navas Angel 


Bogota Miss Consuelo Montoya de Solar
 
Lima
Miss Ruth Mariana Mejia B. 

Servicio de Salud de Narino Mrs. Raquel Huamen de Centeno 
Pasto, Department de Narino Lima 
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Uruguay Family Planning in Basic Education 
Dr. Jose Carlos Fagnoni B. Mrs. Ceneyda M.de Jaimes 
Montevideo School of Nursing, 
Miss Juanita Gonzalez A. de Land 	 University of Valle
 

Cali, Colombia
Montevideo 

Mrs. Mabel Delgado de Honty Consultants and Observers
 
Montevideo 
 Pathfinder
 
Venezuela Dr. Werner Bustamante
 
Dr. Dario Merchan Lopez Santiago, Chile
 
Caracas 
Miss Margarita Barrios University of ChileDr. Luis Tisne BrousseSantigoHospital Gral. 'Dr. Alfredo van 

SantiagoGrieken' 
Caracas 

Chilean Association of Family
Miss Carmen Leon Protection 
Caracas Mrs. Mirta Rivera 

Santiago 

Representatives 
PAHO Representative in Colombia Neonatal and Mother &Child 
Dr. Eduardo Sarue Protection Institute of Peru 
Ministry of Public Health Dr. Juan Denegri Arce 

LimaBogota 

Family Planning Association ofPAHO Consultant in Latin America 
UruguayMiss Agnes LimaPAHO/WHO Mrs. Mildred Rios de Cobo 

Lima, Peru Montevideo 

Family Planning Personal Interest 

FMs l lning Mrs. Leonora Olaya RodriguezMiss Oriele Zencovich 	 Bogota, Colombia 

Santiago, Chile 

FIGO/ICM and ICM Representatives
Mother and Child Nutrition Mr. John Tomkinson 
Dr. Franz Pardo Chairman, Joint Study Group 
Instituto Colombiano de Bienestar London 

Familiar, Mrs. (Dr.) Piedad de Echeverria 
Bogota, Colombia Latin American Delegate to the 

Sexual Education Joint Study Group, 
Dr. (Mrs.) Cecilia Cardinal de Martin Quito, Ecuador 
Instituto Colombiano de Bienestar Mrs. (Dr.) Olga Julio de Mellado 

Familiar Vice-Chairman, ICM 
Bogota, Colombia Santiago, Chile 
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Mrs. (Dr.) Haydee Gomez de Badilla 
Regional Field Director for Central 

America, 
San Jose, Costa Rica 

Mr. Roger Fenney 
Field Director 
London
 

Miss M. Julia Withington 
Regional Field Director 
San Carlos de Bariloche, Argentina 

Miss Lola Ortiz M. 
Regional Field Director 
Bogota, Colombia 
Miss Kate Long 

Professional Co-ordinator 
London 

Secretary-Interpreter 
Miss Marisa Roldan 
London 
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EAST ASIA WORKING PARTY,
 
MANILA, PHILIPPINES, 4th - 1Ith APRIL, 1975
 

Participating countries: 	 Hong Kong, Indonesia, Laos, Philippines, 
South Korea, South Vietnam, Taiwan. 

Representatives from Cambodia and Japan were unable to attend. 

1. 	 Preliminary Visits. 
Preliminary visits to the region were made by Miss Bayes and Mrs. 
Brohier during February and March 1975. 

Taiwan 
Two meetings were held with the Minister of Health, his Deputy and 
the Chief Nursing/Midwifery Officer. The USAID representative was 
notified of the visit. 

Family planning was integrated into MCH services and the MCH 
midwives had had some training in the subject. In the basic midwifery 
curriculum little time was given to family planning but there were plans 
to prepare a new integrated midwifery/FP course. Midwives provided 
some family planning services assisted by field workers, but thought 
that they should be trained to provide education, counselling and full 
delivery of all methods including IUD insertion, so as to provide a 
service in rural areas. Doctors were opposed to midwives insering IUDs 
but the President of the OB/GYN Associaticn thought that it might 
become possible if midwives were trained. Government had tried to 
involve private midwives but the response was said to have been poor, 
although the private midwives themselves, as members of the Midwives 
Association, expressed their willingness to assist. 

The Provincial Family Planning Committee, Taiching, had been training 
field workers for family planning but the results had been less good 
than expected and they were beginning to realize that midwives could 
do the work better and should be trained for the purpose. 

The Chief Nursing Officer hoped that the Working Party would enable 
better relationships to be estabished between midwives and the medical 
profession. 

Laos 
The USAID representative was most helpful with arrangements and in 
providing background information. The Minster of Health gave an 
interview and was interested in the Working Party. The Director of 
MCH/FP had been instructed to appoint the delegates. The midwife 
director of the Midwifery School thought that the first choice of 

obstetric delegate had insufficient experience, and after discussion with 
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Littlethe MCH/FP Directnr a change of delegate was agreed. 
on how midwifery training was organized.information was obtained 

Although family planning was part of MCH services, the staff were in

trained for this service, and drugs and equipment were in
adequately 
short supply. 

Indonesia 
Discussions were held with the USAID representative, the Chief Health 

Officer, Jakarta, and with the Director-General of Medical Care, 

Department of lealth. The Indonesian family planning programme was 

that part of the world. Midwives made a greatsaid to be the best in 
contribution to ?ACH services although there was a shortage of al para

medical staff. TBAs had been trained and utilized as motivators, but it 

was thought that they could contribute more to MCH/FP services, 
up 3400leaviig motivation to field workers. It was planned to set 

and family health workers were beinghealth centres in rural areas 
to deliver primary health care, supervised by professional midtrained 
The Indonesian PPA trained paramedical and non-medicalwives. 

personnel, and also trained midwives in IUD insertion. 
and the medicalThere were good relationships between midwives 

both professionalprofession and this was commented on by 

associations. Midwives approved of the national family planning 

actively engaged in it. They recognized the need programme and were 
to train and supervise auxiliaries and TBAs. 

with a group of TBAs who had been trained andA meeting was held 

appeared to have a good concept of MCH/FP. They were said, however,
 

not to be typical of tile majority of rural TBAs.
 

South Korea 
Meet:,',s were held with representatives of government and professional 

bodiL, -j:dwith the USAID representative. 

midwives in South Korea were nurse-midwives, but few nurses wentAll 
pay and conditions of service on tt take midwifery training because 

were not sufficiently attractive. This had also caused many government 

midwives to go into private practice. There was a great need for 

midwives and it was suggested that assistant midwives be trained in 

for work in rural areas, where they would be supervised byMClh/FPl 
The Midwives Association agreed thatprofessiomal nurse-midwives. 

serve the community better than fieldassistant midwives could 
workers. '[le private midwives, most (f whom were members of the 

anxious to have family planning training so as to beAssociation, were 
were plans to

able to provide scivices, especially in rural areas. There 

include family planning in the basic midwi~'ery curriculum and to train 

midwives to insert IUDs. 

The national family planning programme was very progressive, but 

to be done. The Planned Parenthood Federation of
much still needed 
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Organization
 
A Local committee was set up in Manila comprising representatives of
 

the Department of Health, Family Planning and MCH, OBGYN Society,
 
Midwives Association and the Midwifery School.
 

III 	 The Working Party 
(a) 	Attendance. Those attending comprised: 

(i) 	 21 participants from Hong Kong (3); Indonesia (4); Laos 
(3); Philippines (3); South Korea (4); South Vietnam (2); 
Taiwan (2). 

(ii) 	25 obser'ers from Philippines (15); Hong Kong (I); Indonesia 
(1); Taiwan (!)- Vietnam (I); UNICEF-Philippines (2); WHO-
Manila (I); Downstate Medical Center, New York (I); USAID-
Manila (I); USAID-Wjshington (I). 

(iii) 	5 staff members of ICM 

(b) 	Summary ofProceedings 
The 	Working Party opened with an address of welcome from the 

Dr. Clemente S. Gatmaitan, Secretary of Health, Philippines.Ihon 
lie stressed the importance of the midwife in promoting the care 
of mother and child especially as in the Philippines two-thirds of 

the popidation came in these categories, and the need to expand 

the role of the midwife to meet the health problems that faced 

them. Both the infant and the maternal mortality rates were much 

too high, and many of these deaths could have been avoided if 

better services were available. 

They planned to ,,xtend health coverage in the rural are," and to 

recruit and train u;i to 5,000 additional midwives to staff the new 

Bario Health Stations, and to equip them to fulfil much wider 

community responsibilities than before. This decision was forced 

upon them by the large increase in population and the lack of 

acceptance of family planning, especially in rural areas, and by the 

extent of the malnutrition which resulted from having large 

fGmilies. 

This address was followed by a paper on The Extent and Nature of 
AfC.. Problems in Detelopihg Countries by Dr. A. M. Angara, 
Chic". MCII Division. l)epartment of lealth, Philipppines. He said 

t pt.pulations in developing f',untries were predominantly rural, 
with the majority in the younger age groups. The level of education 

was generally low and the influence of cultural tradition strong, 

especially in matters affecting maternity and children, so that the 
need for educators was paramount. Resources available for health 

small 	and services tended to be concentrated inexpenditure were 

urban areas. If health care in rural areas was to be improved,
 
auxiliary personnel and TBAs had to be used.
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Although health statistics were inadequate, there was no doubt 
that maternal and child mortality were too high; maternal deaths 
due to haemorrhage were due to lack of prenatal care; a high 
proportion of births were attended by untrained personnel. Much 
morbidity and mortality was preventable and in developing 
countries resources were being diverted more and more to MCH 
care. The principal areas of need were: utilization of auxiliary 
workers and TBAs; better logistic support and better co-operation 
between government and the community; regular training and 
refresher courses for all health workers; acceptance and practice 
of family planning; encouragement of breast feeding and education 
in nutrition. 

I the Philippines the need to continue to utilize the TBA had been 
accepted and after training they now worked alongside and in 
practical co-operation w~th rural health midwives. 

The remainder of the first day ws taken up with explanations of 
procedural watters, introductioa of the participants, election of 
chairmen, etc., and by a talk by Miss Marjorie Bayes, Executive 
Secretary of ICM and Project Director, on The ExpandingRole of 
the 1CM, in which she traced the development of the FIGO/ICM
Joint Study Group and the establishment of the link with USAID 
which had funded the Working Party project. She stressed the need 
for training midwives in family planning and in particular the part 
that the TBA could still play iii MCII care. 

On Saturday, after country reForts had been presented, the subject
of The Priorities in Maternal and Child Care in Developing 
Countries was dealt with from different aspects. The first speaker 
was Mrs. Ivy Woo, Midwifery Tutor, Hong Kong, who spoke on 
What are the Prioritiesfor MaternalCare? She described h.'w the 
better provision of prenatal care and hospital delivery had greatly 
reduced the maternal and infant mortality rates. Problems arose 
during the puerperium because shorter stay in hospital, due to 
shortage of beds, had meant a reduCtion ii. immediate postpartum 
care. It was here that the midwife had an important role to play 
in care and in encouraging family planning, which was a high 
priority for tHng Kong, where the necd to control population 
growth was vital. 

Child Care Prioritiesin Indonesia were covered by Dr. Sudijanto 
of the Social Paediatrics Division, University of Indonesia, Jakarta. 
lie showed how the high proportion of young people in the 
population, and the low health expenditure that the government 
could afford, produced an unsatisfactory situation for child health. 
Infectious diseases and malnutrition were widespread, and this led 
to a low development of intelligence. Priorities were the provision 
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of basic health care to mothers and children, both curative and 
preventive. Care needed to start during pregnancy and continue 
through delivery and throughout the life of the infant and pre
school child. Family planning was most likely to succeed if it was 
based on, and part of, MCH care. 

Dr. Keith Masters, Consultant Obstetrician, FIGO/%CM Joint Study 
Group, took as subject What Place has Family Planning in the 
Priorities of Maternal and Child Care in Developing Countries? 
tie emphasized thie need for family planning in countries with a 
high proportion o. thi. population in the young age groups and 
how this was best co-ordinated with MCII work. The midwife was 
the best person to undertake the delivery of family planning 
services and the degree of her involvement needed to be adapted to 
the level of her training. TBAs should be encouraged to play their 
part and to realize that family planning would not take away their 
livelihood. This concept fitted in well with the need for an 
expanded role for midwives at all levels. 

Dr. Minerva Belen-Inciong, i'xecuilve Director, Nutrition Foun
dation of the Philippines spee on Nutrition - A Priority for 
MaternalandChild Care. She said that malnutrition was widespread 
in the Philippines leading to much disease and lack of growth and 
development. The Philippines Nutrition Programme defined the 
infant and pre-school age groups and pregnant and nursing women 
as its priority targets. Its action programme was fourfold - food 
assistance, nutrition education, health protection and food 
production. MCH care was seen as playing an important part in 
these aims, and the midwife was an important member of the 
health team. 

What Place has Health Educationin Maternaland Child Health and 
Family Planning Programmes and the Role of the Midwife as 
Health Educator? was the subject of a talk by Mrs. Bui Quang Hue, 
National Chief Midwife, MCII/FP Services, Republic of Vietnam. 
She spoke of the need to educate the mass of the population in the 
necessity for preventive health measures and to tell them what 
health facilities were available. It should be a high priority in MCH 
services, since MCH/FP had the widest coverage and reached the 
most numerous part of the population. 

The person best placed to give health education was the midwife, 
both in institutions and in the home. In Vietnam it was a 
recognized part of the midwife's duties and had been included in 
basic training curricula for over 10 years. 

The last of this group of papers was given by Mrs. Ellisea V. 
Loanzon, Chief, Midwifery Service, Manila llealth Department, on 
What Place has a Private Midwifery Service in Priorities?In the 
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Philippines, although exact statistics were not available, there
 
seemed to be a large untapped supply of midwives working in
 
private practice. With further training they could be brought into
 
wider use in government programmes for maternity care.
 

The remainder of the day was given over to consideration of the
 
first Discussion Topic - The problems encountered in the MCH/FP
 
programmes in the developing countries and suggestions for recom
mendations for their solution.
 

On Sunday a social programme had been arranged, and on Monday
 
morning a consensus report of the first Discussion was presented,
 
discussed and approved.
 

There followed a presentation on Maternal and Child Health/
 
Family Planning Services and to what Extent are Midwives
 
Involved? in which a number of speakers explained the situation
 
in their own country. Dr. C. Mullins, Obstetrician, Hong Kong,
 
described the development of MCH/FP services in that territory
 
and how some of the FPA clinics had been taken into government
 
service, leeving the Association more free to develop its work in the
 
areas of education and research. There was a comprehensive
 
scheme for pre., intra- and postnatal care of the mother through
 
hospitals and health centres, in all of which the midwife ,'- fully
 
involved.
 

Dr. Muki Reksoprodjo, Secretary-General, Indonesian Society of 
Obstetrics and Gynaecology, Jakarta spoke of the limited health 
resources in his country compared with the huge need for services. 
The involvement of midwives was increasing as more MCH centres 
were opened, not only in providng maternity care, health 
education and family planning services, but also in training TBAs 
and forming part of the health team in famil' planning education 
and motivation. The training of midwives h4d been adapted since 
1972 to these new demards and 56 midwifery schools were 
operating. A problem was that, by law, newly graduated midwives 
had to work initially in rural areas where, because of age, they were 
not always accepted. The Midwives Association had been active in 
policy making and in curriculum revision and midwifery would 
continue to be recognized as a special branch of nursing with its 
own training requirements. 

Dr. Yu Han Ki, Obstetrician, South Korea, described the family 
planning programme in his country, which had resulted in a sub
stantial decline in population growth. Induced abortion had also 
become more widespread. Increased MCH/FP care had considerably 
lowered the maternal and infant mortality rates, and this trend was 
expected to continue in spite of reduced government spending on 
the MCH programme. 
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The situation in Laos was dealt with by Mrs. Sngaan Ngondara, 
MCH physician. The MCH services comprised pre-, intra- and 
postnatal care, well-baby clinics, health education classes, sick 
baby clinics, family home visiting and family planning ('family 
well-being'), which had been government policy for the last 2 
years. Midwives and auxiliary or rural midwives were responsible 
for services outside the main health centres. 

Dr. Guillerma Naval-Sahagun spoke on the services in the Philip
pines. Infant and maternal deaths had decreased as increased care 
became available, but the birth rate had not declined significantly. 
More than 75% of deliveries were carried out at home, mostly by 
midwives or untrained personnel. In rural areas development of 
care was hindered by cultural traditions and the unwillingness of 
trained staff to work in these areas. Midwives and nurses were 
greatly needed to support the comparatively small number of 
doctors in the country. There were 49 schools of midwifery, 38 
of them private. Midwives worked in hospitals, clinics, health units 
and in the community, and 23,000 had been licensed and 
registered. They were involved in preventive care, health and 
nutrition education and family planiting as well as in maternity and 
child care, and their training had been adapted to their expanding 
role. In family planning midwives prescribed pills, inserted IUDs 
and gave general advice on methods. Training in family planning 
had been given to doctors, nurses, midwives and motivators. 

Miss Nguyen-Kin Dung, Supervisor Midwife, Ministry of Health, 
Saigon, described the role of the midwife technician and assistant 
midwife technician in South Vietnam, of whom there were 1,435 
and 3,478 respectively, about 75% of them working in government 
services. Under-six clinics had now been set up to provide overall 
care to mothers and children and had replaced the former well
baby clinics and out-patient clinics for sick children. These enabled 
midwives to carry through total family care in one place. These 
clinics formed part of MCH services, which also included all 
maternity and family planning services. Family planning had been 
carried on in South Vietnam since 1967. The MCH services had 
138 family planning clinics mostly run by midwife technicians. 
IUD insertion was only done by physicians. Services were available 
only to married women with one living child and the written 
request of both partners. There were plans to improve and develop 
these services. 

In Taiwan, said Mrs. P. Huang, the government attached much 
importance to MCIt services. Maternal and infant mortality and 
been decreasing substantially and ihe majority of births were now 
attended by trained personnel. The tremendous population 
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increase had given rise to an active family planning programme, in 
which midwives and nurses played a considerable role. 

This presentation was followed by general discussion, and in the 
afternoon the groups met for discussion of the second topic -
The extent to which midwives of all categories and TBAs could be 
involved in the delivery of MCH/FP education and services. The 
presentation of reports on this discussion was made on Tuesday 
morning. 

There followed a Panel Discussion on The Expanding Role and 
Scope ofPracticeofall CategoriesofMidwives and TBA s in Family 
Planning. Dr. T.H. Sun, Executive Secretary, Provincial Family 
Planning Committee, Taiwan, outlined the purposes of family 
planning as control of birth rates, promotion of maternal and child 
health, and betterment of family life in general. These objectives 
were achieved by education, motivation and provision of services. 
Midwives were excellently placed for education and motivation and 
were able to supply services although prescription of pills and 
insertion of IUDs required additional training. The participation of 
midwives was important because of the shortage of physicians, 
especially in rural areas whereas midwives were evenly dismore 
tributed; because midwives had good professional knowledge and 
were widely respected; they had a close relationship with the 
public who had a preference for female workers; and there was 
need for co-operation between different categories of worker. Dr. 
Sun went on to review the participation of midwives in family 
planning programmes in Asia which showed that progress had not 
been as rapid as expected because of laws and regulations affecting 
midwives' practice, the opposition of physicians, lack of incentives 
for midwives, and lack of supervision after training, lie recom

mended action to solve these problems. 

Mrs. Song Seon Chon, President, Korean Midwives Association, 
described the role of the midwife in family planning in South 
Korea. Her functional role included motivation and education; 
foil )w-up and supervision of acceptors; loop'insertion in rural 

areas, management and organization of family planning clinics: 

stakis~ics and research; participation in national nmass education 
and community development programmes. In administration the 

was the senior person in tL., health team in planningnurse-midwife 
and developing nursing and midwifery activities in the MCH 
programme. 

Miss Nelida K. Castillo, Nursing Programini Supervisor, Depart
ment of Health, Philippines, spoke of' the expa.i:ning role of the 
TBA in the l'iilippines. It had been thought that t1c TBA would 
disappear from the scene, but limitcd and uneven distribution of 
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resources, difficulties in communications and socio-cultural 
traditions had combined to retain preference for her services. 
The role of the TBA in maternity care was well-established. In 
family planning she could act as educator and motivator and deal 
with problems and side-effects, referring patients to a health centre 
for advice and services; she could also serve as an outlet for supplies. 
In child care she could identify symptoms and refer for treatment 
and give guidance on preventive measures. 

In the Philippines trained TBAs had become informal members of 
the health unit. They were supervised by midwives and public 
health nurses. An evaluation of their training and utilisation in the 
health team was in hand. Training of TBAs began in 1954 but of 
9,000 trained only 6,000 were believed to be still in practice. There 
were about 26,000 untrained TBAs. Training by rural health unit 
midwives and public health nurses was continuing with UNICEF 
assistance. 

The final speaker in this panel presentation was Mrs. Marilynn 
Wender, Nurse-midwife, Downstate Medical Center, New York, and 
her subject was The Need for Specialized Training to preparethe 
various categories of Midwives for their Expanded Roles. She 
described the family planning training given to midwives at Down
state and the content of the curriculum. Although foreign trainees 
at Downstate had been mainly professional midwives and nurse
midwives, miidwives at all levels were needed to give family 
planning services which should be an integral part of MCH training 
and include nutrition, family life education, physical assessment 
and paediatrics. Sonic form of family planning training should be 
given to all categories of midwives, including TBAs, to enable them 
to work in their assigned area. 

The remainder of Tuesday wa" taken up by Group Discussion of 
Topic No. 3 The expanding role and scope of practice of each 
category of midwives and TBAs in family planning and health 
education. Tile consensus report was presented for discussion and 
acceptance on Wednesday morning. 

Next followed a paper on Population Planning in a Developing 
Society by Dr. R. Esmundo, Executive Director, Population 
Commission, Philippines. i-esaid that population planning was 
a means of change which sought to improve the condition of man 
in a developing society. It was not family planning alone, but 
encompassed the whole of man's environment, to confine the 
physical growth of population to a manageable and comfortable 
level, so that life had meaning for all. It was the task of planners 
to lead people to choose the best options for themselves. 

Mr. Atty Lazaro R. Banag, Jr., Executive Director, Professional 
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Regulation Commission, Philippines then spoke on The Impor
tance of ProfessionalLegislation for Midwifery Practice. Having 
defined midwifery and stressed the need to professionalize and 
protect, he referred to the lack of qualified midwives and the need, 
therefore, to make use of TBAs. The government had accordingly 
initiated training for this group, restricting it to those who were 
already practising in rural areas. In the 20 years since training 
began in 1954, 9,200 had been trained. The Philippine Midwifery 
Law had been amended to permit their practice. Their activities 
were being evaluated because it was known to vary considerably, 
sometimes to the detriment of mother and child, but in many 
places they played a most important role and their practice was 
being broadened to include participation in community activities 
including family planning. 

Turning to training, Miss Barbara Patterson, Field Director, ICM, 
spoke on Curriculum Development She said that curriculum 
planning first needed a philosophy. Thereafter the steps were to 
assess the need, set the objectives, plan the ccurse and evaluate the 
results. This could be described as a preparative phase, 
implementation or development phase and inprovement or evalu
ation phase. Considerations which influenced edicational objectives 
were the students themselves, the nature of the work they would 
have to do, the nature of the subject under consideration and the 
philosophy of the school. The evaluation of objectives as applied 
for exaw~ple to family planning, involved appreciation of client/ 
patient bahaviour. She ended by listing the principles of planning 
and of evaluation. 

Nexi came a talk by Mrs. Huynh Thi-Hong, Chief Midwife 
Instructor, School of Midwifery Technicians, An-Giang Province, 
Vietnam, on Introduction of Combining Family Planning with 
MCH Subjects in the I3asic Curriculum for Training of Midwives 
and Other Health Personnel. She said that in Vietnam midwife 
technicians had formerly worked in MCH clinics only, but thc need 
for family planning services had prompted the government to 
include family planning in the services provided by the clinics and 
to set up training courses for midwives working in the clinics. So 
far 129 physicians, 15 nurse-technicians and 84 midwife-!echnicians 
had received family planning training. A revised basic midwifery 
curriculum had been in effect since 1974 and MCH and family 
planning were included, although there were some difficulties 
in giving practical family planning training due to lack of know
ledge on the part of the teachers. 

On Thursday the subject was Expanded Areas of Training for 
Midwives. The first speaker was Dr. Fe Del Mundo, Medical 
Director, Children's Mcdical Center Philippines Inc., Quezon City, 
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and his subject Paediatric& He asked if there was need for midwives 
to be involved in child care, and if so, were they adequately trained 
to do so. The answer to the first question could easily be answered 
by the demographic needs of the country and the high incidence 
of infant and child disease. About 27% of the basic midwifery 
course was therefore devoted to paediatrics. Since midwives were 
being expected to undertake more and more paediatric work, he 
recommended that basic courses be lengthened by three months to 
allow additional practical paediatric experience, preferably in rural 
areas; that annual refresher courses in development in child care 
should be given, and particular emphasis placed on preventive 
aspects. 

After Miss It. Fillmore, Regional Nursing Adviser, Family Health, 
WHO Manila, had spoken on Nutrition,Miss Virginia Orais, Family 
Planning Training Officer, Office of Health, Education and Training 
Philippines, took up the subject of Family Planning. 

Two further papers on education were then presented. Miss Perla 
Pinto, Family Planning Training Officer, Department of Health, 
Philippines spoke on The Correct, Important and Selective Use of 
Communication Media for Effective MCH/FP Education, and said 
that communication was vital to any development programme but 
in family planning it was complicated by cultural patterns and 
personal behaviour. However, their commitment as communicators 
was a source of strength. The four elements in communication 
were the source, the message, the channel and the receiver. The 
source might be a person or, e.g., the radio and each had to be 
adapted to the needs of the receiver. The message had to be care
fully planned and consistent. Channels could be numemus and 
should be utilized according to availability and need. The receiver 
was not passive, but a human being, and the communicator needed 
to know all there was to know about her. Communication was not 
easy and fell into no particular pattern; selective use of the 
different media was therefore necessary. 

Miss Orais dealt with Expanded Areas ofFamily Planning Training 
Jbr !he I'xpanded Role of the Midwifc. She said that midwives 
werL often called upon to perform duties beyond their capacity 
but the gap could be closed by proper training which should be 
related to the tasks in hand and the overall objectives of the service. 
Most now believed that family planning was best provided as an 
integral part of MCI]. Some short training courses in family 
planning had been offered since the early 1970s, but the function 
of the midwife was limited to information education and com
munication. Later some training was introduced into the basic 
curriculum and latterly delivery of a comprehensive service by 
nurses and midwives had brought about a 12-week training pro
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gramme available to any nurse or midwife with previous family 
planning training and experience. Trainers were trained at Down. 
state Medical Center, New York. Trained workers were now in 
practice with satisfactory results and this showed the potential for 
continuing education of the health worker in other related spheres. 
For midwives, continuing education to maintain and improve her 
skills was essential. 

On 	 Thursday afternoon Group Discussion took place on Topic 
No. 4 - How can the new skills necessary for the expanding role 
of midwives be fully integrated into the basic and postbasic 
training of all categories of midwives? The consensus report was 
presented on Friday morning and approved. Further recommen
dations were then put forward and follow-up action plans proposed, 
and evaluation of the Working Party discussed. 

In the final session, reports were given by Group Chairmen and 
after discussion final recommendations were adopted. 

The Closing Address was given by the Hon. Dr. Clemente S. 
Gatmaitan, Secretary of Health, Philippines. fie said that he would 
be ready, within tile limits of their resources, to consider the 
proposals that would be made, especially as they would be directed 
towards improving the health of mother and child. The working 
Party had come at an opportune time when the government was 
strengthening its population programme and involving midwives 
more and more. He outlined proposed changes in midwifery 
training, possibly with increase in the length of the course, 
called on all midwifery groups to demonstrate their unity, and 
show her motivation to her profession and to membership of the health 
team as a whole. 

IV Consnsus Reports of Discussion Groups 
(a) 	 Problems encountered in the MCH/FP programmes in developing 

countries. 
I. Uneven distribution of health services and the standard of 

Health Care due to 
(i) 	 Poor communication; 
(ii) 	 Reluctance of trained persons to work in rural areas. 

Recommendations 
(i) 	 The provision of low-cost multi-purpose/comprehensive 

mobile teams and/mobile clinics. These should be adapted 
to tile n,.2,ds of local conditions in order to make health 
services easily accessible to all the members of the rural 
communities on a regular basis. 

(ii) 	Auxiliary midwives be evaluated to determine if training 
meets tile actual service demands. 
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(iii) 	The inclusion of a period of practice in the rural areas as 
an experience in the latter part of the basic Midwifery 
training programme. 

(iv) 	 A period of compulsory assignment in the rural area after 
registration. 

(v) 	 The provision of incentives in order to attract health 
workers to take permanent posts in less-privileged areas. 
Such incentives should include adequate subsidized accom
modation, transport facilities, aid additional payment. 

2. 	 Limited resources and improper allocation of funds, facilities 
and manpower. 

Recommendations 
(i) 	 Emphasis be placed on stimulating governments to provide 

adequate finance, facilities and manpower for the strength
ening of Maternal and Child Health/Family Planning 
Programmes. 

(ii) 	 Attention should be directed to ensuring fair distribution of 
available funds to provide support for the rural Health 
Services. 

(iii) 	 To identify upgrade and utilize ekisting Traditional Birth 
The trainingAttendants as a member of the health team. 

criteria should meet WHO standards. 

3. 	 Low literacy level of the people. 

Recommendation 
That primary education be compulsory and greater efforts made 
to enforce this. 

4. 	 Public's ignorance of health education 

Recommendation 
Intensive information and education campaign on all aspects of 

health education should be promoted and attempt, should be 

made to involve actively all influential members of the 
community. 

5. 	 Training health workers is not always directed towards the 

needs of the Community. 
Recommendation 
Each country should, as a matter of urgency, modify its curri
culum of midwifery training not only to meet the needs of 
hospital practice, but also to cover adequately the situation in 
which the rural workers may find themselves. 

It is recognized that while a certain basic standard of training 
needs to be formulated; to impose too high a standard may 
actually make the person less able to adapt to a rural situation. 

6. 	 Limited integration of MCH/FP Services. 
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Recommen-lvtion 
To obtain maximum achievement of MCH/FP, services should 
be integrated with emphasis on legislation changes, provision of 
adequate training, incentives and adequate equipment, proper 
record keeping for evaluation of the programme. 

7. 	 Inadequate involvement and representation of midwives in 
decision-making processes at national level. 
Recommendation 
It is extremely important that midwives be involved (through 
their National Associations where possible) at all levels of policy 
and decision-making in Midwifery education, practice and 
leglislation. 

(b) 	The extent to which Midwives of all categories and the Traditional 
Birth Attendants could be involved in the delivery of MCH/FP 
Education and Services. 

I. Sphere ofpractice 
She must be able to give the necessary supervision, care and 
advice to women during pregnancy, labour and the postpartum 
period, to' conduct deliveries on her own responsibility and to 
care for the newborn and the infant. This care includes 
preventative measures, the detection of abnormal conditions in 
mother and child, the procurement of medical assistance and 
the execution of emergency measures in the absence of medical 
help. 

She has an important task in health counselling and education, 
not only for patients but also within the family and the com
munity. The work should involve pre-natal education and 
preparation for parenthood, and extends to certain areas of 
gynaecology, family planning and child care. 

2. 	Categories of midwives are: 
(i) 	 Registered Midwives: higher basic education required; 

graduated from midwifery school or basic nursing 
programme plus postgraduate course in midwifery. 

(ii) 	Auxiliary midwives: lower basic education required; 
graduated from midwifery school. 

(iii) 	 TBA: may or may not have formal education; has simple 
training. 

R = Registered Midwives
 
A= Auxiliary midwives
 
T = Trained traditional attendants
 

3. 	 MCH Services include pre- and postnatal care, care between 
pregnancies, care of mother and fetus, care of children from 
birth to school age. 
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4. Service inrolvemeif 
R/A/T Health education (nutrition, hygiene, etc.) 

R/A General Examination 
R Proper vaginal/internal examination 

Where the need arises:-
R Minor complications: 
R Twin pregnancy 
R Uncomplicated breech 
R Uncomplicated transverse 
R/A Mild anemia, toxaemia of pregnancy 
R/A Emesis gravidarum 

Minor interventions: 
R/A l-M injection 
R I-V infusion Country Regulation 
R Oxytocic injection 
R Pain relieve injeL,,3-
R Amniotomy - certain criteria
 
R Episiotomy and repair
 
R/A Repair of Perineal laceration
 
R/A Breech and Twin de!ivery
 

In Emergency: 
Active Management of 3rd stage labour 
Manual Removal of Placenta 

R/A Contraction (controlled cord) 
P.P.lt. 

No instrumental deliveries 

R Postnatal examination 
R/A Breast care 
R/A Puerperal hygiene 
R/A Dispensing 'pills' (non breast feeding) 

Careof Newborn: 
Rescucitation
 

Suction of mucus
 
Oxygen
 
Medication (inj)
 
Endotracheal tube
 

S. Recognition of Abnormalities 
Child Care: 

Immunization (basic/booster) 
Feeding problems 
Tube feeding 
Recognition of P.C.M. Dyspnoca 

Dehydration 
Simple treatment 
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6. Between Pregnancies 
Country Regulation on Family Planning
 
R/A/T Resupply 'pills'
 
R/A Dispense 'pills'
 
R Insert/Remove IUDs
 
R/A/T Information, education, communication
 

Training, research on public health aspects 
Team building for family planning
 

R/A Pre-marriage counselling (lecturing in/out of school)
 
R/A Supervision of TBA.
 
R Upgrading of TBA
 

Trained TBA.
 
FP1 in formation/motivation
 
General health education
 
Nutritional guidance
 
Child care guidance
 

High Risk Group Identification - Country Regulation: 
Antenatal care 
Normal deliveriies 
Referral system 
Post-natal care 

(c) 	The expanding role and scope of practice in each category of 
Midwives and Traditional Birth Attendants in Family Planning 
and Health Education. 

GuidelinesforDiscussion: 
Identify tile functions and skills in the following areas in the 
expanded role of midwives 
I. 	 Family planning - education and service 
2. 	Nutrition 
3. 	Family life education 
4. 	Child care. 

Certain skills are felt to be fundamental to the successful carrying
out of any of the midwives' functions: 
I. 	The ability to communicate and make use of available media; 
2. Teaching skills; 
3. Knowledge of local, social, economic and cultural factors. 

The functions of midwives in family planning education are: 
I. 	 To provide knowledge on contraceptive methods, including the 

advantages, disadvantages and advice on possible complications. 
2. Motivation. 
3. Identification of potential acceptors within clinics, hospitals, 

schools, other institutions and the community at large. 
4. 	 Continuing follow-up and motivation. 
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5. Training of community leaders, e.g. teachers, village heads, etc. 

6. Training supervision and co-ordination of related personnel. 

Skills needed by Midwives to perform the above functions are: 

1. Ability to form personal relationships. 
2. 	 Personal commitment. 
3. 	 Awareness of local legislation affecting family planning. 
4. 	Ability tn recognize the target population. 
5. 	Ability to organize community resources. 
6. 	Ability to the available means of transportation. 

The functions of midwives in the provision of fomily planning 

services are: 
I. 	 Organization of family planning clinics. 

2. 	 Initial assessment including history taking, physical examin

ations, laboratory examinations, and interpretation of results 

with the referrals of problem cases. 
3. 	Counselling. 
4. 	Dispensing of contraceptive supplies including contraceptive 

pills, fitting of diaphragm and insertion of IUDs. 

5. Record-keeping and reporting. 
6. 	 Follow-up of defaulters. 

Skills needed by Midwives to provide the above services are: 

I. 	Ability to organize and administer. 
2. 	 Interviewing and counselling techniques. 
3. 	History taking ability. 
4. 	 Ability to pick out abnormal/unsuitable cases. 
5. Practical skills.
 

The functions of midwives in nutrition are:
 
I. Assessment of nutritional status of the community, especially 

of the mother and child. 
2. 	 Education regarding diet with special reference to quantity, 

quality, variety, methods of preparation and storage and local 

taboos and food policies. 
3. 	Co-operation with other workers in the field of nutrition. 

4. 	Carry out medical management including interpretation and 

explanation. 
5. 	Allocation and distribution of food supplements. 
6. Participation in nutritional service and research.
 

The skills needed by midwives to fulfil the above functions are:
 

1. Ability to impart: 
(a) 	 Knowledge of norms and growth and development; 
(b) 	 Knowledge of nutrient values of all available foods and of 

methods of food preparation. 
2. 	Ability to form good personal relationships with other members 

of the nutrition team. 
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The function of midwives in family life education are: 
I. Sex education including venereal diseases, directed to the:

(a) 	 Child in school, and through youth groups and 
(b) 	The parents, to help them answer their own child's 

questions. 
2. 	To impart knowledge in home economics. 
3. 	 Instruction on matters of sanitation, hygiene and prevention of 

diseases. 
4. 	Pre-marital counselling. 
5. 	Detection of family problems and giving advice. 
6. 	Referral of problem cases. 

Skills needed by midwives to fulfil the above functions are: 
1. Interviewing ard counselling techniques. 
2. 	 Evaluation uf growth and development. 
3. 	 Knowledge of human sexuality and detection of venereal 

diseases. 

The functions of midwives in child care are: 
I. 	Immediate neonatal care. 
2. 	 Identification of birth injuries and congenital abnormalities. 
3. 	 Education of parents in child care in relation to:

(a) 	 Prevention of common childhood disorders; 
(b) 	 Feeding problems especially weaning; 
(c) 	 Early recognition of common childhood disorders; 
(d) 	Accident prevention; 
(e) 	 Emergency measures; 

4. 	Detection and referral of parasitism, skin diseases and emotional/ 
behavioural disorders; 

5. 	 Detection and referral of handicapped; 
6. 	Implementation of immunization programmes; 
7. 	 Assess growth and development; 
8. 	 Use of community resources for child care; 
9. 	Care of the sick child. 

Skills needed by the midwives to fulfil the above functions are: 
I. 	Ability to undertake resuscitative measures including endo

tracheal intubation; 
2. 	 Ability to care for the low-birth weight child; 
3. 	 Assessment skills including the ability to carry out the physical 

examination of the young child and to know what is normal; 
4. 	 Asceptic techniques; 
5. 	Paediatric nursing; 

(d) 	How can the new skills necessary for the expanding role of the 
Midwives be fully integrated into the training of all categories of 
Midwives? 
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I. Areas Identified:-
Family planning and education service
 
Nutrition
 
Family life education
 
Child care 

2. Strategy:-
In 	 order to achieve full integration of the new activities 

for the midwife into the present midwifery trainingenvisaged 
programme, we recommend integration of instruction on the 

into the existing curriculum wherever applicable, atnew 	areas 
the theoretical, clinical and field work level. Where this is not 

possible, to set up new courses of instruction. The necessity for 

such new courses in the education programme is most likely to 

arise in tlx' fo lowing: family planning procedures; communi

!::jching methods; organization, administration andcation anr 
supervising skills; gynaecology; paediatrics; demography; 

community resources;National Development Programmes; 
evaluation techniques; research techniques; 

subject matterIt is recommended that in order to cover the 

adequately, thought be given to increasing the duration of the 

period of midwifery training. 

It is recommended that: 
(a) The 	 minimum education requirement for entry to 

midwifery 	 training for professional midwives should be II 
of basic education after completion ofyears (10-12) or 


National Secondary Education;
 
(b) 	 Midwifery training for those without general nursing 

training should be 3 years; 
nurses(c) 	 The postgraduate midwifery training for registered 

should be 2 years; 
(d) 	 To p,. a written, oral and practical examination given by 

tile National Licensing Board; 

It 	is realized that for midwives who are already practising, it is 

them undergo trainingunrealistic to expect to all the extra 

outlined above, but it is recommended that courses geared to 

their sphere of activity should be provided for them. 

3. Continuing eduation programme 
that 	 all midwives be providedIt is recommended registereA4 


with:
 
(a) 	 Opportunity for on-going in-service training, including 

attendance at refresher courses, workshops, and partici

pation in already existing programmes; 
(b) 	Opportunity for career advancement. 

Obstacles: attitude of government;4. Legal/Administrative 
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attitude of the medical profession especially Obstetrician/Gynae
cologists; lack of acceptance by Board of Examiners; absence of 
credible representation for midwives; lack of legal protection. 

Measures to Overcome obstacles should include: 
(i) 	 Establishment of strong Midwives Associations or Societies; 
(ii) 	 Use of community pressure groups; 
(iii) 	 U&Peof accumulative data; 
(iv) 	 Working through International organizations; 
(v) 	 Presentation to governments of the results of Seminars/ 

Working Parties on the relevint problems. Where a govern
ment representative is present, government shall be prepared 
to liaise with that representative on the possible implemen
tation of the recommendations; 

(vi) 	 Midwives practice and training should be supervised either 
by Doctors or more highly experienced and educationally 
qualified practising members of their own profession. 

5. Recommendations 
(i) 	 MCH and FP Servic, be integrateu; 
(ii) 	 For her cxpanding role, the international definiticai of a 

midwife be accepted; 
(iii) 	 TBA's should be registered, trained and I ised within 

their sphere of practice, 
(iv) 	 TBA training shold be in their own vernacular; general 

hygiene; information, motivation; attendance at normal 
birth; selection of high risk groups. 

For the integration of IVCH/FP, midwives of all categories 
should have:-
I. 	 High priority to personal motivation and commitment. 
2. 	 Provision of basic and inservice training programmes, so as 

to acquire skills in: practice, communication, teaching, 
supervision, community co-ordination and co-operation. 

3. 	 That there should be nc;.rsir;, ind midwifery representation 
within the Ministry of Health. 

4. 	 That the professional Midwives Association should initiate 
and support continuing education and research. 

5. 	 That auxiliary midwifery training be evaluated to determine 
if training meets the actual Service demands. 

6. 	 That private midwives be trained to enable them to parti
cipate in the National Programme. 

To 	identify, upgrade and utilize existing TBAs as members of 
the training criteria should meet WHO standards. 

It is recommended that the setting up of a iully integrated 
family planning programme be recognized by all countries as 
fundamental to 'he successful implementation of all programmes 
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designed to improve the quality of family life:--

That in order to implement the earlier recommendations, 
back and discuss the recommen-Delegates should report 

dations with student midwives, colleagues, nursing and 

others cuncerned with organizations, those responsible for 

midwifery training -- Department of Health - Midwives 

Licensiiag Body, ICM, FIGO and other allied Agencies, 

professional and non-professional. 

Recommendations 
(a) Integrated Maternal and Child Health/Family Planning Services 

I. Family planning should be an integral part of maternal and 

child health services. 

2. 	The fully integrated family planning programme should be 

recognised by all countries as fundamcnt:! to the successful 

implementation of all programmes designed to improve the 

quality of family life. 

3. 	 Emphasis should be placed on stimulating governments to 

provide adequate finance, facilities and manpower for the 

strengthening of Maternal and Child Health/Family Planning 

programmes. 

4. 	 In order to obtain maximum achievement of Maternal and Child 

Health/Family Planning, services should be integrated with 

emphasis on legislative changes, provision of adequate training, 

incentives and adequate equipment, proper record keeping for 

evaluation ,f the programme. 

(b) TraditionalBirthAttendants. 
Birth Attendants should be identified, trained andThe Traditional 

within their sphere to practise. This willregistered and licensed 
enable the existing Traditional Birth Attendants to become useful 

Team. The training criteriaextension members of the l!ealth 
should meet the standards laid down by WHO. 

(c) Midwiferyas a Profession 
I. The professional advancement of midwives should be regularised 

in view of the fact that they will be acquiring expanded roles 

and functions. 

2. Practising midwives should be involved at all levels of policy, 
and decision-making in midwifery education, practice and 

legislation. This may be accomplished through their National 

Associations where possible. 

3. 	Midwives should promote their profession by every means 

available, through their national organizations. They should 

188 



EA-23
 

encourage their governments to accept the international 
definition of the midwife as a support to her expanding role. 

4. 	The professioi-m! Midwives Association should initiate and 
support continuing education and research. 

(d) Midwifery Training 
I. 	Provision oi basic training as well as in-service training pro

grammes for midwives to acquire skills in practice, communi
cation, teaching, supervision, community co-ordination and 
co-operation. 

2. 	 Private Midwives be trained to enable them to participate in 
the national programme. 

3. 	 Auxiliary midwifery training be valuated to determine if 
training meets the actual service demands. 

4. 	Each country as a matter of urgency modify its curriculum of 
midwifery training, not only to meet the needs of hospital 
practice, but also to cover adequately the situation in which 
rural workers may/ find themselves. 

5. The inclusion (,t' a period of practice in rural areas as an 
experience in the latter part of the basic midwifery training 
programme, 

6. 	 A period of compulsory assignment in the rura: area after 
registration. 

(e) Health Services. 
I. 	Governments should provide low cost multi-purpose/com

prehensive mobile teams and/or mobile clinics. These should be 
adapted to the needs of local conditions in order to make health 
services easily accessible to all the members of the rural com
munities on a regular basis. This would help to alleviate the 
uneven distribution of health services and the standard of health 
care. 

2. 	The provision of incentives in order to attract health workers 
to take permanent posts in less privileged areas. Such incentives 
should include adequate subsidized accommodation, transport 
facilities and additional payment. 

3. 	 Promotion cf intensive information and campaigns on all 
aspects of health education, with special emphasis on family 
planning. All attempts should be made to actively involve all 
influential members of Ine communiy. 

VI 	 Analysis of Evaluation Questionnaire 
The Evaluation forms were completed by 23 delegates and the results 
are summarized as follows:
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(a) 	 Delegates were unanimous in confirming that the group discussions 

had most impact and that they found the interchange of 

information and ideas both helpful and stimulating. Knowledge of 

other countries' situations and their approach to the problems 

encountered was felt to be of great value. 

(b) 	 1. Small group discussions were enjoyed and it was generally felt 

that more time for these would have been beneficial. 

2. 	 Most delegates were very appreciative of the curriculum 
have liked time allotteddevelopments paper and would more 

thereto. 

(c) 	 There was a general feeling that less time could have been spent on 
other 	than developmentpresentation of papers, the curriculum 

paper, as the papers were considered to contain elements of rep
etition. 

(d) 	Summary Very Useful Useful Not Useful 
Paper presentation 15 7 1 

-.11 12Panel discussion 
Large discussion group 7 14 2 

Small discussion group 17 4 2 

(e) 	 Follow-up action intentions were stated by delegates as:-

I. 	Presentation of recommendations to Association and Govern

ment Departments to attempt motivation. 

2. 	To attempts stimulation of training organizations particularly 

as regards curriculum development. 

3. 	Several delegates their intention of:
the Working(i) 	 attempting to arrange seminars to further 

Parties aims and to implement recommendations. 

(ii) 	 planning projects to expand the midwives' role in family 
planning. 

VI! 	 Follow-Up Visits 
First follow-up 
Ph;iippines, April/May 1975 
(a) 	Field Trips 

I. 	Midwives in family planning clinics were very service orientated 

and seemed not to recognize the importance of education and 

motivation. 

2. The 	 Roman Catholic Medical Mission had a thriving Family 
but this mightPlanning/Community Development Programme, 

have to close down through lack of funds. 

3. 	 TBAs were a dedicated group and well organized but needed 

further training. Their supervisors needed better training, 
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especially in family planning education, information and com

munication. 
(b) Follow-up Meetings with Delegates 

1. Integration of the t', Midwives Associations had been agreed 
and a new constitution was being formulated. 

2. 	 The Board of Midwives had been working on proposals arising 
out of the recommendations of the Working Party for revision 

of the Midwifery Law and strengthening the powers of the 

Board; revising the midwifery training curriculum and setting up 

a one-year postbasic midwifery course for nurses so that they 
could qualify as nurse-midwives; upgrading the status of mid
wives to give them greater responsibility. 

3. 	 The TBA observers at the Working Party had discu!sed the 

recommendations with colleagues. They said that they were 
now more confident to discuss family planning. 

(c) Other Meetings 
Government officials were interested in the recommendations of 

the Working Party and would support them. The generally poor 
standard 	 of midwifery education was admitted and plans for 

were outlined. The need for integrated familyimprovement 
planning training for midwives was accepted, as the present 

weakness in family planning training was known. 

Korea, May 1975 
The delegates, members of the Midwives Association and the Nursing 

Officer, Ministry of Health, had met and discussed the Working Party 

and the recommendations. The Midwives Association had made certain 

recommendations to the Ministry on training and conditions of service 

of midwives. The government was making proposals on pay, but it was 
would work in rural areas, and of 1,000reiterated that 	midwives not 

MCH workers, only 300 were nidwives. There were 29 midwifery 

schools in the provinces but only 88 nurses had taken midwifery 

training in the previous year. It was suggested that the Midwives 
the idea of midwifery as a career.Association should try to promote 

Since 1973 midwives had been authorized to insert IUDs. The Korean 

Institute of Family Planning was training about 80 midwives a year in 

this procedure and the National Institute of Public Health was training 

midwives for MCH/FP services, including the insertion of IUDs. 

One of the best midwifery schools was at the llsin Women's Hospital, 

Pusan, which was a Presbyterian Mission Hospital. Family planning was 

integrated into the course and private midwives could take refresher 

courses, which would be arranged by the Midwives Association. 

A majority of doctors opposed insertion of IUDs by nurses, but there 

were hopes that this opposition would be worn down. 
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Tile USAID representative discussed the Community Health Care 
project which they were funding. 

Taiwan, May 1975
 
A report on the Working Party and the recommendations had been
 
submitted to government and the Directors of the Midwifery Schools,
 
and had been discussed with colleagues at national and local level. One
 
delegate had put forward plans for action following the pattern of the
 
recommendations.
 

There was still considerable opposition from doctors to midwives
 
inserting IUDs.
 

The Director, Bureau of MCtl, strongly supported the inclusion of
 
family planning into MCII services, but midwives would first need
 
refresher courses and he was seeking funds for this purpose.
 

The Provincial Family Planning Comnut,;e would support and assist in
 
implementing the recommendations. Their policy was now to replace
 
field workers by midwives.
 

Indonesia, June 1975
 
The delegates had presented the Working Party Report and Recom
mendations to the Minister of Health and to the two professional
 
Associations, and had themselves put forward proposals on educational
 
standards of recruits to midwifery training, the integration of family
 
planning in the curriculum and the use of private midwives as family
 
planning workers in health centres.
 

The Midwives Association with the FPA hoped to arrange Regional/
 
Provincial Seminars to stimulate self-motivation for family planning
 
among midwives. The USAID representative would be prepared to help
 
in this.
 

Summary of first follow-up 
I. 	 Much progress was shown within the countries visited. 

2. 	 All the delegates had presented the recommendations to their 
government personnel and other members of the health team. 

3. 	 Some of the delegates who were opposed to midwives performing 
concertain functions in the role of family planning have been 

verted since the Working Party and in turn were trying to convert 
their medical colleagues. 

4. 	 Those obstetricians who already worked closely with midwives had 

been further stimulated to work in close co-operation with them 
and had been influential in getting some of the recommendations 
implemented. 

5. 	 TBAs in one of the countries had stimulated their colleagues to 
further participation in family planning activities. 
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6. 	 Where government and medical personnel had in some countries 
been reluctant to meet midwives to discuss their role at high level, 
the follow-up visit had cleared the ground and some meetings had 
already taken place. 

Second follow-up 
Philippines, October 1975 
Most of the Working Party recommendations had been or were to be 

implemented: 
1. 	 Legislative changes to allow maximum participation by midwives 

in MCII services and strengthening of the powers of the Board of 

Midwifery. 

2. 	 Provision of adequate training for all categories of midwives with 

the development of a 2-year basic midwifery curriculum including 

family planning. 

3. 	 Amalagamation of the two Midwives Association and close co

operation between PGS and IMAP. 

There had been no government consideration of proposals for up

grading the status of midwives or a one-year postbasic midwifery course 

for nurses to qualify as nurse-midwives. 

It was recommended that: 
I. 	 Family planning should not be taught as a separate subject, but be 

integrated into all aspects of midwifery training courses. 

insertion should be compulsory not2. 	 Practical training in IUD 
elective. 

at rural health centres should visit the TBAs, especially3. 	 Midwives 

those who had not been trained.
 

IMAP should take advantage of the readiness of authorities to assist4. 
MCII/FP. A one-month coursein training private midwives in 


seemed the most suitable.
 

5. 	 The Society of the Philippines Schools of Midwifery should plan to 

prepare Midwifery Educators to implement the new 2-year course. 

6. 	 All chapters of IMAP should meet to inform local members of the 

latest developments in the Association. 

of ICM would be discussed7. 	 IMAP's application for membership 

with Miss Hardy during her visil.
 

Korea, October 1975
 
Some of the recommendations had b-'n implemented:
 

at
I. 	 A midwifery section had been created the Ministry of Health 

and Social Affairs. 

2. 	 Midwives were to be supervised by their peers. 
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Other recommendations on legislation, salary structure and training 
had not been implemented. The Midwives Association received no 
support from the OBGYN Society. 

It was recommended that: 
1. 	 A meeting be arranged to discuss the training of private midwives 

in family planning. 

2. 	 The leaders of the Midwives Association in Seoul and those of the 
provincial branches should: 
(i) 	 participate in the first training course in family planning so 

that they could organize seminars for their members. 
(ii) 	Co-operate with Nursing Colleges in informing third year 

students about tile profession of midwifery. 
(iii) 	 Have regular meetings with the private midwife members about 

improving the quaiity of service. 

3. 	 Family planning information education and communication 
materials should be obtained from the Planned Parenthood 
Federation of Korea for the members of the Midwives Association. 

Taiwan, October 1975 
Most of the recommendations of the Working Party had been con
sidered favourably and action taken to implement them, but the 
insertion of IUDs by midwives was not accepted by most doctors and 
was contrary to the new medical law. There was no co-operation 
between the Midwives Association and the OBGYN Association in the 
implementation of the recommendations. 

It was recommended that the two Midwives Associations should give 
support to modifications of the midwifery law, and that they, with the 
Nursing/Midwifery Division of the National Health Administration 
should support the new basic training curriculum for nurse-midwives. 
The pilot project involving private midwives in family planning training 
and services should be continued if evaluation showed good results. 
Supervision of private midwives should be strengthened because they 
performed about one-third of all deliveries. 

Indonesia, December 1975 
Most of the recommendations of the Working Party had already been 
or had since been implemented. 
I. 	 The Indonesian Obstetrics and Gynaecological Society strongly 

supported the National Association of Indonesian Midwives in its 
activities and planned to bring up the needs of midwifery training 
at the next convention of the Society in Medang in June 1976. 

2. 	 The NAIM accepted the idea of using PKKs (the new multi-purpose 
health worker) to perform normal midwifery, but insisted that 

midwifery training should be continued as postgraduate training 
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for PKKs and that the name Pidang (midvife) should be used for 
those with the additional trainir-1. 

3. 	 Instead of planning regional and provincial seminars on self
motivation for family planning among midwives, as mentioned in 
the report of the first follow-up, the NAIM had included in its plan 
of action a workshop on management and leadership for executive 
members. 

Recommendations 
I. 	 The NAIM would send a letter to the Director of the Education 

Division offering co-operation in the PKK project and would 
nominate a representative to sit on the study sub-committee. 

2. 	 The NA!M would prepare a questionnaire to go to all branches to 
discover 
(a)The number of private practising midwives. 
(b)The number of private midwives who had been trained in IUD 

insertion, with details of the training. 
(c)Names and addresses of private midwives who wished to be 

trained in IUD insertion to be sent by NAIM to Chief, Bureau of 
Education or to the USAID Population Officer and further 
discussions should take place between them on this project. 

(d)A copy of any recommendations made in future by NAIM 
to be sent to USAiD/Population/Indonesia for information and 
follow-up. 

(e)NAIM 	should prepare proposals for the functions of PKKs based 
on the basic training curriculum, which could be submitted to 
study sub-committees for consideration. 

Third follow-up
 
Taiwan, July 1976
 
Purposes of visit
 
(i) 	 To represent ICM and to participate in a MCH/FP Workshop for 

midwives of local health stations organized by the Institute of 
Maternal and Child Health. 

(ii) 	To follow-up implementation of the recommendations of the 
Working Party. 

(a) 	The Workshop 
I. 	The National Health Administration supported the Workshop 

by sending a representative to act as a panel member. 

2. 	 The staff of the MCII Institute made a point of conducting each 
of these workshops personally. 

3. The director and chief of the nursing section of the local county 
health bureau participated actively in the Workshop. 

4. 	Each midwife or public health nurse-midwife in the county had 
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a target for MCII work of 210 new prenatal cases annually, and 
a target of 210 new family planning acceptorsw-as to be given 

The aim was motivation prenatallyfrom these prenatal women. 

leading to acceptance postnatally.
 

5. In the project submitted to ICM, it was planned to hold four 
or public health nurse-midwivesworkshops for 200 midwives 

but only a !tal of 135 had attended so far. There were plans to 

hold a ooe-day meeting for those who had been absent. 

6. Evaluation of performance would be done monthly by the MCH 
sent toInstitute and the Ilealth Bureau and a report would be 

ICM after 6 months. Further evaluation seminars would take 

place after one year and a final evaluation sent to ICM after 

completion of the project. 

7. Workshops for midwives of local health stations had so far been 

he!d in six of the twenty counties and cities. 

(b) Implementation of the Recommendations 
I.Family planning training for private practising midwives. Six 

more were to be held.one-day sessions had been held and four 
While the average performance of each midwife had improved, 

only 28 out of 80 who had attended so far had reached the 

target of performance set. 

2. Association for Voluntary Sterilization of Taiwan (AVS) 
under contract to AVS in providing fam~iyMidwives worked 

planning services and many of the patients seen by AVS were 

referred by midwives. In 1977 AV, were planning to set up five 
Alwives. Trainers wouldtraining courses in I1I) inser" 


take a 10-week course at IP, 
 " vedical Center, New York. 

3. Chinese Midwives Associatin The Association had become 

more 	 active nembership had increased and finances were 
of action encourage more newimproved. Their plan wis to 


members, to organize talks anld seminars, to screen and evaluat,.
 

books and teaching materials, to establish sisterhood with the 
one newsletterKorean Midwives Association, and to publish 

every trimester and a magazine yearly. 

Iegislation and Practice The Nursing/Midwifery4. Midwifery 
had not hiad opportunity to consider modificationsConmittee 


of the Midwifery Law relating to the expanded role of mid

wives. Supervision of the practice of midwifery had been
 

inproved.
 

T1he Basic Training CurricuIlutl This iad been revised according

5. 	

role of tie midwife in MCII/I:I, had beent0 tie expanded 
approved by the Ministc-i of Iducation and would be implenlen

ted in 1976/77. Fanmily planuning/M('l Iand nutrition were being 
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integrated into the courses, but midwives were not trained in 

IUD insertions. 

South Korea, July 1976 
I. 	 MCHI/FP services 

For the five-year plan i 1 . the linistry of Health and Social 
Affairs would recruit 1,140 midwives for the health sub-centres 
and 1,320 midwives for health centres. 300 new maternity centres 
would be used to train midwifery students in MCH/FP. 

2. 	 Midwifery Profession 
There had been proposals from both the Nurses and Midwives 
Associations for the establishment of a Nursing Bureau or a 

that no actionNursing/Midwifery Bureau. The Ministry thougltt 
could be taken in the near future. In the five-year plan the 

midwifery law would be reviewed to allow midwives to accomplish 
their expanded role in MCH/FP, especially IUD insertion. The 

salary of midwives would be increased to encourage nurses to take 
up midwifery training. A new health insurance scheme excluded 
private maternity nurses from the list of appointed institutions, 
and private midwives were afraid that they would suffer. 

3. 	 Midwifery Training 
its subsidy for the basic midwiferyThe Ministry would increase 

training course to encourage nursing schools to offer midwifery 
training. A new basic nurse-midwife training curriculum was under 

study. The 300 new maternity centres would give practical training 
in the conditions in which midwives would eventually practise. 

4. 	 Family Planning Training 
The number of government midwives being trained in IUD 
insertion was being increased, but the proposed training of private 

not been taken further. Discussionsmidwives for this purpose had 
were held with a view to promoting this. 

5. 	 Korean MidwivesAssociation 
This was much more active than before and was co-operating with 

the Korean Nurses Association in MCH/FP, midwifery training etc. 

It was establishing relations with the Chinese Midwives Association 
of Taiwan and was carrying out a special project among unmarried 
mothers. 

Recommendations 
1. 	 The Korean Midwives Association and the Planned Parenthood 

Federation of Korea should prepare an official request for training 

of private midwives in IUD insertion and this should go to the 

Ministry via the MCH Bureau. 

2. 	 They should review the draft of the questionnaire to go to KMA 

members to obtain data and support for this application. They 
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the 	 results of the 
should evaluate and send to the Ministry 

questionnaire to reinforce this request. 
more

KMA and the KNA should co-operate closely to deal
3. 	 The 

effectively with mutual problems. 

should visit Nursing Schools to tell the
4. 	 Branches of the KMA 

students about midwifery training and practice. 

about the implications of the 
5. 	 The KMA should take legal advice 

new Health Insurance Law. 

6. 	 Private midwives should participate more actively in family plan

ning by using materials supplied by PPFK. 

The KHA should follow-up the five-year training course project for 
7. 

college graduated nurse.midwives. 

8. 	 The KMA should have frequent contact with the Public Health 

Nursing Instructors to follow-up midwifery activities in the public 

sector.
 

Philippines, August 1976 
I. 	 Midwifery Practice 

From the beginning of 1976 a restructured health care delivery 
For rural areas a five-year project

system had been implemented. 
had been put in hand with one or two midwives appointed to each 

after a 4-week training course. This appeared to
rural health centre 

projectFor the Manila Metropolitan 	area a new
be working well. 

service in each of 39 existing health
envisaged a 4-bed maternity 

set 	up already, each staffed by 9 midwives 
centres. 13 had been 

and providing a 24-hour service.
 

2. 	 Midwifery Law and Regulations 
a final draft was being

Proposed amendments had been agreed and 

prepared for submission for presidential approval. The presidential 

decree establishing the restructured health centres enabled midwive3 

to perform a wider role in this new context. 

3. 	 Midwifery Training 
The basic course had been 	extended from 18 months to 2 years. 

revised and approved and would be 
The 	 curriculum had been 

1976/77. Family planning training would include
implemented in 
dispensing of pills and insertion of IUDs. A workshop for principals 

to acquaint them with the
of 	 training schools had been held 

changes.
 

4. 	 Family Planning Training 
for 	 private practisingin planningTwo-month courses family 

midwives, concentrating on IUD insertion and pill dispensing were 

18-month study project by the Population
being set up under an 

2 months fohowing, each 	 midwife
Centre Foundation. In the 
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would have to perform 20 IUD insertions without supervision to 

obtain a certificate which would enable her to apply for a licence. 

PCF would provide all supplies and training materials. IMCH would 

co-operate in evaluation. 

5. 	 Postgraduate TrainingforMidwi'es 
After discussion, the Dean, Institute of Public Health, promised to 

or 	 two midwives annually for postgraduateaccommodate one 
training provided they had the academic requirements. The 

for a certificate ofInstitute might also organize a training course 
public health administration for midwife supervisors. 

6. 	 IMAP 
This was now officially registered and had organized branches in 

an Annual Midwifery Conventionseveral cities. They were to hold 
in October. 

Observations and Recommendations 
I. 	 In the public sector the utilization of midwives was gaining in 

importance and there was a greater development of the MCH/FP 

services. 

2. 	 In the private sector there was a warm reception for the training 

of midwives in delivery of family planning services. 

good3. 	 IMAP had achieved very satisfactory integration. There was 

co-operation between representatives of the two previous factions 

on the Board of Directors. 

4. 	 The amendments to the old Midwifery Law had met repeated 

objections from the Nursing Association and Board of Nurses but 

were well accepted by the Professional Regulation Commission. 

5. 	 All midwives seen said that the Working Party had brought them 

together and given them inspiration and support. 

Fourth follow-up 
Phillipines, October 1976 
This visit was planned to help the President of IMAP with technical 

Recompreparations for the third celebration of the Midwifery Week. 

mnendations of this convention were: 
1. 	 The utilization by Manila Health Department of midwives for 

supervisory work should be extended throughout the country. 

2. 	 Midwives should be allowed to teach midwifery provided they 

had had some training in instruction. 

to speed up (i) promulgation of the new3. 	 Efforts should be made 
of necessary materials forMidwifery Law and (ii) the provision 

working as nursing aides in maternity and paediatricmidwives 
services. 
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New 	Developments concerning Midwifery Training 
I. 	 The 2-month training course in comprehensive family planning, 

with emphasis on IUD insertion for 10 private midwives from 

Cavite began in October 1976 and good results had ensured. 

2. 	 Two midwives were to attend a 3-month training course in Famly 

Health in Singapore from November 1976-January 1977 under 

sponsorship of WHO. 
to train3. 	 In Tacloban University a pilot project had been started 

local residents as midwives, nurses and doctors: a 2-year course for 

midwives, two years additional basic training in nursing for 

midwives to qualify as nurse-midwives, and a further 2 years' basic 

training in medicine for the nurse-midwife who wanted to become 

a medical doctor. 

4. 	 The Population Center Foundation, in co-operation with the Jose 
was still training government nurses andFabella Memorial Hospital 

with emphasis onmidwives in comprehensive family planning, 
insertion of IUDs and dispensing of other contraceptives. 

VIII Outcome, Proposals for Future Activities, Achievements 

(a) 	 Outcome 
1. The Working Party has highlighted: 

(i) 	 The midwife's present functions. 
(ii) 	The possible expanding areas in her training and role. 

(iii) 	 The need for expanding her functions. 

2. 	 There is some change in obstetricians' attitudes towards the 
a pair of hands, she is now conmidwife - instead of being 


sidered as a member of the health team.
 

(b) 	Proposals for Future Activities 

1. Continuing education for midwives. 

2. 	 Approval of government/midwives association joint project. 

Family planning training for private practising midwives in the 

Philippines. 

(c) 	Achievements 
1. The union of two 	rival midwifery associations (Philippines). 

2. 	 Family planning training for private practising midwives with 

emphasis on IUD insertion. 

3. 	 Review of the midwife's professional status, economic welfare 

and 	midwifery education. 
obstetric society and midwifery associ4. 	Co-operation between 


ations.
 
5. 	MCH/FP Training Workshop for government MCH midwives 

(Taiwan). 
6. 	Review of legislation governing midwifery training. 
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APPENDIX I 

List of Participants 

Deleptes Mrs. Kongkeo Rodsphon

Hong Kong Chief Midwife, MCH/FP Services

Mrs. Ivy Woo-Lan 	 Mahosot Hospital 

Midwifery Tutor Vientiane
 
School of Midwifery Mrs. Prasoumphone Saycocie

Queen Elizabeth Hospital Midwife in charge, MCH Clinic
 
Kowloon Mahosot Hospital
 
Mrs. Ruth Wong Vientiane 
Midwifery Superintendent 
President, Midwives Association Philippines 
Maternity Dept. &School of Mrs. E.V. Loanzon 

Midwifery Chief, Midwifery Services, 
Care's Medical Centre, Kowloon Health Department

Manila 
Dr. L. Mullins 
Obstetrician/Gynaecologist Miss J. Reyes 
Nethersole Hospital, Hong Kong 	 Midwife Supervisor 

Health Department
Indonesia Manila 
Dr. Muki Reksoprodjo Dr. Gulerma Naval-Sahagun 
Secretary-General, Indonesia Society Philippine Obstetrical/ 

of Obstetrics and Gynaecology Gynaecological Society 
Jakarta Rizal 

Mrs. Tien Soemarmo 
Midwife, Family Planning Training South Korea

OfficerJakarta Dr. Yu Han KiObstetrician/Gynaecologist 
Mrs. Hlendang Murdaningsih EWHA Women's University Hospital 
Midwife, Health Centre Seoul 
Jakarta Mrs. Song Seon Chon 

Dr. Sudijanto Nurse-midwife 
Social Paediatrics Division President, Midwives Association 
University of Indonesia Medical Seoul 

School Mrs. No Yai Park 
Jakarta Nurse-midwife 

Laos Public Health Nursing instructor 
Mrs. Snguan Ngondara National Institute of Health, 
Provincial Director, MCH Training Dept. Ministry of Health 
PMI Hospital Mahosol & Social Welfare, 
Vientiane Seoul 
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Mrs. Lee Chin Hi Bernardina Rivera, 

Nurse/Midwife,Nurse-midwife 
Regional Nurse Supervisor,Principal Tutor, Vocational School, 
Regional Health Office No. 3,

Seoul 
San Fernando, Pampanga.

South Vietnam 

Miss Nguyen Kim-Dung Mrs. Trifuna C. Acosta,
 
Midwife, Regional Supervisor MCH Registered Midwife,
 

Regional Health Unit,Services, Ministry of Health 

Bacarra, Illocos, Norte.
Saigon 

Mrs. Huynh Thi-Hong 
Chief Midwife Instructor Mrs. Felisa B. Almira,
 

School of Midwife Technicians, Registered Midwife,
 

An-Giang Province, Regional Health Office,
 

Ministry of Health Batangas City.
 

Saigon
 

Taiwan - Republic of China Mrs. Fe T. Bacalzo,
 
Mrs. Huang Shu-Yun, Nurse-midwife Registered Nurse/Midwife,
 

Division of Nursing Midwifery, Regional Nursing Supervisor,

Regional Health Office No. 4,
 

National Health Administration, 
85 Imperial. Cubao, Q ezon City.

Taipeh 

Mrs. Efigenia Buenviaje,
Mrs. Chiang Hsueh-Li 


Chief Midwife, Registered Midwife,
 
B.S.C. Public Administration,Nursing/Midwifery Section 


School of Nursing/Midwifery, Chief of Section Midwifery Services,
 

Taichung Hospital, Quezon City Health Dept.
 
Taichung County
 

Miss Lydia Perocho,
 
Observers Registered Midwife,
 
Philippines Principal, St. Catherine School
 

Miss Julita Yabes, of Midwifery.
 

Associate Professor,
 
Sister Milagros Quijano,Institute of Public Health, Nurse/Midwife,Manila 

Principal, Marian School of
 

Midwifery,
Rosario Zaraspi 

Manila.
Nurse/Midwife, 


Bureau of Health Services,
 
Mrs. Nora Fe Pagaduan,
 MCH Division. 

Nurse/Midwife Supervisor,


Mrs. Beatriz Gorospe, 
Mothercraft Section,

Nurse-Midwrife, Burden International Inc. 
Provincial Nurse Supervisor, 

Rizal. 
Cavite Province. 


Mrs. Victoria F. Diaz,

Isabel Pascua, 

Traditional Birth Attendant,
Nurse/Midwife, 

Carmona, Cavite.Regional Health Office No. 4. 
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Mrs. Wenefrida A. Cajara, 
Traditional Birth Attendant, 
Rural Health Centre, 
Carmona, Cavite. 

Perseveranda Montoya, 
Registered Midwife, 
Regional Health Unit, 
Talugtog, Nueva Ecija. 

Hong Kong 
Miss Anne Marie Tseng, 

Nurse-Midwife Supervisor 

Mothercraft Section, 

Borden Foods Co., 

Getz Bros. Inc. 


Taiwan 

Mrs. Chan-A-Lan 

Nurse-Midwife. 


Indonesia 

Mrs. Syamsuddin/Tjasmirah, 

Jakarta. 


UNICEF -Philippines 

Mr. Gener L. Reyes, 

Programme Assistant. 


Mr. Peter W.Bailey, 

Programme Officer. 


WHO - Manila 

Miss Helen Fillmore, 

Regional Nursing Adviser, 

Family Health. 


Downstate Medical Center, New York
 
Mrs. Marilyn Wender,
 
Instructor, Nurse-midwife.
 
Consultant 

Mine. Bui Quang Hue, 
Saigon, Vietnam. 

USAID - Manila
Dr. Nery Diaz, 

Training speLialist.
 
USAID - Washington
 
Miss Evelyn Johnsen,
 
Nursing/Midwifery Adviser,
 
Office of International Health,
 
Department of Health, Education
 

and Welfare, 
Rockeville, Md., USA. 
ICM Staff and Representatives 
Miss Marjorie Bayes, 

Executive Secretary,
 
London.
 

Miss Barbara Patterson,
 
Field Director,
 
London.
 
Mr. Keith Masters,
 
Consultant to the Working Party
 
Walsal, England.
 
Miss Belinda Brohier,
 
Specialist, Regional Field Director,
 
London.
 
Mr. Harry Smith,
 
Financial Consultant,
 
London.
 

APPENDIX II 

List of Papers Presented 

The Extent and Nature of MCH Dr. A.M. Angara 
Problems in Developing Countries Chief, MCH Division, 

Department of Health, Philippines. 

2. 	 The Expanding Role of the ICM Miss Marjorie H-iyes 
Executive Secret. ry [CM 
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3. The Priorities in MCH Care in 
Developing Countires 

4. 	 MCH/FP Services and to what 
extent are Midwives involved? 

5. 	 Family Planning in National 
Development Programmes 

6. 	 The Importance of Legislation 

7. 	 Training Objectives, Needs and 

Curriculum Development 


8. 	 Introduction of Combining 
Family Planning with MCH 
Subjects in the Basic Curriculum 
for Training Midwives and other 
Health Personnel 

9. 	 Expanded Areas of Training for 
Midwives 

10. 	 The Correct, Important and 
Selective Use of Communication 
Media for effective MCH/FP 
Education 

I1. 	 Continuing Education in Family 
Planning especially in the 
Midwives' expanding role. 

Maternal Care: Mrs. Ivy Woo, Hong 
Kong 
Child Care: Dr. Sudijanto, 
Indonesia. 
Family Planning: Dr. Keith Masters, 
England 
Nutrition: Dr. M. Belen-Inciong, 
Philippines 
Health Education: Mme Bui Quang 
Hue, Vietnam 
Private Midwifery Services: Mrs. 
E.V. Loanzon, Philippines 

Dr. L. Mullins - Hong Kong 
Dr. M. Reksoprodjo - Indonesia 
Dr. Yu Han Ki - Korea 
Dr. Snguan Ngondara - Laos 
Dr. G.N. Sahangun - Philippines 
Miss Nguyen Kim-Dung - Vietnam 
Mrs. P. Huang - Taiwan 

Dr. R. Esmundo 
Philippines
 

Atty. Lazaro Banag, Jr.
 
Philippines
 

Miss Barbara Patterson
 
Field Director, ICM
 

Mrs. Huynh Thi-Hong
 
Vietnam
 

Paediatrics: Dr. Fel del Mundo
 
Philippines
 
Nutrition: Miss H. Fillmore
 
Philippines
 
Family Planning: Miss Virginia
 
Orais, Philippines
 

Miss Perla Pinto, Philippines 

Miss Virginia Orais 
Philippines 
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WEST ASIA WORKING PARTY, KUALA LUMPUR,
 
MALAYSIA, OCTOBER 17th - 25th 1975
 

ParticipatingCountries: 	 Bangladesh, Malaysia, Nepal, Sri Lanka, 
Thailand 

Preliminary visits 
Preliminary visits were paid to Malaysia, Nepal, Sri Lanka and Thailand 
during August 1975. A proposed visit to Bangladesh was cancelled 
because of the political situation. 

(a) 	General information 
(i) Each country had two grades of professional trained midwife, 

nurse-midwives and auxiliary midwives. Traditional birth atten
dants were recognized as trained and were officially in practice 
except in Sri Lanka, where few were said to exist and the 
government discouraged their practice. 

(ii) Each country had some form of legislation governing the 
training and practice of midwives. 

(iii) 	Each zountry had a national family planning programme, 
mostly integrated into the MCH services. Private associations 
worked in conjunction with the national bodies, but confined 
their operations to information and education. 

(iv) Family planning was included in midwifery education to a 
varying extent. 

(v)All midwives participated fully in family planning activities. 
Those in Thailand had the widest scope for practice. Sri Lanka 
and Malaysia did not allow midwives to insert IUDs, although in 
Malaysia there were proposals to extend the scope of the mid
wives' practice which might enable them to perform this 
procedure. 

(vi) 	Midwives were respected and regarded as equal and essential 
members of the health team except in Sri Lanka, where their 
status was lower compared with other health professionals. 

(b) 	Specificproblems 
(i) Malaysia. No Midwives Association existed, and there was no 

time to discuss the formation of such an Association. 

(ii) Nepal. Midwifery training under the integrated nurse-midwife 
training programme was admitted to be inadequate. The pos
sibility of setting up a midwifery school was discussed. Dis
cussion also took place on the possibility of forming amidwifery 
branch of the Nurses Association. 
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(iii) Sri Lanka. Only doctors were allowed to insert IUDs, and then 
only those with additional training and those who were 
specialists. The function of midwives in family planning was 
largely restricted to that of educators, motivators and distri
butors. The formation of a Midwives Association was discussed. 
Some problems arose with selection of delegates to the Working 
Party. 

(iv) Thailand. There were weaknesses in the family planning 
programme due to shortage of supervisory staff and lack of 
motivation among the workers. The Thai Nurses Association 
members were involved in family planning, but members of 

other Nurses Associations in the region were not. It was 

suggested that the Thai Association should run a seminar for 
members of other Associations, but there was no enthusiasm 
for this proposal. 

The Working Party 
1. Attendance. Those attending comprised: 

(a) 	16 representatives from Bangladesh (2), Malaysia (5), Nepal (3), 
Sri Lanka (3) and Thailand (3). 

(b)24 observers from Malaysia (21), Thailand (I), WHO Regional 
Office, Manila (I), IPPF East & S.E. Asia and Oceania Region 
(). 

(c) 10 resource persons from Malaysia (6). Thailand (1), US Dept 
of Health, Education & Welfare (1), IPPF Regional Office (1), 
FIGO/ICM Joint Study Group Committee (1). 

(d)3 officials from ICM. 

2. r' ganization 
(a)A 	 local organizing committee was set up consisting of a Chair

man (Dr. Thomas Ng, Ministry of Health, Malaysia), 12 
nominees of the Ministry of Health and 2 from the Malaysian 
Family Plamiing Board. 

(b)A Rapporteur General was appointed to act as overall director 

of the Working Party. ie was assisted by a Co-Rapporteur. 

(c)Each plenary session had a chairman and a rapporteur who were 

responsible to the Rapporteur General. 

divided into three groups for group discussion(d)Delegates were 
sessions. Group chairmen and rapporteurs were elected by the 

delegates and held office for the duration of the Working Party. 

(e)A reports committee was formed, consisting of the three group 

chairmen, the co-rapporteur and the rapporteur general (who 

acted as chairman). This committee was responsible for con
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solidating group reports into consensus reports, which included 
recommendations made by delegates. The reports committee 
prepared the final report which was presented by the rapporteur 
general on the last day of the Working Party, and which was 
adopted unanimously. 

3. Summary ofProceedingsand Papers. 
The Chairman, Dr. Thomas Ng, welcomed the participants. He 
called for a change of attitudes towards family health care which 
would enable the midwife to fulfil many unmet needs in maternal 
and child health and family planning. 

The Hon. Deputy Minister of Health, Encik Abu Bakar bin Umar, 
gave the opening address. He spoke of the problems of providing 
family health care in Malaysia and stressed the importance of the 
midwife's role. He said there was a continuing need to register and 
employ the TBA both in continuing care and in family planning, 
and he described the new category of community nurse which had 
been introduced, whose role covered both midwifery and basic 
child care. 

Mrs. B. Brohier, Regional Field Director, invited the various dele
ates and participants to introduce themselves. She then outlined 
the aims and objectives of the Working Party and explained the 
programme, procedures and the grouping of the participants. 

Abu Kassim gave a talk on The Role of Chairman,Encik 
Rapporteur and Participant,and demonstrated tile use of 'cross
dialogue' in informal meetings. 

Miss M. Hardy, Executive Secretary, [CM, and Secretary of the 
ICM/ FIGO Joint Study Group spoke on The ICM/USAID Project 
and described the history and the aims and objectives of the Working 
Parties. She also explained the conditions under which national 
midwifery associations could become eligible for membership of 

the ICM. 

After discussion the groups met to elect group chairmen and 
rapporteurs. 
The second day opened with the presentation of country reports 
describing the existing situation regarding maternal and child 

and family planning in each of the five participatinghealth 

countries. All reports gave a statistical analysis of health services,
 
categories and distribution of personnel and developments in
 
MClt/FP. It became apparent that there were areas where improve
ments could be achieved, and all stressed the need for improved
 
training programmes for all categories of midwives in total family
 
care.
 

Dr. Siti Hasmah gave an interesting talk on Some Aspects of
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described theTraditional Health Attitudes in Rural Areas and 

traditional practices and beliels which hindered the development of 

good health care in rural areas. 

Three background pap rs were then presented: 

Dr. Frank N. Beckles, Chief, Primary Health Services Dept., US 

Public Health Service Hospital, Baltimore, spoke on Family Health 
began by showing how theCare in Developing Countries. He 

influence of the mass media affected behaviour generally, including 

attitudes towards family planning, and then went on to discuss the 

theme that health care throughout the world concentrated too 

much on centralized hospital facilities at the expense of primary 

health care at the periphery. He further urged the mobilization of 

traditional workers to provide ftamily health care. Even if elaborate 

hospital and clinic services were provided, there was no guarantee 

that they would be used to best advantage. An integrated approach 

of preventive, promotive, curative and rehabilitative services was 

needed both for the family and the community, and services 

should be provided at the most peripheral practicable level by 

workers most suitably trained for the purpose. 

Family fHealth Services in Malaysia were described by Dr. Raja 

Ahmad Noordin Director of Health Services, Malaysia. The existing 

three-tier system for providing family planning services was being 

changed to an integrated two-tier system by changing the role of 

auxiliary midwives to that of multi-disciplined community nurses. 

Until the full number of health centres were available throughout 

the country, mobile teams would be established consisting of 

doctors, nurses, midwives and drivers. There would probably be 50 

teams by 1979, with the number being progressively reduced 

thereafter as health centres were developed. Another important 
the emphasis on the care of pre-school children.development was 

Among socio-economic indicators were birth weight and body 

weight. tic also outlined the training programmes for all categories 

of midwives, including the TBA, who had to be trained to co

operate with trained personnel. 

Feamily Planning Information, Education and Communicationwas 

dealt with by Mr. Robert Blake, UNESCO Regional Communi
out how variable was the response tocation Adviser. He pointed 

to personadvertising through the mass media and that person 

dissemination of information through audio-visual aids could be of 

much more value. The role of tile TBA in moulding family attitudes 
lie showed one of his set of training film stripswas important. 


entitled 'How to use Satisfied Acceptors in Family Planning
 

Motivation'.
 

Each of these papers was followed by discussion. The afternoon of
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that day was taken tip by tile first of the group discussion sessions 
on the subject 'The Priorities and Problems in Family Health 
Services and in Family Planning Information, Education and 
Communication.' 

The foUowing day was a Sunday and a programme of social events 
was arranged. 

The first item on the Monday morning was a presentation of the 
group reports on the first discussion topic. A brief general dis
cussion ensued, recommendations were formulatud and the 
consensus report accepted. 
There followed a presentation entitled The Extent to which 
Midwives and TraditionalBirthAttendants areinvolved inMaternal 
and Child Health/FamilyPlanningServices. The speakers were Dr. 
P.H. Amarasinghe, Sri Lanka; Puan Mahelan Abd. Manap, Malaysia;
 
Mrs. Mohan Tamrakar, Nepal; Miss Lamom Srichandrabhand,
 
Thailand.
 
Sri Lanka. There was ageneral trend towards hospital confinements,
 
but midwives in rural areas still had a wide responsibility for MCH
 
and family planning. There were no TBAs in the country, but 2% 
of deliveries were conducted by relatives or women friends. The 
speaker discussed the role of field midwives in health education, 
maternal care and the continuing child care from birth throughout 
school age. In family planning midwives acted as motivators and 
distributors of supplies for which they took asmall remuneration. 
They maintained monthly records of acceptors, drop-outs and side 
effects. 

*Malaysia. Puan Mahelan discussed the roles of tile midwife and the 
new category of community nurse. Following the postnatal check
up, mother and child were advised to attend the MCH clinic at the 
health centre. The TBA was a respected member of the community 
ar.t participated in cultural, traditional and religious customs 
connected with births, marriages and health. Their lack of technical 
skill was made up by age, experience and understanding of human 
relationships. TBAs were registered as untrained midwives at their 
nearest health centre, where formal short training courses (3 weeks 
to 3 months) were arranged. Deivery bags were checked and advice 
and guidance given, especially in recognition of cases unsuitable for 
domiciliary confinement which should be referred for medical care. 
They attended domiciliary confinements and remained as general 
home helps while giving postnatal care to mother and baby. In 
general they were health promoters in MCH and family planning 
and in some States were tunctioning with success as family 
planning motivators and suppliers of oral contraceptives. 

Nepal. There were no certified midwives in Nepal. General nurses 

gave comprehensive services including MCH and family planning. 
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They planned, organLed and directed clinic operations and super

vised the delivery of services. The aim was to increase the number 

of family planning users, especially by instruction at postnatal 

visits. Under an experimental and developmental project, senior 

nurses were being trained to insert IUDs and to recognize 
nurse-midwives 'ulfilledanatomical contra-indications. Assistant 

similar duties -ith a lesser responsibility. TBAs were very active in 

rural areas and were being trained in aseptic techniques and pre-, 

intra- and postnatal care. A family planning programme had 

recently been introduced for them. 

Thailand. Three categories of midwife involved in MCH andwere 

family planning. The professional nurse-midwife had a 3 h-year 
more elaborate procedures in

training and wa- able to perform 
than the midwives of other countries. She conductedrural areas 

many abnormal deliveries on her own initiative, except high 
traineoforceps and caesarean section. In family planning she was 

to insert and remove IUDs. The auxiliary midwife had 18 months 

training and undeitook a similar role to tfie professional midwife in 

She performed rormad deliveries withprenatal and postnatal care. 
not undertakeepisiotomy and suturing of the perineum, but did 

abnormal deliveries. In family planning she did not insert IUDs, but 
them. She was trained infollowed up patients who were using 

family planning motivation and could prescribe the pill and 

condom. TBAs played an important role in the village as untrained 
highly regarded and respected.attendants at childbirth. They were 

18,000 TBA, were trained by the govern-Between 1960 and 1969 
ment and UNICEF by means of a four-week course under the 

guidance of nurse-midwife supervisors at provincial level. They 
on safe technique andundertook normal delivery, with emphasis 

They played ancases requiring referral.recognition of abnormal 

important part in family planning motivation.
 

These papers were again followed by discussion. 

J.Y. Peng, Center for Population Planning, University of
Dr. 
Michigan, spoke on The Expanding Role and Scope of Practiceof 

all CategoriesofMidwives and TraditionalBirth Attendants in the 

Field of Family Planning. Dr. Peng began by quoting the WHO 
referred to the amendment by thedefinition of the midwife and 

Study Group in 1972 which further emphasized family.voint 
planning as an extended role and responsibility for the midwife. 

discuss the different categories of midwifery per-
He went on to 
sonnel operating in Asian countries and the functions which they 

performed. He concentrated particularly on the work of the TBA, as 
on the way in which TBAsit varied from country to country and 

were becoming involved in family planning activities. He concluded 

by stressing the need to incorporate into midwifery training those 
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aspects of the expanding role of the midwife which she was being 

expected to fulfil. 

The afternoon of that day was taken up with the group discussions 

on the second of the set topics: (a) The expanding role of all 

categories of midwives and traditional birth attendants in family 

planning information education and communication, and (b) The 

traditional birth attendants as members of the health team. Presen

tation of group reports, discussion, recommendations and accep

lance of the consensus report took place as the first item on the 

next day's programme. 

The next subject to be dealt with was Integration of Familj 

Planning, Paediatrics and Nutrition with the Midwifrry Training 
Programme of all Categories of Midwives. The speakers were: 

Family Planning - Dr. Norlaily Datuk Abu Bakar, lealth Officer 

in charge of Family Planning and MCIt Unit, Ministry of Health, 
Malaysia; Paediatrics -- Professor Prasong Tuchinda, Professor of 

Paediatrics, University of Mahidol, Bangkok, Thailand; and 

Nutrition - Dr. Virginia Guzman, Professor in MCII and Chairman, 
Dept. of Community lealth, University of the Philippines. 

Dr. Norlaily began by stressing that the training of personnel was 

an essential component of any family planning programme. If 

family planning was to be integrated into the health services, all 

concerned should be trained in its practice. She then discussed the 

case for family planning and its relationship with health, and the 

scope and focus of family planning activities. Motivation and edu

cation, shie said, involved the knowledge by health personnel of 

birth control methods and of the health implications of child 

bearing on both normal mothers and those with high risks. She 
vaginal examindiscussed the provision of' related services such as 

ations, 'pap' smears and even marriage counselling. In conclusion 

she recommended that (h. integration of family planning into the 

existing midwifery curriculum should be backed up by a simul

taneous in-service training programme for practising health 

personnel. 
Guzman both emphasized theProfessor Prasong and Professor 

effect of malnutrition in a community on acceptance of family 

planning. Where the level of malnutrition was significant, maternal 

and child mortality were high and there was resistance to tile idea 

of limitation of family size. Family nutritional levels, especially 

among mothers, potential mothers, the newborn and young chil

dren should be given a high priority in health planning at govern

mental level. 

l.atnilv Planning Training Progaitnies intMalaYsia were discussed 

by Dr. Low Sow Khin. who stressed tlhc importance of tiaining 
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supervisors and Jibmitted a training programme with curriculum 
Dr. J. Varughese, who dealt with the involvementcontent, and 

of auxiliaries in family planning education and services. He 

emphasized the importance of training the trainers and the need to 

assess planning requirements, costs and the involvement of 

personnel. 

The subject of family planning was continued on the %'ednesday 

morning with papers by Dr. G.R. Amritmahal, Adviser on rraining, 
National Family Planning Co-ordinating Board, Jakarta, Indonesia, 

and Miss Mazel Lindo, Downstate Medical Center, New York, 
USA. 

Dr. Amritmahal's subject was Planningof FamilyPlanning Training 

Programme - Objectives, Needs and Curriculum Development. He 

began by defining education, distinguishing between education and 

training, teaching and learning. He discussed the different ways in 

which programmes could be planned and stressed the need for task 

analysis, feedback and evaluation. 

Miss Lindo spoke on Coptinuing Education in Family Planning. 

She described the opportunities available. at several centres in the 

USA, including her own training centre at Downstate Medical 

Center, New York, for further training in family planning for 

midwifery personnel. She went on to outline new teaching 

methods and illustrated the principles of curriculum development. 

A Panel Presentation then took place on Legislation Governing the 

Trainingand Practiceof Midwives. The speaker3 were Puan Ranita 

Hussein, Legal Adviser, Prime Minister's Department, Malaysia; 

Pian Rosina Abdul Karim, Principal Matron, Ministry of Health, 

Mayalsia; Dr. Savitri Gurung, Senior Obstetrician/Gynaecologist 
Bir Hospital Kathmandu, Nepal and Professor S.S. Ratnam, Depart

ment of Obstetrics and Gynaecology, University of Singapore. 

The panel presented the current state of legislation concerning the 
of midwives in Malaysia, Nepal andregistration and practice 

Singapore, and there followed a lively discussion on the legal and 
following themoral responsibilities of 	 midwives, especially 

to hospital for serious complicationspatient's refusal to transfer 
and emergencies. 

Miss Margaret Hardy reiterated the resolution of the last congress 

of the ICM that midwifery should be considered as a separate 

service from general nursing, and that midwives should be legally 

registered and recognized as 	professionals in their ovn right. Dr. 

Raj Karim indicated that Malaysia had taken positive steps towards 

achieving this aim. The final consensus was that countries should 

legislate not only for midwifery practice, but most importantly for 
It was apparent that certainthe protection of patients as well. 
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countries had not yet achieved finite legislation in this regard, 
although some had progressed further than othcrs. 

The third of the group discussions took place, on the subject of 
The Incorporation of Family Planning, Paediatrics and Nutrition 
in the Basic Midwifery Curriculum, with a consensus report being 
approved the following morning. 

Tile final formal paper of the meeting was on Family Planning in 
National Development and was given by Dr. Rita Thapa, Senior 
Public Health Administrator, Ministry of Public Health, Nepal. 
Having defined development and its relation to family planning, 
Dr. Thapa analysed a developing society - the near absolute 
poverty in sonic countries, the high fertility pattern, its relation
ship to the high parity risks of maternal mortality and morbidity 
and its negative effect on child health. She discussed the various 
factors which motivate couples to have a large number of 
children, even at the risk of the mothers' lives. The decision 
regarding the optimum number of children desired by the average 
couple was the critical path for family planning in national 
development. Dr. Thapa described family planning in the Nepalese 
situation and presented some proposals for effective family 
planning for socio-economic development. 

A stimulating discussion then took place on many aspects of 
national family planning campaigns and their effectiveness. 

This was followed by the final group discussion on Family Planning 
Education and Service is the Responsibility of all Midwives. 

The final day of the Working Party began with the formulation of 
the consensus report on the fourth discussion topic, and this was 
followed by an evaluation and the preparation of plans for national 
follow-up action programmes. After discussion and acceptance of 
the final report the closing address was given by Dr. Raja Ahmad 
Nordin, then Acting Director-General of Iealth, Malaysia. 

There was general agreement among the delegates on the following 
principles: 
(a)The expanding role of the midwife - to cover family planning 

education and service and maternal and child health care 
(preventative, curative and nutrition). Education of midwives 
should be designed to fit them for these tasks and legislation 
should permit them to fulfil their expanded role. 

(b)Full integration of family planning into family health services 
should be achieved through the collaboration of all tile 
organizations concerned. 

(c)Traditional birth attendants should be identified, given 
appropriate training and registered before being licensed to 
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practise in their expanded role. To function effectively they 

required regular supervision. 

(d)Family planning education and service should be undertaken by 

all categories of midwife, including traditional birth attendants. 

Consensus Reports of Study Groups 
Health Services and 	in1. 	 The Priorities and Problems in Family 

Fami.'y Planning Information, Education and Communication. 
(a)Family health was understood to include: MCHI care, family 

planning, nutrition, school health, dental care, health education, 
compilation of statistics, environmental sanitation. 

conditions, variable(b)lDetermining criteria were: geographical 
literacy rates (from 13-18%), cultural and traditional practices, 
the mortality rate which varied considerably, nutritional status, 
availability of trained personnel, availability of vital statistics. 

(c)iPriorities in maternal care were: reduction in maternal mortality 

rate, health education of public and in-service training of health 

personnel training and utilization of TBAs, increase in 

percentabc of hospital deliveries, better natal and postnatal care 

with special reference to limitation of family size, improved 

collection of vital statistics and registration of births and deaths. 

(d)Priorities in child care were: improved care of mother during 

pregnancy labour and puerperiuni and limitation of family size, 
improvement in nutrition and infant feeding from birth to 

school age, control of communicable diseases, especially gastro
toenteritis, and immunization programmes, health education 

the public and health personnel, improved collection of vital 

statistics.
 

(e)'rop priority should be given to health education including 

instruction in the improvement of nutrition and family planning. 

(f) Problems in planning were: non-availability of accurate vital 

statistics, incorrect interpretation of problem areas in health 

care, lack of co-ordination in planning and in implementation, 
funds within the healthinappropriate distribution of available 

service, inappropriate choice of planning method and insufficient 

feedback for proper evaluation. 

(g) Problems in implementation were: insufficient training 

personnel, unequal distribution of personnel in all the health 

services, frequent transfer of personnel so that time is spent in 

getting 	 used to, and gaining the confidence of, the local 
resources which have been allocated werepopulation, financial 

not always available. 

of personnel: inadequate number of(h)Problens of supervision 
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suitably trained supervisory staff, improper lines of supervision 
resulting in staff receiving different instructions from different 
supervisors, security and weather conditions preventing 
adequate supervision. 

(i)Problems of evaluation: This depended on the keeping of proper 
records and in all countries the problems were the same: No 
proper staff assigned to this task and records being kept by 
technical staff whose main duties were to provide health care, 
no proper feedback of information from the top downwards 
and vice versa, no standard system of compiling and analysing 
records. 

(0)Recommendations 
i. 	 Planning and identification of the priority and problem 

areas in family health service should be considered as part 
of the overall development plan of the country. 

ii. 	 Proper identification of problem areas. 
iii. 	 The plan should be simple, practical and acceptable to the 

people. 
iv. 	 Good co-ordination between all government departments 

and voluntary organizations. 
v. 	 Planning of seminars should include all key personnel 

required by the planners - medical, administrators, 
midwives, economists and research staff. 

vi. 	 Health education of existing personnel by in-service training 
and refresher courses. 

vii. 	 Crash training programmes of new personnel. 
viii. 	 Incorporating family planning and general health education 

in schools, clinics and communities. This should include 
preparation for responsible parenthood with the ultimate 
reduction of the incidence of too early marriages. 

ix. 	 Expand basic health services in the rural areas by having 
more infrastructure, trained personnel and equipment. 

x. 	 Government should formulate national policies on food, 
nutrition, health and family planning. 

(k)Conclusion. 	 Since the various problems mentioned above 
involve various sections of personnel ranging from po!icy 
makers, health planners, health trainers and health educators to 
the field personnel at grass root level, the suggested priorities 
can only be incorporated in the family health services of any 
country by having an integrated approach and the collaboration 
of all these various levels of people involved. 

2. The Incorporationof Family Planning,Paediatrics and Nutrition in 
the Basic Midwifery Training Curriculum. 
(a)ln the present day concept of family health, the training of all 

categories of midwives, which is at the moment mainly 
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orientated towards delivery of maternal and child care alone, is 
felt to be inadequate. In order to prepare midwives for the 
expanded role they are expected to play, the training curricula 
should be reviewed and widened to include other aspects of 

family health such as family planning, paediatrics and nutrition. 
Before discussing how the training curricula call be developed 

the extent to which familyall attempt is made to define 
planning, paediatrics and nutrition are included in the present 

basic training curricula of nurse-midwives and auxiliaries. 

(b)The duration of training varied slightly in the five countries; 
some course, were more student orientated while others had a 

Only the basic concept of familyconsiderable service content. 
the basic training curricula. Theplanning was being given in 

paediatric content varied, some countries including only care of 

the newborn while others covered the child from birth through 
school age. File inclusion of paediatrics depended largely on the 
availability of a paediatrician to teach. Nutrition was not being 

taught as a separate subject, but was merely included in general 

MCII. The training of auxiliaries in these subjects was even less 

than that of nurse-midwives. 
3 years(c)lt was felt that the duration of tile training period 

general nursing and I year midwifery for nurse-midwives, and 2 

years' midwifery traini,; for auxiliaries need not be extended, 

but that space could be made for these additional subjects by 

revision of existing curricula, stressing those aspects thought 

to be most important. 

(d)Where applicable other medical personnel, such as obstetricians 

and paediatricians, as well as health educators and nutritionists, 
should be involved as instructors. 

felt that tile present concept of training was(e)lt was generally 
geared mainly to providing actual service, and that not enough 

health education and motivation. Sinceimportance was put on 
these latter play a very important role in the efficient delivery 

of family health service, they should have a high priority in the 

training curriculum. 

(f)AII aspects of family planning, including tie management of 

infertility, but excluding the insertion of IUDs, should be taught 

to all categories of midwives. 
for the midwife to be(g)ln paediatric training, the ain should be 

able to provide child care from birth through school age. This 

would include knowledge of: infant feeding and the importance 
of breast milk, ma;,agement of low birth weight babies, ability 

cornto detect congenital abnormalities and genetic problems, 
municable disease and immunization, the interaction of infection 
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and 	 infestation with iiutritio,., assessment of growth and 
development, recognition of the well-baby, of departures from 
the normal and of critical signs such as dehydration and fever, 
ability to treat minor ailments. 

(h)Since nutrition was a common problem in all countries, teaching 
of nutrition should be incorporated into the curriculum. Again 
the interaction of infection and infestation with nutrition 
should be emphasized. 

(i)ln 	the revision and expansion of basic training curricula of all 
categories of midwives to prepare them for an efficient delivery 
of family health services, the following constraints would have 
to be considered: manpower, money, materials. 

(I) Recommendations 
i. 	 Family planning, paediatrics and nutrition should be 

incorporated into the basic midwifery curriculum, and this 
should be implemented by modification or review of 
existing curricula with emphasis on those aspects thought 
to be most important. 

ii. 	 Where applicable and available,medical personnel,especially 
obstetricians and paediatricians, as well as health educators 
and nutritionists, should be involved in instruction. 

iii. 	 Health education and motivation must have a high priority 
in the training curricula of all categories of midwifery 
personnel and TBAs. 

iv. 	 That the basic training curriculum be expanded to include 
all aspects of family planning. Considering the implications 
and potential for complications of the P JD as a contra
ceptive device, instruction in its insertion should be a 
specialist postbasic training for midwives. 

v. 	 The training of midwives in paediatrics should prepare them 
to provide care for the child from birth through school age. 
This should include: infant feeding and the importance of 
breast milk, management of low birth weight babies, ability 
to detect congenital abnormalities and genetic problems, 
communicable disease aad immunization, interaction of 
infection and infestation with nutrition, assessment of 
growth and development, recognition of the well-baby; 
recognition of departures from the normal and of critical 
signs such as dehydration and fever, ability to treat simple 
minor ailments. 

vi. 	 That nutrition be identified as an expanded area in the 
training curriculum under the following headings: 
nutritionists and home economists be invited to participate 
as instructors with consideration for local dietary patterns, 
eating habits, local taboos, cooking practices, etc.; emphasis 
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on 	 nutrition for the pr(,gnant, postpartum and lactating 
mother; emphasis on breast feeding and to the correct diet 
on weaning from the breast and on the importance of 
mixed feeding. 

vii. 	 That the training syllabus be reviewed every 3 years after 
discussion with appropriate personnel at all levels. 

viii. 	 That refresher courses for midwives should be held at least 
every 5 years, including new advances in family planning 
methods. 

ix. 	 Instructors and supervisors should establish a good follow
up system to ascertain whether what was taught during the 
training period was being practised in the field. 

x. 	 All midwives should have a more attractive salary and 
career structure in view of the responsibilities undertaken in 
their expanding roles. 

xi. 	 The training of auxiliary mid'-,",'s should be expanded and 
upgraded in view of the more important role they are 
expected to play in the delivery of health services, and 
entry requirements should be raised according to each 
country's educational criteria. 

xii. 	 Tutors must be specially prepared in these expanded areas 
of the midwifery curriculum - family planning, paediatrics 
and nutrition. 

3. The Expanding Role ofAll Categories ofMidwives and Traditional 
Birth Attendants in Family Planning Information, Education and 

Members ofCommunication. The TraditionalBirth Attendants as 

the Health Team.
 
(a)Present functions of all midwives 

i. 	 Nurse-midwives 
Education. In all the participating countries nurse-midwives 
conducted health education either in an organized way or 

through an individual approach to their patients and the 

family members. Staff midwives carried out education and 
training of the newly qualified and junior staff under their 
supervision. 
Services, Their functions were as follows: looking after the 
health of'mothers during pre-, intra- and postnatal periods 
in hospitals, clinics and in the home; immunizations, 
treatment of minor ailments, and if necessary referral of a 

child to the appropriate centre; school health; care of 
newborn through school age; participation in special health 
programmes and in the investigation of maternal and 

child deaths; involvement in organized and in-service 
training, supervision and management; record keeping and 
submission of returns. 
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ii. Auxiliaries. In education they have the same functions and 
responsibilities as do nurse-midwives. As regards delivery of 
MCH services their functions are similar but their respon
sibilities are less. In some of the countries they are involved 
in administration, supervision and training of other 
personnel. 

iii. 	 Traditional Birth Attendants. 
Lhdcation. Those who have had some training and come 
under the supervision of government staff give some MCII/ 
FP education as required of them. Those who are untrained 
and unsupervised are probably not giving training in tie 
right direction, if at all. 
Services. In addition to looking after the mother in the pre., 
inter- and postnatal periods, TBAs also help in domestic 
affairs and carry out the traditional rituals of the com
nunity. 

(b)Areas where their functions can be expanded. 
i. Nurse-midwives. 

Education. Nurse-midwives should concentrate more on 
health education not patient but also for heronly for tile 
family and the community. Ilealth education and motiva
tion should therefore be more emphasized in tilebasic 
training curriculum, and health education materials suitable 
to the community should be made available. Nurse-midwives 
should be given regular refresher courses in health edu
cation, but only a small proportion of those on the field 
should be taken away from providing services at any one 
time. 
Services. Where necessary and appropriate the functions 
and duties of nurse-midwives should be expanded to deal 
with 	 more elaborate procedures, e.g. manual removal of 
placenta, setting up intravenous infusions and insertion of 
IUDs 	(as is being done in Thailand). Improving the existing 
referral system to the various centres by which feedback 
information is made available. Giving limited curative 
medical care for minor ailments. 

ii. Auxiliaries. 
Education. The role of the auxiliary could be expanded as 
for the nurse-midwife. 
Senices. Curative medical care for certain minor ailments 
can be delegated to auxiliaries. 
Administrath,e. Reporting of births and maternal and infant 
deaths. 

iii. 	 Traditional Birth Attendants. 
l.ducation. It was felt that tileTBA had tremendous 
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potential for giving MCH/FP education provided they could 
be trained and supervised. This involved the organizing of 
training facilities by the Ministry of Health or other appro
priate authority. 

Services. Since they already conduct a considerable propor
tion of deliveries in most of the cuuntries, they should be 
trained in proper hygienic techiques. This would require 
legislation .to be enacted requiring them to be registered. 
Training in modern methods of delivery, in aseptic tech
niques and education in nutrition should all be given. 

It was accepted that TBAs in all countries supplemented 
tile health programme of the government. In some 
countries it had been suggested that their role should be 
expanded to the fullest extent. All agreed tht TBAs were 
very influential and that most of them worked with true 
compassion for the patient and with little financial reward. 

(c)Recommendations 
L 	 Midwives of all categories, including TBAs, should put more 

emphasis on health education not only to the mother but 
also to the other members of the family and to the com
munity. 

ii. 	 Greater emphasis should be given to health education and 
motivation in basic training curricula. Health education 
materials suitable to the community should be made 
available. 

iii. 	 All midwives should be given regular refresher courses at 
least every five years, and these should include health 
education and family planning. 

iv. 	 More elaborate procedures such as insertion of IUD and the 
management of maternal and paediatric emergencies, e.g. 
giving intravenous infusions and manual removal of the 
placenta, should be included in the basic midwifery curri
culum so as to enable midwives to fur.ction effectively in 
isolation where medical aid is not readily available. Mid
wives assigned to remote areas should be given special 
refresher courses in these procedures. 
There should be better liaison and two-way communication 
between hospital and field service to improve the standard 
of patient care, promote efficiently of service and ensure 
job satisfaction. 

v. 

vi. 	 Limited curative medical care of minor ailments should be 
part of a midwife's function. 

vii. 	 Reporting of all births and maternal and child deaths should 
be astandard procedure for all midwives. 
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viii. Immunization should be one of the essential functions of 
the midwife. 

On the question of traditional birth attendants as members of 
the health team, it was generally felt that it was an accepted fact 
that TBAs in their own way supplemented the government's 
health programme. It was also felt that some TBAs, especially 
those who had not been trained in modern techniques and did 
not come under the authority's supervision, were probably 
having an adverse effect on the government's health programme. 
Instead of giving proper advice on diet and nutrition, they might 
advise patieits to follow the traditional taboos to the detriment 
of the health of mother and child. TBAs could be more effec
tively utilized by: 
I. 	 Having a compulsory registration before they were allowed 

to practise. 
2. 	 Educating and training them to accept the modern concept 

of basic midwifery practice, nutrition and family planning. 
3. 	 Having them supervised by the appropriate authority. 
4. 	 Ensuring that they report births and maternal and child 

deaths. 

4. 	 The Delivery of Family Planning Education and Service is the 
Responsiblityof allMidwives. 
Because of the nature of their work, midwives of all categories 
including TBAs have the closest contact with the families in their 
communities. They have the respect and confidence of the people 
and are therefore the most appropriate personnel to deliver family 
planning education and services. Most midwives and some TBAs 
are aware of the importance of family planning motivation and 
methods but unfortunately the depth of the awareness is very 
variable. Not all midwives are involved in family planning edu
cation and services. 

After analysing Information, Education and Communication 
(IE&C) the group agreed that effective IE&C programmes contri
buted to the achievement of the ultimate goal by (i) creating 
awareness of modern concepts of family planning in the individual 
or community and (ii) providing guidance with regard to the 
various methods which can be adopted, including the knowledge 
of the advantages and disadvantages ofeach. 

In practical terms, midwives needed to: 
i. 	 analyse their own attitudes and accept the concept of family 

planning as a way of life. 

ii. 	motivate continuously and at every opportunity. 

iii. 	 direct the motivation not only to mothers but also to 
husbands, other members of the family and the community. 
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iv. 	 understand and respect people', behaviour, customs and 
religious background. 

v. 	 have a more intimate and closer relationship with the mother, 
the family and the community in order to gain the full con
fidence of the people they serve. 

Recommendations. 
That it should be the duty of midwives of all categories, including 
TBAs, to deliver family planning education and service through: 
(a)sufficient political, administrative and technical support. 

(b)efficient follow-up of family planning acceptors. 

(c)identification and use of satisfied acceptors. 

(d)high standards of service, including continuous availability 
of supplies. 

IV 	 Recommendations 
The participants at the Working Party recognized (i) the broad range of 

primary health care needs that exist at the community level; (ii) that 

the midwife of all categories is usually the primary and continuing 
contact with the family unit and must therefore be fully equipped 
through training to manage a broad range of primary health care needs 

and (iii) that a potential overload of the midwife's functions could arise. 
A. 	 General recommendations 

In the light of the proposed expanded role of midwives of all 
categories, the West Asia Working Party strongly urged govern
ments: 
I. 	to conduct feasibiility studies of such expanded roles before 

they were widely implemented, and 

2. 	to conduct task and functional analyses at appropriate intervals 
after implementation of the recommended expanded roles in 

order to assess the effectiveness with which the expanded roles 
are carried out and to assess where tasks and functions need to be 
modified. 

B. 	 Specific recommendations 
The recommendations relate to the four subjects on which group 
discussions took place, and are listed under those subject headings. 
1. The pr ,ities and problems in family health services and 'n 

famil' 1anning information, education and communication. 
(a) 	',: .ning and identification of the priority and problem 

dreas in family health services should be considered as part 
of the overall development plan of the country. 

(b) 	Problem areas should be properly identified. 
(c) 	 The plan should be simple, practicable and acceptable to 

the people. 
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(d) 	There should be good co-ordination between all govern
ment departments and voluntary organizations. 

(e) 	 Planning of seminars should include all key personnel 
required by the planners - medical, midwifery, admini
strative including economists, and research staff. 

(f) 	 Health education of existing personnel should be carried 
out by in-service training and refresher courses. 

(g) 	 There should bo. crash training programmes for new per
sonnel. 

(h) 	 Family plan.ning and general health education should be 
incorporated into school programmes and also be given at 
clinics and ia communities. This should include preparation 
for responsible parenthood and aim at the ultimate 
reduction in the incidence of too early marriages. 

(i) 	 Basic health services in the rural areas should be expanded 
by providing more infrastructure, trained personnel and 
equipment. 

(j) 	 Government should formulate national policies on food, 
nutrition, health and family planning. 

2. The expanding role of all categories of midwives and traditional 
birth attendants in family planning information, education and 
communication. 
(a) 	 Midwives of all categories, including TBAs, should give 

more emphasis to health education not only for the mother 
but also for the other members of the family and the 
community. 

(b) 	 Greater emphasis should be given to health education and 
motivation in the basic training curriculum. Health edu
cation materials suitable to the community should be made 
available. 

(c) 	 All midwives should be given regular refresher courses at 
least every five years, and these should include health 
education and family planning. 

(d) 	 More elaborate procedures, such as the insertion of IUDs 
and the management of maternal and paediatric emergen
cies, e.g. giving intravenous injections, manual removal of 
the placenta, should be included in the basic midwifery 
curriculum so that midwives would be able to function 
effectively in isolated areas where medical aid was not 
readily available. Midwives assigned to remote areas should 
be given special refresher courses in these procedures. 

(e) 	 There should be better liaison and two-way communi
cation between hospital and field service to improve 
standards of patient care, promote efficiency of service 
and ensure job satisfaction. 
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(f) 	 The midwife's function should include limited curative 

medical care for minor ailments. 
(g) 	 Reporting of all births and maternal and child deaths 

should be standard procedure for all midwives. 
(h) 	 Immunization should be one of the essential functions 

performed by the midwife. 

3. The incorporation of family planning, paediatrics and nutrition 
in the basic midwifery training curriculum.
 
The participants strongly recommended that family planning,
 
paediatrics and nutrition be incorporated into the basic
 

midwifery curriculum. To this end they recommended that:
 

(a) 	 Existing curricula should be reviewed or modified, giving 
those aspects thought to be importantemphasis to most 

and leaving time for the addition of these new subjects. 

(b) 	 Medical personnel, especially obstetricians and paedia

tricians, as well as health educators artl nutritionists, should 

be involved in instruction where applicable and available. 

(c) 	 Health education and motivation should have a high priority 

in the training curricula of all categories of midwifery 

personnel and TBAs. 
(d) 	 The basic training curriculum should be expanded to 

include all aspects of family planning. Considering the 

implications and potential for complications of the IUD as 

a contraceptive device, instruction in its insertion should be 

given to midwives as specialist postbasic training. 

(e) 	 The training of midwives in paediatrics should prepare them 
for the child from birth to school age. Thisto provide care 

should include: 
i. infant feeding and the importance of breast milk. 

ii. 	management of low birth weight babies. 

iii. 	 the ability to detect certain abnormalities and genetic 

problems. 
iv. 	communicable diseases and immunization. 

of infection and infestation with nutrition.v. 	 interaction 
vi. 	 assessment of growth and development. 

vii. 	 recognition of the 'well-baby'; recognition of depar

tures from the normal and of critical signs such as 

dehydration and fever.
 
the ability to treat simple minor ailments.
viii. 

(f) 	 Nutrition should be identified as an expanded area in the 

training curriculum as follows: 
i. Nutritionists and 	home economists should be invited to 

participate as instructors, with special consideration 

given to local dietary patterns, eating habits, local 

taboos, cooking practices, etc. 
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ii. 	There siouJd be emphasis on nutrition for the pregnant, 
postparturi and lactating mother. 

iii. 	Emphasis should be given to feeding, to t'e correct 
diet on weaning from the breast and to the ir iportance 
of mixed feeding. 

(g) 	The training syllab.,s should be reviewed every thiee years 
after appropriate discussion with personnel at all levels. 

(h) 	 Refresher course,, for midwives should be held at least every 
five years, including new advances in family planning 
methods. 

(i) 	 Instructors and supervisors should establish a good follow
up system to ascertain whether what was taught during the 
training period was being practised in the field. 

(j) 	 In view of the responsibilities undertaken in their expan
ding roles, all midwives should have a more attractive salary 
and career structure. 

(k) 	 since auxiliary midwives are now expected to play a more 
important role in the delivery of health care, and their 
training is to be expanded and upgraded, entry require
ments for training should be raised according to their 
country's educational criteria. 

(I) 	 Tutors should be specially prepared for the expanded areas 
in the midwifery curriculum family planning, paediatrics 
and nutrition. 

4. The delivery of family planning education and service is the 
responsibility of all midwives.
 
It should be the duty of midwives of all categories, including
 
TBAs, to deliver family planning elucation and service through:
 
(a) 	Sufflicient political, administrative and technical support. 
(b) 	 Efficient follow-up of family tolanning acceptors. 
(0) Identification and use of satisfied acceptors.
 
(il) lligh standards of service including co ntinuous availability
 

of supplies. 

Country Follow-up Action Plan
 
Bangladesh
 
I. 	 Information about the Working Party would be given to the 

Ministry of' IHealth and the two secretaries (Health & Population 
Control and Family Planning), it) obstetricians, gynaccologiss, 
nurse-midwives and midwives of the country. 

2. 	 Attempts would be made to forni a Midwives' Association. 

3. 	 They would try to persuade the Obstetrical and Gynaccological 
of FIGO. Likewise. theyAssociation to consider membership 

Would hope that the Midwifery ssociation when formed would 

join ICNI. 
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4. 	 No good field practice area cxisted in the country, although they 
were trying to put trainees into a field practice area for six months. 
Help would be needed to establish good field practice areas. 

5. 	 They wanted to register and train TBAs for use in MCH and family 
planning 	in rural areas. There had been training but this had been 

helpdiscontinued a long time ago. To do this they would need 
from national and international agencies. 

6. 	 Vital statistics were poor and they would need advice and help 
in this. 

7. 	 To improve the MCH and family ,9lanning service, in-country 
seminars should be held once a year attended by representatives of 

the Planning Commission, Ministry of Finance, Ministry of Health, 
Education, Information and Broadcasting, Agriculture and 
Integrated Rural Development Programme, and those involved in 

the immediate implementation of MCH and family planning. 

8. To implement these suggestions it would be helpful if 	the ICM 
visited our country and met the planners and secretaries of the 

Health and Population Control and Family Planning. 

Malaysia 
I. 	 The Maternal and Child Health Unit would discuss the recom

the Director of Healthmendations of tile Working Party with 
Services. They would then be presented to the Director General of 

Health Services and Secretary General of Ministry of Health for 

clearance of policy decisions as required. 

2. 	 The final report and recommendations would be sent to all policy 

makers and administrators, including State Directors of Medical 

and lealth Services, Deputy Director of Health Services, State 

Maternal and Child llealth Officers, State Matron, Health Matron, 
and all other Maternal and Child Ilealth personnel including those 

in training institutions and schools. 

3. 	 The Maternal and Child Health Unit would be responsible for plan
toning and organizing seminars or workshops at national level 

discuss and recommend on the future expanded role of the 
local conditions. All these recommendationsmidwife based on 


would be used as a basis for future programme planning.
 

4. 	 The role of the TBA would be discussed and a training programme 
formulated after policy clearance was obtained from the Ministry. 

5. 	 It was intended to carry out feasibility studies of such expanded 
roles before national implementation in order to assess the effec

tiveness with which tile expanded roles could be carried out, and to 

determine if tasks and functions needed to be modified. 

6. 	 It was planned to have meetings with those responsible for training 
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in order to incorporate the teaching of paediatrics, nutrition, 
family planning and intensification of health education training in 
existing curricula of all categories of midwife. 

7. 	 A policy decision would have to be made on whether midwives 
would be allowed to conduct more elaborate procedures, e.g. 
insertion of IUD, management of maternal and paediatric emer
gencies such as giving intravenous infusions and manual removal 
of the placenta. If this is agreed to, action would be taken to 
include these items in the basic midwifery curriculum. 

Nepal 
I. 	 On their return they would approach the Ministry of Health, 

Department of Health Services, and the members of the National 
Planning Commission and explain their activities and reactions to 
the Working Party. 

2. 	 They would call a meeting involving the Drin of the Institute of 
Medicine, the Chief of the FP/MCH project, Nursing Administrator 
and the Chief of the Nurses Campus to discuss the proceedings and 
recommendations of the Working Party, the expanded role of tile 
midwife, and how to get adoption of the recommendations by 
government and funds for development. 

3. 	 They would call a meeting involving all private sectors, e.g. Nepal 
Women's Organization, Nepal Nurses' Association, Nepal Medical 
Association, Family Planning Association, Nepal Red Cross, Lions 
Club, Rotary Club, etc., in order to generate full support and 
sympathy from them. 

4. 	 They would publicize news of their visit to the Working Party 
their participation, the proceedings and their reactions to it - in 
their leading newspapers, Rising Nepal and Gorkhapatra. 

Sri Lanka 
Sri Lanka already had a comprehensive course for midwives which 
would change their role from that of a person mainly concerned with 
childbirth to one who was responsible for all aspects of family health, 
including family planning. 

They recommended that: 
I. 	 A country seminar be organized by the Ministry of Health, with 

the Minister or Junior Minister as Chairman, to propagate the ideas 
which had come from the Working Party. Participants must include 
medical officers, paramedical personnel (especially midwives), 
officials in related goveinment departments like the Treasury, 
Agriculture, Nutrition, Education and Planning. Representatives 
of the Family Planning Association should be invited to ensure 
co-ordination of the services to the public. The recommendations 
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of the seminai should be made public and to all personnel con

nected with family health. 

2. To determine the effectiveness of the expanded role of the midwife, 

assessments at regular intervals should be made and the curriculum 

changed as and when required. Without feasibility assessments 

through feedback reports, the success of the programme could not 

be gauged. 

3. 	 A Midwives' Association should be formed, affiliated to the 1CM. 

4. 	 A Midwives Journal, funded by government, should be produced 

by midwives regularly so that the problems and difficulties in the 

various areas can be highlighted. Interesting cases and new methods 

of motivation could be discussed. 

5. Incentives could be offered to midwives working in remote rural 

areas. This might help those working under difficult conditions to 
thus give a better and more efficientfeel 	 more compensated and 

service. 

6. 	 Tile public, especially the village leaders, should be orientated to 

the new functions of the midwife in the family health programme, 

including family planning. 

VI Analysis of Evaluation Questionniares 
A. 	 Administrativeaspects 

I. 	Travel arrangements: Excellent (4); satisfactory (10); Reasonably 
satisfactory (2): unsatisfactory (0) 

2. Physical arrangements. Excellent (9); adequate (3); fairly good 

(3): unsatisfactory (I) 

services. Excellent (10); adequate (4);3. Accommodation and 

fairly good (2); unsatisfactory (0)
 

4. 	Total length of Worl'ing Party. Very satisfactory (6); adequate 

(6); too short ( I); too long (2) 

5. Working hours. Very satisfactory (I); satisfactory (10); too 

short (I); too long (3) 
Very helpful (8);6. 	 Infonnation given about Working Party. 

helpful (5); of some help (2); of little help (I) 
(4): satis7. Documentation to cover subject matter. Excellent 

factory ( II ); fairly good ( I); poor (0) 

become acquainted with other participants.8. Opportunities to 
Ample (8): satisfactory (5); fairly good (2); poor ( I) 

9. 	Suggested improvements on administrative aspects included: 

(a) 	general instructions, draft programlme and other infor

mation could have been sent out earlier. 
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(b) 	participants could have been made to feel more at home. 
(c) 	would have liked more opportunity to meet personnel in 

the host courtry and to visit medical institutions. 
(d) 	 would have liked more free time (i) initially for acclimatis

ation and (ii) for sight-seeing and shopping. 

B. 	 Technicalaspects 
I. The participants. 

(a) 	 4 members had not been outside their own country before. 
(b) 	 13 members had, and 3 had not, attended a similar meeting 

before. 
(c) 	 13 had been very eager to attend, 2 fairly eager and I rather 

reluctant. 
(d) 	 14 were very pleased and 2 fairly pleased to have been at 

the Working Party. 

2. 	 Working Party Objectives 
The agenda was designed to meet the following six objectives. 
I. 	 To exchange information on the present situation of MCH/ 

FP services in the countries. 
2. 	 To exchinge information on training and functions of all 

categories of midwives and TBAs. 
3. 	 To identify commo,' problems in MCH services especially in 

the rural communities and unmet needs in maternal and 
child care. 

4. 	 To consider how the functions of the midwives of all cate
gories could be expanded so as to assist in solving the 
problems and in contributing towards unmet needs. 

5. 	 To suggest actions which were necessary to promote an 
expanded role for midwifery personnel and their moti
vation. 

6. 	 To plan an appropriate follow-up action programme for 
each country in order to ensure implementation of the 
recommendations. 

Which objective did you consider the most important before the 
Working Party started? Objective 1 (4); objective 2 (2); objec
tive 3 (7); objective 4 (2); objective 5 (3); objective 6 (0). 

Which objective was most satisfactorily achieved at the Working 
Party? Objective I (4); objective 2 (3); objective 3 (1); objective 
4 (6); objective 5 (2); objective 6 (0). 

Which objective was least adequately achieved? Objective I (I); 
objective 2 (0); objective 3 (4); objective 4 (1); objective 5 (2); 
objective 6 (6). 

If you could have had a further two days to work on one objec
tive, which one would you select? Objective I (I); objective 2 
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(2); 	 objective 3 (4); objective 4 (1); objective 5 (5), objective
 

6(4).
 

On which of the six objectives did you participate most in the
 

discussions? Objective 1 (3); objective 2 (5); objective 3 (3);
 

objective 4 (3); objective 5 (3); objective 6 (3).
 

3. Usefulness of presentations. 
very useful(a) 	 Family health care in developing countries: 


(10); fairly useful (6); of little use (0).
 

(b) 	 Family planning information, education and communi

cation: very useful (9); fairly useful (6); of little use (1). 
and 	scope of practice of all categories(c) 	 The expanding role 

fairly useful (5);of midwives and TBAs: very useful (11); 
of little use (0). 

planning, paediatrics and nutrition(d) 	Integration of family 
into the training programme of all categories of midwives: 

very useful (14); fairly useful (2); of little use (0). 

(e) 	 Family planning training programme in Malaysia: very 

useful (5); fairly useful (9); of little use (1). 
planning training programme: very(f) 	 Planning of family 

useful (9); fairly useful (4); of little use (2). 
in planning: very useful(g) 	 Continuing education family 


(7); fairly useful (5); of little use (3).
 
and 	 practice of midwives:(h) 	 Lei slation governing training 


very useful (10); fairly useful (3); of little use (2).
 

(i) 	 Family planning in national development: very useful 

(9); fairly usefu' (4); of little use (2). 

4. Time given to discussion of major issues. 
family health services and(a) 	 The priorities and problems in 


too much (0); too little (0).
I.E. & C. adequate (14); 
(b) 	The expanding role of all categories of midwives and TBAs 

in 	 family health services, especially in family planning, 
too much (2); too little (0).l.E.&C.: adequate (14); 

members of the health 	team: adequaw (12); too(c) 	 TBAs as 

much (3); too little (1).
 

(d) 	The incorporation of family planning, paediatrics and 

nutrition in the 6asic midwifery curriculum: adequate (14); 

too much (i); too little (I). 
(e) 	 The delivery of all family planning education and service is 

the responsibility of all midwives: adequate (15); too much 

(I); too little (0). 

5. Conclusons 
and 	 the recommendations ofOf the conclusions agreed upon, 


the Working Party, how many reflect a need for change in your
 

programme: all (2); more than half (5); less than half (9).
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How many will be acceptable to you and your colleagues at 
home? all (3); more than half(i0); less than half (3). 
How many were already fully implemented in your country's
programme? All (4); more than half (8); less than half (4). 

6. 	Opinions
 
Which features of this Working Party pleased you most?
 
I. 	 Information from the ICM. 
2. 	 Atmosphere of informality.
3. 	 How the expanded role of all categories of midwives can 

be implemented. 
4. 	 The courtesy, and co-operation of the organizers, partici

pants and observers. 
5. 	 Good co-operation - I was very pleased at the exchange of 

information on training and functions of all categories of 
midwives and TBAs. 

6. 	 The integration of 	 family planning with MCH services. 
7. 	 Discussion which followed tile reading of papers. 
8. 	 Group discussions. 
9. 	 Presentations of group discussions and reports. 

10. 	 Good organization. 
II. 	 Good co-operation. 
12. 	 Co-operation of all parties concerned. 
13. 	 Much friendliness and hospitality. 
14. 	 Presentation of group discussions and reports.
15. 	 Panel presentation on legislation governing training and 

practice of midwives. 

7. 	 Additional comments. 
Few additional comments were made, and of thesesome 
repeated points made elsewhere in the questionnaire. Note
worthy were: 
(a) 	 We have seen five countries work together in complete 

harmony. 
(b) 	 Should like another seminar to evaluate progress made in 

each country. 
(c) 	 Working Party has benefited me and I now know what to 

do to adopt and modify MCII and FP, IE&C services. 
(d) 	Discussion should follow each presentation rather than at 

the end of a session covering two or three topics.
(e) 	 The conference room was often too warm for concen

tration; the seating for observers was overcrowded and 
uncomfortable. 

(f) 	 The Chairman and Rapporteurs were worked a little too 
hard. 
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VII 	 Follow-up visits, first follow-up 
Follow-up visits were made by the Regional Field Director between 
January 20 and March 7, 1976. It was then possible to visit Bangladesh, 
and visits were also made to East Malaysia (Sarawak and Sabah) which 
had not been visited before the Working Party. These additional visits 
were therefore fact-linding as well as follow-up visits. 
A. 	 General conclusions 

I. All delegates had presented the final report and discussed the 
recommendations with the MCII/FP officials of the Ministry 
of Ilealth and other members of tile health team. There was 
unanimous support for the recommendations. 

2. Programmes for training and utilizing TBAs were planned in 
each country except Sri Lanka where TBAs were said not to 
exist. 

3. Midwives and nurse-midwives were working on the formation 
of Midwifery Associations, or midwifery branches of Nurses 
Associations. 

4. Basic midwifery training progiarnmes were being revised. 

5. Obstetricians usually accepted midwives as trained professionals 
and co-operated with them. 

6. As a result of the follow-up visits, groups of obstetricians and 
gynaecologists in two countries were seeking affiliation with 
FIGO. 

B. 	 SpecificMatters 
1. Peninsula Malaysia 

(a) 	It was suggested that a Workshop on Curriculum Develop
ment for TBAs should form part of the follow-up activities 
and it was asked whether the ICM/USAID project could 
provide funds for it. 

(b) 	Ilospital matrons were not yet involved in family planning 
activities and discussions about this were being pursued. 

2. Sarawak 
(a) 	The l)epartment -of Ilcalth would be responsible for all 

MCII/FlP services by 1977 and contraceptives would be 
issued free of charge. However, the National Family Plan
ning Board (Malaysia) would not be able to supply contra
ceptives due to lack of funds and they were looking for 
assistance in this matter. IPPF and FPIA were suggested as 
possible sources of help. 

(b) 	The Department wished to train staff to provide family 
planning training and were looking for live or six scholar
ships for this. After training these people could be 
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responsible for the family planning training of all para
medical personnel and for the training of TBAs. 

(c) 	The new category of worker known as community nurse 
was discussed, and it was suggested that community nurse
midwife was more appropriate as her functions embraced 
both midwifery and general MCI] care. It was thought that 
it might be possible to recommend a change in title as the 
procedures for registration had not been finalized. 

(d) A meeting was held with a group of 7 TBAs at a semi
rural MCII centre. They were found to be intelligent and 
hard working, and appreciated the invitation to the meeting. 
All had a good working relationship with the MCH midwife 
who conducted delivery and the third stage when it was 
possible to call her in. Some of the TBAs were capable of 
dealing adequately with abnormalities, and all appeared to 
have a right concept of family planning. The meeting 
provided an example of how selected TBAs, with proper 
training, could contribute greatly to health programmes. 

3. Sabah 
The 	view was expressed that to train and encourage TBAs was 
to perpetuate the existence of a class of workers with too low 
a standard. However, it was pointed out that, by encouraging 
TBAs now, their children might be motivated to take up full 
professional training in the future. 

4. Thailand 
(a) 	They were proposing to separate midwifery training from 

nursing training. 
(b) 	There was also a programme to train trainers of TBAs. 
(c) 	 It was hoped to use Border Patrol Police to bring family 

planning education and service to rural populations living 
in politically sensitive border areas and in mountain areas. 

(d) 	Auxiliary midwives and nurse-midwives did not get on well 
together. Auxiliary midwives would be unlikely to join an 
Association which included nurse-midwives and nurses. 

5. Bangladesh 
(a) 	The country hoped to achieve zero population growth by 

1985. Sterlization as the principal form of contraception 
was receiving much support. 

(b) 	The new category of Family Health Visitors were not 
registered as midwives as their training was thought to be 
inadequate. It was suggested that the training curriculum 
be upgraded so that they could be registered and therefore 
be eligible to join a professional association. The tutors 
were uncertain about the need to change the curriculum. A 
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workshop on Curriculum Development was planned and 

the reporter was invited to act as consultant. 
(c) 	 TBAs were now being superseded by family welfare 

assistants. 

6. Nepal 
(a) 	 The delegates had been somewhat disappointed at the 

response of those with whom they had discussed the 

Working Party report. 
(b) 	 The position of auxiliary nurse-midwives was discussed. 

There was a great shortage of this category of worker. 

There was a lack of practical training facilities and a 

shortage of funds to develop them. Possible sources of 

funds were suggested. 
(c) 	 Instructors of auxiliary nurse-midwives should be fully 

qualified midwives with practical and field experience. As 
there were no such instructors available, it was suggested 
that 5 or 6 nurses should be sent overseas for training, and 
on their return be assigned to auxiliary nurse-midwife 
training. The British Council agreed to sponsor them for 
two years' training, provided that they returned to teach. 

(d) 	 Auxiliary nurse-midwives received refresher course training 
before beginning to work in the MCH/FP service, but they 
were generally so busy that they had little time for MCH/ 
F. They would not be allowed to insert IUDs until they 

were better trained. 
(e) 	 TBAs were recruited, trained and utilized. The younger 

ones were not well received but the older ones were more 

popular and were doing good work. One hundred had been 

trained in MCLt/FP, nutrition and the principles of asepsis. 

The Department of Health was trying to identify TBAs 

so that they could be registered. 
(f) 	 Village healers outnumbered TBAs and were potential 

family planning workers, but there were no funds avail

able to train them. The Chief of the Population Office, 
USAID, was enthusiastic about this and might be able to 

help. 
(g) 	 Sterilization was top priority in the integrated health 

service, while the Family Planning Association was lobbying 

to have the abortion laws liberalized. 

7. 	Sri Lanka 
midwives. AuxiliariesProblems existed between nurses and 

would not be eligible to join the Nurses Association through a 
was further discussed withproposed midwives branch. This 


officials of the Federation or Nurses Unions.
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Secondfoliow-up, August/September 1976 
Nepal 
(a) 	 Delegates 

Dr. S. Gurung, Bi" Hospital, carried out female sterilization as part 
of normal duties. Otherwise she had not involved herself in the 
implementation of the recommendations. 

Mrs. Thakur, formerly Matron, Paediatric Hospital, Kathmandu, 
had been transferred to Bir Hospital and now had more 
opportunities to implement the recommendations - improving 
hospital standards, providing better nursing care, organizing 
educational classes for mothers, as in-patients or out-patients, on 
nutrition, child care, family planning, and setting up demonstration 
units for nutrition. She had also proposed that the Nursing School 
should send public health nurses to her hospital for practical 
training. She had tried to have the Midwives Association formed 
but with little success. She had been asked to function as an 
operating nurse, but had refused. 

(b) 	 Implementation ofthe recommendations 
I. 	MCH/FP training was being revised. 
2. 	 Nursing training, which included 6 months' midwifery training, 

could now be extended to include a further 6 months' 
midwifery. Those with additional training would be registered as 
nurse-midwives. 

3. 	The role of auxiliary nurse-midwives had been expanded. They 
were now allowed to insert IUDs. Some had been trained in this 
and were performing successfully. 

4. 	There was a move to train paramedicals without nursing or mid
wifery training to perform Mini Lap sterilization, but doctors, 
nurses and midwives had objected. 

5. 	The forrmation of a midwifery branch of the Trained Nurses 
Association was in progress and advice and assistance were 
requested. 

(c) 	Meeting with Secretary ofHealth 
lie appreciated the status of midwives and their need to form an 
Association. 

The family planning programme had made some progress and 
health workers had made a good contribution. 

Training courses needed to be revised and follow-up improved. 

Bangladesh 
(a) 	Delegates 

Dr. Shamsun Nahar, Superintendent, MCH/FlP Training Institute, 
had not been able to carry out any of the proposed follow-up 
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activities. Population control was being stressed at the expense of 
MCIH/FP services which were badly neglected. 

Mrs. Selma Beguin, Co-ordinator, MCH/FP Training Institute, had 
been to the USA for training on development of family planning 
training programmes. She was working on the development of a 
new curriculum for family health visitors (auxiliary midwives). 

Mrs. Jebu Nessa, Lady Health Visitor, MCH Training Institute, 
Dacca, was lost to follow-up as she was now stationed outside 
Dacca and no information on her activities was available. 

(b) Implementation ofthe recommcr,daiions 
I. The midwifery training curriculum was being revised. 
2. There were plans for training non-medicals and paramedicals for 

Mini-Lap female sterilization. 
3. 	No efforts had been made to form a Midwives Association but 

the Superintendent of Nursing Services had undertaken to 
promote this. 

4. 	TBA training was not yet organized as officials were engaged on 
revising the midwifery training curriculum. 

5. MCI/FP services were still poor as all PCFP programmes were 
aimed at achieving zero population growth. 

Sri Lanka 
(a) Delegates 

Dr. Amarasinghe, Consultant Obstetrician, South Colombo 
Hospital, was not in a position to involve himself in any post-
Working Party activitics because he was not a government official. 

Mrs. L. de Sarain, Matron, General Hospital, Ragama, had no 
opportunity to be involved in implementation of the 
recommendations other than her usual duties of supervising family 
planning motivation at hospital level. 

Mrs. Ranasinghe, Public lealth Nurse, was in the same situation. 

(b) Implementationof the recommendations 
I. Eight nurse-midwives had trained at Downstate Medical Center 

and were allowed to insert IUDs in pilot areas only. They were 
functioning satisfactorily, but a hard core of obstetricians were 
still opposed to the practice and limited it where possible. How
ever, several medical officers of health had trained their staff 
nurse-midwives to perform insertions and were happy with their 
performance. The government was taking steps to make IUD 
insertion one of the functions of MCH/FP Midwives. 

2. WHO had been conducting an in-country two-day Seminar for 
all levels of nurses and midwives. 

3. 	No Midwives Association had been organized. The Chief Nursing 
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Officer, who was also President of the Sri Lanka Nurses 
Association, had done nothing to help midwives. 

Summary ofobservationsmade 
I. 	 The midwives' expanding role is slowly gaining recognition. More 

and more of them are being trained in IUD insertion and are per
forming very well, in future they may even be allowed to perform 
the Mini Lap terminal method of contraception for women. 

2. 	 The training curricula of the different categories of midwives are 
being revised. In Nepal there is a WHO Midwifery Education 
Adviser. In Bangladesh and Sri Lanka the WHO Family Health 
Advisers are new and lack experience in curriculum development; 
hence they seek consultant advice and co-operation from the Field 
Director, ICM/USAID Project. 

3. 	 The above developments cannot be claimed solely as the outcome 
of the Working Party, but it is true to say that the Working Party 
centributed much stimulation in this area. 

4. 	 The Inter-Regional Semi-'a!, as a post-Working party activity, is 
another booster for the promotion of MCH/Fl midwives as 
personnel capable of their recommended expanded role. 

5. 	 The midwives are facing numerous problems in their efforts to 
organise themselves into professional bodies. One of the main 
obstacles is the opposition from nurses, especially from the nursing 
educators. It will be some time yet before the midwives can emerge 
as skilled health professionals in their own right. 

6. 	 The Population Control/Family Planning Division of Bangladesh is 
rightly pursuing a population control programme with zero 
population growth as its target, but it is sad to note that this is 
being carried out at the expense of the MCI I/FP services. MCH/FP 
services have not been sufficiently recognized as a parallel and 
complementary programme to the population control programme. 

VIII Outcome, Proposals for Future Activities and Achievements 
Outcome 
The joint participation of midwives and obstetricians in the Working 
Party had brought about some changes in the attitude of the 
obstetricians towards midwives. There was now greater appreciation of 
midwives as professional colleagues. 

Proposalsfor Future Activities 
I. 	 For Bangladesh, Nepal and Sri Lanka: 

(a) 	 In-country training seminar. 
(b) 	Training seminars for trainers of TBAs in West Asia. 
(c) 	 Inter-Regional Training Seminar on 111 IE&C training for 

midwives. 
(d) 	 Provision of advisory services oil a basis of co-operation 
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2. 	 For Malaysia and Thailand: 
family health programme,None, because they have good 


(including family planning).
 
3. 	 Follow-up of the West Asia Intei-Regional Seminar participants. 

Achievements 
I. 	 Tile West Asia Inter-Regional Seminar in Training of FP IE&C for 

midwives. 
to 	 the respective govern2. 	 The recommendeions were presented 


ments and midwi , y personnel.
 
3. 	 Several recommeriations were implemented in stages: 

training curriculum and(a) 	 Modification of the midwifery 

training period.
 

(b) 	 Training and utilization of TBAs. 
(c) 	 Insertion of IUDs by midwives. 
(d) 	 Formation of Midwives Associations; Sri Lanka Midwives 

Union has applied for membership of ICM. 

APPENDIX I 

List of Participants, Observers, Etc. 

Mrs. 	L.V. de SaramParticipants 
Matron, General HospitalThailand 
RagamaMiss Lamom Srichandrabhand 

Nurse-midwife Mrs. P.M.L. Ranasinghe 
Chief, Nursing Division Public Health Nurse 

Ministry of Public Health c/o Medical Officer of Health 
Bangkok 	 Werellagama 

Miss Norattejananda Suchinta 
Nurse-midwife 

l'lepalPrincipal, School of Midwifery 
Dr. (Mrs.) Savitri GurungRajaburi 
Head, Dept. of Obstetrics & 

Prof. Prasong Tuchinda 
GynaecologyHead, Dept. of Paediatrics 

Bir 	Hospital
Siriraj Hospital 

Kathmandu

Bangkok 


Mrs. 	Mohan Badan TamrakarSri Lanka 

Dr. P.11. Amarasinghe, MBBS Nurse-midwife 

(CEX) MRCOG(Gt. Brit.) Assistant Matron, Maternity 
HospitalConsultant Obstetrician 


South Colombo Hospital Thapathaly
 
Kathmandu
Colombo 
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Mrs. Mita Thakur Puan tHasmah Zain 
Nurse-midwife Nurse-midwife 
Additional Matron Family Planning Instructor 
Bir Hospital Ministry of tlealth 
Kathmandu
 

Miss Kurshiah Bee

Bangladesh Nurse-midwife 
Dr. Shamsun Nahar Family Planning Instructor 
Superintendent Ministry of tlealth 
MCII Training Institute 
Dacca Puan Raja I" Ahmad

Nurse-midw.Fa mi n.Mrs. Jebu Nessa 
Family Plannir.Ilealth Visitor 

MCII Training Institute Ministry of Health 

Dacca Miss Raja Muhaini 
Malaysia Nurse-midwife 
Dr. Thomas Ng Khoon Fong Family Planning Instructor 

AM MBBS FRCOG Ministry of Health 
Senior Consultant, Obst. & Gyn. Md. IIo Lee Kian 
Maternity Hospital Nurse-midwife 
Kuala Lumpur Public Ileaith Matron 
Dr. Ahmad Adnan, AMP, KMN, Sarawak 

MBBS (S'pore) MRCOG (Lond). Miss Chee Peck Hoon 
Director of Medical and Health Nurse-midwife 

Services Family Planning Instructor 
Perl s Ministry of Health 
PUan Mahelan Abdul Manap, Miss Rebecca John 

SRN, SCM, IIV Nurse-midwife 
Assistant Irincipal Matron Family Planning Instructor 
Ministry offl Ialth Ministry of Ilealth 

Miss Joan Tan, SRN, SCM 
Midwifery Tutor Miss Soon Eng Lai 
Queen Elizabeth Ilospital Nurse-midwi'e 
Sibah Family Planning Instructor 

Ministry of HealthMiss Kathleen Lo, SRN, SCM 
Acting Principal Matron Puan Ummi Kelsom 
Medical Department Nurse-midwife 
Sarawak Public Hlealth Matron 

Ministry of HealthObservers 
Malaysia Miss Chan Kuin Sum 
Miss Ilelen Nathaniel Nurse-midwife 
Nurse-midwife Midwif-iy Tutor, 
Family Planning Instructor University Ilospital 
Ministry of lealth Malaysia 
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Dr. Lucy Campos Thailand 
MCII Officer Mrs. Chinda Busban 
Ministry of Health Nurse-midwife 
Johore MCII Center 

Narathiwas,Miss llamidah Kamarudin 
South ThailandNurse-midwife & Public Health 

Nurse 
Domiciliary midwifery training unit 
Ministry of Health Miss Maura Leavy 

Miss Ivy Khoo Nurse-midwife 
Public Health Nursing AdviserNurse-midwife 

Senior Tutor, School of Nursing Regional Office 
Kuala Lumpur Manila, Philippines 

Miss Elizabeth Leong 
Nurse-midwife IPPF 
Public Health Matron Ms. Cindy Taib 
Sabah Nurse-midwife 

Assistant to Medical DirectorMd. Anna Tay 
East & S.E. Asia & Oceania RegionNursc-midwife 

Public Health Sister Malaysia 

Sarawak 

Dr. Loh Sow Khin Resource Persons 
Director, Training Education & Dr. Norlaily Datuk Abu Bakar 

Research Health Officer i/c Family Planning 
National Family Planning Board MCH Unit 

Ministry of Health
Puan Itjh Zahara Abdullah 


Malaysia
Nurse-midwife 
Matron, Dr. Raj Karim 
National Family Planning Board Health Officer i/c MCH 

MCH UnitMrs. Beh Thong 
Ministry of HealthNurse-midwife 

Family Planing Instructor Malaysia 

Fedeiation of Family Planning Puan Hajjah Rosina bte Hj Abdul 
Associations Karim 

Miss Boey Swec Kali Principal Matron 

Senior Midwifery Tutor Ministry of Health 
MalaysiaMaternity Ilospital 


Kuala Lumpur M . M.S. Murthy
 

Mrs. Kok Kee liar Assistant Principal Matron
 

Nurse-midwife (Training)
 
Midwifery Tutor Ministry of Health
 
Johore Malaysia 
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Dr. Chong Yoon Hin Mrs. Belinda Brohier 
Senior Nutrition Officer Regional Field Director for Asia 
Nutrition Division London 
Institute of Medical Research Local Organizing Committee 
Ministry of Health Chairman 
Malaysia Dr. Thomas Ng Khoon Fong 

Dr. S.C.E. Abraham Senior Consultant, Obstetrics and 
Consultant Paediatrician Gynaecology 
General Hospital Maternity Hospital 
Kuala Lumpur Kuala Lumpur, Malaysia 

Malaysia Members 

Dr. J. Catindig Ministry of Health, Malaysia 
Acting Executive Secretary Dr. Raj Karim 
IPPF, East & S.E. Asia & Oceania Health Officer i/c MCH 

Region Maternal and Child Health Unit 

Malaysia Dr. Norlaily Datuk Abu Bakar 

Mrs. Chusie Sejpluem Health Officer i/c Family Planning 

Chief, Training/Supervision Maternal and Child Health Unit 

Family Health Division Puan Rosina Hj Abdul Karim 
Ministry of Public Health Principal Matron 
Thailand Puan Mahelan Abdul Manap 

Dr. Frank Beckles Assistant Principal Matron 
Director, National Center for (Health) 

Family Planning, Health Services 
and Mental Health Administration Mss rcYeo 

Department of Health, Education (Hospital) 
and Welfare 

Mr. M.S. MurthyU.S.A. 
Assistant Principal MatronDr. Bruce Farris (riig

(Training)
Comnmittee Member, ICM/FIGO 

Datuk (Dr) Ariffin bin NgahJoint Study Group 
MarzukiMedical Superintendent 

St. Helen's Women's Hospital Senior Consultant, Obstetrics and 
GynaccologyAuckland, New Zealand 

Maternity Hospital 
Kuala LumpurICM Officials 


Miss Margaret Hardy Miss Lee Yuet Ngor
 
Executive Secretary ICM Nutrition Officer
 
Secretary Maternal and Child Health Unit
 
ICM/FIGO Joint Study Group Ministry of Health
 
London Miss Boey Swee Kam
 

Mr. Harry Smith Senior Midwifery Tutor
 
Financial Administrator Maternity Hospital
 
London Kuala Lumpur
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Mrs. G.M. Paranjothy Dr. Indra Pathmanathan 
Health Matron Health Officer 
Maternal and Child Health Unit Epidemiology Division 

Public Health InstituteMinistry of Health 
Ministry of Health 

Hailah (Dr.) Siti Hasmah bte National Family Planning Board, 
Moh'd Ali MalamiHealth Officer 	 Malaysia 

HearlthdOffdcarhDr. Shamsuddin bin Abdul Rahman 
Maternal and Child Health Director-General 

Division 
Public Health Institute Dr. M. Subbrah 
Ministry of Health Director (Service) 

APPENDIX II 

Ust of Papers Presented 

1. The Role of Chairman, Rapporteur 	 Encik Abu Kassim B. Hj. Mohamed, 
and Participant KMN,
 

Director, National Productivity
 
Centre, Ministry of Trade and
 
Industry, Malaysia.
 

2. 	 The ICM/USAID Project Miss Margaret Hardy, SRN, SCM, 
MTD, DN, 
Executive Secretary, ICM 
Secretary ICM/FIGO Joint Study Group 

3. Family Health Care in Developing 	 Dr. Frank N. Beckles, MD, 

Countries 	 Director, National Center for Family 
Planning 
Health Services and Mental Health
 
Adm~ilistration
 
Dept. of Health, Education &
 
Welfare U.S.A.
 

4. 	 Family Health Services in Malaysia Dr. Raja Ahmad Noordin Raja 
Shahbudin, JSM, AMN, BCK, 
MBBS, MPH, DPH, 
Director of Health Services, 
Ministry of Health, Malaysia. 

Family Planning Information, Mr. Robert Blake, 
Education and Communication UNESCO Regional Communication 

Adviser UNDP, Malaysia. 
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6. 	 The Extent to which Midwives and Dr. P.H. Amarasinghe, MBBS 
Traditional Birth Attendants are (Ceylon), MRCOG (Gt. Britain) -
Involved in Maternal and Child Sri Lanka Puan Mahelan bte Abdul 
Health/Family Planning Services Manap, SRN, SCM, HV, SN -

Malaysia.
 
Mrs. Mohan Tamrakar, CNM -

Nepal.
 
Miss Lamon Srichandrabhad -

Thailand.
 

7. 	 The Expanding Role and Scope of Dr. J.Y. Peng, MD, MPH, DPH, 
Practice of all Categories of International Development 
Midwives and Traditional Birth Research Center of Canada, 
Attendants in the Field of Family Associate Professor, Center for 
Planning Population Planning, University 

of Michigan, U.S.A. 

8. 	 Integration of Family Planning, Dr. Norlaily Datuk Abu Bakar, 
Paediatrics and Nutrition with the MBBS, MSc, 
Midwifery Training Programme of Health Officer i/c Family Planning 
all Categories of Midwives Maternal and Child Health Unit, 

Ministry of Health, Malaysia.
 
Prof. Prasong Tuchinda, MD,
 
DTM&H,
 
Head, Department of Paediatrics,
 
University of Mahidol, Bangkok,
 
Thailand.
 
Dr. Virginia Guzman, MD, MPH,
 
Professor, Maternal and Child
 
Health, Chairman, Community
 
Health, University of Philippines.
 

9. 	 Family lanning Training Dr. Loh Sow Khin, MBBS, MPH, 
Programmes in Malaysia for Director of Training and Medical 
Supervisors Research, National Family 

Planning Board, Malaysia. 

9a. 	Training of Auxiliary Health Dr. J. Varughese, MEl,', MPH, 
Workers in Family Planning 	 DPH, 

Director, Public Health Institute, 
Ministry of Health, Malaysia. 

10. 	 Planning of Family Planning Dr. G.R. Amritmahal, PhD, 
Training Programme - Objectives, Adviser on Training, National 
Needs and Curriculum Develop- Family Planning Co-ordinating 
ment Board, Jakarta, Indonesia. 

11. 	 Continuing Education in Family Miss Mazel Lindo, CNM, MS, 
Planning 	 Downstate Medical Center, 

New York, U.S.A. 
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D-. Rita Thapa, MBBS, MPH,12. Family Planning in National 
Senior Public Health Administrator,Development 
Chief, Community Health and 
Integrated Health Service, 
Ministry of Public Health, Nepal. 
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ALL INDIA WORKING PARTY, NEW DELHI, INDIA, 

NOVEMBER 5th - 12th, 1976. 

Participants: 23 States and Union Territories of India. 

1. Preliminary Visits 
(a) 	 Visit to New Delhi, September 1974, by Mr. R. J. Fenney, ICM. 

There was general support for the idea of the meeting. The original 
proposal was that India, Ceylon and Malaysia should take part. 

(b) 	Miss Patterson's visit to New Delhi, 6th-22nd November 1975. 
Planning was at a standstill because government had not yet 
approved the use of USAID funds. The Trained Nurses Associa
tici, of India was keen that the meeting should take place. 

(c) 	 Visit by Miss Patterson and Miss Philip to New Delhi, Chandigarh, 
West Bengal/Calcutta, Tamil/Nadu/Madras and Maharastra/Bombay, 
July 1976. 

Objectivesof the visit 
(i) 	To meet the Regional Field Director and discuss further plans 

for the Working Party, including venue, participants, etc. 
(ii) To meet government and health team personnel in the five 

states and where possible to meet nominated delegates and 
personnel of non-government organizations. 

(iii) 	To meet members of the local committees in order to review 
and discuss the draft programme to see that it met both the 
requirements of the project aiid local needs. 

(iv)To meet USAID staff and discuss financial and other plans and 
seek guidance so as to avoid unnecessary problems. 

Conclusions 
T. , Working Party had been fully accepted and approved by 
government. All states visited were enthusiastic at the prospect of 
co-operation between doctors, nurses and midwives. It was con
stantly necessary to ensure that the number of nominated delegates 
was kept to the agreed figure and there were frequent problems 
with the selection of delegates. The USAID Program Division staff 
were extremely co-operative and helpful. Ameeting was held with 
the local committee to discuss programme and arrangements. 

Informationfromvisits: IUI) and male and female sterilization had 
taken precedence over the pill. Family planning was on the whole 
well accepted. During visits to various institutions the Itinctions of 
new categories of workers were outlined; nurses, midwives and dais 
appeared to work together admirably. 

(d) The joint visit (c) above took place during an extended visit by the 
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Regional Fi!ld Di:ector to the various States between May and 

September 1976. Duing this visit programme planners and admini

strators of health care services (in particular MCII) were contacted, 

together with those involved in the training of midwives of all 

categories. 	 lnfcrmation was provided according to a questionnaire 

in advance. Tile Regional Field Director met Directorssubmitted 
Joint or Deputy Directors responsible forof Health Services, 

and the Nursing Adviser (Assistant Director ofMCH/FP services 
states the 	Health MinisterHealth Services (Nursing)), and in 	some 

response of the authorities wasor llealth Secretary. The general 
most encouraging and tile climate of the country seemed conducive 

for bringing about relevant changes in the approach to MCiI care. 

I. 	 The Working Party 
(a) 	 Ateadance: Those attending comprised: 

(i) 	 57 nominated delegates from the various States and Union 

Territories. 
(ii) 	 21 observers from government departments, Christian Medical 

Associations, voluntary organizations, Family Planning Associa

tions, WlO, and other international bodies. 

(iii) 	 2 representatives of FIGO. 
(iv) 4 representatives of ICM. 

(b) 	 Organization 
were 	divided into four groups for the discussion sessions.Delegates 

Each group was given the same discussion top, cs, but related to a 

different category of worker, i.e. one group discussed each topic in 
another with reference to ladyconnection with nurse-midwives, 

auxiliary nurse-midwiveshealth visitors, the third in relation to 


and the fourth in relation to TBAs (dais).
 

(c) 	 Summary of proceedings 
Any attempt to present an accurate picture of the hectic life of tile 

All India Working Party over eight days constitutes a tremendous 

effort that needs no apology for imperfection. Two factors make 

the Working Party memorable. First, the participation of the 

widest possible spectrum of experts representing varied disciplines 

anf walks of life. Second, an unprecedented comprehensiveness 
received from multiple perof coverage that the central theme 
Working Party was immeasspectives. Furthermore the life of tile 

urably enhanced by the sense of commitment, purpose and 

sincerity that every participant abundantly possessed. The historic 

character of the Working Party should be appreciated in terms of 

it brought about among all categories of personnelthe 	interaction 
scene either directly or indirectly. Thiswho 	 touched the health 

justifies hope that the outcome of the Working Party's deliberations 

will have the benefit of dissemination and implementation. 
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Part, at least of the main orientation of the Working Party was 
manifested in the inaugural session by Dr. Sankar Ghose, the 
Planning Minister of the country who spoke on the "role of health 
workers in national development - a planners' perspective". It was 
highly appreciated to have the Planning Minister to inaugurate the 
Working Party as we are convinced today that Ilealth Planning is an 
integral part of the total planning for development. Depicting the 
main trend; in the current planning on Ilealth, Dr. Ghose high. 
lighted the need to make the fruits of the advances in modern 
medicine available to the far flung villages of the country. lie 
affirmed the Government's commitment to abolish the intra
national disparity in the delivery of health care and pleaded for 
adequate changes in the existing structure, towards ensuring social 
justice. 

In her opening remarks at the Inaugural Session, Miss Barbara 
Patterson, Project Director, ICM-USAII) Project, presented in 
meticulcus detail the genesis and growth of tihe ICM/FIGO Joint 
Study Gro:mp and outlined its history of activities and achievements 
to date. She emphasized the strong research orientation of the Study 
Group and its ultimate commitment to enhancing the image of 
MCI] care dl over the world. Touching the Central theme of the All 
India Working Party, Miss Patterson observed that midwives of 
today and tomorrow in their expanding role should be able to 
give total health care to the mothers and babies of the woild 
which would include prenatal care and health and nutrition 
education, intra-nat:l care, post-natal care including Family 
Planning. Very often the midwife is called upon to supervise less 
qualified health personnel in her setting. 

Tracing the evolution of health services in the country, Sri 
A.K.M. Ishaque, Deputy Minister of Ilealth and Family Planning, 
in his Presidential Address observed that the system of health care 
delivery acceptable to the country must reflect the inherent 
characteristics of the community it serves. The Minister's recog. 
nition of the vital role that a community can play in the health 
efforts reflected the gist of current thinking on the subject. lie 
was refreshingly frank unadmitting that in the context of effective 
health care of the cutmltry as a whole the Auxiliary Nurse Mid
wives (ANM) have to play a central role. 

Gr(op work being recognized as a malin strength of the Working 
Party, it was in the fitness of things to have a comprehensive 
introduction to the dynamics of group work expounded by Shri 
II. Nath, from the Department of E-ducation and Training of the 
National Institute of Health Admin;stration and Iducation. lie 
highlighted tihe supreme need to define clearly and closely follow 
time objectives of the Working Party through all its deliberations 
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and an uninhibited participation thereof to contribute one's very 

best. lie asserted that the Conference must commit itself to 

action in that each participant takes home some ideas and feels 
ts a follow up action.responsible for monitoring as wel! 

that Dr. B. N. Purandare whose distinguishedIt was indeed befittin 
one the agencies, FIGO as itsassociation with of host i.e. 


President, has been only concluded, delivered the Key-note Address
 

on "MCH 	 and Family Planning Services in the developing 

role of the midwife in health care systems" speakingcountries 
on the FIGO's tryst with the challenge of Family Planning all over 

the world. 

Dr. Purandare noted an attitudinal change on a global level in the 

recent past towards the acceptance of the concept and its 
of a small familyimplication, lie observed that the acceptance 

should not be supplied to be a target of a vertical programmenorm 
and highlighted the socio-economic-cultui ! determinants thereof. 

to the Midwife's strategic importanceDr. Purandare paid tribute 
in the Community setting and the considerable influence she 

wic!,ls or can wield in influencing life styles. lie called for the 

enhancement of the professional preparation of the midwives and 

radical changes in existing curriculum, commensurate with the 
upon to play. fie felt itexpanding role that they are called 

a training in clinical skills related to middesirable to 	give them 
wifery imparted through a practice oriented training programme so 

that they can to some extent assume independent responsibilities 

in the rural setting. 
DeputyThe trend-setting session was chaired by Dr. Sanyal, 

Planning, advocated a determinedCommissioner Family who 
effort to e:s,,' the continued felicity of the family and the 

fullest eni.)yment of health. From this human perspective, he went 

on to establish the need for the integration of MCIt and Family 
an effort. lie felt thatPlanning and that the stage is set for such 

the working party could contribute significantly to this conducive 

climate of opinion. 

In the second Key-Note Address on "National trends in MCH and 

Family Planning services", Dr. E. Sebastian, Assistant Commissioner, 

Family Planning (MCII) traced the evolution of MCH and Family 

Planning Services in this country and revealed that in its beginning 

stages the effort to ensure tie welfare of the mother and child 
and that medical attention for thewas of purely voluntary nature 

mother preceded that for infants. She noted, further, that the 

concept of preventive maternity care is of relatively recent origin 

efforts till then were directed towards providingand that all 
time of child birth. However, the importance ofassistance at 	 the 
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Dais training as well as the training of supervisors, namely Health 
Visitors was recognized at the very beginning itself. She attempted 
a critique of Health Services in tile post-inoependence era covering 
a broad spectrum of conceptual innovations that underlay the 
structural reorientation of health service from time to time. She 
emphasized the view that in the wake of greater acceptance of the 
small family norm, Government cannot absolve itself of the 
responsibility to provide improved services to mothers and 
children. This sessiurn was chaired by Dr. T. R. Tiwari. ilestrucka 
note of caution that the overriding priority now given to Family 
Planning though higlfy welcome should not be at the cost of 
maternal and child health services. 

Following the presentation of the State reports, the topic "Training 
and Practice of all categories of midwives - whose responsibility 
identification of existing problems", was taken up for discussion 
with Dr. B. Purandare in the chair. 

The opening discussant, Dr. Anusuya Das, approached the problem 
from the general perspective and established the imperative need 
for making every midwife conversant with the day-to-day health 
problem concerning mothers and children in urban and rural com
munities so that she proves effective in ensuring their health in 
their total environment. Recognising the expanding role and newer 
responsibility of the midwife she established that the conventional 
milieu for the institution should be discarded in favour of training 
in the community setting and increasingly involving the Primary 
Health Centres (PHC) and .he hospitals in the process. She 
strongly felt that only a low cost man power ,source can be 
economically feasible in the country and tjh, proprly trained mid
wives of all categories in an integrated piogramme of MCH and 
Family Planning can deliver the goods. 

With regard to the training needs of the cuuntry, she strongly felt 
that one of the fundamental defects in our tr.ining strategy is that 
we are not yet sure of the type of product at whichwe are aiming. 
Institutional goals as well as detailed instructional goals have to be 
spelt out and realised. According to her the main problems in the 
field of community Health Nursing Training are generally created 
either by administrative clogs or by lack of motivation among the 
trainers or the trainees and the outmoded training curriculum. 

Dr. Ranee Christopher sounded nostalgic for the glory that the 
midwife in the past earned for herself and lamented tile fall from 
grace that the profession had suffered thereafter and attributed it 
mainly to tile poverty of the talent it attracts and inadequacy of 
the training programme to transform them. She wondered as to 
who would train the trainers which many of them needed. She was 
indignant about the gross disparity between the MCH services as 
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d some consolationavailable to the have and have-nots but deriv 
the fact that the ANMs have achieved at least a moderatefrom 


success in winning the confidence of the rural community.
 

Speaking on the nursing programme in general and the ANM train-

Kochhar felt that practicaling programme in particular Dr. (Miss) 


training in domiciliary midwifery should be given greater import

the moment and that teaching and superance than it enjoys at 
visory staff should accompany the students for domiciliary delivery. 

She decried the tendency among better qualified staff to stay in 
the rural centres and suggested thatthe hospitals rather than serve 

it should be made compulsory for qualified staff to spend part of 

,heir services in the rural centres. 

On the question of lack of a standardisation of the optimum job 

efficiency acquired of vurses and of training of midwives in 

general, Miss A. Cherian !clt that the Nursing Council of India and 

that of the States are primarily responsible. She felt it to be ironic 

that in several nursing councils doctors outnumbered the nurses. 
is responsible for not only

Nursing Council of India which 
but monitoring and maintenance of

registering the enlisting 
standards in proficiency, training and ensuring legal protection has 

not yet beer, able to amend the Nursing Council Act so as to bring 

under its ambit the ANM. 

The role of Trained Nurses Association of India which isthe only 
nurses dedicated to the cause of the

National Association of the 
nursing profession in the country and the furtherance of standards 

of professional excellence in both Nurses' services and training was 

highlighted by its acting Secretary, Mrs. Nagpal. 

raised regarding the
In the discussion that followed, doubt was 

of providing midwifery training as part of generaldesirability 
nursing as the Ilospital trained Nurses are hardly ever called upon 

to serve as midwives. It would be desirable some felt, to have the 

ANM provided with a comprehensive practice oriented training in 

midwifery. lowever, the consensus of the groups appeared to be 

that. as the nurses of today are increasingly called upon to provide 

total health care of the -family, it is essential to give adequate 
as part of the generalmidwifery paediatricsexposure to and 

training. 

In a short session that followed, chaired by Dr. George-Joseph, an 

on the same theme was projected by
administrative perspective 
Dr.(Mrs.) H. M.Sharma, Director, Christian Medical Association of 

upon the various stages of practical imple-
India. She touched 
mentition and the peculiar tasks at various stages. 

As a prelude to group sessions discussing problems related to 
a

training of the different categories of Midwives in depth, 
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plenary session was held where the four major categories of mid
wives, TBA, ANM, Health Visitor and Nurse/Midwife, were 
introduced through opening remarks by four experts. 

In the first session chaired by Dr. Y. L. Vasudeva, Professor of 
Prey. and Social Medicine, Medical College, Rohtak, Dr. P. 
Ramankutty, Gandhigram Institute of Rural Ilealth and Family 
Planning, appraised the group of perceptual action output model 
on MCH programme. Ill recognition of tile fact that tile sub
stitution of the TBAs by fully trained workers cannot be achieved 
for a long time to come, he brought out the need to widen their 
activities and in that connection to provide the necessary training 
and facilities for them. He pleaded for action research to study 
systematically the parameters of TBAs role in the community. 

Regarding the training of Health Visitors, Miss C. D. Sharma, 
Asst. Supdt., Lady Reading Health School noted that the demand 
for their services had increased after Independence but that they 
are unwilling to go to rural areas and this is accounted for, in their 
training programme. Mrs. P. K. Karthiyani, Nursing Adviser, 
Government of India, who chaired tie session expressed concern 
that tile course is not in many instances recognized and results in 
psychological trauma to those who are involved in it. 

The session on the ANM training was -haired by Miss A. Kuruvilla, 
Dean, College of Nursing, CMC, Vellore, where the discussant 
Mrs. R. K. Sood, elaborating upon tile various lucunae in the 
training programme, came to the conclusion that tie current 
syllabus for the ANM is not suitable for preparing them to cater to 
the comprehensive health ,ieeds of 10,000 population. 

Mrs. N. Lazarus, in her comprehensive critical survey of tile training 
programme of the midwives of all categories, clearly indicated the 
areas in which the existing structure is inadequate and formulated 
both short-term and long-term strategies for their training and 
practice. In as much as the )ais cannot at once be replaced from 
the community without depriving them of what little they have, 
the only solution for the time being she argued, lies in providing 
them with an adequate minimum extent of training so that the risk 
factor may he eliminated. She emphasized the need to encourage 
ANMs to serve rural areas which cannot be achieved without 
making the community setting the main stage for their professional 
preparation. In the context of tle imperative need to involve tile 
nurse midwife more and more in the life of the community, she 
suggested that greater incentives may be given and training in 
midwifery be reinforced. 

Any discussion on health services in the country must sooner or 
later address itself to the signal challenge of the effective health 
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for all and this timely topic was taken up for a symposium bycare 
the Working Party with Dr. Butt, Director, Indo-Dutch Project, as 

the Moderator. For clarity of discussion the topic was further sub

divided into three approaches with Dr. Mamgain, Adviser, Evalua

tion Cell, Govt. of Ilaryana, speaking on the role of Multipurpose 

workers in this context, Prof. George Joseph (f All India Institute 

of Medical Sciences, New Delii, highlighting the community's role 

therein and Miss Kuruvilla, Dean, College of Nursing, CMC Vellore, 
speaking on the role of midwives in the delivery of MCII care. In 

her remarks, I)r. Mnamgain vindicated the optimism that the 

Multipurpose worker scheme now in the process of implementation 
will answer the problems of health in rural I hlia. Dr. George 

Joseph established the need to invite the community to share the 

responsibility for health and to identify the community's built-in 

potential for health. Ile emphasized that the creation of health 
to theformal and as 

total health of a nation. Miss Kuruvilla lamented the disparity 

between the training progranmmes in operation for the ANM and the 

Nurse Midwife and criticised the confusion on the role description 

of both. In recognition of the diversity and variety that the Indian 

sub-continent contains, she argued that we should think of health 

strategies and training programmes as feasible to state contexts 

within a broad flexible framework. 

awareness through informal channels basic 

Speaking on the topic "Role of Supervision in Itealth Care system", 
Miss B. Walsh (WIO), attempted a definition of the exact 

of the term and found to consist in "working together,implication 
guiding and instructive and supportive role". She drew up some 

guidelines for effective supervision. 

Miss K. K. Rao, (Deputy Director, Nursing, Gujarat) basing her 

observation on practical experience, brought out the importance 
of supervision in building tip security and confidence in the health 

worker for promoting effective health care. It is a process of 

improving guiding and evaluating the work and not of fault-finding. 

Miss Ruth Ilarner (Voluntary Ilealth Association of India), 
roomemphasized the preparation of the supervisor not by class 

teaching alone but by practice on the field based on a team 

concept. 

Mrs. A. Thomas, Associate Professor of Nursing, NIHAE, advo

c'ied a system approach to tileconcept and rioted that the training 
should form a sub-system continuouslyand practice of midwives 

informed by the total system of Ilealth care of which it is a part. 

Miss M. Philip, tie Regional Field Director, ICM-FIGO All India 

Working Party, presented a birds eye view of MCII and Family 

Planning services and relatad training efforts in the country, high
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litfing the areas that need special attention. This report based on 

direct first-hand evaluation through field visits and on exploratory 
study through a questionnaire constitutes an i!"portant landmark 

of tileAll India Working Party. 

'The session on "Integration of Family PIanning. Paediatrics and 

Nutrition wit, tile training programme of midwives of all 
categories", was chaired by Prof. V. Ilingc.rani. All India Institute 

Medical Sciences. Initiating tile discussion Dr. Madhavi Sharma, of 

A.i.I.M.S. stated that tilecurriculum is the same for the Nurse 

Midwife and the fIcalth Visitor ,as far as midwifery is concerned 

and felt it is of linited scope and needed drastic change. She pre

sented a model for integrated teaching. 

Prof. Y. .. Vasudeva elaborated upon the integration plan being 
tried out at Roli tak Medical College in which the training of 

doctors, nurses and nitiltipurpose workers, '.; Loncuriently under

taken more or less in the same milieu from the teaching hospital to 

tle rural home. I)r. Seeta Sinclair fW' that the ANM/II.V. is ie 

firstnienber of tilehealth teani that tie ciomminity nieets arid 

quite often tile o;ly one. She maintained that a good basic training 
in tie care of tilechildren of the vulnerable infant and preschool 

child is absolutely necessary I'orall cadres of health workers 

including tle hospital nutt:," and family hicalth workers. 

irs. Karthiyani described the extent to which Family Planning 

p-:;gramme is integrated within the two years of ANNI curriculum 

Atnd inthat of fileMultipurpose workers. 

The sessiOn on "Ttailling mletliodology and ('u:riculuni Construc

tion" was chaired by Prof. N. II. Keswani. Director and [)ean. All 

indii Iiistiture of Medical S.Jiences, New ',)ellii. Opening the 

discussion, Prof. I1. S. Gandhi. Dean. NIIIAF, identifil areas like 

knowledge. skills and terminal bthavium for particular eilnhasis 

and underscored the need for bringing about the required attitudinal 

changes in the plofessionals and Ipara-profesimiali. lie fell that the 

methmis ofteaching have to be adapted to this imp,ortant objective. 

Once we recogni/c tileboilding up of a coiesive leam, as our 

ttltimatc objective intraining. the need for tiledoctor itstep aside 
willingly giving recognition to otiers. becomes very clear. 

Mis. Karthiyani slpaking on national goals in trainirig asserted that 

they shltld depend on the count y's needs. She highlighted tile 

need to evolve a suitable training model Ior the nultipurpose 

wolkers so that the strateg, implied in tilescheme is fully 

tealis ed. Speaking on evolving Curticulhlln Strategies. l)r. Sulochllaa 

Krishntla, Princip'l. College of Nursing. New lDelhi, asserted that 

the presenl strategy of imparting irainiig for ANMs in the hospital 

elting with Ihardly any provsill Imrtheir assiiling independent 
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responsibilities should be summarily discarded in favour of training 
in the community setting. She highlighted the need for emphasizing 
self learning, and continued education and research orientation. 

Dr. II. S. Srivastava, Head of the Examination Reform Unit, 
N.C.E.R.T. introduced to the Working Party a conceptual model 
for curriculum construction in para-medical courses, lie advocated 
an objective approach in evaluation so as to mitigate the disparities 
that otherwise exist. 

Professor Keswani remarked in conclusion that the existing split 
between training and evaluation evideuced by examinations that 
exist in near isolation from the main stream of training cannot be 
continued. Ie maintained that Internal assessmeit was all import
ant and that we should proceed to the realization that evaluation 
should become part of training itself. 

The first panel forum of the Working Party proved to be of 
absorbing interest with Mr. Jagannathan as the moderator and 
Mr. Kakar, Mr. Abu Abraham, Dr. D. Banerjee and Prof. N. N. Pillai 
as panelists, on the topic "Family Planning: education, information 
and communication". Opening the discussion Abu Abraham, with 
the cutting clarity and incisive wit of atrue cartoonist, exposed the 
poverty, the lack of any appeal or relevance of a good deal of tile 
propaganda generated by governmental agencies on Family Planning. 
lie lamented that the positive dimensions of F.P., the human impli
cations thereof, are all often lost amidst the plethora of vapid words. 
lie highlighted the socio-economic factors that influence the 
acceptance of the small family norm. Taking up from where Abu 
left, Prof. 1). Banerjee wondered if the communication media have 
not become mere tools in the hanils of vested interests. He noted 
with concern that Family Planning is often being identified with a 

set of birth control measures. lie felt that the concepts of Family 
'lanning should lead themselves to a free and franc discussion and 
that any curb on the mass media in this regard will be self-defeating. 
lie pleaded that in our preoccupation with immediiate results we 
should not violate the sense of human dignity. Answering Prof. 

Banjeree, Mr. Kakar acknowledged the central importance of edu
cation, but insisted that we cannot wait. lie attempted a vindica
tion of the National Population Policy. Mr. Kakar was convinced 
that the propagation of ideas of Family Planning should not be left 
to governmental agencies and that the voluntary and professional 
bodies have a great deal to do in abolishing the credibility gap. 
Prof. N. N. Pillai addressed himself to the human and social drama 
of communication and declared that the techniques and modes of 
communication in operation now cannot but let down the F.P. 

Programme. lie noted with disappointment that there was no 
understanding between research on communication, techniques, 
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and actual pro-rammes. He felt that Family Planning might well be 
a popular movement; but cautioned against the pitfalls thereof. 
The panelists worked up an appreciable degree of interest among 
the participants as was evident from the live discussion that 
ensued.
 

On the session devoted to "Family Health in relation to Family 
Planning" chaired by Dr. Timmappayya, Director, NIHAE, Dr. H.W. 
Butt (Indo-Dutch Project) noting the impact of I.M.R. on the 
acceptance of the small family norm, highlighted the pivotal role 
that child care, particularly nutrition plays in this context. tie 
brought out the need to educate mothers to look after nutritional 
needs of children with locally available sources. Dr. M. Laugesan 
of NIIIAE observed that monitoring of growth and development 
should be deemed as an indispensable facet of the process of com
munication between health workers and motheis in a community. 

Dr. Shanti Ghosh, lead of the Dep!. of Paediatrics, Safdarjung 
Hospital, New Delhi, emphasized aspects like the need for care of 
mothers during the third trimester of pregnancy, and the monitor
ing of intrauterine growth in order to avoid perinatal mortality. 
Identification of high risk mothers and high iisk babies should be 
duly emphasized. The value of age-old practice may be recognized. 

Dr. Bina Roy (who presented Dr. Deulkar's paper) discussed the 
factors determining family economics and the role of midwives in 
helping the mother to attain a sense of balance in family budgeting. 

Throwing the topic "Family Planning in National Development" 
open for discussion by a Panel consisting of Prof. J. C. Kavoori, 
Prof. P. B. Desai and Dr. T. R. Tiwari and Sint. A. D. Malhotra, 
the Moderator, Col. Barkat Narayan observed that our concern in 
National Development should be for the enhancement of the 
quality of life. Prof. Desai felt that development has failed to act 
as a contraceptive in India for want of direct involvement of the 
people in the developmental process so much so that the structure 
of the society did not change. Referring to the population policy 
he asserted that it is the fundamental duty of every citizen to 
behave responsibly in the field of reproduction. He recommended 
that health is not merely a goal in itself but a vital input into the 
productive force. 

The cultural conflict created by modern medicine in the rural set
ting engaged the attention of Prof. Kavoori who exposed the "sick 
syndrome" dominating the society. lie pleaded that we must 
respect the sentiments and age-old value systems in the villages 
and abstain fron: the imposition of an alien culture on them from a 
position of power. 

Dr. Tiwari wondered if there is genuine cohesion at the policy 
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making and implementation levels and noted the lack of converg

ence among the developmental agencies. The tension that often 

exists between the team objectives, the objectives of the individuals 

constituting the health team was identified by him as the major 

drag on the effectiveness of our programme. Smt. A. D. Malhotra 

pleaded for an integrated health philosophy in the country. She 

was optimistic that the multipurpose scheme backed up by a 

commensurate training programme will help solve many of the 

evasive issues in tiledelivery of health care. 

In the symposium forum on "Beyond Family Planning" chaired 

by Dr. K. N. Rao, Prof. P. B. Desai felt that once the Family 

Planning programme attains its goals a vast amount of female 

labour will be available, tile utilization of which should engage our 

attention at the earliest. fie felt that a lot would depend on what 

we do simultaneously with planning and how we ensure participa

tion of women in social life. 

Dr. Mrs. Kamala Gopala Rao, highlighted the need for innovative 

mass education-communication efforts to enlighten the women of 

the country and suggested that any attempt to influence behavioural 

patterns through mechanical interventions will have unfortunate 

consequences. On the issue of the devaluation of the family and 

society she pointed out that legislation alone cannot solve a multi

dimensional sociocultural problem. We have to create a situation 

that induces in the woman a capacity for criti,-,4thinking. 

In the session on "Health by the People" chaired by Sri J. P. Naik, 

Dr. Arole, Dr. P. M. Shah and Dr. Eric Ram, who are all actively 

involved in comm!mity health research appraised the Working 

Party of the three models evolved by them respectively all of which 

seek the participation of the community in the delivery of health 

care in varying degrees. Dr. Arole clearly outlined the areas in 

which community can be involved such as nutritional needs of 

children, child care, immunization, antenatal care. His strategy was 

to select middle aged illiterate women who after a short training 

course would serve as the village health worker. These workers were 

able to devise health educational materials in consonance with 

local ethos sometimes even utilizing traditional beliefs. He dis

covered that 80-90% of health problems can be solved at the 

village level without the expertise of the doctor and that of 

negligible cost. 

Dr. P. M. Shah introducing the Palghar experiment established the 

feasibility of primary health coverage by the village health workers 

who could also be used to screen the community to identify the 

sections exposed to risks and therefore needed immediate attention 
ae.g. childic-, and pregnant women. Ilis project devised small 

medical kit with 6-7 common drugs which was found to be 
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was all praise for theadequate to meet the common needs. He 

community in its good will to put in the required investment.
 

Highlighting the need to evolve a health care structure that will not 

fail the vast rural population, Dr. Eric Ram maintained that the 

ANM can play a great role in improving the health situation in the 

villages. With the help of statistics he demonstrated the positive 

impact achieved by the voluntary health workers or, areas like 

registration of antenatal cases, domiciliary midwifery care, nutrition 

education, child care, family planning and its follow-up, school 

health programmes, etc. He established that a delivery pack designed 

by his project for use by the Dais costing 50 ps. can help ensure a 

safe delivery. This was largely responsible for bringing down the 
maternal mortality to zero. 

Summing up the discussions, Prof. J. P. Naik, with the perceptive

ness of a social scientist observed that the village dai who even now 

conduct 70%-80% of all the deliveries has always been and will 
in India. The lament ofcontinue to be the most viable midwife 

lack of resources he observed, betrays the poverty of imaginative 

planning in the country that fails to recognize the vast potential in 

human resources. 

forum discussion on "Legal and SociologicalOpening the panel 
Perspectives on the training and practice of the family health 

Prof. D.worker", chaired by Mr. Justice V. R. Krishna !yer, 

Banerjee, identified the clas. hierarchy as th, stumbling block in 

the way of her effective service. According to the existing power 
worker is expectedstructure he pointed out that the health to 

humour the dominant moneyed class and the poor has always been 
socially powerless. 

Mrs. Padima Seth, highlighted the lack of security that the female 

health workers are beset by in the rural setting and brought out the 

need to extcnd the protective arm of law to cover their 
"responsibility risks". She went on to point out that sometimes the 

lack of adequate legal awareness tends to obstruct the enjoyment 

by the female .lealth worker of whatever protection there is 

available at the moment. 

Mrs. Tara Ali Baig observed that, though children under 16 con

stitute 42% of tle total population, they are socially, legally and 

medically neglected. The non implementation of the child marriage 

Act is an instance in point. She invoked the issue of the registration 

of marriages and established the need for a medically healthy, 
genetic conditioning of the family to solve the problem of the 

genetically acquired handicaps in children. She felt that in a context 

where the female child is often considered a thankless burden, the 
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registration of female births and legislation to ensure her survival 
are very important. 

Dr. Sulochana Krishnan exposed the anomaly that though in the 
rural setting the ANMs in their expanding role are expected to 
diagnose arA ,rescribe, they are not legally protected. She called 
for the institution of positive laws that would improve her 
efficiency rather than act as a drag. 

Concluding the discussion, Mr. Justice Krishna iyer, observed that 
to be legally protected the family health worker mt',st have 
scientifically acquired competence and skills depending on her 
tasks, which if lacking, she can be a burden on society. He agreed 
however, that health personnel of this category should b.. crotezted 
from the mishaps arising from the bonafide actions. Survying lite 

vast panorama of the Indian scene, Mr. Justice lyer felt that there 
was an immediate need for a "new moral sanitation". He assured 
the Working Party that he would take the initiative in honouring 
these timely requirements pertaining to the legal protection of the 
family health worker in the Juridical Committee of which he 
happens to be a member. 

Closing Session 
During the last day of the eight days Working Party, the delegates 
worked very hard at finalizing their Reports, formulating their 
Final Recommendations and completing their Evaluation Question
naires. The Rapporteur General read the Final Recommendations 
to all the participants. Their hard work was highlighted. 

Closing Address 
Shri B. D. Jatti, Vice President of India congratulated the delegates 
on their deliberationis which resulted in the final recommendations. 
The recommendations were also presented during this session. 
Chowdhary Ram Sewak, Union Minister of State for Health and 
Family Planning highlighted the existing National Health Pro
gramme and the hope that adequate preparation of the midwife 
will promote better health systems. 

I11. 	 Reports on the Group Discussions 
The three topics were: 
(a) 	 Training and Practice of Midwives: Identification of Existing 

Problems. 
(b) 	 Training Strategy. 
(c) 	 Training Methodology and Curriculum Construction. 

1. Working Group I - Traditional Birth Attendants (Dais) 

Discussion I - Topic: Training & Practice of Midwives - Identification 
of existing problems 
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Report
 
Introduction
 
Group 'A' met in the Auditorium and following are the group members,
 
Selection of Chairman, Rapporteur, and Recorder.
 

First tile candidates introduced themselves so that ve got the know
ledge of the background of all candidates. Dr. Vasudeva was selected 
Chairman, Miss K. Biswas Rapporteur and Miss T. U. Annamma 
Recorder.
 

Tile Chairman of the group asked wheti:er any of the members had 
experience in identifying and training the indigelous Dais. 

1. Dr. Singh from Delhi explained some of the problems which she 
faced. The first problem which she mentioned was that the Dais were 
not exposing themselves. 

2. 	 People who identified themselves were not really practising Dais. 

3. 	 People coming forward for training were not locJ;I people though 
the training was meant for local people. Further discussion was based 
on the guide lines given. 

Identification of the role of tile indigenous Dais: the role as observed 
by the Group Members are: 

1. 	Inducing abortion. 

2. 	 Ante-natal care and advice. 

3. 	 Constant home visits. 

4. 	 Massaging during Pre-natal and lntra-natal period. 

5. 	Washing of clothings, infant feeding. 

6. 	Enema before delivery. 

7. 	 Wash down during post-natal period. 

8. 	 Repeated Vaginal Examinations. 

9. 	 Injudicious use of drugs e.g. Pitocin or Syntocinon. 

10. Poor habits. 

11. Poor personal hygiene. 

Discussion II - Topic: Training Strategy
 

Skills Practised:
 

I. 	In induction of abortion; usually untrained dais use Carrot seeds, 
and Calotropic seeds. 

2. 	Delivery cases: all mothers who are in labour are given a thorough 
wash from head to foot. Tile abdomen is massaged with oil during 
labour. Repeated vaginal examinations are done and oil is applied to 
iron out the vagina. The umbilical cord is not cut until the placenta 
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is completely expelled. Normally it is cut with Bamboo Piece sickle 
or with a knife. The cord is tied with a piece of the end of mother's 
saree which the mother wears during labour, whether it i5 clean or 
dirty. 

Family Advice Given by the Dais: 

During the post-natal period, the restrictions on some foods are as 
follows: 

1. Kangi is given for seven days in Tamil Nadu. 

2. 	Water: no water is given to the mother for days in Kerala. 

3. 	 Colostrum feeding is not encouraged. 

4. 	 Every relative is supposed to feed the new born with finger tips. 

Effects of the above skills practised as observed by the participants are:-

I. V.V.T.,R.V.T. 

2. 	Ruptured Uterus - Due to unidentified obstructed labour and due 
to wrong adminstration of injection of Pitocin in Cephalo-pelvic 
disproportion. 

3. 	 Maternal and foetal distress.
 

4. 	Eclampsia (influence of ghost).
 

5. 	 Puerperal Sepsis.
 

6. Criminal abortion (septic abortion).
 

The question arose whether the above mentioned complications are
 
only arising because of the fault of TBAs or are other health workers 
also to be blamed. This is also to be answered by the group. 

Few studies have been conducted in the field: 

I. 	Dr. V. Natarajan conducted a follow up study on trained Dais and 
an educational study on Dais in Tamil Nadu during 1973. 

Methodology - Interview 
Sample 
Findings: All religious groups were used and from each religion, all 
sections of the people practise midwifery. 60% of the Dais are 
illiterate and 40%are literate. 70% of the Dais work hard before 
labour. Majority sterilize instruments with boiled water. After 
receiving training their income conies down. 

Second Study: 

2. 	 Dr. S. K. Sadhu conducted an exploratory study on Dais training 
programme in 1973. 

Findings: 
(a) Untrained Dais are preferred to the trained ones. ThiN is because 
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the untrained Dais do all the work which the community 
expects. 

(b) 	 All the community practise midwifery. 

Dr. P. R. Dutta has given a personal communication. He did a 
follow-up visit on the trained Dais and found out that 50% of the 
trained personnel were not in existence after three years of their 
Training. This is because many who received training were not truly 
practising Dais. 

Reaction of the Community towards Dais Practice: 
The reaction is most favourable and the Dai is well accepted. It 
has been observed however, that the community is eager to have 
improvement in the services soon after they are aware of the 
difference in the care given by the professional midwives. 

Areas of work in which her co-operation is enrolled:
 

Co-operation is needed in the following areas:
 

I. 	 In registration of ante-natal care, and registration of births and 
deaths. 

2. 	 In delivery services. 

3. 	 In post-natal care including baby eg. Perineal care in the mother 
and baby care as a whole. 

4. 	Family Planning in the field. 

Areas of conflicts:
 

Conflicts between Dais and the Trained Midwives. The Auxiliary
 
Nurse Midwives (ANMs) areas of conflicts:
 

I. 	Professional insecurity. 

2. 	 Losing their identification. 

Problems mentioned by Dais: 

1. (a) Inadequacy in supply e.g. refills and drugs. 
(b) 	 Lack of protection to cove- up the mistakes. 
(c) 	 Problems of co-ordination and co-operation. 
(d) 	 Lack of recognition by all categories of Health Personnel. 

2. 	 Problems mentioned by Health Personnel 
(a) 	 Difficulty in identifying the Dais. 
(b) 	 Lack of co-operation from Dais to the extent of their know

ing what is to be their functional role. 

Training Programme: 

The group elected Dr. Reddy as a Chairman because Dr. Vasudeva left 
for Harynana. The first thing the group discussed was whether the 
existing TBAs should be trained or new people should be recruited for 
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the training. Members of the group felt that only the existing TBAs 

should be trained. 

The group further discussed the objectives of the training. Objectives 

discussed are as follows: 

1. To improve the midwifery services in the rural area by utilizing the 

existing personnel. 

2. 	To introduce some knowledge of cleanliness and asepsis into the 

work of the Dai so that her practice is improved and the incidence 

of puerperal infections reduced. 

3. 	 To warn the Dai from crude and unhygiene methods of work and use 

of unscientific equipments. 

4. 	To train the Dai to recognize conditions where she must seek 

assistance from qualified staff. 

the maternity and child5. 	 To help the Dai to be anagent between 
welfare services and to use. the hospital services within the areas for 

the families whom she serves. 

The above mentioned objectives are taken from the booklet named 

"Training of Dais" published by D.G.H.S. Excluding these, the Medical 

Council of Health has accepted three more additional responsibilities 
the Dais until the adequate number of professionalmay be given to 


people were available to serve the community. Despite this however,
 

only a few of us wanted her to be a messenger of Family Planning.
 

Based on these additional responsibilities, the following objectives were
 

added:
 
1. To help her to be a messenger of Family Planning and promutive 

services. 

2. 	To enable her to diagnose minor ailments and treat them. 

(a) 	 Who should be responsible for her training? 
All the members of the health team should take part but the 

ultimate responsibility to organize the course should be left to 

depending on the availability of theLHV/PHN/ANM/GNM 
person. 

(b) 	 Where should the training be carried out? 
It should be done at the PHC. Dispensary with maternity homes 

where facilities are available, and the training area should be 

close to the Dai's home. 
(c) 	 Duration - How long? 

Minimum of 35 hours distribution within a period of 2-3 

months. 
(d) 	 Course content? 

Though the course content is given in the guide sheet, it will be 

presented after critical analysis of curriculum. 
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Discusion III - Topic: Training Methodology and Curriculum Con
struction 
1. Methodology: Demonstration and use of Audio-Visual Aids. 

2. 	 Evaluation: 
(a) 	Conducting practical and oral list. Observing her while con

ducting anormal delivery. 

3.What type of incentive should be given to sustain her interest during 
and after her training? 
(a) 	 Giving of acertificate after completion of training. 
(b) 	Monetary incentives during training D.A. of Rs 10/- session 

should be given. 
(c) 	 After completion of training additional incentives of Rs 5/

must be given for referring ante-natal, intra-natal, post-natal and 
family planning cases. 

4. 	Who should supervise her in the field and how? 
(a) 	 Her immediate supervisor should be the ANM/LHV/PHN. 
(b) 	Occasional supervision by the Doctor. 

5. 	 How often should they be supervised? 
At least once in two months. 

6. 	How should her performance be assessed? 
(a) 	 By inspecting kits. 
(b) 	Supervise her at the time of confinement. 
(c) 	 At the time of house visits. 
(d) 	Finding out the unregistered births and deaths. 
(e) 	 Meeting the local leader. 

7. Periodical Refresher Courses: 
Periodical refresher course should be given once per year. The 
suggested length of the course should be four hours within one or 
two days period. 

It should be given by LHV/PHN/GNM on the doctor's clinic day or 
days.
 

Working Group 11 
Auxiliary Nurse Midwives - ANMS 

Discussion I- Topic: Training and Practice of Midwives - Identification 
of existing problems 
Report 
Chairman: Mrs. A. Kuruvilla 
Rapporteur: Mrs. M. C. Xavier 

Identification of the ANM under the multipurpose scheme. 

The Auxiliary Nurse Midwife (ANM) is expected to be responsible for 
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the total health care of the family i.e. for about 8,000 population 

(including 1.5 thousand villages) of this 3-4 thousand are expected to 
care the expectedreceive intensive and remaining number are to 

receive only emergency services such as deliveries. She is expected to 
her area, give ante-natal care, conduct deliveries, giveenlist the dais in 

post-natal care, immunization, treat minor ailments, detect abnomal 

cases e.g. habitual abortions, and be able to deal with andenlightenthe 
population regarding positive health and referral system. 

Since she is serving the community, the group felt that the community 

would naturally recognize her as a health worker. In many cases, she is 

introduced to the community through the village Pradhan. However, 
tile more mature she is, and if she is married, the more acceptable she 

will be to the community. 

Regarding her present training it does not prepare her adequately for 
to paediatricsthe responsibilities she has to face especially in relation 

and family planning, doe to the lack of trained tutors and teaching 

facilities. The curriculum is not properly implemented, especially in 

the area oh conlity nursing experiences and in the area of super

vision.
 

Problems related to her practice are:
 

Lack of suitable accomniodation, timely supplies of drugs, vaccines,
 

stationery and the maintenance of proper records, due to inadequate 
do not know the role of thepreparation. Medical Officers in charge 


ANNI and how far their assistance/co-operatitii is to be extended.
 

Lady Ilealth Visitors - (in P1ICS) and Medical Officers in charge,
 

should supervise the ANNI activities.
 

Problems iniher supervision:
 

I. 	1.lIVs do not spend sufficient time with the ANNIs. They visit only 

on clinic days with the M.O. for short periods which means lack of' 

pioper technical guidance and support for her performance to be 

reviewed 	and assessed. 
for only short intervals, so2. The D.P.I.Ns also hardly visit, or visit 


the same problems are encountered.
 

This can be remedied if the I, IV spends the whole day and stays over

night when new workers are appointled and whenever indicated. The 

DPIIN should make it a point to visit tie sub-centres periodically. 

Discussion If - Topic: Training Strategy 

Discussion III - Topic: Training Methodology and Curriculum Con
struction 

Reports
 

Chairman: Dr. Rance Christolpher
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Rapporteur : Mrs. M.C.Xavier 
Yesterday we reviewed some of the many problems encountered by the 
ANM. In continuation, it was emphasized that some sort of transport 
should be provided for her. Inpractice, it is found that the ANM is least 
considered for any facility that can be made available. Transport 
facility may consist of cycles, cycle rickshaws, and even bullock carts 
were felt to be better than having nothing. 
This would, however, mean that the provision of approach roads 
must be anecessity. Involvement of the village Panchayat in co-operation 
with agencies like Government/Social might prove more effective. 
Involvement of the Panchayat was also a way of making the com
munity feel responsible to provide some ways and means for the 
services which are offered to the people. 
The question of who should supervise the ANMs was given much con
sideration. It was strongly endorsed by the group that the supervisory/
individual should be a person who already knew the role of the ANM 
and 	has had working experience with the ANM. Such a person should 
be the PHN, and in her absence the LHV or FH. The M.O. in charge
however would be ultimately responsible to the administration for 
the overall achievement. 
In some backward areas like Arunachal Pradesh, there is great difficulty 
in getting girls from other States, to work there. As such local girls, 
often with lower educational qualifications are recruited for ANM 
training. Nurse midwives are very few in number, so the Medical Officer 
supervises the activities of the ANM which often involve activities 
which time may not permit such as tile supervision of episiotomies and 
suturing. The recommendation therefore is for more Nurse Midwives. 

It was unanimously felt that supervision of the ANM by male doctors, 
poses problems of a delicate nature. In order to avoid such situations, 
it was suggested that: 
(a) 	 One senior, mature ANM be posted to help and supervise the 

junior ANM. 
(b) 	 If no suitable senior ANM is available, a middle aged Ayah with 

no encumbrances from the local community may accompany and 
assist the ANM. 

To make this problem felt by the community and give them an acute 
awareness it was suggested that: after all the ANM is there to give total 
care to the community and so community involvement again should be 
undertaken. 

This may be done by having a Health C(r'nmittee consisting of about 
four responsible, interested members of the community with the 
MO/PHN/LHV/FH supervisors attending as guests in an advisory 
capacity. This committee may not only project the needs of the com
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folk, butmunity as perceived or expressed, especially by their women 

also be given a feed back of the difficulties encountered during the 

practice of the ANM or supervision by the supervisor, or both, and 

which may be in their power to rectify. 

The group felt strongly that emphasis be placed on community Nursing 

experience, it is because of a lack of this why the ANM is apprehensive 

to work in the community. This naturally affects supervision. There

fore, community Health orientation is absolutely essential for anyone 

who has to supervise the ANM. 
wasOne problem which was projected by the group, was that the ANM 

graded according to her motivation in Familygenerally assessed oi 
Planning. It was felt by the group, that some uniformity for assess

ment be evolved in terms of what and who, bearing in mind that the 

ANM functions are many, including total health care of the family. 

WORKING GROUP III 

LADY HEALTH VISITORS - LHVs 

- TOPIC: TRAINING & PRACTICE OFDISCUSSION I 
MIDWIVES - IDENTIFICATION OF EXISTING PROBLEMS 

TOPIC: TRAINING STRATEGYDISCUSSION II -

TOPIC: TRAINING METHODOLOGYDISCUSSION III -

AND CURRICULUM CONSTRUCTION
 

'(eports 
A,'tcr reviewing tie topics and guidelines given for the three discussion 

periods, the group concentrated on the "training strategy" of the Lady 

IHealth Visitors. They have critically analysed the existing curricu!,m 

prescribed for Health supervisor by the Indian Nursing Council. 

The duration of the prescribed curriculum for a health supervisor is two 

years and the minirnum qualification for admission is Iligher Secondary 

(10 + 2) or any other equivalent qualification. This curriculum is 

a to into three years Universityformulated in manner fit the 
,,ho wishes programme leading to a basic degree course: thus a student 

to continue in the three years progranniie can without delay enter in 
the three yearsthe further one year programime as 	 a sequence to 

to pursue further study will be programme. Those who do not want 
eligible for registration and examination by the Council or Board after 

completing two years. On success of the examination such personnel 

are qualified to practise as health supervisors. 
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The subjects wilicI arc covered under tile two years programile are: 

Part I 

C.omnunij" Jriltah ufnlng 
1. Fundaneni lt of Nursing 

". Nutrition, detcltics 

J. 	COMMUllity flrrsingr including preventive lledtcille, health protl'ensl 
and I':.ech services, comnmunication skills and healh educition. 

Part II 
Soircrrhit :lo.gy, MedicA!Surgical nutlcinl with related AnalttmrV and 
I'lyhsiholog) • 111.iiiitloh'.y aind other spe,:lallies. 

Purt III 
I. 	lacdiatrics and l'Paediaric nursing. MII. Obstetrics and Obstetric 

nusing. Mtenial ealith , Psychiiiric nursing. introduction to 
l) cl.olo " and Sciolony. 

2. Sutjievisron4I uid;,:-:e aind (ounselling. 

3. Evaluation & [ducaiioll. 

-1.Adrninistr.ition. 

111i grounip fell thai io some emielt this curiculum if' Implered as 
prrs -ibed wll lie able to prepare Ilalth Supervisors to perform thcir 

duties effectively. lhowever, there is scope for imlprovenment and it may 
he inodiied as Il,0 v,'ws: 

I . )ue weilitage should he pi',en to tile tiheoreicail and practical 
aspects. 

2, 	 Clinical: aspects of' FP such as inmsrtiou of loop, it ting of diaphragm 
and post partun progriamnin under M...'. should he made clear. 

.3. I der Medical (are Common di;lglmstic N'oCC.dures mnd trC3tnw11 
of Imilior ailllllnts. 

.4. 	 Preventive paeditirics:and preventive ohstetrics should he included. 

5. 	 Iriclical experience ill conullnUllity linising should he givell ol a 
c, m irllu.l hasi . 

' lie grup hals further discus d the exalrnati' in system. I however. 2."
 
iaik%to0 theory i1d ptrlaeicail shoiId hle givel as; allinternal assessllent.
 

Staffinig Pattern:
 
1he prs ll Staffing lpterlln plesclihM, requires Stne iliodificat olls.
 
lhe ellibels of tile grollp have worked otil what is believed it) he a
 
fealistic ,allfing palleil for a school whose aniiual intake of sludelits is
 

30. 
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I. Principal/Superintendent- One 
Qualification: B.Sc. Nursing with post graduate qualification in 
Public Health. She must have at least seven years experience in the 
field of Public tlealth. 

2. 	Vice Principal/Asst. Superintendent One 
Same qualifications as above with at least five years experience in 
the field of Public Health. 

3. There should be: 
General Tutor Onte 
Midwife 'Iutr - One
 
Public Ileath Tutor One
 
Public Ilealth Nurse - One
 

WORKING GROUP IV
 

NURSE MIDWIVES - N/Ms
 

DISCUSSION --TOPIC: TRAINING AND PRACTICE OF
 

MIDWIVES - IDENTIFICATION OF EXISTING PROBLEMS
 

DISCUSSION Ii - TOPIC: TRAINING STRATEGY 

DISCUSSION III - TOPIC: TRAINING METHODOLOGY AND 
CURRICULUM CONSTRUCTION 

Reports 
Chairman: Dr. P.V. George
 
Rapporteur: Mrs. N.J. Lazarus
 

Introduction: 
The integrated maternity care in the hospital would really mean a 

Family Centred approach. If we believe in !his concept there are many 

pi Thlems we could envisage and many oi these we are already 
enco'untering. 

I. Ante-natal clinic: 
(a) 	 Do we consider that v.l,:n a woman is pregnant that the whole 

family is pregnant? husband, mother, grand-mother, mother
in-law, and every one of the other children? If so: 

Why cannot the waiting room be made muci larger? 
Why is the husband not allowed to accompany his pregnant 
wife at least for tie interview and history taking:;? 
If we believe that one of the factors which prevent pregnant 
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mothers from attending the clinic regularly is due to the
 
children;
 
- where to leave them?
 
- who would take care of them?
 
The problem here is that there is no provision made for the
 
children to be left at a suitable area in the clinic, when the
 
mothers are being examined.
 

- We are adding to the psychological fears and anxiety of the 
pregnant women, when we close the doors to their husbands. 
For example, members of our group present at this Working 
Party, have stated clearly that they know of some pregnant 
women, who during history taking, when asked for the date 
of her last menstrual period (L.M.P.) will say: "Ask my 
husband", aias, there is no husband to ask, as he is barred 
from the clnic. 
Eve.n for Family Planning, inform'ation/advice the husbands 
are not included. The main stumbling blocks are hospital 
policies and at times the attitude of the medical staff. 

(b) 	All have agreed that clinics are overloaded. Can there be 
separate timings for the pregnant women attending for their 
first visit? This would be applicable to both Primigravida and 
Multiparous women, since this group needs more attention at 
this stage than in their subsequent visits. The members of this 
group have been sti.mnulated by the topic's exercise, and have 
already promised to explore the situation of clinic space and 
husband accompanying wives to the various clinics. 

(c) 	 Lack of equipment - e.g. gloves, :yringes, needles. 

(d) 	 In some hospitals, Ante-natal Clinics (AN), Post-natal Clinics 
(PN) and Family Planning Clinics (FP) are held in the same 
place at the same time. 
Is this ideal? 
In some places, integrati-.. Y. services are carried out in tile 
clinic with the regular obstetric patients. 

2. Labour and Delivery (L&D) 
(a) 	 Staffing pattern is really pathetic - In many hospitals, a total 

number of N/Midwives are allotted for Maternity and is spread 
throughout the different sections. This area needs a separate 
staffing pattern - as this is an intensive Care area - unfortun
ately, the load of work is unpredictable. This leads to job 
dissatisfaction among the NIM - very few like to stay on in 
L&D. 

(b) 	Deficiency in Ile Nurse/Midwife staff performance is either due 
to tile poor training which she received; or is due to insecurity 
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as to her deficient clinical experience or the poor example 
which isset by the medical staff. 

(c) 	Need Competent Senior Nursing Staff - where are they? We 
used to have strict discipline which we do not find now. 
Considerable time spent in discussion was centred around the 
changing attitude of the younger generation both in the Medical 
and Nursing areas. How many Senior Medical Staff Members 
have control over their younger doctors? How many Senior 
Medicali Staff Members have good relationship with their Senior 
Nursing Staff Members in their own department? 

(d) 	It was brought to notice, that some husbands are asking to be 
with their wives during labour and delivery - but the response 
to that request is that our country is not yet ready for such an 
approach, and it is against the culture. 

(e) 	P.natal patients sboallu not be stagnated in the L&D area. 

cases these are part of the labour room, in3. Eclampsia rooms: In s'mn. 
others they are separatm :ooms - and some hospitals have none. 

Need special rooms which are fully equipped to meet-
emergencies and conduct deliveries.
 

- e.g. resuscitation sets, 02 suction, and drugs.
 

4. Post-natal wards: 
(a) 	Shortage of professional personnel. 

of P.N. Wards requires change. Progressive Care(b) 	 Organisation 
Unit concept needs to be implemented - An intensive care, 

intermediary care and minimal care area. 

(c) 	Need competent Head Nurse. 

(d) 	Lack of deliverance of health - education, as this a potential 

area and every mother needs to be aided to care for her new

born in hospital and in the home. Breast feeding measures 

require much emphasis. 

(e) 	 Many hospitals have Post-Partum beds in the regular P.N. wards. 
Separate area for Post-Partum cases would be agreat asset. 

(1) Infection is a problem when home deliveries are placed with 

hospital delivered patients. 

(g) 	Poor nursing care - No breast care given; no puerperal care 

given in many places. It is given in some places by Ayahs once a 

day. Voluntary agencies are very particular about this care. 

5. Nursery: 
(a) 	Many hospitals do not have a high risk nursery. 

(b) 	Some hospitals keep the high risk babies in the labour room. 
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(c) 	These babies require a separate area where continual observation 
can be carried out. 

6. 	Role in Community: Every member underscored .he point that a 
nurse-midwife is a better prepared person to deliver best goods to 
her customers in the community. The group discussed for a while 
what was meant by the term "Community". Community does not 
only consist of PHC and District Ilealth Centres but it also includes 
the School Health Programmes/Immunization programmes in towns 
and cities. Further discussion was centred around the broad aspects 
or urban and rural sections. The following points were noted: -

(a) 	There was no post vacar,.v created for the Nurse/Midwife in 
many States. Much concern was shown over the fact that the 
present reorganisation of health care at a National Level, the 
Nurse/Midwife seems to have no place. A Nurse/Midwife is 
required for every 2 -3000 population. 

(b) 	Tn some States where posts are available, the Nurse/Midwives are 
reluctant to accept the post, due to the various reasons listed 
below, which have been discussed on many occasions: 
- No proper accommodation. 
- No incentives. 
- No security. 
- No recognition of their ability. 
- Inadequately prepared - for accepting or holding a post as a 

team leader. 
-Inadequate clinical knowledge and practice to tackle 

obste-ical emergencies. 
- Inadequately prepared for post of "Family Nurse 

Practitioner". 

All the members unanimously agreed that the Auxiliary Nurse 
Midwives not only envisage, but I 'e already experienced their 
changing role in the health care sy:,lem bath in the hospital and 
community areas, and this affects: -

I. 	 tier job satisfaction. 

2. The interpersonal relationship with all other health team 
members including the medical staff. 

3. The total blame by the consumer of health (Patient and Family) 
for the ineffective and poor performance in the clinical field. 

4. 	Blamed by high and low for not accepting posts. 

Training Methodology and Curriculum Construction: 
1. The group spent a long time in discussion on this aspect and ,111 

agreed that nurses should be trained for a period of nine months in 
midwifery. It was further stated that of the nine months spent on 
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this post-basic course, that six months must be institutional and 
remaining three in domiciliary. It was further stated that a 
minimum of 80 hours for formal instruction was necessary. 

2. Long discussion period was centred around the question as to 
whether or not midwives should be anoptional or compulsory area 
of training in the General Nursing Course. This matter is to be 
referred to the States and Nursing Councils. The group felt it was 
not necessary for trained nurses to have post-basic training in 
midwifery in order to gain promotion, or be employed in posts other 
than community and maternity services. 

3. The syllabus for the Indian Nursing Council, should be strictly 

followed. 

The content of the Course: There is great need for the teaching and4. 
practice in performing episiotomies and repair. This need is even 
greater in the rural areas, and where Medical Officers are in limited
 
numbers.
 
More hours should be allocated for the care of the new born, which
 
is very lacking in many curricula.
 

5. Personnel and Refresher Courses: The group felt that qualified 
midwifery tutors and public h2alth nurses, with the minimum of two 
years experience in clinical areas would be more of an advantage to 
the students. In addition, refresher courses for a period of one to 
two weeks duration, on a triennial basis should be arranged for the 
tutors.
 
The personnel who take advantage of the refresher courses, should
 
have promotional benefits where necessary.
 

6. 	The area of evaluation was discussed and on the whole, the group 
felt that the nurse-widwife should be evaluated along these lines. 

(a) 	Written examinations should be objective type and of short 
answers. 

(b) 	 The practical examination should be carried out on the wards. 

7. There should be legislations covering the practice of the nurse
wives. 

8. The provision of posts of nurse-midwives to work in the rural health 
care system should be made. 

9. 	Nurse/Midwives should be employed in part-time service if they so 
desire. 

10. 	 Retired nurse-midwives should be employed in the health care 
system. Their experiences may be ofvalue in many aspects of health 
care. 
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IV Recommendations 
TraditiondBirthAttendants: 
I. 	Only practising DAIS should be offered the Traditional Birth 

Attendant's (TBA's) training. There is no need at present to recruit 
new people to undergo training. 

2. 	After implementing the presently devised training programme if the 
TBAs do not register for the training, say within a period of five 
years, they should be banned from practising Midwifery by Law. 

3. 	 All practising Dais should be registered by the State. 

4. The job description of the Auxiliary Nurse/Midwife (ANM), Lady 
Health Visitor (LHV) and the Nurse Midwife (NM) should include 
the responsibility of training Dais. The basic training curriculum 
should also include this. 

5. 	 Orientation training courses should be organised for the supervisor 
cum teacher namely, the Maternal and Child Health (MCH) workers 
before imparting training to the TBAs. 

6. 	Refresher Courses should also be given periodically. 

7. 	 In addition to simple equipment to conduct delivery, it should also 
contain antisepticsmedicines commonly needed for her practice 
namely laxatives, antidiarrhoeals, Methergine Tablets, Iron and Folic 
Acid Vit. A & D capsules Multivitamins and Nirodh for distribution. 
Besides this, there should be a postnatal bag, small and handy, and it 
should contain antiseptic, cotton swabs, pads, bandages etc. along 
with simple, common essential medicines and Nirodh. 

8. The 	 replenishment of kits should be done by the State Health 
Department in kind. 

- Training and practice of ANMs in their expanding role 
Recommendations: 
I. 	It is strongly felt that ANMs should be made responsible for covering 

only a population falling within an area of five to eight Kms. and be 
provided a suitable conveyance. 

2. 	 Village level health committees should be constituted with influential 
local leaders a. members and the health workers serving in an 
atvisory capacity in it. This should not only facilitate greater 
functional felationship between the community and the health 
worker, but also serve as an effective feed-back mechanism. 

3. 	 In view of her work load, some cleri-al assistance on a part-time 
basis may be provided. 

4. 	Supervisor should preferably be a Public t'ealth Nurse (PHN) at least 
one per Primary Health Centre (PHC) initiaiy .andlater increased to 
three. If healti visitors are called upon to s,';ve as community 
supervisors, they should be well experienced persons with adequate 
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training in community nursing. An ANM with five years of experience 

with additional supervisor's training is preferred to LHVs for 

supervision. 

5. 	 It is recommended that the Medical Officer should visit the sub

centre more frequently and not only on clinic days for a couple of 

hours. 

6. 	Doctors who serve as Consultants, members of the nursing and 

health faculty should have community orientation training offered 

to them. It is desirable that an orientation training of three months 
offered even to tutors who are not directlyduration should be 


involved in the training in community health nursing.
 

7. 	 The group recommends that the first three months of the ANMs 

Training should be spent in the community followed by six months 

in the hospital for clinical training. Out of the next 15 months set 

apart for midwifery the first six months as well as the last three 

months should be spent in the community setting. 

8. 	The Group recommends that of the ANM training, the first three 

months should be in the community and remaining six months of 

the first year be in the hospital. It was felt that the first six months 

be 	 spent in community for midwifery training and the next six 
cases.months in the hospital to expose them to abnormal This 

would help her to be acquainted with how to recognize such cases in 

the field. The last three months should also be in the community. 

nursing component in9. 	The deficiency in the community health 
Midwifery course should be rectifiedGeneral Nursing and 

so 	that those trained are better equipped to serve asimmediately 

community health supervisors.
 

pr 	grammes be held for all categories of10. 	Continuing educational 
personnel. 

found to be11.Translation of text-books in the regional languages was 

essential k special Committee should be appointed for this purpose. 

12. 	 Suitable accommodation and physical facilities be provided in the 

rural areas which may also serve as demonstration models in the 

village setting. 

13. 	 The ANM be provided with suitable facilities for health education. 

The Health Education Bureau be requested to take up this urgently, 
to assist in the preparation of health teach;,ng aids. 

For those midwives who had erstwhile midwifery course be given14. 
additional course and be permitted to take the ANMs examination. 

15. 	 Time replenishment of drugs and equiprent should be ensured. 

16. 	State level nurse be appointed where there is none as expeditiously 
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as possible in backward areas like Andaman Nicobar Islands etc. 
Senior experienced and suitable persons be sent on deputation from 
States where they are available and deputation allowance paid to 
her. 

17. 	For the proper assessment of the ANM a State Committee is to be 
formed to prepare a check list and it be recommended to NIHAE to 
undertake a study to prepare a guide cum check list that can be 
utilised for effective assessment of the ANM. 

18. 	Help of voluntary organisation be utilised for and vice-versa as all are 
working for the health of the nation. 

19. 	The group felt strongly that ANM schools should be independent 
institutions like Health Visitors Schools. This would facilitate the 
students receiving greater community orientation and field 
experience. 

- Lady Health Visitors 
1. The two years course recommended for the Health Supervisors by 

Government of India based on revised curriculum constructed by 
Indian Nursing Council to fit into the newer trend of Education 
System of 10 + 2 + 3, should be tried out in all States. 

2. Training should be in the rural set-up. It was felt that apilot study 
may be conducted to experiment on training models for example to 
have a modified placement to provide urban experience for the first 
six months and the rest of the 18 months in rural area. Up-graded 
Primary Health Centres (PHC) (under the minimum needs 
programme) to be utilised for training purposes. 

3. Curriculum contents in relation to their expanding role should make 
provision for training and practice in the use of local anaesthetic 
agents for procedures like episiolomy, repair of perineum etc. 

4. Control of post-partum hacmorrhage, use of oxytocic drugs should 
be permitted. Resuscitation of the new born anJd the use of required 
drugs. 

5. The group felt that in a professional practic:, the Health Visitor 
should be permitted to start I.V. drip in obstetric emeigencies such 
as ante-partum haemorrage. She would insert IUDs, identify and 
refer cases for medical termination of pregnancy, diagnose and treat 
the minor ailments. 

6. The group felt that in order to carry out the above mentioned job 
functions, the Health Supervisor should be given legal protection. 

7. The existing physical facilities, staffing pattern, transport facilities, 
etc. need to be improved considerably to carry out the training 
programme in a successful way. 
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-	 Nure Midwife 
1. 	The group felt that the duration of course in midwifery should be of 

nine months out of which six months must be institutional and the 
remainder domicilary. A minimum of 80 hours of formal instruction 
was felt necessary. 

2. 	 Indian Nursing Council Syllabus should be strictly followed. 

3. 	 The question whether Midwifery should be an optional/compulsory 
area of training in General Nursing Course, should be taken up 
urgently by the State & Nursing Councils. 

4. 	State should not make midwifery compulsory for posts and 
promotions in areas other than maternity services & community 
services. 

5. Course content: 
(a) 	 The Nurse Midwife should have practice in performing an 

episiotomy and suturing same. 

new 
born. 

(b) The course should have enough hours for the care of the 

Teachers 
6. 	 Regarding the teachers, the group felt that a qualified PHN and 

midwifery tutors with minimum of two years expe.rience in clinical 

areas would be preferred. Refresher courses of one to two weeks 

duration should be given every three years. 
Promotional avenues should be opened to those who have had 
refresher courses. 

7. 	 Evaulation: 
(a) 	 Written examination should be objective type and of short 

answers. 

(b) 	 Practical examination on the wards. 

8. 	 Provide post for nurse-widwife in the rural health care system. 

9. 	 Legislations covering her practices. 

10. 	 Utilization of the experiences of the retired nurse midwife in the 

health care system.
 

1I. Utilization of part time services of Nurse-Midwives.
 

Evaluation Questionnaires and Analysis 
Introduction 
Fifty seven (57) nominated delegates from the various States and Union
 

Territories attended the Working Party.
 

Eighteen (18) observers representing, Government Departments,
 

Christian Medical Associations, Voluntary Organisations, World Health
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Organisations, Family Planning Associations, and other Internationcl 
Associations, were also in attendance. 

The 57 nominated delegates should have completed the evaluation 
questionnaire but instead, only 47 were completed by them, and two 
by observers on special request. The remaining 10 forms are accounted 
for as follows: 

Five of the nominated delegates had a language barrier and were unable 
to fill in the questionnaire. They said however, that they were not 
too disappointed as they were able to participate through the group 
discussion by translation. These were five Auxiliary Nurse Midwives. 

Three of the nominated delegates (three obstetricians) had to leave 
the Working Party a few days before the closing date, and were not 
present to complete the questionnaire. 

Two of the 57 nominated delegates did not return the form. 

The summarized report (breakdown) of the evaluation questionnaire 
istaken directly from the completed forms. 

Abbreviations Used 
ANM - Auxiliary Nurse Midwife 
AlIMS - All India Institute of Medical Sciences 
FP - Family Planning 
GNM - General Nurse Midwife 
LHV - Lady Health Visitor 
MCIt - Maternal Child Health 
NM - Nurse Midwife 
NIHAE - National Institution of Administration and Education 
PHC - Primary lealth Care or Centre 
RM - Registered Midwife 
RN - Registered Nurse 
TBA - Traditional Birth Attendant 
WP - Working Party 

Evaulations 
Administrative Aspects 

Not 
Good Fair Bad applicable 

I. Travel arrangements 39 1 9 
2. Physicai 33 8 2 6 
3. Accommodation & Service 23 9 3 14 

No 
Long Adequate Short comments 

4. Total length of Working 
Party 9 31 8 1 

5. Working hours 26 17 5 1 
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Some Little 
Helpful help help 

6. 	Information given in 
Working Party 45 3 

Good Excellent Fair Poor 

7. 	 Documentation to cover 
the subject matter 1 31 15 2 

Ample Fair Poor 
8. 	 Opportunities to become 

acquainted with other 
participants 33 16 0 

Added Comments 
(The numbering in the margin corresponds with that as above. The 

number of persons making the added comments are in brackets (). 
I. No difficulty arose during travel (one) 
2. 	 Room and Bathroom arrangements did not give rise to any problems 

(one) 
3. 	 Rate for lunch and dinners should be reduced to at least Rs five for 

ANM and LHV Nurses (one) 
Not enough space for groups (one) 
Bed bugs found in the cots (one) 
Rooms were not cleaned regularly (two)
 
Sheets not changed (two)
 
Beds were too small (one)
 
Hostel staff not cordial (one)
 

4. 	 It can't be called a WP. Therefore complete statements cannot be 

given (one)
 
Short for discussions and reactions (two)
 

5. 	No comments were made 
It 	 is a very good approach to know the practices of all categories of6. 

midwives (one)
 

7. 	No comments were made 
As there were questions and answers after each session opportunities8. 

were ample (one).
 

Suggested Improvements on Administrative Aspects 
Question: What improvements on the administrative aspects would you 

suggest for future meetings of this nature. 

Time should be allocated for sightseeing as most participants were from 

other States. Time off should be given so that delegates can relax and 

carry out private shopping (seven). 

Air tickets should be received at least 2 or 3 days in advance. Some 

participlants received theirs only 16 hours before scheduled flight 

(three). 
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The meetings should not be held during extremely hot weather as this 
loses their concentration, one suggested that it be held either during 
September to i ivember or February to April (two). 

Delegates should be given the chance to meet more often so that they 
can know and understand each others problems better. Hence group 
discussions should be increased (five). 

Panel discussions were very lengthy so as a result, very little time was 
allocated for questions from the floor (one). 

Programme was too tight but on the whole good (one). 

Rooms for the delegates were scattered all over the hostel so some 
degree of fellowship was curtailed. Perhaps, if the rooms were together 
and all meals were taken at the same time there would be more 
opportunity for reactions (three). 

Better accommodation could be provided e.g. hotel type which is much 
cheaper, comfortable and better varieties of food are provided (two). 

Menu should be more varied so that it can cater for everyones needs, 
like those fasting and the vegetarian: Suggestions; vegetarians could be 
provided with fruit drinks throughout the day instead of breakfast. 
Those fasting should also be given fruits (three). 

Efficient and more hostel staff ought to be provided (one). 

Breaks between sessions would very much be appreciated so that part
icipants can relax both mentally and physically (nine). 

The Working hours were long and many of the participants lost 
concentration due to being weary (eleven). 

Generally participants found that the length of the Working Party was 
too short to reach any agreements. Suggested time 2 weeks (five). 

Information regarding the various presentations to be made at the con
ference should be given in advance at least 14 days, so that at the start 
all the necessary data can be collected (two). 

Opportunities should be given to visit other institutions in the capital, 
as most participants will not have this opportunity on their own (three). 

No attention was given to Health Education in the programme, wi.ich is 
a very important aspect of training of all categories of Nursing in role 
expansion (one). 

ANM group had difficult categories and some were not clear about the 
10+2+3 Educational system and multipurpose scheme. It would be very 
useful if these were clarified at a session (one). 

Most of te speeches and papers were too long, causing our minds to be 
diverted io when p',anning in future have fewer experts talking (four). 
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If candidates are to stay in compulsorily, then it should be for all 
delegates and no exCnptions should be made (one). 

Improvement in documentation is needed. Copies of all speeches 
reports, etc. must be made available to all members of the WP 
irrespective of the fact that they are a participant or an observer (two). 

75% of theThe Regional Director being a person fromn South India 
speakers were from that area. In future, this practice should be 

abolished and equal opportunities should be given to other learned 

personnel (two). 

Cyclostyled materials should not be distributed during asession (one). 

on the job, and not thoseSpeakers should be persons who are already 

who do not deal with the ANM, LItV. etc. such as Principals, Deans
 

NIltEA who do not see these programmes (ene).
 

It is more a panel series rather than a group talk (three).
 

Whenever any candidates are '(luested to attend any such seminars, it
 

would be better io send information well in advance as the postal
 

system in sorme areas isextremely poor (one).
 

Questions asked in the Questionnaire are not specified as only for mid
prepared by State epi. .xentalives arewives. So the reports brought 


many and chiefly concentrated on Medical Officers (onc).
 

There should be more denionslrational teaching (One).
 

Inter-group discussions should be encouraged (one).
 

The Working Party should call one observer front each State and one of
 

the leaching personnel from the State should participate in this ieeting
 
(oine). 

The Conclusion of the recoHMmendations should be finalised in an 

organised way as the present method wastes a lot of time (one). 

he made by anyone in the category of I Iealth personnelMistakes cart 

but to condenn a MBBS doclor was rot called for (one).
 

Remarks
 
On tle whole the Working Party was well planned and well organised. 

10M planning good arid the project stal good. 

Project l)irector I ondmo. very good, kind and understanding. 

Working Party Objective 
See Over 

I 2 3 4 5 No comm.nts 

I. Which objective did you con
sider (ie most important 
before the Seminar started? 13 4 7 5 7 2 

281 



India-37 

2. Which objective was most 
1 2 3 4 5 No commnents 

satisfactorily achieved in the 
seminar? 8 7 17 87 

3. Which objective was best 
adequaiely achieved in the 
seminar? 7 8 13 10 4 3 

4. If you could have a further 
two days to work on one 
objective which one would 
yuuchoose? 1 4 7 14 25 1 

5. On which of the 5 object
ives did you, yourself 
participate most in the 
discussion? 7 9 8 17 18 4 

4ppendix I 
Objectives refened to on page 8 
Objective 1: To exchange information on States present situation of 

MCH/FP Services. 
Objective 2: To exchange information on training and functions of all 

categories of Midwives & Traditional Birth Attendants. 
Objective 3: 	To identify common problems in MCH Services especially 

the rural communities, unmet needs in Maternal and Child 
Care. 

Objective 4: 	 To consider how the functions of the midwives of all 
categories can be expanded so as to assist in solving the 
problems and in contributing towards the unmet needs. 

Objective 5: 	 To suggest actions which are necessary to promote an ex
panded role i'. r miidwifery personnel and their 
motivations. 

Comments (Each of these we;e made by a single person) 
I. 	Implementation of their training and practice. 
2. 	Information on their training and practice. 
3. 	 Informations. 
4. 	 No comments made. 
5. TBA or Dais 

Idid not speak due to language difficulties at times. 

Added Comments 
1. Not all States gave proper information on existing facilities (one). 
4. 	This area needed more exploration (one). 
5. 	Some more discussions were perhaps necessary in forming further 

recommendations (one). 
This particular objective was not achieved to my satisfaction (one). 
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The reason being a) Conflict in term role 
b) Much explanation would be necessary for many 

States, for the reason in reconmending the 
"role expansion" (one). 

Suggestion: A longer time for discussion on this particular objective 

may have promoted bettwr understanding (one). 

Agenda 
Very Fairly Of little 
Useful Useful Use 

I. Group methodology Role definition of 
participants 34 15 

2. MCH and Family Planning services in the 
developing countries - Role of midwife in 
health care system 37 12 

3. National trends in MCH and Family 
Planning Services 34 13 1 

4. State reports on MCH and FP 28 14 7 

5. Practice and training of all categories of 
midwives - whose responsibility -
Identification of existing problems 39 8 2 

6. Traditional Birth Attendants and trained 
Dais 33 I1 5 

7. Effective health care for all 36 12 1 

8. Role of supervision in health care system 33 13 3 

9. Birds' eyeview of MCH and FP services 
in the Country 29 17 3 

10. Integration of Family Planning Paediatrics 
and Nutrition with the training programme 
of midwives of all categories 42 6 1 

11. Training methodology and curriculum 
construction 33 12 4 

12. Family Planning Information Education 
and Communication 30 18 i 

13. Family lealth in relation to Family 
29 18 2Planning 

14. Feeding and Nutrition practice 	 29 16 4 

15. 	 Monitoring of growth and Development 26 16 7 

32 15 216. 	 Child ('are 
34 15 017. Family Planning 
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Very Fairly Of little 
Useful Useful Use 

18; 	 Family Planning and National Develop
ment - Role of a health team 34 15 0
 

19. 	 Beyond family planning 34 8 7 
20. 	Health by the people 28 15 
21. 	 Legal and sociological perpective on the 

service and training of family health worker 34 12 3 

Comments 
All the topics discussed were very helpful but more was said about the
 
role of a midwife towards the development of our country (one).
 
No. 10 Fairly useful because we are already doing it since it was
 
recommended by Indian Nursing C'ouncil (one).
 
No. 19 Excellent (one).
 
No. 21 We strongly feel that we must have a Nurse Practice Act as legal

protection for Nurses and Midwives (one).
 
No. 6 As the time passes the Dais should be replaced by the ANM or
 
what is now called the Health Worker. Dais can be used as a helper to
 
the mother for washing clothes etc. (one).
 
No. I I The time will prove it is difficult to give an opinion at this time
 
(one).
 
No. i 2 Useful in urban areas but very poor in rural areas (one).
 

Evaluation of Group Discussions
 
Very good Good Fair Bad
 

(a) 	 Stimulus 17 26 0 1 
(b) 	Participation I! 29 3 0 
(c) 	 Relevance on return to your 

respective States with regard to 
implementation of the recomm- Difficult to generalize as above: 
endations see comments below. 

(d) 	 Relevance for future Working 
Parties 

Other comments
 
Thanks to ICM, and the London Staff and especially to the Project

Director for being so helpful, she was a very sincere woman (one).
 
Feel that we gained more than we contributed. Thanks to ICM, feel
 
that we had good Working Party (two).
 
A wonderful opportunity (two).
 
A cheerful and clever Project Director; and a good Working Party (two).
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A very well planned Working Party (five). 

(a) 	 Very stimulating; it encouraged participants to come up with many 
new ideas (one). 

(b) 	 Fairly good majority of the participants took an active part (three). 
Some acted as introverts (one). 
Enlightened by valuable points by some members from the group 
(one). Some could not discuss due to language problems (one). 

(c) 	 Will approach Government and State Registered Council to 
convince them of the objectives of the Working Party (nine). 
Ceniral Government to take up issues with the State Government 
(one). 
Meet Assistant Director of Nursing Services to put forward all 
recommendations made at the Working Party (one). 

(d) 	 It can be modified when new trends are introduced and made more 
flexible in nature to amend old ideas and put them into practice
 
(one).
 
Very interesting and helpful to solve problems (two).
 
Useful. Will take few years more for all the States to take the
 
scheme (one).
 
With assistance of the State Authority it will improve (three).
 
Very thankful and grateful to the people in charge for being given a
 
chance to participate in the conference. I got a broad and 
enlightened view which cleared many doubts and gave me some 
new ideas (one). 
Working Party should be held periodically i.e. every 2 -3 years in 
each State (six). 
Such WP should be organised to try and find out ways and means 
to overcome health problems (one). 

Additional Comments 
Very stimulating as there are many things revealed in a group discussion 
which some did not know at all (three). 

Good participation as most members took part in the discussion (one). 

Project Director from Lond-,;,gave very good and interesting ideas 
(two). 

Instead of thinking or forsecing so many personnel of different 
categories being prepared for Nursing Services - I feel there should be 
two definite categories prepared for the institutions and the community. 

These two categories are: 
The Gev..al Nurse Midwife (GNM) and the Auxiliary Nurse Midwife 
(ANM). Preparation of such personnel could be dor ; through the 
general system of Nursing Education. 

Improvement in the training of midwives - Dais, LHV and ANM is 
needed, with special emphasis on community health. More time should 
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be devoted to group work and assignments, which would further help 
in the formation of recommendations instead of having so many guest 
speakers (one). 

I was in the Traditional Birth Attendant group, and there was an 
Obstetrician who remarked "I am least interested" and until the end 
she said she was least interested. At least that was how she verbalized it. 
However, she kept making suggestions and was very involved in 
planning the curriculum - thus by participation and behaviour it must 
be observed that she was very much concerned about getting the TBA 
made into a safe practitioner in the rural areas. This was very interesting 
(one). 

As the Working Party was very effective on the Training and Practice of 
Midwives of all categories, it has enlightened us with better ideas of 

improving the Training and Practice of Midwives of all sorts to give us a 

better community (one). 

There is a great need and demand for similar working parties to be con
ducted to deal with the rising problems arising in FP services. 

I am afraid to say, that the aim which was so clearly stated was not 
properly met in discussions, regarding the expanding role of the mid
wife. India being a very poor country does not require all these people 
with degrees but instead more enthusiastic workers (two). 

With regard to the topic of supervision - the Public Health NU- s at 

district levels should be adequate. To add more people to this situation 
would be chaotic (one). 

The Working Party was well organised, but all the participants including 
speakers should have borne in mind the aim of the WP (one). 

In the future, or even in this WP more time should have been given to 
group discussionF. Chair persons should have summarised the 

presentations, and bird's eye view of the sessions should have been 

given (one). 

Regional Field .)'rector should have included persons with broader ex
periences in sleci:,g committees (two). 

Each member had the chance to participate and bring out their different 

types of problems in front of each other. Valuable suggestions were 

given by different people to solve these problems temporarily (four). 

It is difficult to implement in each state. Some of the recommendations 
which can be implemented at Institute level, I will try myself to do so. 

There are other recommendations which will require higher authorities 
and not through a particular institution (independently) (one).-

we canFuture Working Parties could be held at State Level, then 
implement the recommendations easier. Although we are the nominees 
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of the various States, we are somewhat unable to convince the higher
 
authorities without your help (one).
 

There was lots of stimulation during the discussion period, which will
 
help the nurse/midwife to assume responsibility in the MCH programme
 
both in the hospital and rural community in the expanding role of the
 
nurse/midwifc (one).
 

Participation of the group was very good except for 2 or 3 people who
 
were having language problems (one).
 

I can try to improve the methods of training by having !nservice
 
Education Programmes for the hospital as well as for the ccmnmunity
 
Staff. Despite this, the major part of the implementation of 'he
 
recommendation, rests with the Administrative Authorities (one).
 

I believe the Working Party will help support the future needs of the
 
country, in bringing out the problems but the States must evaluate the
 
recommendations now to make it effective (one).
 

Very good pa'ticipation. Everyone has a chance to air their views
 
(three).
 

Will meet the State Assistant Director of Nursing Services, and put
 

forward all the recommendations which were made at the Workshop,
 
and will try as an individual to imp!.ment where relevant, also with the
 

assistance and cooperation of the State Authority (one).
 

This Working Party has enlightened me with better ideas to help to
 

improve the training and practice of midwives both in hospital and
 

community care (one).
 

Similar Working Parties to conduct workshops as refresher courses, and 

to deal with everyday problems in MCH/FP Services are badly needed 

and would request future Working Parties (two). 

Director from London an excellent organiser, firm, intelligent.Project 

We need more of her in India (one).
 

VI Follow-aip Visits 
In October/November 1977 follow-up visits were paid by Miss 

Patterson to seven states -- New Delhi, Maharastra, Madhya Pradesh, 

Karnataka, Kerala, Tamil Nadu and Gujerat. The Regional Field 

Director was unable to make follow-up visits as her engagement had to 

be terminated because of her severe illness. 

Objectives of the visit 
1. 	 To meet government personnel, delegates who represented their 

states at the Working Party and other members of the health team 
to see if and how the recommendations were implemented. 

To offer assistance if requested and within the project's capabilities.2. 
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3. 	 To give guidance towards implementation where the failure may be 
due to reorganization within a structure not requiring finance or 
legal adjustment. 

4. 	 To take the opportunity to discuss the new project with regard to 
the Training of Trainers of Rural Health Personnel including Dais. 

Summary of Follow-up Visits 
I. 	 Despite the slow resronse from the various States, in response to 

the continUed communication whica was sent from headquarters 
with regard to the follow-up visits following the All India Working 
Party, much preparation was made by the State Governments, 
Healih Directorates, and delegates in connection with the visit. 

2. 	 Nearly all the delegates were available for discussion. In many 
instances, the delegates were relieved from their posts to meet the 
reporter at a point suitable within a time limit of the visit, where it 
would be impossible for the reporter to reach the delegates. The 
Health Directorates and Medical Colleges made (ie arrangements 
for the delegates' release. 

3. 	 The Obstetricians who represented their States as delegates, and 
other members of the Medical Team, displayed much interest in 
the expanding role of the midwife and in many instances were the 
motivators towards all categories of midwives. 

4. 	 Representatives of the Trained Nurses' Association, and of the 
Indian Nursing Council who in many instances are active members 
of the Health Team, contributed greatly towards implementation 
of the recommendations. 

5. 	 Influeatial members of the State Governments, and Medical Team, 
were met by the reporter by prior arrangement. In a few instances 
arranged conferences with the Directors of the various Health/ 
Medical Education Divisions, and the Assistant Directors Health, 
Medical and Nursing, presented the aspects of the recommendations 
where implementations were either canted out, were under cons
ideration or were not accepted by their departments. This display 
of interest and participation of the above mentioned personnel with 
regard to midwives is noteworthy. 

6. 	 Rural visits made by road, rail, and aeroplane where actual dais 
!raining, Auxiliary Midwives practice, Public Health Nurses and 
Lady Health Visitors supervision, and the village community 
involvement in Primary Health and Sub-Centres where seen in action 
reviealed implementation of the recommendations which are vital 
to National development and better health care. 

7. 	 Family Welfare (former word used in India prior to the National 
Election) is included in the midwives curricula, and their part. 
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icipation in the programmes is established where it formerly was 
non-existent, or is continued. 

8. 	 There is some controversy between members of the Health Team in 
some of the States with regard to certain areas of the recommend. 
ations and its implementation by midwives; for example 
performing episiotomies, and repairing perineums, where modical 
aid is unavailable, or not easily obtainable. The matter is under 
review by the State personnel concerned, and the promise of the 
best possible solution relative to quality care for all will take place. 

9. 	 The areas of the ecommendations which require changes of the 
Nursing/Midwifery Law and the financial support by Government 
may take a longcr period, but the interest of all concerned if 
continued, will prove beneficial. 

On the whole, the seven States have met the objectives of the visit, in 
one or more ways. With the Governments policy centred around 
Maternal and Child Health/Family Welfare the reporter believes that in 
due course further implementations will be carried out, which will 
contribute to quality care for many, if not all in India. 

VII Outcome 
I. 	 First positive co-participation of obstetricians and midwives in an 

eight day study of MCHJFP. The true image of the midwives 
was revealed. 

2. 	 Formulated recommendations were presented to the respective 
States/Union Territories Health Authorities for implementation 
where applicable. 

3. 	 Post Working Party activities reports were submitted by delegates 
of five States within one month after the Working Party. 

APPENDIX I 

List of Participants 

Delegates 
Andaman Nicobar. 
Smt. Mary Jacob Miss E. Prem Das 
Midwife Matron 
Dept. of Medical & llealth Services General Hosp., Pasighat 
Port Balair. Siang Dist. 

Arunachal Pradesh 
Dr. S.K. Sen Mrs. S.L. Bansal 
Medical Officer Sister Nurse 
Dist. llosp. Along, Sian Dist. Dist. Hosp. Lohit Dt. Tezu. 
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Amam Haryana

Smt. Cornell Sangma Mrs. A.D. Malhotra
 
Matron Asst. Director (N)

Assam Med. College Hosp. Dept. of Health Services
 
Dibrugarh. Haryaria, Chandigarh.
 
Miss I.H. Dkhar Sint. Gurkirpal Kaur
 
Sister Tutor Matroq
 
Gauhati Med. College Hosp. Civil Hospital, Gurgaon

Gauhati. Haryana.
 
Bihar Himchal Pradesh
 
Dr. Sharda Upadhyaya Miss Meena
 
Lecturer Auxiliary Nurse Midwife
 
(PPP) Patna Med. College Hosp. Dist. Hospital, Simla.
 
Patna. 
 Miss Dewanti Devi 
Miss A. Saviour, Supdt. of Nursing Auxiliary Nurse Midwife
 
Supdt of Nursing Dist. Hospital

Dept. of Health Services Kannaur (H.P.)

Patna. 
 Jammu & Kashmir 
Delhi Smt. Roop Devi
 
Dr. (Mrs.) H. Singh Sr. Nurse
 
Dy. Health Officer (MCW) Gandhinagar Hospital
 
Municipal Corporation of Delhi. Jammu. 
Mrs. P.K. Karthiyani Smt. Jameela Begum

Nursing Adviser Kamataka
 
Ministry of -ealth & Family Planning. Dr. J. Leelavathy Reddy
 
Gujarat Bowering & Lady Curzon Hospital
Miss Pathak Bangalore. 
Clinical Instructor Smt. F. Selvan 
College of Nursing Midwifery Tutor 
Ahmedabad. Bowering & Lady Curzon Hospital 
Miss K.K. Rao Bangalore. 
Civil Hospital Smt. T.E. Anthony 
Ahmedabad. Midwifery Tutor 
Dr. S.R. Parik Kempegowdo Rd. 
Professor Obstetric & Gynaecology Bangalore o. 
42 Shrimati Society Kerala 
Navrangpura Dr. P.V. George 
Ahmedabad. W.C. Hospital 
Goa Trivandrum. 
Km. T.M. Annammo Smt. B. Rajamma
Matron Midwifery Tutor 
c/o Dte. of Health Services S.A.T. Hospital 
Panaji. Trivandrum. 

289
 



India-46 

rmt. P.P. Nafessa Smt. Lalzidingi 
Staff Nurse Auxiliary Nurse/Midwife 
Institute of M.C.H. Dist. F.P. Office 
Calicut. Aizwal. 

Nagaland 
Madhya Pradesh Dr. T. Belho 
Dr. Asha Ojha Specialist (G&O) 
Dist. Hospital 	 Civil Hosp.
Khandwa. 	 Dimapur. 

ouSm a u 
Sint. Shanta Habil 

Sit. Visatuou
Auxiliary Nurse Midwife 

Auxiliary Nurse Midwife 
Maharani HospitalJabalpur. 	 Piphema Dispensary. 

Snit. Kenetsangla 

MidwifeMaharashtra 
Civil Hospita'Miss V.V. Barde 
Longehand.Asst. Director of Nursing 

De. of Health Services Or, 
Maharastra Dr. Labanya Devi 
Bombay. Capital Hospital 

Dr. Manda Punandare Bhubaneswar. 
Obstetrician Sit. Gouri Base 
K.E.M. Hosp' "I LHV, MCH Centre 
Bombay. 	 Phulbani. 

Miss S.A. Jahagirdar 	 Smt. Sumati Devi 
E.M. Hospital LHV, MCW Centre
 
Pune. Rairangpur
 

Dist. Mayurbhanj.Manipur 

Dr. N. Kishroda Devi 	 Punjab 
M.O. Civil Hosp. NCC Dr. (Mrs.) Malwindei Want Kaur
 
Churanchandpur. Sr. M.O. Jullundur.
 

Smt. W. Ruhini Devi Mrs. Kulwinder Kaur
 
Midwife P.H.N.
 

Punjab Nealth School, Amritsar.Leimpokpam, P.H.C., Bishanpur. 

Bishanpur. Miss Satwant Kaur Chawla
 

Smt. iioikhpal Sister Tutor
 
Midwife ANM Training School
 
PHC Moirang. Civil Hospital, Hoshiarpur.
 

Mizoram Rajashthan
 
Dr. Lalengi Khaiangte Dr. (Mrs.) Tulsi Mathur
 

PP & MCW Centre
Dist. F.D.O. 

Adarsh Nagar, Jaipur.
Aizwal. 
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Mrs. S. Jacob Observers 
Nursing Tutor World Health Organisation 
Ajmer. Miss Elizabeth Barton 

Public Health Nurse 

College of Nursing Division of Family Health 
Geneva, Switzerland. 

Miss Veena Gautham 

Jaipur. 
Tamil Nadu Miss Barbara Walsh 
Sint. H.S. KarPgavalli WHO Nurse Educator 
P.H.N. Jimper, Pondicherry. 
Govt. Training khool for Health Visitors International Paediatric Association 
Madras - 5. Dr. S. Sinclair 

Smt. S. ChandraseKharan Associate Professor of Paediatrics 
Nurse A.I.I.M.S., New Delhi. 
Govt. Evskine Hospital 

Trained Nurses Association of IndiaMadurai. 
Mrs. Nagpal

Dr. Kanakshi Kabir M.D. Officiating Secretary. 
Institute of Obs. & Gyn. 
Govt. Hosp. for Women & Children Indian Nursing Council 
Madras. Mrs. Ghai 

InspectoressUttar Pradesh 
Indian Nursing CouncilMiss M.C. Xavier 
Kotla Road, Temple LaneDy, Dir, Health Services 
New Delhi.Lucknow. 

Dr. (Mrs.) S. Chaurasia College of Nursing 
Med. Supdt. Miss M.J. Harrison 
Mahila Aspatal Senior Public Health Nursing 

Lucknow. Supervisor. 

Miss S. Kapoor Voluntary Health Association 
Matron of India 
UISE Maternity Hospital Dr. Miss Ruth Harner. 
Kanpur.Wtngal Family Plannin- Association 
West Bengal of India 
Dr. H. Dutta Gupta Mrs. Krishna Puri 
Med. College Hospital President 
Calcutta - 12. New Delhi. 

Miss R.K. Begg 
Christian Medical AssociationDy. Supdt. 

Dr. H.C. Mukherjee Memorial School of India 
Singur Dist. Hooghly. Mrs. Lazarus 

Professor of NursingMiss Kalyani Biswa:; C.M.C. Vellore. 

Sister Tutor 

Medical College Hospital Miss A. Zachariah 
Calcutta - 12. Co-Rapporteur. 
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Kasturba Gandhi Hospital, 
Delhi 

Mrs. Mridula Das 

Senior Nursing Tutor. 


St. Stephen's HospitalMs. Stephes oAll 
Mrs. Verghese
Matron. 

Immanuel Hospital Association 
Miss A. Koshi 
Nursing Adviser. 

Safdarjung Hospital, 

New Delhi 

Dr. (Mrs.) Asha Madan 

Gynaccologist. 


Lady Fdrdinge Hospital, 

New Delhi 

Mrs. S.Mathews 

Matron. 


T.B. Centre, New Delhi 
Mrs. M.Paul. 

Indian Red Cross 
Mrs. Leila Sharma 
Nursing Director 

National Institute of Health 
Administration and Education, 
New Delhi 
Mrs. A. Thomas 
Associate Professor of Public Ilealth 
Nursing. 

Directorate of Health Services 
W!st Bengal 
Sit. Ranjita Kurnar 
Tutor, N.R.S. lospital 
Calcutta. 
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ICENTO' COUNTRIES WORKING PARTY,
 
ISTANBUL, TURKEY,, th - 14th DECEMBER, 1976.
 

Participating countries: 	 Afghanistan, Iran, Kuwait, Pakistan, 
Turkey. 

1. Prelminary visits. 
Preliminary visits were made 	to Turkey, Iran, Afghanistan and Pakistan 
between 1st and 24th July, 1976. It was not possible to visit Kuwait. 
In Afghanistan the health officials were on holiday and it was possible 
to contact only one of the delegates to the Working Party. However, 
most of the expatriate professional staff were seen, who promised their 
assistance. 
(a) Turkey (Ankara,Istanbul)
Much of the discussion centred on the administration of the Working 
Party - location, accommodation, transport, etc. - on the choice of 
delegates and speakers, and on the programme. A chairman and 
delegates were elected (although one of the latter had to be changed
subsequently). The selection of a Regional Field Director raised 
problems, mainly due to language difficulties. The authorities promised 
to try and encourage midwives from local areas to attend and to 
endeavour to circulate in advance transcripts of the papers in the 
Turkish language, provided that they received the scripts in time. 
Meetings were held with officials of the Ministry of Health in Ankara, 
all of whom were most helpful although (with their full approval) the 
Working Party was to be held in Istanbul, and there was good liaison 
between the two cities. 
The President of the Ankara Gynaecological Association was seen, and 
the USAID Population Officer contacted by telephone, but no meeting
with him was possible as he was about to leave the country. 
Discussion in Istanbul centred on the School of Health, where it ,,ad 
been agreed that the Working Party should take place, and several 
meetings were held with members of the staff of the school. 
It was learned that there were four types of midwifery training course 
in Turkey. (i) A three-year course of which midwifery was an integral 
part, following five years of primary school education. This category 
was employed on rural work. The training was being re-organized and a 
new curriculum devised. (ii) A three-year midwifery course at a higher
college of midwifery. Entrants had no previous nursing training. (iii) A 
full nursing training plus one year's midwifery for nurse-inidwives. 
(iv)A course for pu'&:ic health nurse-midwives. 
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Family planning for the purpose of population restriction was contrary 

to official policy, but it was enthusiastically received as helpa 

family health and welfare. It was appreciated that the termtowards 
'family planning' was better avoided. The practice of family planning 

was in the hands of doctors, with assistance from midwives, but it was 

hoped that midwives would be able to participate more and more. Oral 

not normally used. Sterilization was notcontraceptives and IUDs were 
reasons. In fact fanily planning aslegally permitted except for medical 

a whole was not readily accepted by the Turkish people, but it was 

agreed that if midwives could discuss it with their patients there would 

probably be a greater chance of acceptance. 

(b) Iran 
Meetings were held with various officials of the Ministry of Health, all 

of whom were most interested in the proposed Working Party and 

offered whatever assistance they could. The Ministry had delegated the 

to the Iran Midwifery Association. Meetingsselection of participants 
took place with officers of this Association and with officers of the 

National Association of Iranian Gynaecologists and the Family Planning 

Association of Iran. The USAID mission was contacted and the purpose 

of the visit explained. 

There were 30 schools of nursing within the Department of Higher 

Education. Some universities offered a bachelor's degree in nursing and 

two-year postgraduate course for nurse-midwives. The Ministry of 
a 
Health sponsored 6 schools of midwifery and 8 of nursing. Midwives 

a four-year course after 12 years' general education; for rural midtook 
was six months following six years' general education,wives the course 

and about 1400 had been trained so far. About 1300 auxiliary nurses 
a two-year course in nursing and(bihyars) had also been trained by 

at about 90 centres. However, midwifery training was to be
midwifery 

programme was not working satisfactorily.revised, as the nurse-midwife 
New midwifery schools would have to be started. 

Teheran conducted about 70-80The Farah Maternity Hospital in 
a day in winter). Its family planning clinic had 8

deliveries a day (140 
out

beds for tubal ligation. Midwives inserted IUDs and carried 
men. Existingaspirations. Vasectomy was not accepted by Iranian 

undertaking certain familylegislation did not visualize midwives 
planning functions, but they were in fact practising most methods, and 

it was hoped that policies would soon be revised. 

(c) Pakistan(Islamabad, Karachi)
 
Meetings were arranged by the Nursing Adviser, Ministry of Health,
 

both with (Governmen officials and with medical and midwifery staff at
 

USAID through his a government hospital. The Population Officer, 

was most helpful in arranging meetings with governmentassistant, 

officials, and with a senior member of USAID.
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Although the selection of delegates had not been confirmed, the 
Ministry of Health would be reminded that this needed to be done 
urgently. The government hoped to send 5 observers to the Working
Party - I midwife and I gynaecologist from each province - and 
would probably sponsor them.
 
The different categories of health personnel under training included

nurse-midwives, nurses, lady health visitors, 
nurse aides and TBAs. Lady
health visitors received two years' training, one year of midwifery and 
one year on nursing activities related to health in rural areas. Latest 
statistics suggested that maternal mortality was 6 to 8 per 1000 and
infant mortality 115 per thousand live births. It was be',ieved that 
overall 90Y7( of deliveries were undertaken by TBAs and that the figure 
was even higher in rural areas. 
There were 8 midwifery training schools in Karachi, all of them very
short of teaching staff. One school visited had 170 nursing students and 
21 midwifery students. The hospital had 1200 beds and a total of 500
nursing personnel including students. Of 3000 deliveries per annum 
about 25% were abnormal. Large numbers of nurse-midwives had
emigrated to the Middle East because of the better salaries offered 
there. The :overnement had taken steps to stop this by withholding
diplomas until the number of years of service equalled the length of
training (in the case of postgraduate training length of service had to be 
twice the length of training). 
Family planning was taught in all courses. 
At the beginning of I1)76 there had been a seminar in Lahore on
Training and Utilization of TBAs, sponsored by WHO, and a copy of 
the provisional final report was presented. 
The 	College of Nursing offered a post basic one-year course in Ward 
Administration, and a two-year course for sister-tutor diplomas. Not 
many nurses were interested in training as midwives, because the salary
and hours of work were thought to be unattractive.
 
The Pakistan Nurses Association was formulating a policy for the
 
creation of a midwives branch.
 
Libraries seen had few textbooks, and not many of these were up-to
date. It was promised to send a list of organizations who could be
 
approached for gifts of books.
 

I. 	 The Working Party
1. Attendance. Those attending comprised: 

(a) 	 14 delegates from Afghanistan (3); Iran (3); Kuwait (2);
Pakistan (3): Turkey (3). 

(b) 	 22 observers from Turkey. 
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(c) 4 resource persons -- one each from Afghanistan, Iran, Pakistan 
and Turkey.
 

(d)Officials from WHO (1); University of California (1); FIGO/ICM 
and ICM/USAID (5). 

(e)Other speakers from Turkey (11). 

2.. Sumnrnarj, of Proceedings 
Dr. Burhanettin Ustenel, Director of the Zeynep Kamil College of 
Health welcomed the participants. He said how important it was that 
countries should discuss and share their problems, especially in 
regard to family planning. An address of welcome was also given by 
Mrs. Suheda Ozgur, President of the Midwives Association of 
Turkey. She thanked the government departments concerned for 
asking the Turkish Midwives Association to act as hosts and Dr. 
Ustunel and his staff at the Zeynep Kamil Hospital for all the help 
they had given in arranging the Working Party. The profession of 
midwifery in Turkey would be strengthened by the fact that they 
had met together in unity to discuss their problems. 

The Under-Secretary for Health and Social Welfare, Dr. Osmar 
Yasar, gave the opening address, describing the origin of organized 
midwifery services in Turkey and the development of training 
facilities. Due to the high concentration of population in rural areas, 
the training of village midwives had bcen reorganized. The training 
course for professional midwives had been increased to 5 years, the 
last two being spent in community service. Midwives had 
responsibilities throughout pregnancy and labour and in the post
natal care of the mother and of the child up to the age of 6 years. 
ter preventive role was most important. Maternal and child health 
and family planning were priorities in the health services under the 
Ministry of Health and Social Welfare, and the midwife had an 
important role to play in this. The number of midwives in the 
country was too small, and the Ministry was making an effort to 
increase the number of training schools, but in the meantime the 
services of the village midwife were an important factor in health 
care.
 

Miss Julia Withington, Field Director, asked the participants to 
introduce themselves and then explained the organization of the 
Working Party, and this was followed by a talk on The 1CMIUSAID 
Project by Miss Margaret Hardy, Executive Secretary, ICM and 
Assistant Administrator of the ICM/USAID Project. She gave an 
account of the work of the Project to date, and of the Working 
Parties that had been held. She stressed the importance of the 
midwife in MCH care and the need to train and utilize the TBA as 
long as there was a shortage of more highly trained staff. 

The first session concluded with a Brief Report on Zeynep Kamil 
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Health College by Mrs. Muazzez Okay, Chief Assistant Director of
 
the College.
 

During the first afternoon the groups met to elect chairman and
 
rapporteurs for the group sessions, and afterwards films were shown.
 

On the following morning the proceedings opened with Country
 
Reports given by Mrs. Fahima Arsala for Afghanistan, Miss Fatima
 
Ashour for Kuwait, Dr. Nazaket Begum for Pakistan and Dr.
 
Munerver Tuncer for Turkey. In each case statistics were presented
 
on population and birth and death rates, on facilities available in
 
each country for maternal and child care and on personnel available
 
and their training.
 

There followed a panel presentation entitled Family Health Care in
 
Developing Countries. Dr. Nezakat Akkerman, Ankara, Turkey,
 
spoke first on Administration and Management. He said that the
 
population was expected to rise from 37.5 million in 1972 to 42
 
million in 1977. Mothers and children aged 0-6 years made up 45%
 
of the population. Legal family planning started in 1965. MCH
 
services outside the socialized areas comprised 74 MCH centres in
 
the provinces, each with 10 midwives, and 88 MCH branches in the
 
towns with 3-6 midwives, and 785 MCH village stations with I
 
midwife each. In the socialized areas there had been established since
 
1963 931 health units staffed by doctors and midwives and 3228
 
health homes staffed by midwives only. Between 1961 and 1976 the
 
infant mortality rate had fallen from 165 to 114 per thousand live
 
births.
 

Trainingand Utilizationof Personnelwas dealth with by Dr. Karima
 
Rashidi, Afghanistan, under the following headings: (i) Planning and
 
organization to be implemented at regional, provincial and
 
peripheral (basic health centre) levels. (ii) Pre-service and in-rervice
 
training of doctors and nurses. (iii) Seminars for doctors.
 
(iv) Educational activities, including nutritional and family planning. 
(v) Evaluation and research for unified records - analysis of data; 
organizing field studies; identifying local health workers. (vi) Job 
descriptions of staff. 

The third speaker, Mrs. Aklhtar Sultana, of Rawalpindi, Pakistan, 
took as her subject Resources Available, Supervision, Co-operation. 
She listed the resources as (i) personnel - lady doctors, midwives, 
lady health visitors, family planning welfare visitors, motivators, 
auxiliary midwives, TBAs, vaccinatcrs, and piivate doctors and 
nurses; and (ii) institutions - MCH centres, rural health centres, 
sub-health centres, government dispensaries, family planning clinics, 
pre- and postnatal clinics, private clinics and vaccination centres. The 
maternal mortality rate in Pakistan was 8 to 10 per 1000 live : irths, 
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the infant mortality rate 150 per 1000, and 50%of deaths occurred 
under the age of 5 years. 

The remainder of the morning was given over to a paper on 

Information, Education and Communication in Family Planningand 
to the discussion which followed it. The speaker was Mr. Baki 
Durmaz, Division Director, Population and Planning Department, 
Ministry of Health, Turkey. He began by emphasizing that the intro

duction of family planning required trained staff, and for training 
one needed a programme which had to be attractive, properly 
adjusted to the people who were to be trained, and adequately 

of the community. Giving information wasadjusted to the culture 
only part of the problem, there must be motivation to apply it, and 

the speaker went on to describe six problems of applying family 
planning programmes in Muslim countries, especially in rural areas. 

(i) Influence of older members of the family. Muslim societies were 

male dominated and the head of the family was the source of all 

authority. The number of children in a family was a source of pride 
to grandfathers. (ii) What will others sa'? Sexual matters were not 

discussed openly, and to talk about them was considered shameful. 
Women who used family planning did not want others to know 
about it, and the visit of a midwife or family planning worker could 
could be embarrassing. The idea needed to be spread that it was not 

shameful to use contraceptives. (iii) Anxiety 	 that it will be a sin. 

Most people believed that God gave children, and to use contra

ceptives was to disobey Him, for He would 	provide all that was 

needed. However, they realised the harm done by too frequent 

conceptions but resorted to abortion when they were in trouble. 

This was the real sin because life was being destroyed. Family 

planning prevented mothers from being involved in such actions and 

so family planning was not considered sinful by Islam. In 1974, at a 

Muslim conference in Rabat, it was decided that 'According to the 

Muslim 	 religion, to deliver a baby, to determine the number of 
to use contraceptiveschildren, to decide periods between birth and 

is not a sin.' This had to be clearly and carefully explained to the 

public. (iv) Fear of becoming sterile. It needed to be explained that 

this fear was groundless and that pregnancy would follow when 
a rumour started by those opposed tocontraception ceased. It was 

family planning. It was helpful to show satisfied acceptors as 

examples. (v) That .fnamily planningwill cause disease. This idea was 

widespread, and illness in a woman using contraceptives was blamed 

on the method. This again was a psychological response to the 

spread of rumours, but indicated the need for frank teaching about 

the side effects of contraception. It was important to make clear 
The largerits familiesthat contraceptives did not cause cancer. (vi) 


are, the more powerful a nation will be. The old argument of
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military strength through large populations had been superseded by
the force of modern weapons. Large families now tended to be a 
burden on the state, lowering standards of education and using up
financial resources. Although the idea of family planning was often 
accepted, implementation was another matter. Education and 
motivation of the public were required, and this could be -done by 
mass communication or by personal communication. Personal 
communication might take the form of either individual training or 
group training. 
During the afternoon the three discussion groups met separately to 
consider the first Discussion Topic, - The priorities and problems in 
family health services and in family planning information, education 
and communication. General discussion of this issue took place in 
open session the next morning and a consensus repor! agreed. 
There followed papers on Current Participationof Midwives antd 
TBAs in Maternal antd Child Health and Fatnily Planning, when a 
delegate from each country spoke of her own situation. Mrs. Talat 
Shahgoli (Iran) described the categories of midwives in her country.
The present training course accepted girls from high school and was 
of 4 years' duration. Another school was training auxiliary midwives 
by a 2-year course following 9 years' general education. These 
auxiliaries worked orly in hospitals. For rural work the government
had successfully trained local girls with primary education by means 
of a six-month course in midwifery and family planning. They were 
allowed to work only in the villages but played a considerable role 
in population control. Mrs. Sabira Nadir (Pakistan) told of 12 
medical colleges, 27 nursing schoos, and a large number of' MCH 
centres. Since 1947 there had been an eightfold increase in the 
number of nurses. Seven public health schools had trained over 1627 
health visitors; there were 2,000 midwives and 18,000 trained dais,
but they needed about 75,000 trained persoinel. MCII was an 
important part of the health service, and lady health visitors were 
responsible for running MCII centres. The functions of these centres 
included training of dais, family planning clinics, immunizations, 
health education, mothercraft and the collection of'statistics, as well 
as pre-, intra- and postnatal care and infant care. Most midwifery
services were provided by dais, who were competent to deal with 
normal deliveries. It was government policy to utilize the services of 
TBAs and a training scheme for them was shortly to be started. 

Miss Fatma Acar described the participation of midwives and village
midwives in MCII and family planning in Turkey. Village midwives 
were trained to provide MCII and family planning services, first aid,
control of contagious disease, environmental health services, follow
tIp of social diseases (e.g. tuberculosis) and general health education. 
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However, the TBA was still often favoured by village women because 
the village midwife was often young and inexperienced and might 
not always be available. There was need to supply a midwifery 
service as a team effort, to provide more in-service training, to 

reward midwives suitably and to organize a public health nursing 
service. 

Miss Kamila Weiss (Afghanistan) said that there was still a great 
shortage of health workers. The midwife and the Afghan dai existed 
side by side with some interdependence. The total number of dais 
was not known, but there were believed to be some thousands, in 

both urban and rural areas. All gave some services in each of the pre

intra- and postnatal periods and were often consulted in cases of 
on abortions, family planning and infertility.illness and for advice 

They preferred to keep their independence, but the government was 

investigating the possibility of incorporating them into a village 

health worker programme. In the government system there were 
364 nurse-midwives, 264 nurses and 161 auxiliary nurse.midwives. 
The intake of students had been increased and they wcere giving 

priority to training auxiliary nurse-midwives who would serve in 

basic health centres in rural areas. It had been estimated that not 

more than 10% of all deliveries were conducted by trained personnel, 

and most of these were institutional. Family guidance was largely 
Afghan Family Guidanceprovided by special clinics of the 

Association, mostly in urban or semi-urbai' areas. MCH was now 
family guidance services offered. These clinicsbeing added to the 

were staffed by trained midwives and nurses under the supervision of 

a doctor. Some home-visiting family guides were working from these 
was a child health institute in Kabul. Priorities wereclinics. There 


reduction of maternal and infant and child morbidity and mortality.
 

Miss Mariam AI-Raqem (Kuwait) described the new modern
 

Maternity : ispital in Kuwait and the services it offered.
 

A paper was then given by Mrs. Aygun Demren (Turkey) on The 

Expanding Role and the Scope and Practice in the Field ofFamily 
Planning for all Categories of Midwives and Traditional Birth 

Attendants. She spoke ci the importance of the midwife in a Muslim 

community as being the one person who was acceptable to give care 

in all family matters. For this reason she should try to be involved in 

family planning. 

There was a total of 584 clinics offering family planning services; 

gynaccologists and midwives were responsible for much of the clinic 

work. There were nearly half a million abortions annually, but the 

falling as family planning became more widely practised.figure was 
The great need was for more training and education both of 

midwives and of the public, especially of husbands. She thought that 
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there was no place for the TBA in family planning services, but with 
training they might be allowed to participate as motivators. 

There followed an account' of Some Traditional Customs Used in 
Rural Areas by Traditional Birth Attendants given by Mrs. Gulsun 
Algul. She mentioned a number of the practices associated with 
childbirth in rural Turkey. 

During the afternoon the groups met to consider the second dis
cussion topic --The expanding role of all categories of midwifery 
personnel and TBAs in MCII and family planning, and TBAs as 
members of the health team. 
On the Friday morning visits were paid to maternal and child health 
and family planning clinics, and this was followed by a presentation 
on Curriculum Development in Maternal and Child Care and Fainly 
Planning Training by Mrs. Guley Cakirer, Assistant General Director, 
General Directorate of Professional Education, Ministry of Ilealth 
and Social Welfare, Ankara. She spoke of the development of mid
wifery training in Turkey and outlined the two kinds of midwifery 
training programme which existed. (i) Rural midwives had had a 
three-year course following primary school education, but a five
year programme had just been introduced. Their duties mostly 
involved MCII and family planning services, but a wide range of 
health and community services and education was also included, 
especially in areas where the government's socialized programme was 
operating. (ii) Midwives were trained in health colleges by a four
year course following secondary education. They worked in MCII 
centres, national hospitals, labour clinics, family planning centres 
and health centres. Family planning was especially emphasized in 
the training. 

A seminar for administrators and teachers at health schools had 
recently been held to teach the fundamental principles of teaching 
midwives, to introduce new teaching methods and to choose tile 
most suitable methods and devices for family planning. There were 
2,923 rural midwifery students and I ,O90 midwifery students in the 
schools at that time. 

The general discussion on Topic 2 then took place and a consensus 
report prepared. After lunch a visit was paid to the Florence Night
ingale Museum at Scutari. 

The next subject was Integration of Familv Planning, Nutrition, 
Paediatrics and health hducation in the Basic Aidwijr'rv Course. A 
separate speaker dealt with each of the four aspects. I)r. Ayse 
Turmay ('etinel spoke on Family Planning. The government 
favoured family planning for health reasons and family planning was 
already being integrated into M1i services and into the basic mid
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wifery curriculum. The main role of midwives was in motivation, 

and in-service courses for existing midwives were a high priority, also 

the iaining of supervisory midwives who themselves acted as 

trainers. 

Nutrition was dealt with by Professor Dr. Orhan Koksal, Paedia

trician, Hacettepe University, Ankara. lie stressed the need to 
to increase food production, to improverestrict population growth, 

child health and nutrition and to educate the community in family 

planning, nutrition and child care, and showed how the midwife had 

an important role to play in this. lie then described the effects of 

malnutrition on maternal and child health and outlined the respon

sibilities and duties of midwives in eliminating these adverse effects. 

Professor Sabiha Ozgu r, Ege University. Ankara, spoke on Paediatrics, 

and listed the important areas in paediatrics which should be taught 

to midwives: (i) the social sciences -- tle psychology of the com

munity; (ii) the biological sciences - natomy, physiology and 

the caring aspects, including illnesses, malnutrition.pathology; (iii) 

and child development.
 

Miss F. Munshi, Nursing Superintendent, Lady Dufferin Hospital,
 

Karachi, Pakistan, covered the subject of Health Education ant
 
and nurses in familydescribed integrated courses for midwives 

planning, nutrition and health education. 

of the day was Oven by Miss Sattereh Farmah-The final paper 
Farnaian, Director, Tehran School of Social Work, on The 

in Iran. SheIntegration of Famnil; Planning with Social Welfare 

described the great need to reduce poverty and the large size of 

families, and how centres had been established which provided an 

to the whole problem. Facilities available at theintegrated approach 
care for children, vocational, home making andcentres were: day 

for young women, educational and recreationalliteracy classes 
cultural for adults, individualprogrammes for teenagers, activities 

and family counselling, family planning services and social action 

programmes. 

Group discussion of topic 3 took place oti the Saturday morning. 

The subject was Integration of family planning, nutrition, paediatrics 

and health education in the training curriculum (a) in the basic 
for midwives, and (c)midwifery school, (b) as continued education 

for other health personnel. 

was arranged, including a visit to aOn Sunday a sight-seeing tour 
family planning exhibition beingq held at a local government house 

on the outskirts of Istanbul. 

On Monday morning, after general discussion of Topic 3 and the 
)r. Vedat Yeginsu, Obstetricianpreparation of consensus reports, 
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Gynaecologist, Member Familyof the Planning Organization of
Istanbul, spoke on Effects of Culture, Traditions and Religion on
Family Planning in the National Development Programmes. He 
described how family planning had been accepted and instituted in
Turkey to meet present needs and flow cultural traditions were 
beginning to break down, especially as more and more people came 
to live in tile cities. lie ,eiterated that Islam was not against contra
ception. 
The subject of legislation was then dealt with. Avukat Cetm 
Akcaglayan, Legal Adviser to the Ministry of' Health and Social
Welfare, Ankara, spoke on The Importance of'Legislation Gov'erning
Midwifery Training and Practice. Turkish law defined a midwife as 
a national who was froma graduate a school of midwifery whose 
diploma had been registered at the Ministry of llealth. Turks who
had graduated from foreign schools could have their certificates 
ratified by the Ministry. The scope of her function was to care for 
the pregnant woman, conduct delivery and care for the newborn,
taking all necessary precautions to protect both mother and baby
from all harm. She was forbidden to use any instrument or to
prescribe drugs and must call a doctor when necessary. Shte was 
obliged to keep records of her practice. 
Since 1943 there had been two categories of midwife. The village
midwife could not work in a town unless, after 6 years' rural work
and 6 months' practical experience at a maternity hospital she
passed an examination. Otherwise -here was not much difference in
the way they performed their duties, lie further explained the legal 
status of midwives in the public services. 
Miss Ifamdam Ghaffari, nurse-midwife, Family Planning Association 
of Iran, spoke on The Inportance of' Legislation Goiverning
Midwiferl, Training Practice hi' the AMidtwif'ri, Association in Iran. 
She described (lie various training courses available, tie licensure 
procedures and the functions midwives could perform. Laws gover
ning medicine and midwifery were enacted under the supervision of 
the Medical Council of Iran. The Midwifery Council, which was part
of the Medical Council, was responsible for all disciplinary action 
concerning midwives, and generally assisted midwives to perform
their functions more efficiently. She went on to describe the work 
of the Family Planning Association in Iran. 
The obstetrician's viewpoint was put by Opr. Dr. Frtugrul Bayirli
of the Zeynop Kamil lospital, Uskudar. lIe reiterated Ihe regulations
governing the training and practice of different categories of 
midwives and went on to assert that wider responsibilities in mid
wifery practice and in family planning should be given to midwives. 
This composite presentation provoked inuch discussion. 
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The final paper of the meeting, on Continuing Education in Family 
Planning, was given by Mrs. Mary Corcoran, Public Health Nurse 

Educator, UCSC/USAID Contract Team, Afghanistan. She spoke of 

the training and practice of the auxiliary nurse-midwife. About 50 

students were admitted every six months to an 18-month court. 

which consisted of midwifery, including family planning and public 

health nursing, and wilt an emphasis on preventive and health 

teaching. They worked in rural areas where the need was greatest, 
midwifery care, family plakning services, preventive caregiving 

including immunizatiors, and simple treatment of common diseases. 

They also gave teaching in these areas. The Afghan Family Guidance 

Association was providing family planning education and services 

in many parts of the country. The standard of teaching of auxiliary 

nurse-midwives was improving and three groups of teachers had been 

sent to University of California Santa Cruz for further training. 

The fourth discussion topic - Actions needed to achieve the 

expanded role of all categories of midwives - was then considered 

by the groups and a consensus report on the subject was prepared 

the following morning. 

In the Closing Session the participants madie an evaluation of the 

Working Party and country groups met to prepare follow-up action 

programmes. The Final Report and Recommendations were then 
apresented and the Working Party was brought to an end with 

closing address by Dr. Hayrettin Kuram, Assistant Director of 

Health and Social Welfare, Istanbul. 

II 	 Recommendations 
The following recommendations were made as a reult of the group 

discussions: 
(a) Topic 1. The priorities and problems in family health services 

and in family planning information, education and communi
cation. 

I. Community 
Family health education for the community should be one of 

the priorities. The use of mass media (radio, television, posters, 

etc.) for assislin:; in the education should be adopted. Adult 

literacy programmes should be developed through the mass 

media method. Midwifery personnel should work in collaboration 

with religious leaders, community leaders, school teachers, 

social workers, volunteers and other relevant personnel, to 

achieve a successful oulconle. 

2. Sen'ices 
(i) 	 P'ractising TBAs should be identified, traine6 and registered. 
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Continuous supervision of the TBA should be carried out 
by professional midwives. 

(ii) 	Compulsory registration of births and deaths should be 
carried out by the maternal and child health team personnel.

(iii) The number of midwives be increased, especially of those 
practising in the rural areas. 

(iv) 	The supervision of all midwives requires improvement 
with special attention given to the village workers. The 
supervisor should be a member of the health team, 
preferably asenior midwife, nurse-midwife or doctor. 

(v) 	 Incentives should be provided for trained midwives who 
respond to the challenge of working in rural areas. 

3. Education 
(i) 	 Continuing educational programm.s be held for all cate

gories of midwifery personnel. 
(ii) 	After the functions of the various categories of midwives 

are identified, suitable training programmes should be 
developed appropriate to their expanding role. 

(iii) 	Family planning, nutrition, paediatrics and health 
education be integrated into the basic midwifery curri
culum if not already included. 

(b) 	Topic 2 The expanding role of all midwifery personnel and 
traditional birth attendants in maternal and child health and 
family planning. 
I. Governments be motivated to accept the increased respon

sibilities of all categories of midwives in their expanded role. 
2. Professional midwives should be taught and allowed to give local 

anaesthesia, perform dilation and evacuation after abortion, 
make episiotomies and repair them, use low forceps and, 
possibly, the vacuum extractor, and prescribe pills and insert 
IUDs. 

3. 	Professioral midwives in practice should be responsible for the 
teaching and supervision of traditional birth attendants. 

4. 	Midwives of all categories should be responsible for the early 
identification of high risk mothers and their referral for medical 
attention. 

5. The activities of the traditional birth attendant should be 
legalized. Therefore she should be identified, trained and 
registered. She should receive supervision, support and con
tinual education. TBAs must be given suitable incentives to 
encobrage their participation in health services and, depending 
on local factors, this couid be done by a salary, or housing, or 
equipment and supplies, or transport. uniform, etc. 
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be 	trained in accordance with the6. 	Traditional birth attendants 
needs of the community and the country. This should include 

family planning motivatio-i, simple health education, prenatal 

care, motivation of fam.iies for the immunization of their 

children. 
to7. Aidwifery Associations should encourage their members 

recognize and accept the traditional birth attendant as a useful 

member of the hea'th team. 

8. 	 Non.midwifery and non-nursing functions should be allocated 

to other personnel, e.g. housekeeping. 

(c) 	 Topic 3. Integration of family planning, nutrition, paediatrics and 

health education in training curricula. 

1. Inbasic nidwifery progtrnmnes. 
(i) 	 All categories of midwives require additional knowledge in 

family planning, nutrition, paediatrics and health education, 

and training programmes must be arranged specifically to 

meet these needs. 
(ii) 	Midwives working in isolated and rural areas should be 

allowed to prescribe simple medications for mothers and 

children. To do this they need additional knowledge in 

basic sciences. Courst f.ctent would have to be decided 

according to the kncwledge already possessed by the 

students. 

2. 	ContinualEducation. 
(i) 	 Continual education is essential for all categories of 

to kcep abreast cf new developmidwives to enable them 
ments. A refresher course should be compulsory every five 

years (more frequently if possible) for a midwife to con

tinue in practice. 
(ii) 	 Midwives who assume senior responsibilities, as in admini

stration or teaching, must receive special training and 

education in their chosen field. 
(iii) 	 The content of a continuing educational programme should 

be determined by good supervision of the performance of 

duties by midwives. 
(iv) Midwifery associations or councils and government depart

ments such as maternal and child health and family planning 

should be responsible for tilecontinuing education of the 

personnel through journals and newsletters. Help and 

assistance may be obtained from outside, e.g. ICM. 

3. 	 Other health personnel. 
(i) 	 Other health personnel should be taught about family 

planning, nutrition, paediatrics and health education, io 
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be able to motivate and refer persons where and when 
necessary. 

(ii) 	 Motivation of men in family health should be done by male 
volunteers, teachers, male nurses, sanitarians, social workers, 
religious leaders, politicians and other well accepted 
members of the public. 

(d) 	 Topic 4. Actions needed to achieve the expanded role of all 
categories of midwives. 

I. On healthpolicie& 
(i) 	 More emphasis should be laid on pre- and postnatal care 

and the care of children. 
(ii) 	 Each country should improve the basic training curriculum 

for midwives, so that their graduates may obtain recognition 
for further studies internationally. 

(iii) 	 On completion of their training, professional midwives 
should give at least two years of professional service in rural 
areas. This would enable them to supervise other midwifery 
personnel. 

,iv) Midwives should be instructed in the use and dosage of 
specific drugs for the relief of pain, control of haemorrhage 
and prevention of infections in mothers and babies. 

(v) 	 Government attitudes towards early abortion should be 
more liberal. Midwives should be able to motivate, but take 
no active part in, the actual procurement of abortion. 
(Pakistan abstained from voting). 

2. On family planning. 
(i) 	 Family planning should be an integral part of midwifery 

training. Midwives should be able to instruct and take 
action in all methods with the exception of tubal ligation. 

(ii) 	Family planning training as in-service education, orientation 
or refresher courses should be provided for the training of 
qualified midwives without family planning knowledge. 

3. On co-operationwith otherprofessionalorganizations. 
(i) 	 All midwives should be members of their national asso

ciation of midwives and take united action to improve 
recognition by their government of the unique service they 
perform. Where there is no midwifery association in 
existence, steps should be taken to initiate one. 

(ii) 	 There must be close co-operation with non-governmental 
and governmental professional organizations such as 
medical, nursing, family planning, and IPAVS, and with 
non-professional organizations such as Scouts, Girl Guides, 
Rotary Clubs, APWA (Pakistan), Women's Institutions, eth;. 
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4. 	On legislation. 
(i) 	 Every country should establish a statutory body responsible 

to the government for the education of midwives and for 
the improvement of their status and working conditions. 

(ii) 	Continued education and refresher courses be compulsory 
for all categories of midwives at least every five years. 

(iii) Male and female sterilization should be made legal. 
(iv) 	Traditional birth attendants should be identified, trained 

and legally recognized. 

IV Country Follow-up Action Plan 
(a) 	Afghanistan. 

1. The delegates from Afghanistan discussed in detail each of the 
recommendations for action made in the general session. Each 
recommendation was approved. 

2. On their return to Afghanistan the delegates will present a 
report of these recommendations to the Director of the Division 
of Nursing and to the Minister of Public Health. The group will 
discuss ways of working towards implementation. 

(b) 	Iran. 
Iran was already implemelting many of the recommendations from 
this Working Party. The following would be added. 

I. 	Report to the National Association of Iranian Gynaecologists 
and Obstetricians. 

2. Report to the Chief of the Department of Obstetrics and 

Gynaecology at Tehran University. 

3. Report to the Medical 	 Council and make some suggestions. 

4. 	Report to the Midwifery Association of Iran. 

5. Report to the Chief of the Midwifery School of the National 
University of Iran and use knowledge from this seminar to give 
information to the Midwifery School. 

6. 	Report to the Ministry of Health. 

7. 	Report to the Head of the Family Planning Association of Iran. 

8. Suggest to the government authorities that legislation should 
cover sonic of the activities already being performed by mid
wives. 

9. To present some of the topics to the midwifery and nursing 
schools. 

10. 	 Present recommendations and information to obstetric and 
also to interns and medical students.gynaccology residents, 
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11. 	 Give information to midwives, assistant midwives and 
motivators who work in the Family Planning Association of 
Iran. 

12. 	 Include information in teaching midwives, assistant midwives, 
motivators and students (in high schools and nursing schools) 
and also the public. 

13. 	 Stimulate necessary activities for further education of midwives 
toward the expanded role. 

14. 	To initiate publication of midwifery Bulletins or Newsletters. 
15. 	 Encourage co-operation between midwives and obstetricians, 

gynaecologists and paediatricians. 

16. 	 Suggest national seminars for midwives, obstetricians, paedia
tricians and other health personnel. 

(c) 	 Kuwait 
I. 	We shall try to form a nursing association. As all our midwives 

are also nurses the same association would be acceptable. 
2. 	 We shall recommend compulsory refresher courses at intervals 

of at least five years and also continuing education. 
3. We shall encourage the suggestion that graduate nurse-midwives 

be assigned to work by contract for three years. 
4. 	We shall suggest that family planning methods should be 

available particularly to space pregnancies and prevent 
pregnancies in high risk mothers. 

5. 	We shall encourage the introduction of family planning into the 
training curriculum for nurse-midwives. 

6. 	 We shall encourage the publication and distribution of news
letters about nursing and midwifery to all midwives. 

7. 	 We shall suggest that an educational programme be started to 
train supervisors and teachers of nurses and midwives. 

(d) 	Pakistan. 

1.We will inform ihe Ministry of iHealth, Social Welfare and 
Family Planning, the Pakistan Nursing Council, Pakistan Nurses' 
Federation and the Pakistan Medical Council of the usefulness 
of this FI;O/ICM Working Party. 

2. We will try to form a Midwives' Section within the Nurses' 
Federation to be responsible for conducting their own affairs. 

3. 	 We will try to get the midwifery curriculum extended in order 
to include more about nutrition, paediatrics, public health and 
family planning so as to be accepiable for further studies, 
possibly in other countries. 
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4. 	We will try to acquire more teaching and more supervisory staff 
support to improve our maternal andand increased financial 


child health/family planning services.
 

5. We will recommend the appointment of a separate staff for 

making and recording medical and demographic statistics. 

6. 	We will encourage the legislation, identification and training of 

our TBAs (untrained dais). 

7. 	 We will try to get regular periodic journals for midwives and 

other health personnel. 

8. We will try to achieve 	 better co-operation with other health 

personnel and other associations. 

the status and working conditions of
9. 	 We will try to improve 


midwives.
 

10. 	We will try to arrange refresher courses, continued education 

regular seminars for midwives at regional and nationaland 
levels, to bring them up-to-date. 

II. We will invile ICM Headquarters staff to visit for consultation 

and advice. 
to arrange a seminar in 

12. We will rcquest 1CM Headquarters 
and other health personnel whofor senior midwives 

will subsequently train other categories of personnel. 
Pakistan 

13. 	 We will ask for incentives to be l,,ien to midwives and other 
areas.health personnel working in remnte rural 

14. 	 We ;,,illfor the co-operation of the government in seekingask 
the support of village leaders and religious leaders to help in 

the improvement of family health programmes. 

(e) Turkey 

1.To establish a statutory body responsible to the government 
improvement of theirfor the 	 education of midwives and 

working conditions and status. 

at 	 national level be organized by the
2. 	 Suggest that a seminar 

to the ideas gathered during thisMinistry of Hlealth expand 
Working Party. 

be in
3. 	 Recommend that the legislation for midwives should 

accordance with their responsibilities. 

Recommend that a qualified midwife should be able to identify4. 
abnormal and pathological conditions including dystocia during 

labour. 

5. The reorganization of services provided by midwives and the 

revision of midwifery educatiun and training curricula. 
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6. 	 Supervisory posts should be created for the supervision of 
midwifery personnel in the differ.nt health regions. 

7. 	 Promote the organization of orienta'ion courses for newly 
qualified midwives. 

8. 	 Piomote the organization of continual education through in
sei;ice and refresher courses for more qualified midwives, 
including family planning, to be compulsory every five years. 

9. 	To encourage the midwives to learn other languages in order to 
benefit from journals of midwifery and better communications 
with foreigners. 

10. 	Promote communication between countries in order to 
exchange knowledge on the new developments in obstetrics and 
gynaecology with regard to improving maternal and child health 
and family planning. 

I1. 	 Approach ICM to obtain help on the provision of professional
publications relating to midwifery. 

12. 	 Try to obtain short-term scholarships that will provide for the 
exchange of personnel between countries through ICPd, WHO 
and others. 

Analysis of Evaluation Questionnaire 
Completed by 12 delegates and 3 resource persons. The nurmber in 
brackets indicates the number of answers. 
(a) 	 General 

i. 	 Is this the first time you have been outside your own country?
Yes (I); No (14). 

2. 	 Have you ever attended a Seminar or Workshop or intercountry 
mleeting before? Yes (I 2); No (3). 
If so, where? Many times at home and abroad (6); Abroad 
only (2); In my own country (4). 

3. 	 Were you eager to attend this one? Very eager (12); fairly 
eager (3). 

4. 	 Are you pleased you attended this Working Party? Very 
pleased ( I I ); Fairly (2); Not answered (2). 

(b) WorkingParty Objectives 
The programme was designed to meet the six objectives listed 
below. We should be interested to know your opinion on whether 
these objectives were adequately met in the time allowed. 
1. To exchange information between countries on the present 

situation of 	 maternal and child health and family planning. 
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2. 	 To exchange information on the functions and training of all 
levels of personnel in midwifery and lamily planning. 

3. 	 To identify problems and needs in maternal and child care 
such as family planning, nutrition, paediatrics and health 
education, especially in rural areas. 

4. 	To study the means by which all categories of personnel in 
midwifery may expand their functions and contribute in solving 
problems and unmet needs. 

5. 	 To suggest necessary actions in the promotion and motivation 
of the expanded role of all midwifery personnel such as family 
planning policies, revision of legislation, curriculum modifi
cations, post-basic training and continual education, working 
with traditional birth attendants, working with professional 
organizations. 

6. 	To plan a follow-up programme for each ,. '-itry on the imple
mentation of the recommendations. 

Which objective did you consider most important before the 
seminar started? Objective 3 (9); objective 1 (2); objective 2 (1); 
objective 4 (1); not answered (2). 

Which objective was most satisfactorily achieved in the Seminar? 
Objective 5 (4); objectives 3 & 4 (3 each); objective 1 (2); 
objective 2 (1); not answered (2). 

Which objective was least adequately achieved in the Seminar? 
Objective 6 (5); objective 4 (4); objective 1 (2); objective 5 (1); 
not answered (3). 

If you could have a further day to work on one objective, which 
one would you choose? Objective 5 (7); objective 3 (2); objective 
4 (2); objective 6 (1); not answered (3). 
On which of the 6 objectives did you participate most in the dis
cussion? Objective 2 (5); objectives 3 & 6 (3 each); objectives 
4 & 5 (1 each); not answered (2). 

(c) 	 Programme 
I. 	Usefuhess of the presentation. 

(i) 	 Country reports -- very useful (11); fairly useful (3); of 
little use (I). 

(ii) 	 Family Health Care in Developing Countries - very useful 
(II); fairly useful (4). 

(iii) 	 Information, Education and Communication in Family 
Planning - very useful (9); fairly useful (5); of little use (I). 

(iv) 	Current Participation of Midwives and TBAs in Maternal 
and Child Health and Family Planning - very useful (10); 
fairly useful (4); of little use (1). 
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(v) 	 The expanding role and the scope and practice in the field 
of family planning for all categories of midwives and 
traditional birth attendants very useful (9); fairly useful 
(4); not answered (2). 

(vi) 	 Integration of family planning, nutrition, paediatrics and 
health education in the basic midwifery training curriculum 
- very useful (14); fairly useful (1). 

(vii) 	Integration of family planning with social welfare in Iran 
- very useful (5); fairly useful (4); of little use (2); not 
answered (4). 

(viii)Curriculum 	 development in maternal and child health/ 
family planning programmes - very useful (10); fairly 
useful (4); not answered (I). 

(ix) 	 Family planning in nationai development - very useful 
(10); fairly useful (4); of little use (1). 

(x) 	 Importance of legislation governing midwifery training and 
practice - very useful (12); fairly useful (3). 

2. Time given to topics for discussion. 
(i) 	 The priorities and problems in family health services and in 

family planning information, education and communi
cation: adequate (13); too much (1); not answered (1). 

(ii) 	 The expanding role of all midwifery personnel and 
traditional birth attendants in maternal and child health/ 
family planning: adequate (11); too much (2); too little 
(I); not answered (I). 

(iii) 	 Integration of family planning, nutrition, paediatrics and 
health education in training curricula: adequate (7); too 
much (5); too little (2); not answered (I). 

(iv) 	 Actions needed to achieve the expanded role in midwifery: 
adequate (12); too little (2); not answered (I). 

3. Conclusions. 
Each topic was terminated after certain conclusions had been 
agreed upon. Of these conclusions or recommendations: 
(i) 	 How many reflect a need for change in the health 

programme of your country? All (2); more than half 
(8); less than half (5). 

(ii) 	 How many will be acceptable to you and your colleagues 
at home: All (9); more than half (6). 

(iii) 	 How many were aheady fully implemented in your 
country? More than half (7); less than half (8). 

(d) 	Overall opinions. 
Please tell us in one sentence which specific feature of this Working 
Party pleased you most. 

Maternal and child health and family planning (I). 
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Reflection of the Islamic countries' problems and various kinds of 
solutions required on the basis of this group meeting (1). 
I was most pleased that all the participants were encouraged to 
speak (I).
 
In exchanging ideas; having common problems (4).
 
The group discussions were very beneficial as reports brought out
 
different aspects on training and education of healith personnel,
 
especially in maternal and child health and family planning (1).
 
The co-operation, kindness, love and respect which was given us (1).
 
Group discussion (2).
 
Working sessions on recommendations (1).
 
No comments (4).
 

(e) 	 Additionalcomments 
Thank you (I). 
Exchange of information and views gave a broad sense of imple
mentation and termination on the solution of the national 
problems. I should like frequent repetition of these kinds of 
international meetings (I). 
I should like to have more Working Parties among countries. Some 
opportunities to see other countries' institutions such as maternal 
and child health. I should like to see some midwives' school curri
culum other than the national (1). 
This type of Working Party or Study Group can help developing 
countries to exchange ideas and identify problems which may be 
similar to our own country and may be helpful in finding solutions 
to some of the problems existing in individual countries (I). 
The hospitality of the Turkish people was outstanding (3). 
No comments (8). 

VI 	 Follow-up Visits 
Follow-up visits were made by the part-time Regional Field Director to 
Iran, Afghanistan, Pakistan and Turkey between 24th April and 30th 
May 1977. 

Iran 
The recommendations of the Working Party had been sent to the 
Minister of Health, but due to lack of communication neither the 
Midwifery Division nor the Midwifery Association had received copies. 
The organization of the Ministry was in a fluid state and it was not 
certain whether the Midwifery Division would continue to exist. This 
resulted in , general lack of co-operation between doctors and mid
wives, and in an unwillingness by the Midwifery Division to take 
responsibility for action. The Mid~vifery Association was too small to 
exert much influence, although its numbers were growing. The officials 
seen expressed personal approval of the recommendations but would 
not speak for the Ministry. 
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The midwifery training curricula were kept under review and were 
up-to-date. 
There was a training programme for rural midwives. Those with good
general education were trained for six months and then returned to 
their villages. They were supervised every month. It was official policy
to replace TBAs by these trained workers, since TBAs were getting
older and were not legally recognized. However, the midwives agreed to 
support the training of TBAs, although such a training programme had 
no official backing. 
Recommendations regarding family planning were already put into 
practice as the legislation for midwives was very flexible. Midwives 
prescribed pills and inserted IUDs. 
Termination ot pregnancy up to 12 weeks was legal as was sterlization 
of either married partner over the age of 25 who had two or more 
children. Single persons aged over 30 could request abortion or steri
lization. 

Afghanistan
The recommendations of the Working Party had been received by the 
Ministry of Health and the Nursing Division had been made responsible 
for their implementation. 
There was considerable enthusiasm for the training of TBAs, and a
study programme in a selected area was being planned. Assistance was 
asked for, and eventually agreement was reached, to hold a Training
Seminar for Trainers of TBAs in the Autumn of 1977.
 
Attempts were being made to set up either a Midwifery Association or
 
a Council of Midwifery.
 
The nurse-midwife training curriculum comprised 3 years' nursing and
 
on year of midwifery and was generally satisfactory, although further
 
aspects of training ought to be included if the involvement of mid
wives was to increase. The biggest problem was the shortage of teachers.
 
There was an 18-month training programme for auxiliary midwives
 
which covered all the areas recommended.
 
Midwifery personnel were still being sent to University of California,
 
Santa Cruz for continuing Education.
 
There was no legislation on nursing or midwifery, although laws were
 
being drafted.
 
Registration of births took place only in the capital, Kabul, but plans
 
were being prepared to register births in Basic lealth Centres and
 
family planning clinics.
 

There were 8 MCII clinics in Kabul.
 
There were 37 family planning clinics in the country, 32 of which were
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open full time, 5 for only two days weekly. Clinics were well equipped 

and well staffed. Midwives were allowed to prescribe pills and condoms 

and to insert IUDs. Contraception was becoming increasingly accepted, 

and a survey by sociologists into the attitudes of women towards child 

care, nutrition, health education and contraception was under way. 

Transport was being provided for midwives to travel to rural areas. 

Pakistan 
The Nursing Adviser, Ministry of Health, had received copies of the 

Working report and she had sent this information to the Registrar of 

the Nursing Council which was also responsible for midwifery matters 

and included midwives as members. It was suggested that the title of 

the Council might be changed to make this more obvious, but this view 

met with little support. The Council was preparing to discuss the 

recommendations, and its Education Committee would consider 

extending the midwifery training curriculum to include more on 

nutrition, family planning, health education and paediatrics. It was 
course had been lengthened bysubsequently noted that the training 

three months for this purpose. 

The recommendations had also been discussed by the participants with 

officials of the Ministry, the Nursing Council and the Nurses Feder

ation. 

The recommendations had been generally well received and there was a 

great desire to see them implemented. Problems arose from (i) the 
the fact that midpolitical and economic state of the country and (ii) 

wifery was considered subordinate to nursing and neither profession 

was bighly esteemed socially, although the status of nurses was higher 

than that of midwives. 

In genet l there was good co-operation between nurses, midwives and 

obstetrit ian/gynaecologists. 

There were probably about 20,000 TBAs in the country. 

Some lectures on family planning were being given to medical students. 

Midwives were allowed to distribute pills and condoms and to insert 

IUDs. The acceptance of laparoscopic sterilization had increased. 

Turkey 
As Turkey had been the host country, there was strong official support 

for further action in implementing the recommendations. However, old 

policies and legislation needed to be changed before the midwife could 

fulfil a wider role. The Midwifery Association would need to be streng

thened before it could play an influential part. 

category of midwifeThe official view is that there should be only one 

for both urban and rural work.
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The training course for rural midwives had been lengthened from 3 to 
5 years and now included nutrition, health education, paediatrics and 
family planning. 
Education of village midwives in family planning had high priority. It 
had begun in 4 regions in 1977 and would take effect in 4 more regions
in 1978. Pills and IUDs were supplied free of charge. 
Midwives inserted IUDs under the supervision cf a doctor as the law 
required. Sterilization and abortion were allowed only on medical 
grounds. 

Following the Working Party, a five-day seminar on curriculum develop
ment had been organized by the General Directorate of Professional 
Education at the Ministry of Health. In attendance were the partici
pants at the Working Party, the President of the Turkish Midwives 
Association and some of the principals and teachers of the nursing and 
midwifery schools. The proceedings and results of the seminar are 
summarised as follows: 
I. Current nursing and midwifery training programmes were reviewed. 

Some of the cultural subjects were shortened and combined with 
others. More emphasis was placed on the professional aspect. 
A 	draft curriculum was prepared and presented to the Professional 
Education Division of the Ministry of Health. This mainly covered 
the preventive aspects of midwifery. 

The time devoted in the curriculum to nutrition, maternal and 
child health, paediatrics, health education, family planning and 
preventive midwifery were extended in the light of the Working 
Party recommendations. 

2. 	 A report was prepared and given to the Ministry of Health dealing
with the expanded role of midwives and the new Midwifery Law. 

3. 	 One of the participants and the President of the Turkish Midwives 
Association reported on the results of the Working Party. Copies of 
the Turkish translation of the interim report and group discussions 
were distributed. 

4. 	The interest aroused by the Working Party had stimulated all 
midwives to participate in their national Midwives Association. 

5. Turkish midwives felt the need to learn the English language in 
order to exchange ideas and attend training courses in English 
speaking countries. 

6. 	 Supervisory posts for midwives had been set up in two pilot cities 
by the efforts of the Manpower Division of the Ministry. 

7. 	 The number of' TBAs was decreasing and they were being replaced 
by village midwives. Because TBAs were not legally recognized, 
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Ministry officials were against training them. They would preter to 

see seminars in MCII, health information and family planning for 
the village women, using films and demonstrations. 

8. 	The interim report of the Working Party, translated into Turkish, 
was to be distributed to all schools of midwifery and nursing.. 

VII Outcome, Proposals for Future ActivitLs and Achievements 
I. 	In 2 countries positive steps were being taken to implement 

recommendations. 

2. 	 Further follow-up visits would be called for to assess the progress 
of implementation and to provide advisory services as necessary. 

3. 	 In-country seminars would be valuable on: 
(a) 	 MtCH/FP training for senior midwives and health personnel 

involved in training. 
(b) 	 Modification of basic curricula. 
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ANGLOPHONE MIDDLE EAST REGIONAL SEMINAR ON

EXPANDED INVOLVEMENT OF THE MIDWIFE
 

IN REPRODUCTIVE HEALTH,

KHARTOUM, SUDAN, 12th 18th NOVEMBER,- 1977. 

Participating countries: Egypt, Lebanon, Sudan, Syria. 
Jordan had accepted an invitation to attend, but the delegates were preventedfrom travelling through abreakdown in their travel arrangements. 

1. Preliminary Visits, July-August 1977 
Khartoum, Sudan 
The Under-Secretary of Health and the Director of the MCH/FP Projectexplained that the Ministry of Health was to conduct aNational Seminar 
on Family Health from 12-15th November, and the suggested dates
in November for the Regional Seminar would therefore be unacceptable.
They suggested February 1978 as no other earlier date was practicable.
This did not suit ICM and after much discussion it was agreed that thetwo projects should co-operate and operate jointly, with the National
Seminar running from November 12-14 and the 1CM Regional Seminarfrom November 12-18. On the l2th-14th the Regional Seminar part
icipants would attend the National Seminar from 9 a.m. to 2 p.m. andtheir own meeting from 4.30-6.30. On the remaining days the Regional
Seminar would operate on its own from 8.30 - 2.30. The objectives ofboth Seminars would be maintained, and each project would be res
ponsible for its own expenses. 
At the time of the visit three Sudanese delegates to the Regional Seminarhad been appointed, one obstetrician, one nurse-midwife and one public
health nurse-midwife. Each country was n'w izing invited to nominate 
two additional delegates, one obstetrician and one midwife.
 
The objectives, preparations, organization and follow-up of the Seminar
 
were discussed.
 
The Assistant Director of Nursing was seen, but it was obvious that the
 
Director of Nursing had not been informed of the Seminar.
 
A local committee had been set up, aregional field director appointed,
and the programme and the venue of the meeting finalized. The field

director would return to Khartoum two weeks before the Regional

Seminar.
 

Observations 
1. Categories of midwives 

Sister-midwives - with 12 years' general education, three years'nursing and one year midwifery at the Higher Nursing College. Some
family planning trzning was included in the second year. 
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Staffmidwives - with 9years' general education, three years nursing 
in Nursing School and one year midwifery in the Midwifery School. 
The course included one week's orientation in family planning. 

These two grades worked in maternity hospitals. 

lealth visitors - staff midwives with 18 months' health visitor 
training and four weeks' MCH/FP training. They staff all health 
centres and also function as trainees of district midwives. 

Village midwives - village girls with some elementary education who 
are selected by their village community for one year's midwifery 
training. They return to work in health centres in their own area. 
Family planning was not yet included in their training. 

TBAs -- There was a plan to train TBAs, but no indication when 
training would start. 

2. Family Planning 
Until 1975 family planning services were available only through the
 
countrywide clinics of the FPA. This body was now engaged in
 
training, I.E. & C. services, and cooperated closely with the
 
Maternity Centred Family Planning Project of the Ministry of Health
 
(MCFP/MOH).
 

MCFP/MOH did not have top priority and so had no budget. The
 
scheme was started in 1975, funded by WHO/UNFPA. Services were
 
available in five hospitals and three health centres in Khartoum.
 
Slow progress was said to be due to lack of trained personnel
 
because of lack of priority to family planning services. However,
 
there was no population problem.
 

Midwives were mainly involved in motivation. All services were
 
delivered by doctors. There were enough doctors at present in urban
 
hospitals and health centres; two sister midwives working in hospitals
 
inserted IUDs with the permission, and under the supervision of 
obstetricians. 

Calls were paid on the USAID Mission Director to inform him of the 
programme of the visit and to report achievements. The programme 
of the Regional Seminar was discussed with him and the prospective 
Regional Field Director introduced. 

Met Mrs. R. Azzizi, WHO Alviser in Family Health, who offered 
support and assistance. 

Cairo/Egypt 
At ameeting with Ministry of Health officials the increase in the number 
of delegates was explained. Two nominations had been made and the 
names of the others would be sent in later. Other administrative 
matters were settled and full approval given to the participation of the 
delegates in the joint meetings as arranged in Khartoum. 
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One delegate was seen and various aspects of the Seminar discussed 
with him. He would brief the other delegates. 

The Director, Family Planning Directorate, Ministry of Health, had not 
been consulted about the Seminar by the Ministry. In view of her know
ledge and experience she was invited to take part as a speaker and she 
accepted. She outlined the responsibilities of the Directorate as: 

I. 	Co-operation with other Ministries (which was good except with 
the Ministry of Religion), and promoting family planning as an 
integral part of MCH services. 

2. 	 Education in 1. E. & C. Training was being planned according to 
priorities. Doctors were not adequately trained, and this could harm 
an already weak programme. As there was no shortage of doctors, 
midwives should continue to function at present as motivators, but 
when all doctors had been trained, midwives could be trained in IUD 
insertion, pill prescription, etc. There were plans to train and utilize 
TBAs as motivators and distributors of conventional contraceptives. 
The Bangladesh Training of Dai Trainers Seminar was discussed and 
the guidelines for the Dai Trainers Manual, and a copy was asked for. 

3. 	Delivery of services was undertaken by the MCH services through its 
clinics and was not a function of the Directorate. 

The Head Mistress, a nurse-midwife, of the School of Nursing, Cairo 
University, explained the situation regarding midwives. There was only 
one category, the nurse-midwife, and the TBA. All midwives were 
nurses, but not all nurses were midwives. Midwifery training was an 
optional one-year postbasic course, but could only be taken after 2 
years' practical nursing experience. Some family planning was included 
in the curriculum. 

Some TBAs had received some training, but with little or no follow-up 
their performance could not be assessed. Most trained midwives 
preferred to work in urban areas. The few who operated in rural areas 
were not accepted because of their youth and lack of experience; rural 
women preferred TBAs. However, new government policy laid down 
that all newly qualified health personnel should work for two years in a 
rural community. 

WHO officials were unhappy with the arrangements for the joint 
seminar and wanted the arrangements changed, but eventually the 
meeting ended amicably. 

The USAID representative was informed of the arrangements and gave 
his approval to them. Hie and his staff were most helpful in every way. 

Amman, Jordan 
At interviews with Ministry officials, the reasons for the changes in 
arrangements regarding the joint seminars were explained, and the 
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composition of delegations confirmed. Two of the nominated delegates 

were already committed to an in-country family planning trainer's 
and talks were held to see if they could be released to attendcourse, 

the Seminar. The help of the USAID representative was also enlisted in 

this matter. 
Health, Faculty ofThe Assistant Professor of Nutrition and Child 

Medicine, University of Jordan, accepted an invitation to speak at the 

Seminar, and the content ofhis presentation was discussed. 

A courtesy call was paid on the Chief Nursing Officer to brief her about 
not a midwife but appeared to be interested.the Seminar. She was 


Copies of reports of past Working Parties were sent to her.
 

The Seminar was discussed with the USAID representative who agreed
 

that the joint arrangements were the best in the circumstances.
 

Categories of midwives were:
 

I. Nurse-midwives - only four in the country. They had 12 years' 

general education, 3 years' nursing training and one year's midwifery 
education. Family planning was not included in the curriculum. 

2. Midwives - 12 years' general education, 2%yiars' midwifery educ

catiou. Again, no family planning was included. 

there were about 200 of them; some had been trained in the3. TBAs 
was no record of the number trained orMaternity Hospital. There 

any information about their practice. 

The MCH/FP project was in a developmental stage and would be 

launched in 1978. A demonstration centre was to be built and 

personnel trained. 

Damascus- Syria 
At discussions with Ministry of Health officials, the arrangements for 

the Seminar and the nomination of delegates were discussed. None of 

the delegates was available for interview and briefing material was left 

to be passed on to them. A Syrian speaker was to be nominated. 
nowIt was said that TBAs had formerly been trained but this had 

stopped; no reasons were given. Family planning services were provided 
10 clinics of the FPA. Additional services werein the main by the 

MCH services. The government had to moveprovided through the 
cautiously because of religious sensitivities. 

The Director of MCH services, apaediatrician, was disturbed at the lack 
were too few health centres because of lack of midof progress. There 

wives and 90"/v of deliveries were undertaken by TBAs. Health auxiliaries 
to be trained to help the MCH midwives. Their 6-month coursewere 

to deal with health education, immunization andwould equip them 
general clinical MCH duties, but not with midwifery. However, the 
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Chief Nursing Officer saw no need to train a new category of worker. 
She said that there were enough midwives, but they were wrongly
assigned and were to be found mostly in schools of nursing, general
hospitals, etc. The government should take powers to direct them to 
the MCH services, and nurses should be encouraged to take up mid. 
wifery training to counteract the low intake of midwifery students. 
Also, TBAs should be trained and utilized.
 
The UJSAID representative gave some very useful background infor
mation on the position of family planning in Syria.
 

Organization 
As agreed during the preliminary visits, it was agreed that participants 
at the Regional Seminar should join in the proceedings of the National 
Seminar on Family Health which had already been arranged for
November 12-14th. On those three days they joined the National
Seminar for morning sessions and met independently in the afternoon. 

IlI The Working Party 
(a) 	Attendance: Those attending comprised:

(i) 	 15 delegates from Egypt (5); Lebananon (2); Sudan (5) 
and Syria (3). 

(ii) 	 8 observers from Sudan. 
(iii) 	 2 resource persons; rapporteur-general and assistant rapporteur

general, all from Sudan. Chairman, Steering Committee 
(Sudan), and 4 committee members (3 from Sudan, I from 
ICM) 

(iv) 	I representative from WHO (Alexandria) and 4 other represen
tatives from FIGO/ICM 

(b) Summary of Proceedings
At the Opening Session addresses were given by the Director of the 
National Seminar and representatives of the Sudanese Family
Planning Association, the Sudanese Society of Obstetrics and 
Gynaccology; the Sudanese Midwives Association and the 1CM. 
Miss M. Hardy, Executive Secretary ICM and Assistant Admini
strator, ICM/USAID Project, described the work of ICM, the 
original ICM/USAID Project and the new Project now in operation.
She 	 stressed the importance of the role of the nildwife and the 
need to train and utilize the TBA until such time as sufficient 
professional personnel were available. 
The Opening Address was given by Ilis Excellency, The Minister of 
Health, Sudan, who welcomed the participants and spoke of the 
President's great concern for maternal and child health, and his 
directive that they should 'ensure the availability of a midwife in 
every village'. As a result MCii had top priority in the National 
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Health Programme. There was a great shortage of midwives and 
about halfa million children born each year would not have proper 
medical care. There was great need for education in avoiding the 
risk of too frequent pregnancies. He assured the Seminar that the 
recommendations would have full attention and consideration. 

Later that day the participants were introduced, arrangements for 
the Seminar explained, and a paper was given by Mrs. B. Brohier, 
ICM, on The Role of Chairman, Rapporteur and Members of a 
Discussion Group. The groups met on Sunday morning to elect 
these officials, and in the evening country reports were presented. 

Egypt 
MCH centres had existed since 1927. There were now 225 centres 
in cities and about 2000 in rural areas. Personnel at city centres 
included one nurse-midwife and 8-12 auxiliary nurse-midwives. In 
rural centres there were 3 nurse-midwives or assistant midwives and 
also dayas who were used for motivation and assistance only. They 
were employed to compensate them for financial loss and to 
decrease their opposition to the new system. Comprehensive care 
was offered, including preventive measures and family planning and 
health education. There were problems of transport and of con
tinuous inservice training and upgrading of workers. 

Lebanon 
The health personnel included about 500 midwives, 1440 nurses 
and 60 TBAs. Midwives practised in special hospitals, MCH centres, 
outpatient and private clinics, family planning centres and in the 
homes. The shortage of midwives was especially acute in rural 
areas, where many deliveries were undertaken by TBAs, although 
their practice was illegal. However, plans to train and licence some 
TBAs were being considered. There had been a decreasing number 
of students in the midwifery schools in recent years. A wider 
midwifery training was now being offered at the only school still in 
existence. rhis was a four-year course leading to a master's degree. 

Syria 
Most of the population lived in towns, but health coverage in some 

rural areas was not good and some deliveries were conducted by 
TBAs. Some TBAs had received some training and trained mid

wives assisted in this. MCH services began in 1941; they were a 
continuous process beginning with health education in schools. 
Midwives operated in centres and in the homes. 

The work of health centres was hindered by shortage of midwives 
and other health workers, and by their lack of training, by shortage 
of drugs and equipment and by bad communications. 

Family planning services were established in 1972 for health and 

socio-economic reasons. 
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Sudm 
MCH services had top priority because of high maternal and infant
 
mortality and morbidity but was limited by the usual constraints
 
of finance, shortage and bad distribution of personnel, bad com
munications, low standards of education of the population, etc.
 

Maternity care consisted of pre-, intra- and postnatal care, main
tenance of lactation and pre-intion of breast feeding, and family
 
planning (including advice on infertility). Child care of: immediate
 
care to the newborn, maintenance of normal growth and develop
ment through advice on nutrition and general health, im
munizations, care of 0-5s and of the school child. Of 138 health
 
centres only 26 were in rural areas. The 16 midwifery schools
 
produced about 700 trained midwives annually. Postbasic training
 
for health visitors and for nurse-midwives was also given. MCH/FP
 
training was needed for health workers at village level.
 

On Monday morning the groups met to consider the first Dis
cussion Topic - The Priorities and Problems in Reproductive
 
Health Services in Developing Countries. Reports were prepared
 
later and presented the following day. Also on Monday visits were
 
paid to health centres.
 

The first subject on Tuesday was The Present Involvement of all
 
Categories of Midwives and TBAs in Reproductive Health and
 
Family Planning. Dr. Ahmed Mohsen, Egypt, reviewed the
 
activities of midwifery personnel in this field in other parts of the
 
world. In Egypt hospital deliveries were conducted by physicians,
 
and domiciliary deliveries (about 70% of the total) by nurse
midwives or by trained or untrained TBAs. Midwives and TBAs
 
were involved in family planning motivation but more use could be
 
made of them. Midwives distributed supplies, including pills; IUDs
 
were inserted only by doctors. Abortion and sterilization were not
 
part of the family planning programme.
 

Miss Waddad Abu Nader, Lebanon, said that midwives in her
 
country had a high social status and were well trained. Some TBAs
 
had received training from the FPA, WHO, The American Uni
versity of Beirut and government. They were responsible for about
 
one-third of all deliveries, midwives for one-third and doctors for
 
one-third. TBAs were often available when trained personnel were
 
not; also their fees were low and they were willing to go to the
 
patient, so that they were more acceptable. There was need to
 
reconsider the practice of midwives and TBAs.
 

Miss Naila Mousa Diah, Syria, said that midwives were responsible
 
for health education in schools, for all phases of maternal and child
 
care, and for family planning and family health education. Health
 
visitors worked in centres and were not allowed to conduct
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domiciliary deliveries, but otherwise performed similar functions. 

They also supervised TBAs, who only conducted home deliveries. 

Family planning was now an important part of MCH care. 

Miss Fatma Killa, Sudan, described the four categories of practising 
midwives in her country: (i) the nurse-midwives who worked in 

hospitals under the supervision of doctors;in family planning they 

functioned as motivators; (ii) health visitors who were nurse

midwives with an additional one year's training in MCH - they 

worked in clinics under the supervision of their tutors and gave 

MCH/FP services and health education; (iii) village midwives who 

had had nine months' training and worked in local communities 

and performed home deliveries; family planning was included in 
a shorttheir training; (iv) TBAs, sonic of whom had just received 

two-month training course in hygiene, asepsis, and some knowledge 
of pregnancy, nutrition, child spacing and child care. 

After this general survey, Dr. Osman Modawi, Director, Maternity 
Centred Family Planning Project, Sudan, spoke on The Expanding 
Role and Scope ofPracticeof all Categories ofMidwives and TBAs 
in Reproductive Health Services. He described the problems 
hindering the spread of health care in developing countries and 

stressed the need for covering the requirements of the rural popu

lation by the use ofcommunity health workers and village midwives. 

Health care had to be adapted to the culture of each society, and 

the midwife was the most important link into the life of the 

family. Her role in health education, family planning and com

munity health ought to be expanded. 

Discussion of Topic No. 2 followed: Tile Expanding Involvement 

of all Categories of Midwives and TBAs in Reproductive Health. A 

consensus report was approved on Wednesday morning. 

The next subject was lFamily Planning,Paediatrics,Nutrition and 

health l'Education as Integral components of the Curricultm of all 

Categoriesof Midwives and TBA s. 

Dr. Zein el Nayal, Senior Consultant in Obstetrics and 

Gynaecology, Omdurman, Sudan, spoke first of Family Planning. 

The Sudan FPA began work in 1965 and now had clinics in most 

in the country; it ran training courses for differentlarge towns 
wascategories of medical personnel. As a result family planning 

Medical School, Highintroduced into the curriculum of the 
Nursing College and iealth Visitors School and latterly into 

courses for midwives and rural workers. Government was now 
as part of MCII services, free contraceptivecommitted to provide, 

advice and services, to train personnel and to use TBAs and rural 

health workers as motivators. Midwives were tile obvious people 

to carry the message of family planning to the family, but lack of 
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training, fear of loss of income and the attitude of the rural popu
lation had to be overcome. They recognized their responsibilities 
to train and some c 'urses had already been held for health visitors 
and midwives, but not yet for village midwives or TBAs. The 
general improvement in rural development and primary health 
care was already in hand. Three seminars had been sponsored to 
consider the problems, including the present meetings. 
Dr. Mahmou'J Mohammed Hassan, Senior Consultant Paediatrician, 
Ministry of Health, Sudan, discussed Paediatrics. He said that 
training courses for midwives and TBAs should include preventive, 
social and curative aspects of major health problems - endemic 
diseases, prenatal factors (maternal age, effect of drugs), maternal 
infections, natal factors (obstetric difficulties, birth injuries, etc.),
postnatal factors (congenital malformations, infections, etc.).
The most important role of the midwife lay in the promotion of 
breast feeding, proper nutrition, management of gastro-enterology, 
collection of sLAtistics, and community and family health. 
Nutrition was covered by Dr. George Wadsworth, WHO Consul
tant, Nutrition Unit, University of Khartoum. He said that dietary 
deficiency was probably most dangerous at the earliest stages of 
fetal life. The relationship between fetal development and maternal 
nutrition was not yet fully understood. He stressed the imporlance 
of breast feeding and of adequate nourishment of low birth weight 
babies. 

The next speaker was Mrs. Awatif A. Osman, Director, College of 
Nursing, Khartoum, on the subject of Curriculum Development. 
She spoke of the need to re-examine the training of health 
personnel in the context of local needs and of the goal to be 
achieved. Clear educational objectives were required; the needs of 
the students had to be assessed and a curriculum devised 
accordingly and evaluated. Familiarity with modern teaching 
methods was essential. 

This was followed by a paper entitled Continuing Education in 
Reproductive Health, by Mrs. Muazzez Okay, Chief Assistant 
Director, Zeynep Kamil Health College (Midwifery School), 
Istanbul, Turkey. She said that health care was a progressive art, 
and its practitioners (midwives included) needed to be kept up-to
date if they were to function adequately in MCH/FP. She discussed 
the principles affecting the choice of courses to be provided and 
the selection of candidates, and said that it was vital to promote 
the enthusiasm of the trainee. Courses should be available for all 
from doctors to TBAs and should be held in both towns and rural 
areas, but the special needs of the TBA should be borne in mind. 
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A Panel Presentation on Legislation Governing the Training and 
Practice ofMidwives and TBA s then took place. Prof. Dr. Mahmoud 
EI-Minawi, Obstetrician spoke of the situation in Egypt and gave 
details of the midwifery training courses available and of the 
curricula. Mr. G.H. Fars, Advocate, Khartoum, discussed Legal 
Aspects ofMidwifery in Sudan, and enumerated the laws governing 
the practice of the profession in that country. 

Dr. 	 Abba Mukhtar, Unde, Secretary, Ministry of Health, later 
spoke on Administration a, . Organization of Maternal and Child 
Health Services. He said that services had to be adapted to the 
needs of families and communities. They should be acceptable to 
tie 	people, achieve desired objectives, be co-ordinated with the 
socio-econornic programmes and be economically feasible. He 
listed the problems and constraints in providing such services and 
went on to describe the inception of organized MCH in Sudan and 
its planning and structure. Family planning was offered only as 
part of MCII services and had not yet spread to rural areas. Training 
was being developed but was still inadequate, while distribution of 
supplies was hindered by bad communications. 

Discussion Topic No. 3 was dealt with on Thursday - The Incor
poration of Family Planning, Paediatrics, Nutrition and Health 
Education in the Basic Midwifery Curriculum and the TBA 
Training Course. 

On 	Friday. evaluation of tile ,ominar took place, follow-up action 
plans were submitted and the Interim Report discussed and 
accepted. The Closing Address was given by Dr. Abbas Mukhtar, 
and votes of thanks expressed by a delegate from each country. 

IV Consensus Reports of Group Discussions 
(a) 	 71opic I. Priorities and Problems in Reproductive Ilealth Serices 

in Developing Countries. 

I. A 	National Multidisciplinary Body for Family Health Services 
should be created. The detils of its establishment should be left 
to each particular country. Its functions should be: 
(i) 	 Identifying problem areas in reproductive health within 

the context of the overall health and development 
programmes of the country. 

(ii) 	 Implementation, supervision and integration of the national 
programme of reproduitive health. 

(iii) 	 Identification, training and supervision of all categories of 
personnel delivering reproductive health services with the 
objectives of raising the status an] ,emuneration. This 
should include innovative programmes to meet the needs 
of maximum coverage especially in rural areas. 
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2. Ilealth Education is considered an important tool in improving 
reproductive health. It should be included in the general 
educational programmes and other training programmes for 
community and social welfare organizations. lealth education 
should include premarital counselling, reproductive health, child 
health, nutrition and family planning. 

3. Continuous education programmes for all personnel involved in 
reproductive health services should be implemented, the courses 
being tailored according to the level of previous training and 
experience. 

(b) 	 Topic 2. The Expdnded Involvement of all Categories ofMidwives 
and TBAs in she Reproductive Health Services. 

I. 	 Integration of MCII/FP in all basic curricula of all c. 
midwives and nurses. For those already graduatt 
certificate training should take place in on-going in-coul. 
training courses in addition to on the job and local training. 

2. It is recommended that education, infomiation and motivation 
for family planning and counselling should be considered as 
an important function of all categories of midwives and TBAs. 
It is also recommended that they should be trained in the 
emergency management of some of the serious obstetrical and 
paediatric problems. 

3. In order to evaluate the role of TBAs, a national survey will be 
necessary. Thereafter a multi-disciplinary training programme 
should be organized in target areas with emphasis on infor
mation and education of the village communities ingeneral. 

(c) 	 Topic 3. The Incorporation of Family Planning, Paediatrics, 
Nutrition and Health Education in the Basic Midwifery Curri. 
culum and the Traditional Birth Attendants' Training Courses. 

I. 	The groups recommend the review of the curricula of midwifery 
training and assessment of how much family planning and 
health education, paediatrics, nutrition should he included in 
their basic programmes. The integration of family planning in 
the training programme of different levels of personnel working 
in midwifery is important for an efficient proimotion of health 
of the mother and child. 

2. in formulating the basic curricula o(r training courses con
sideration sholid he given to social, cultural and religious 
factors. 

.	 Continuous updating and training of the trainers ol' all categories 
working in the reproductive health service is necessary. Co
operation with international organizations in this respect is 
desirable. 
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V Country Follow-up Action Plans 
Egypt 
I. On our return to Cairo the information about the usefulness of 

this Seminar organized by ICM and FIGO will be given to the 
Ministry of Health. 

2. 	Our activities and reactions to the Seminars will be discussed with 
the officials concerned with the health of the family. The feasibility 
of a local country seminar will be discussed with the Ministry of 
hlealth and all officials concerned with family health. 

3. The final government decision and recommendation will be sent in 
the very near future to ICM. 

Lebanon 
I. 	To stress the teaching of Health Services in the school programme 

for midwives. 

2. To organize in-country seminars, refresher courses and workshops 
for all midwives, particularly for those in the rural areas. 

Syria 
I. 	We shall report to the Ministry of Health and present the Interim 

Report and the Recommendations. The implementation will 
depend on the government. 

2. We shall also talk to as many of our colleagues as possible about 
the Seminar. 

3. 	We hope our government will invite ICM to organize a Seminar 
Workshop for midwives in Syria. 

Sudan 
I. 	It was a great privilege to hold the Seminar in our country and it 

has highlighted many of our problems. 

2. The contents of the different resolutions and deliberations will be 
discussed with other Sudanese personnel concerned at different 
levels and conveyed to the top policy makers in the Ministry of 
Ilealth for their implementation. 

IV Recommendations 
1. A National multidisciplinary body for Family Health Services 

should be created. The details of its establishment should be left to 
each particular country. 

Its functions should include: 
(a) Planning the identifit.tion of problen areas in Reproductive 

Ilealth within the content of the overall health and develop
ilen programmes of the country. 
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(b) 	Implementation, supervision and integration of the National 
Programme of Reproductive Health. 

(c) 	 Identification, training and supervision of all categories of 
personnel delivering Reproductive Health Services with the 
objective of improving their status and remuneration. 

(d) 	 The inclusion of innovative programmes to meet the needs of 
maximum coverage especially in rural areas. 

2. 	 Health Education be .onsidered an important tool in improving 
Reproductive Health and be included in general educational and 
other training programmes for community and social welfare 
organizations. It should include:
(a) 	 Pre-marital counselling 
(b) 	 Reproductive Health 
(c) 	 Child Health 
(d) 	 Nutrition 
(e) 	 Family Planning 

3. 	 Continuing education programmes be implemented for all personnel 
involved in the Reproductive Health Services. Such programmes 
should be tailored according to the level of previous training 
experience. 

4. 	 Maternal and Child lHealth/Family Plannirg be integrated into all 
basic curricula for all categories of midwives and nurses. For the 
personnel already graduated, continuous in-country training courses 
should be arranged in addition to the job and ad hoc training. 

5. 	Education, Information and Motivation for Family Planning and 
counselling be considered as an important function Af all categories 
of midwives and TBAs. In addition they should be trained in the 
management of some of the first-aids of obstetrical and paediatrir 
emergencies. 

6. 	 There is a a need for a nationa! survey to evaluate the role of TBAs. 
Thereafter multi-disciplinary Ibaining programmes should be organised 
in target areas with emphasis on information and education of the 
village communities in general. 

7. 	 The curricula of midwifery training be reviewed and an assessment 
made of how much family planning, health education, paediatrics 
and nutrition be included in their basic programmes. 

8. 	 Consideration be given to social, cultural and religious factors in 
formulating the basic curricula for training courses. 

9. 	Continuous updating and training t,,, the trainers of all categories 
working in the Reproductive Heal, Services is necessary. Co. 
operation with international organizations in this respect is desirable. 
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VII Analy.i of Evaluation Qustionnaires 
(a) 	TechnkalAspects 

Q. Is this the first time you have been out of your country? 
A. Yes - 3; No - I I ; Abstained - 1. 

Q. Have you attended an international meeting before? 
A. Yes - 9; No - 6. (Details were given by those answering 'yes'). 

Q. Were you eager to attend this Seminar? 
A. Very eager - 12; fairly eager - 3. 

Q. Are you pleased that you attended this Seminar? 
A. Very pleased - 12; fairly pleased - 3. 

(b) 	 Objectives of the Seminar 
Q. Were the objectives adequately met in the time allowed? 

I. 	 To exchange information on the present situation of 
Reproductive Health Services (RHS) in the countries 
represented here. 
A. Yes - 14; No - I; Abstained - 1. 

2. 	 To exchange information on training and functions of all 
categories of midwives and TBAs. 
A. Yes - 15; (no other answers given). 

3. 	 To identify common problems in RHS, especially in rural 
communities such as obstetric and paediatric emergencies; 
the underserved or unserved areas in RHS such as family 
planning, nutrition, paediatrics and health education, 
particularly in rural communities. 
A. Yes - 13; No - 1; Abstained - 1. 

4. 	 To consider how the functions of all categories of midwives 
and TBAs can be expanded so as to assist in solving 
problems and in contributing towards the underserved or 
unserved aicas. 
A. Yes-14;No-l. 

5. 	 To suggest actions which are necessary to promote the 
expanded involvement of midwifery personnel and TBAs 
and their motivation. 
A. Yes - 12; No -- 2; Abstained - 1. 

6. 	 To plan an appropriate follow-up action programme for 
each country in order to ensure the implementation of the 
recommendations. 
A. Yes -- 6; No -- 7; Abstained - 2. 

Q. Of what value to you were the various presentations? 
I. 	 Reproductive Health Services in Developing Countries. 

A. Very useful - 9; Fairly useful - 5; Abstained - 1. 
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2. 	 To what Extent are the Midwives and TBAs involved in 
RHS? 
A. Very useful - 8; Fairly useful - 4; Of little use - 2; 
Abstained - 1. 

3. 	 The Expanding Involvement and Scope of Practice of all 
Categories of Midwives and TBAs in RHS. 
A. Very useful - 10; Fairly useful - 3; Abstained - 2. 

4. 	 Family Planning, Paediatrics, Nutrition and Health 
Education as Integral Components of the Curricula of all 
Categories of Midwives and TBAs. 
A. Very useful - 13; Fairly useful - 1; Abstained - 1. 

5. 	 Curriculum Development. 
A. Very useful - 5; Fp.ily useful - 8; Of little use - 1; 
Abstained - I. 

6. 	 Continuing Education in Reproductive Health. 
A. Very useful - 7; Fairly useful - 6; Of little use - 1; 
Abstained - 1. 

7. 	 Legislation governing the Training and Practice of Midwives 
and TBAs. 
A. Very useful - 2; Fairly useful - 10; Of little use - 2; 
Abstained - 1. 

8. 	 Administration and Supervision. 
A. Very useful - 4; Fairly useful - 8; Of little use - 2; 
Abstained - 1. 

Q.Of the objectives (1-6 above), which were most satisfactorily 
achieved? 
I. 	 Which objective was not adequately achieved? 

A. No.1 - 2; No.6 -8. Abstained - S. 

2. 	 Which objective was most satisfactorily achieved? 
A. No.I - 7;No.4 - 5;No.5 - I. Abstained 2. 

3. 	 If you could have had a further two days to work on one 
objective which one would you choose? 
A. No.2 - 4; No.3 - 1; No.4 - 2; No.5 - 6; No.6 - 1. 
Abstained - I. 

4. 	 On which of the six objectives did you participate most in 
the discussions? 
A. No.2 - I;No.3 - 2;No.4 - 4;No.5 - 5. Abstained - 3. 

Q.Was adequate time given for discussion of major issues? 
i. 	 The priorities and problems in RHS in developing countries. 

A. Adequate - 11; Too little - 3; Abstained - I. 
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2. 	 The expanded involvement and function of all categories 

of midwives and TBAs. 
A. Adequate - 1I; Too little - 3; Abstained - 1. 

3. 	 The incorporation of family planning, paediatrics, nutrition 

and health education in the basic midwifery curriculum and 

the TBAs' training course. 
A. 	Adequate - 10; Too little - 4; Abstained - 1. 

Q. How relevant to your country were the conclusions and recom

mendations? 
a need for a change in your programme?I. 	 How many reflect 

A. All - 2; More than half - 8; Less than half - 3; 

ALstained - 2. 

2. 	 How many will be acceptable to your colleagues at home? 

A. All - 4; More than half - 1; Less than half - 4: 

Abstained - 6. 

3. 	 How many were already fully implemented in your country? 

A. All - 1; More than half - 9; Less than half - 3; 

Abstained - 2. 

(c) 	General Comments 
Q. Which specific feature of this Seminar pleased you most? 

- 7; Recom-A. Group discussions - 3; Exchange of information 
1; Expanding the involvement of the TBA inmendation No.1 

the rural health service until there are more trained midwives 

2;No comment - 2. 

Q. Have you any other comments to make? 

A. 1. Very well organized Seminar and very interesting topics. 

Time was short for discussions. 
doctors Lf different disciplines and mid2. 	 Bringing together 

wives of different standaids to discuss a genuine problem. 

3. 	 Thank you. 
4. 	 A proper and continuous follow-up from the ICM to this 

subject - the involvement of the TBAs. 

5. 	 As a result of language difficulty some delegates were 

unable to express themselves properly. 
6. 	 Inclusion of more midwives in ICM. 
7. 	 Not enough time for discussion. I would like to have a 

follow-up for this Seminar. 
8. 	 Six had no other comments. 

Viii Hand-outs 
At the meeting the following papers were circulated: 

I. 	 Paper on The Egyptian Reproductive Health Programme by 

Professor M.F. EI-Minawi, Professor of Obstetrics and Gynaccology, 

Faculty of Medicine, Cairo University, Egypt. 
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2. Paper on Teaching of Family Health in the Health Profession
Institutions by Dr. Hamid Rushwan, Dept. of Obstetrics and
Gynaecology, Faculty of Medicine, University of Khartoum and
Dr. Awatif Osman, Director, Khartoum Nursing College. 

3. Paper on The History of the Egyptian Midwifery and Nursing by
Mrs. Naemet Abou El Saoud, Director of Cairo University School 
of Nursing. 

4. The Activities of the Egyptian Nurses Association which has
recently been turned into a Syndicate by The Headmistress, Kasr 
El Einy School of Nursing. 

IX 	 Follow-up Visits, February/March 1978 
Sudan 
(a) Meetings with offiials 

The Under-Secretary and heads of various sections of the Ministry
of Health were seen. The recommendations were slowly being im
plemented by the Ministry and by the training institutions. The 
Maternity Centred Family Planning Project (MCFP) was organizing 
a mini-workshop on The Inclusions of Maternity Centred Family
Planning in all Curricula. The participants at the Seminar would 
arrange this, act as speakers, resource persons, etc. Training of
trainers for MCFP had begun with a 12-week course for 15 
students, and more courses would follow. Training of TBAs was 
being planned and the pilot programme in Blue Nile Province was 
progressing well although there were few participants at present. 
The Rapporteur-General, who was senior lecturer in obstetrics and
gynaccology at the University of Khartoum, thought the final 
recommendations excellent. The suggestions for expanding the 
involvement of the midwife in reproductive htcalth had stimulated 
the participants to improve the standards of teaching and delivery
of services. This was an immediate result of the seminar. Actual 
implementation of the recommendations would need time and 
effort. 

(b) Meetings with delegates 
The two obstetric delegates said that they had taken every oppor
tunity to stress the role of the TBA and the possibilities of training 
them. 

The Matron, Soba Hospital., University of Khartoum, spoke of
family planning sessions held at the hospital. Refresher courses 
were being given to nurse-midwives. The Midwifery Tutor, Nursing
College, Ministry of Education, said that the Midwifery Institute 
was planning to recruit midwifery graduates as teachers to improve
standards of training. The curriculum was being revised to include 
field training. 
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The Student Health Visitor ,'t the Omdurman School would do her 
best to promote the e-xpanded involvement of midwives in repro
ductive health when sh. returned to Southern Sudan after com
pletion of her training. She would be involved in midwifery 
training there. 

Opportunity was taken to discuss the new USAID/ICM project for 
the training of trainers of rural health workers and interest was 
expressed. The project might fit in well with the national health 
development policy. 

A report was made to the USAID representative on progress in 
implementing the recommendations of the Seminar. 

Egypt 
Meetings with officials and delegates 
The USAID Population Officer was interested to hear of develop
ments in the Sudan and asked that the Director of Nursing and 
Midwifery, Ministry of Health, be kept informed. 

Government officials and delegates reported that the first recom
mendations of the Seminar had been implemented by the High 
Council of Maternal and Child Health and the High Council of 
Population. Integration of MCH and family planning was already 
included in the 5-year plan. The Council for Human Resources 
was responsible for health education in schools and technical 
schools and for family planning L.E.& C. The General Nursing 
School was conducting 3-month midwifery courses, but these were 
inadequate. There was a shortage of nurses with midwifery .raining; 
only about half of the 3,000 nurses were qualified in midwifery. 

The government planned to have nurse-midwives working in 
MCH/FP centres, so that assistance would be needed in training 
of trainers and in the provision of teaching materials and equip
nient. There were said to be no TBAs (although others said that 
there were some working in rural areas). 

On-going projects were: evaluation of secondary school 
programmes; promotion of refresher courses in public health; 
review and evaluation of one-year obstetrics and gynaecology 
nurses' diploma ccurses. There would be co-operation with inter
national organi,,ations in all training programmes for all categories 
of health work,;rs in reproductive health. 

The new ICM/USAID project was discussed and the group thought 
that ICM could assist in the training oftrainers of assistant midwives. 
A training seminar in Egypt was suggested. 

A visit was paid to a MCII clinic and also to the FPA model MCIt/ 
FI' centre, to which midwives, nurse-midwives and students were 
assigned for practical training. It ran refresher courses for its staff 
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every six months. They were very interested in the new ICM/ 
USAID project. 

Lebanon 
The delegates had presented the recommendations to the Ministry
of Health, the Ministry of Social Welfare and to the Directors of 
the French School of Nursing and Midwifery. 

A goverr.ent official emphasized the shortage of trained midwives. 
The piofess'on was 1oo-ly paid and did not attract recruits. 'he 
government had done little to promote interest. 

The practice of TBAs was illegal, but they were allowed to operate
because of the shortage of trained personnel. They were largely 
illiterate and their practice often dangerous. The government had 
planned to train and utilize them but nc funds were available. 
Government was planning to improve and develop MCH services 
including the training of personnel. Assistance in training would 
be welcomed.
 

The National School of Nursing ran two courses - a 4-year course
 
for entrants with 10 years' education and a 3-year course for those 
with 12 years' general education. Public Health and MCH were 
already in the curricula and family planning was being introduced. 
The President of the Midwives Association said that the political
situation had prevented any implementation of the recommen
dations, although they would like to train TBAs. She was 
interested in having assistance from lCM through their new project. 
The Director of the Nursing/Midwifery School at the French 
University had already iniplemented some of the recommendations, 
including the addition of family planning to the curriculum. The 
University would use the recommendations as guidelines in 
developing their new 2-year mri'vifery course. 

The FPA conducted short family planning training courses for 
TBAs to equip them as motivators and distributors of simple 
contraceptive methods. They also conducted training and refresher 
courses for nurses and midwives. Both nurses and midwives 
inserted IUDs. The Association had 18 family health clinics and 
worked closely with the Ministry of Social Welfare in promoting 
family health. They planned to co-operate with the French Uni. 
versity School of Nursing and Midwifery in their training 
programmes. 

Jor .an 
Although the delegates had been unable to attend the Seminar, 
government officials had received the report and recommendations; 
comments on them were as follows: 
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I. A MCH/FP /Family Health project was due to bee'n shortly and 
personnel were being trained. 

2. Family planning education was conducte.d in all 51 MCH 
centres. Services were available on request, because family 
planning per se was not officially recognized, but was accepted 
as a health measure. 

3. Premarital medical checks were carried out. 

4. 	Primary health care was a top priority; there was already a good 
nutrition programme. 

5. There were training programmes for all MCH/FP personnel. 

6. 	Health education was already included in medical, nursing and 
midwifery curricula. 

TBAs had been trained and utilized. This had been stopped 
temporarily, but government planned to resume training and to 
:egister and license them. The midwifery curriculum compared 
favourably with the recommendations. The gove;iment was 
prepared to co-operate with any international oiganization to 
promote high standards of care in the reproductive services. They 
were interested in the new ICM/USAID project and asked for more 
information. 
The School of Nursing and Midwifery had two midwifery training 

9 	years'programmes - a basic two-year programme following 
general education and a one-year postbasic course for trained 
nurses. The curriculum was revised annually and they would use 
the recommendations as guidelines for future revisions. 

The FPA was promoting family planning as a health measure, not a 
means of birth control. There were 14 clinics in Jordan. The 
Ministry of Health had itegrated family planning into health 
programmes. The WoWci't' Union Association had organized short 
f:imily planning triiing courses for their members and other 
women. I.E & C. was carried out via the media. They planned to 
develop family planning motivation, to work with the voluntary 
organizations and to participate in the Year of the Child. 

The chosen delegates expressed continued interest and hoped that 
the new project might be applied in Jordan. The obstetric delegate 
had prepared four suggestions for consideration. 

I. 	Upgrading of professional personnel by seminars and workshops. 

2. Provision of incentives - pay, promotion and employment in 
MCH centres. 

3. Supervision of TBAs through annual renewal of licences. 

4. 	Make available necessary obstetric equipment. 
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Syria 
The USAID representative was pleased with the recommendations
 
and advised discussion of health problems with Ministr., officials.
 

The Minister of Health suggested forming a committee to discuss
 
the recommendations and to suggest implementation of those that
 
were relevant. The new project was described and he promised to
 
discuss this and all other matters with his assistants.
 

The Assistant Minister of Health - Director of General Training 
said that:
 

I. 	Family planning would be offered as an integral part of MCH 
services. 

2. 	There was a plan to provide every province with a training 
centre for MCH. 

3. 	 There were still a great number of TBAs in rural areas, and even 
some in towns. 

4. 	Training - short and long MCH/FP training courses were given
by WHO in Alexandria, Egypt. 
- government was planning to develop a training course for 

TBAs. 
- family planning would be included in the nursing and mid

wifery curricula. 
- a one-year course for assistant nurses was being planned, 

with MCH/FP as a major part of the curriculum. 

The existing midwifery programme was postbasic t3 nursing
training. There were plans to revise this to emphasize family 
health aspects. A single certificate 2-year midwifery trainihig 
course was proposed. 

Visits were paid to: 

1. MCH/FP Training centre. At present they gave practicAi training 
to medical students and to student nurses and midwives. 
Proposed activities included courses for health visitors (already 
prepared), auxiliary public health nurses and technical (assistant) 
midwives. 

2. 	 Nursing/Midwifery School (Ministry of Health). The Director 
had not received the recommendations although two of the 
delegates were members of staff. fie promised to study them 
and to implement those that were relevant. 

3. 	 Syrian FPA. They had 8 clinics, 3 in Damascus and 5 in the 
provinces, and hoped to open 6 more next year. They
conducted family planning training courses for medical, nursing 
and midwifery students. There were annual refresher courses for 
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Association staff. I.E. & C. activities were carried out. One clinic 
visited was very well attended and the staff overworked. 

4. 	Assistant Director, Women's Union Association. They actively 
assisted the FPA in educational programmes, including literacy 
classes, health education and nursing classes. 

5. 	The President, Syrian Nursing/Midwifery Association. She had 
been involved in the training of TBAs before the programme 
ended but was now strongly against their training and utilization 
because she wanted to stimulate government to recognize the 
need fu, more professional midwives. 

The delegates had presented the report to the Ministry of Health 
but said that the recommendations had arrived late and they had 
been unable to discuss them with officials. 

APPENDIX I 

List of Participants 

Delegates Fayoum Governorate, 
Fayoum. 

Egypt 
Dr. Mahmoud El Minawi MD, Mrs. Soad Embaby, 
Professor Nurse-Midwife, 
Obstetrics/Gynaecology, 
Faculty of Medicine, 

Nursing Administrator, 
Nursing Division, 

University of Cairo, Ministry of Health, 
Cairo. Cairo. 

Dr. Ahmed Abdel Wahab Mohsen, 
Director-General of lealth, Lebanon 

Dakahlia Medical Zone, Miss Rose Bassile, 

Mansoura. Midwife, 

Mrs. Naemat Abou El Saoud, 
Supervisor,
School of Midwifery, 

Nurse-Midwife Faculty of Medicine, 
Director, University of Beirut, 
Kaser El Eini Secondary Nursing Beirut. 

School, 
Cairo. Miss Wadad Abi Nader, 

Mrs. Farida Abou Metwali, Midwife, 
Nurse-Midwife, Social Counsellor, 
Inspector, Ministry of Social Welfare, 
Maternal and Child Health, Beirut. 
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Sudan 	 Miss Ibtissan Yahya Saada, 
Dr. Fadil Saeed, 	 Nurse-Midwife, 
Obstetrician/Gynaecologist, Nursing Instructor, 
Medical Office In Charge, School of Nursing, 
Maternity Centred Family Planning Ministry of Health, 

Project, Damascus. 
Omdurman Hospital, Observers 
Omdurman. 

SudanDr. Zein El Nayal, 
Dr. Hassan Wahibi,Senior Consultant, 

Obstetrician/Gynaecologist, 	 Obstetrician/Gynaecologist, 
Director,Omdurman. 
Maternal and Child Health Centres, 

Miss Kaltoum El Agab, Ministry of Health, 
Nurse-Midwife, Khartoum. 
Matron, Dr. Mustafa Mukhtar, 
Soba University Hospital, Obstetrician/Gynaecologist, 
Soba, Husahisa Hospital, 
Khartoum. Ministry of Health, 

Miss Fatma Killa, Khartoum. 
Nurse-Midwife, 
Midwifery Tutor, Dr. Zuheir A Nour,College of Nursing, Director,
Ministry of Education, Curative Medicine,
Khartoum. Ministry of Health,

Khartoum. 

Mrs. Elizabeth Ibrahim, Dr. Ibrahim El Amin, 
Nurse-Midwife, Obstetr.ian/Gynaecologist, 
Health Visitor, 

Registrar,Maternal and Child Health Dept. 
Khartoum North Hospital,Juba. 
Ministry of Health, 
Khartoum. 

Syria Dr. Mohamed Hassan Baldo,
 
Miss Najla Moussa Diah, Obstetrician/Gynaccologist,
 
Nurse-Midwife, Rufaa Hospital,
 
Nursing Instructor, Ministry of Health,
 
School of Nursing. Khartoum.
 
Ministry of Health, Miss Fatma Salch,
 
Damascus. Nurse-Midwifc,
 

Mrs. Zakich Kurdi, Sister in Charge, 
Nurse-Midwife, Maternity Section, 
Watani Maternity Iospital, Soba University Hospital, 
Aleppo Health Dept., Soba, 

Khartoum.Aleppo. 
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Mrs. Sakina Abdel Gani, 

Nurse-Midwife, 

Sister, 

Maternity Centred Family Planning 


Project, 
Ministry of Health, 
Khartoum. 

Mrs. Saffa Abdulla, 
Nurse-Midwife, 
Omdurman Hospital, 
Ministry of Health, 
Khartoum. 

Resource Persons 
Mrs. Muazzez Okay, 
Mrs. Awatif Osman 
Dr. Elma Abbas 
WHO Consultant, 
Maternity Centred Family Planning 

Project, 
Ministry of Health, 
Khartoum, Sudan. 

Mrs. Masuda R. Azizi, 

WHO, 

Nurse-Midwife/Health Educator, 

Maternity Centred Family Planning 


Project, 
Ministry of Health, 
Khartoum, Sudan. 

Rapporteur - General 

Dr. Hamid Rushwan, 

Dept. of Obstetrics/Gynaecology, 

Faculty of Medicine, 

University of Khartoum, 

Kiartourn, Sudan. 


Assist. Rapporteur - General 

Miss Atiyat Abdel Ghafar, 

Nurse-Midwife, 

Midwifery Educator, 

College of Nursing, 

Ministry of Education, 

Khartoum, Sudan. 


Representative of WHO
 
Miss Elizabeth Leedam,
 
Nursing Adviser,
 
Nursing Development,
 
World Health Organisation,
 
Eastern Mediterranean Regional
 

Office, 
P.O. Box 1517,
 
Alexandria,
 
Arab Republic of Egypt.
 

Steering Committee
 

Chairman
 
Dr. Osman Modawi,
 
Senior Obstetrician/Gynaecologist,
 
Director,
 
Maternity Centred Family Planning
 

Project, 
Ministry of Health, 
Khartoum, Sudan. 

Members
 
Dr. Sharaf El Din El Taib,
 
Obstetrician/Gynaccologist,
 
Secretary,
 
Sudanese Society of Obstetrics/
 

Gynaecology, 
P.O. Box 686, 

Khartoum, Sudan
 

Miss Kaltouln El Agab,
 
Matron,
 
Soba University Hospital,
 
Soba,
 
Khartoum, Sudan
 

Miss Mohga Lutfi,
 
Nurse-Midwife,
 
Sister,
 
Maternity Centred Family Planning
 

Project,
 
Ministry of Health,
 
Khartoum, Sudan.
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Mrs' Belinda Brohier, 
Field Director, 
ICM/USAID Project, 

iCM, 
47 Victoria Street, 
London SWi If 0EQ 

FIGO and 1CM Repmesentatives 
Dr. IHamid Rushwan 
Miss Margaret Ilardy 
Mr. H1arry Smith 
Financia! Administrator 
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Miss Mohga Lutfi
 
Part-time Reg(mal Field Director
 
Mrs. Belinda Brohier
 

Reports Committee
 
Dr. lamid Rushwan,
 
Miss Atiyit Abdel Ghafar,
 
Miss Rose E dsile
 
Prof. Dr. Mahmoud El Minawi
 
Lt. Ahmed Abdel Wahab Mhien
 
Miss Margaret lardy
 
Mrs. Belinda Brohier.
 

APPENDIX II
 

List of Papers Presented
 

I 	 'P ICM/USAID Project 

2. 	 The Present Involvement of all 
Catcgories ot Midwives and 
Trditiorn.l Birth A tlendats, in 
Rcproducivc IWealh and Family 
l'larning 

3. 	 *fheFxpaudg Role and Scopeo 
ki Practice of all ('ategories of 
.idwives alnd 'Iraditional Hirth 
Attevndants in RKIduticive 
iealth Scrvic 

1. 	 Family iPlannring as an Integral 
Com~nllorn iof tile Curricula of' 
all ('.¢Ieoici of Midwives anod 
1 faditiolulH irth Atlendallts 

5. 	 I'aedIalfuc.: All Intcgr; 
Comonipen o' ieiuriculIa Pf"i t" th 

: l (oh'ifrie ivenI,, 
l vaditlloal Hirth Atllendallts 

6. 	 \11r61-1)t, ;1 Ifriclal (onponllelt 
itl the (0 1i1ifllh i,1 all ('all.. c,s 
t,| ,tklwisc~ ' 

Miss F. MarpreIHardy 

I-xecutive Secretary, i(.M 
Assistant Administrator, 
ICM/USAI i) Project 

l)r. Ahmed Mohsen. I.gyp( 
Miss Wa ad Abu Nader. Lebanon 
Miss Najla Siousa l)iah, Syria 
Miss Fatna Keilla. Sudan 

I)r. Osman Modawi 
Director. Maternity Centred Fiamily 
t13an1ing Pwj ct. 
Ministry (it Ilealh, Sudanl 

)r. Zein 1,1 Naval 
Senior ('onsultallt inl ()hst. & ;yri. 
Sudan F.P.A. 

1)1 . Mahi d Mchailimlmed Hlassan 
Senitor ('olsl tanil I'aediatrici an 
Nllillwlt oP IIcalih Studall 

I). George R. Waslo,olth
 
WIi) (Cn ltani, Nutrition IU'nit,

Khiai it'linil Pllr 'ii|ri.Suda1n 
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7. 	 Expanded Involvement of the Mrs. Awatif A. Osman 
Midwife in Reproductive Health Director, College of Nursing, 
Care - Curriculum Development Khartoum 

8. 	 Continuing Education in Mrs. Muazzez Okay 
Reproductive Health Chief Assistant Director 

Zeynep Kamil Health College 
(Midwifery School), Uskudar, 
Istanbul, Turkey 

9. 	 Legislation Governing Midwifery Prof. Dr. Mahmoud EI-Minawi 
Training and Practice in Egypt Dr. Ahmed Mohsen 

Mrs. Naemat Abo-EI-Saoud, 
University of Cairo, Egypt 

10. 	 Legal Aspects of Midwifery in Advocate G. ff. Faris 
Sudan Khartoum 

II. 	 Administration and Organization Dr. Abbas Mukhtar 
of Maternal and Child Health Under.Secretary of Heaith, 
Services Khartoum, Sudan 
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ANGLOPHONE WEST AFRICAN INTER-REGIONAL SEMINAR
 
ON HEALTH TRAINING, FREETOWN, SIERRA LEONE,
 

7th - 2Sth JUNE 1976.
 

Participating countries: 	 The Gambia, Ghana, Liberia, Nigeria and 
Sierra Leone 

Project Director: 	 Miss Barbara Pattersen, 1CM. 

Rationale 
1. 	 Many midwives, nurses and other health personnel in the field lack: 

(a)previous adequate training in family health; 
(b)knowledge of the demographic picture and its significance to 

the various countries; 
2. 	 The need to give information, motivation, education and assistance 

to doctors, midwives and nurses, because of their day-to-day 
influence and association with patients. 

3. 	 Because of the shortage of medical personnel, it i. pmrctical to 
harness the potential of midwives and nurses in the direct delivery 
of family health services in their expanded role. An immediate 
requirement, therefore, is to train midwives and other members of 
the health team responsible for providing MCH services. The aim of 
this three-week course was to achieve these objectives and to allow 
persons undergoing training to act as organizers of training pro
grammes in their own countries. 

The members of the health team having a role to play in this service 
are: 

1. 	 Members of all categories engaged in hospital and community 
work. 

2. 	 Medical officers engaged in hospital and community practice.
 

3. 	 Public health nurses, health inspectors and field workers.
 

4. 	 Auxiliary nursing and medical personnel.
 
5. 	 Health centre midwives and nurses.
 

6. TBAs.
 
It is impossible to train all categories simultaneously because of:
 
I. 	 Differences in roles and needs of the persons to be trained.
 

2. 	 The numbers involved.
 
3. The coverage of clinics, hospitals and community during training.
 

Priority will be given to:
 
I. 	 Midwives in the capacity of supervisors, senior members of staff,
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and those who have received training in family health because of 
their influence on other categories of the team, and the need to use 
their training to national and regional benefit. 

2. 	 Medical officers with or without family health training because of 
their role as leaders of the team as well as their influence on staff 
and patients. 

3. 	 Field workers and health centre midwives and nurses because of 
their role in the delivery service. 

It is accepted that some midwives have had some training in family 
health, but in view of their expanded role and the emphasis on maternal 
and family health, there is need to utilize those already trained and to 
train others who have not had any experience in the subject. 

i1 	 Overall Objectives 
At the end of the training course all participants with responsibilities 
in the delivery of maternal and family health services will be equipped 
to function more effectively in this particular field and will be able to 
train others in their local setting. 

III 	 Contributory Objectives 
At the end of the course the participants will have: 
I. 	 Knowledge of fundamental population principles and their sig

nificance. 

2. 	 Awareness of the importance of family health to West Afri,.a in 
terms of available resources and quality of life. 

3. 	 Knowledge of the objectives of family health. 

4. 	 In-depth knowledge of contraceptives - technology and method
ology. 

5. 	 Awareness of the participants' role and responsibilities in family 
planning and effective counselling. 

6. 	 Knowledge of the importance of statistics in maternal and family 
health. 

7. 	 Knowledge of management principles with special emphasis on the 
role of leadership and planning. 

8. 	 The importance of evaluation. 

IV 	 Preliminary Visits, March/April 1976 
(a) 	Objects ofthe visits 

I. To ensure from the Ministry of Health that Sierra Leone would 
be the host centre. 
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2. 	To meet other Ministry of Health personnel, executive members 
of the Sierra Leone Midwives Association and the planning 
committee to discuss the programme in detail. 

3. 	To make necessary arrangements for the Seminar and to discuss 
financial problems. 

4. 	To meet nominated participants from Sierra Leone, Liberia and 
The Gambia. 

(b) 	 Activites 
I. 	Sierra Leone 

(i) 	 It appeared that, although no official reply had been 
received, Sierra Leone was undoubtedly intending to act as 
host to the Seminar. 

(ii) 	 It was agreed that the inclusion of two doctors from the 
Obstetric unit as participants would be desirable. 

(iii) 	 The draft programme was discussed. The need for more 
discussion sessions rather than lectures was stressed. The 
division between theoretical and practical sessions was 
agreed. 

(iv) 	 Accommodation for the meeting and for the participants 
was arranged. 

(v) 	 Visited clinics that would be used for practical sessions. 
(vi) 	 Members of the Sierra Leone Midwives Association were 

informed of progress; they promised their support. 
(vii) 	 Visiis were paid to the British High Commissioner's Office, 

to Mrs. Comfort Akrofi, WHO Nuizing Educator, to the 
PPA and WHO offices. 

(vin)lt was learned that a three-week training course was in 
operation for TBAs and 30 were in training. Three nursing 
sisters were responsible for training; nutrition and family 
health were included. Finaocial assistance for training was 
asked for. 

2. 	 Liberia 
(i) 	 Discussions at the K.-ini:try of Health and Social Welfare 

centred on critz-rfr for selection of delegates. The delegates 
were seen and briefed. Neither had ever been outside 
Liberia and they were very enthusiastic at the prospect of 
attending the meeting. 

(ii) 	 Visited the FPA. Much progress had been made in the 
acceptance of family planning in the past year. 

(iii) 	 Had discu. ions with Mrs. Berniadia, midwife in the Family 
Health D-ivision, Ministry of Health, and responsible for 
training i i1As. She described changes in nursing and mid
wifery then taking place in Liberia. 
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3. The Gambia 
(i) 	 Two of the three delegates were seen and briefed. 
(ii) 	 Visited the School of Nursing and met Chief Nursing 

anOfficers for Sierra Leone and Ghana who were on 

official visit to arrange exchange programmes. A lively 
discussion took place between them and trained and 

student nurses, v.hich revealed good prospects for inter

regional co-operation in family health. 

4. General 
(i) 	 Regional reciprocity in health matters had been fosterid by 

the Anglophone West African Working Party in Ghana in 
1972. 

(ii) 	 The response to the Family Health Training Seminar was 
on familyencouraging despite lack of government policy 

planning in some countries. 
(iii) 	 It was hoped that 24 participants would attend the Seminar, 

including the two MCH doctors from Sierra Leone. 

V Objectives of the Seminar 
(a) 	 To provide training in Family Health. 

(b) 	To prepare health personnel who contribute positively to national 

health and family welfare. 

(c) 	 To further stimulate an awareness of their expanding role as mem
bers of the health team. 

(d) 	To develop the skills in communication, supervision, counselling 

and administration. 

(e) 	 To enable participants to act as trainers and organize training 

courses in !heir own countries. 

(f) 	 To further recognize the need for good inter-personal relationships. 

(g) 	 To develop practical skills through clinical sessions for the direct 

delivery of Family Ilealth and Welfare services. 

VI The Seminar 
(a) 	 Attendance. Those attending comprised: 

25 participants from The Gambia (3); Ghana (3) (1 supported by 

Ghana Medical School). Liberia (2): Nigeria (2); Sierra Leone (15). 

(b) Summary ofproceedings 
I. [he Opening Address was given by the lion. Mr. J.C.O. Hudson 

Taylor. Minister of IIcalth, and the Keynote Address, on The 

Role o thei M 'idvif'in the Comnnunitv in Devt'loping Countries, 

by 	 Mr. Charles L" ling, FR('OG, Specialist Consultant in 

charge, Princess (hi. ian Maternity iuspital, Freetown, Sierra 

Leone. 
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2. The working pigramme consisted of Group Discussions, 
Lectures, Programme Planning, Role Playing, Clinical Sessions 
and Field Trips, Film Shows, Post-Training Assignments and 
Evaluation. 

Group Discussions centred on two topics:
(i) 	 It is widely recommended that TBAs should be accepted as 

members of the health team, 
(ii) 	 It has been argued that adequate nutrition contributes to 

the good health of the family, 
and led to an exchange of information ari expression of tloe 
views of the participants. 
Lectures took on average one hour, with an extra 15 minutes 
for questions. Lectures on contraceptive methods anl on 
administration and management were given 2A and 3 hours 
respectively. A full list of lectures and speakers is given ir 
Appendix I. 

Programme Planning. The community was responding poorly to 
family planning. The community leader discussed the problem
with the nurse-midwife superintendent of MCH/FP services and 
invited her to work out an educational programme for the 
promotion of family planning. Nursing, midwifery and auxiliary
health personnel had to be involved. 

Role Playing. Two types were chosen: 
(i) 	 Showing how a midwife counselled and assisted a very 

worried and extremely anxious client at a Family Health 
Clinic. 

(ii) 	 Showing how a midwife counselled a very difficult and 
aggressive client who had had six children and was 
desperate to have help at the Family Health Clinic. 

Field Trip. This look the participants to Port Lokko in the 
Northern Pro'ince. A programme was planned by the Medical 
Officer and District Officer which included a conducted tour of 
the Maforki Self Help Projects, the Mange Burch Bridge - a 
modern bridge built by Chinese engineers -- and the Planned 
Parenthood Clinic where participants saw the staff at work and 
had the opportunity of meeting a good number of clients and 
answering questions 1:ut to them.
 
Film Shows. The following films were shown:
 
(i) 	 Tile Future of us all. 
(ii) 	Techniques of Contraception. 
(iii) 	 Iluman Reproduction. 
(iv) 	Avenues to Change. 
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They were borrowed from International Audio-Visual Resource 
Service through the auspices of IPPF, London. 
Post-Training Assignments. As the participants' area of practice 
varied, different post-training assignments were allocated. The 
participants were expected to send a report to the Project 
Director in London, on one of the six areas listed, during the 
three months following the Seminar. The six areas were: 
(i) 	 The number of family planning acceptors recruited through 

your efforts. 
(ii) 	The number of educational classes organized and conducted 

- where and for whom. 
(iii) Promote the inclusion of family planning in the basic 

midwifery curriculum. 
(iv) 	 If already working in MCH/FP clinics, what actions have 

you promoted or recommended to improve service, clinic 
attendance and continued practice of family planning. 

(v) 	 If you are a nurse-midwife working in a hospital which has 
no family planning clinic, what have you done to bring 
family education and/or service into the hospital. 

(vi) 	 What measures y ;t have adopted to ensure that members 
of your clinical staff understand the important need of 
family planning information, education and communication 
and extend this through face-to-face motivation in the 
clinics and during home visits. 

Vii 	 Analysis of Evaluation Questionnaires 
Q. 	 Was the curriculum well dev,'loped? 
A. 	 Well developed - 18; fairly well developed - 7. 

Q. 	 What did you think of the curriculum content? 
A. 	 Socio-cconomic and health aspects of family planning. Good - 25. 

Contraceptive techniques. Good -- 21 ; Fair - 4. 
I.E. & C. Good - 25.
 
Administration and Management. Good - 25.
 

Q. 	 Were the Role Playing and Programme Planning sessions helpful? 
A. 	 Yes - 25. 

Q. 	 I las this training prepared you for your future work? 
A. 	 To woik independently 17; under supervision - 8. 

Q. 	 Ilas this training provided you with sufficient knowledge to 
function as a trainer? 

A. 	 Of professional midwives Yes I ; No 2.
 
Of TBAs - Yes (.
 
Of both Yes 12.
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General comments (numbers making the comments in brackets)
 
Congratulations and thank you (8).
 
Feel the need for more practical experience with IUDs (I suggests 3
 
weeks) (7).
 
Well organized seminar (5).
 
Will help to improve future work (4).
 
Stimulatiig experience to meet colleagues from other countries (3).
 
Too hectic; day very long and tiring (3).
 
Since programme was supposed to be on Family Health, the whole
 
family should have been included (also nutrition, prenatal care,etc.) (2).
 
Time too short and should not be done in the rainy season (1).
 
Needed more time for questions and answers (1).
 
Needed more time for role playing and programme planning (1).
 
Could have been done in a shorter time (1).
 
Got little knowledge of family planning (1).
 
One free afternoon a week should be given (1).
 
Would have liked a model for each participant to take home for
 
practice (I).
 
Have another seminir in Sierra Leone between January and April
 
O).

Transport facilities should be provided to be able to reach people (1).

Family planning should be included in the hospital set-up (1).
 

VII 	 Comments on Post-Training Achievements 
Nineteen reports were received. Comments on 18 of these are as 
follows: 
I. 	 Has the right aptitude and much dedication. 

2. 	 Has right approach but does not have the co-operation of the 
obstetrician she works with. She has tried hard to promote FP 
education but progress is not very encouraging as there still seem 
to be barriers to FP acceptance. FP service, is also not readily 
available. 

3. 	 Her IUD clients have no complaints. 

4. 	 Has conducted educational classes for 63 prenatal clients and 18 
husbands. 

5. 	 In her capacity as private practising midwife she has done much 
and will do more. 

6. 	 She suggested the promotion of FP clinics and education within 
the hospital. 

7. 	 Government taken over FP training/work. Pupils taught. 

8. 	 Conducted educational classes for hospital staff to prepare them to 
be FP motivators. Feels very strongly about wastage of FP trained 
personnel. 
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9. Promotion of MCH/FP education is given top priority by her. 

10. 	 Is taking every opportunity to deliver FP service. 

11. 	 Is trying to get FP organized in the hospital. 

12. 	 Recommends that additional FP clinics should be organized. 

13. 	 Her main responsibility is supervision, but she conducts motivation 
of difficult cases as well. 

14. 	 Post-training assignment commenced 6 months after the Seminar, 
but she was seriously ill soon after the training. Good achievement 
so far. 

15. 	 She took every opportunity to promote FP and 1. E. & C. 

16. 	 She has requested a FP clinic to be attached to the hospital in 
order to provide clinical practice for the students (enrolled nurses/ 
midwives). She has recommended integration of family planning as 
an integral part of the midwifery curriculum. 

17. 	 Makes valuable contribution in the area of training in FP services. 
During mid 1976-early 1977 conducted two training courses for 
periods of four and ten weeks respectively. The participants 
comprise all the members of the health team in numbers of 12 and 
13 in each group. The training of TBAs continues, as well as of 
their trainers. Assists in the preparation of manuals for TBAs and 
the Trainers of TBAs. 

18. 	 Letter of 26/8/77 in response to Project Director's second 
reminder revealed nothing with regard to post-training assignment. 
Letter of 5/9/77 requests that paiticipant informs HQ as soon as 
som" achievement is made towards the post-training assignment. 

APPENDIX I 

List of Participants 

Sierra Leone 
Mrs. Edna Carew Mrs. Sarah Keister 
c/o 32 Pademba Road c/o Government Hospital 
Freetown BO - Southern Province 

Mrs. Sylvia Bassie Mrs. Lois Fallah 
c/o The Government Hospital ntHsiaKenemna, Eastern P~rovincec/Goen Magburaka - Northern Province 

Mrs. 	Adama Dimoh 
c/o P.C.M. Ilospital Mrs. Eunice Randall 
Fourah Bay R,'ad c/o Koidu Government Hospital 
Freetown Kono-Eastern Province 
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Mrs. Nora Bell Mrs. Mavis Beatrice Amonoo-Acquah 
c/o Government Hospital c/o Ghana Medical School 
Makeni, Northern Province Accra 

Miss Laura Lewis 
c/o Lumley Health Centre Liber 
Freetown Mrs. Dorothy Cooper 

Mrs. Euphemia Macauley Gbarnga Bong 
21 Guy Street Country Monrovia 
Freetown c/o Emson Realy 

Mrs. Ethel Smith Box 31 
4 Malta Street Mrs. Annie Johnson 
Freetown Lower Buchanan 

Mrs. Jestina Stanley Grand Bassa Co. 
49 Naimbana Street c/o Liberia Government Hospital 
Freetown Bassa 

Mrs. Sarah Kamara 
I, Williams Street The Gambia 
Freetown Mrs. Bertha H. M'Boge 

Mrs. lona Shanu-Wilson M.C.H. Project 
c/o 53 St. John Street Ministry of Health 
Freetown Banjul 

Miss Lois Vincent Mrs. Awa Jallow 
c/o 34 Macauley Street c/o Family Planning Association 
Murray Town Banjul 
Near Freetown Miss Olga S. Roberts 

Mrs. Sarian Aboko-Cole 33 Grand Street 
c/o Lake Street P.O.Box 162 
Freetown Banjul 

Ghana 
Mrs. Victoria Abbeyguaye Nigeria 
Midwifery Training School Mrs. Angelina Ayodele Bankole 
P.O. Gox 27 153 Tolunboh Street 
Atisie, - Mpreso Lagos 

Mrs. Lucy Osci-Kofi Mrs. Florence Bade Falodun 
Midwifery Training School Block 2 Flat C 
P.O. Box 81 Rumens Road 
Accra lkoyi - Lagos 
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APPENDIX II 

Lecture Headinp and Content Breakdown as per speaker 

LECTURES 

I. 	 The importance of Family 
Health Services in the Community 
DR. MOIRA BROWNE 

2. 	 The Socio.Economic and 
Cultural factors that influence 
family health. 
MR. EDWOW HYDE 

3. 	 Religious beliefs and attitudes 
towards family planning 
REV. LESLIE SHYLLON 

4. 	 Contraceptive Technology. 
DR. MARJORIE NICOL 

5. 	 The Tiaditional Birth Attendant 
in Maternal and Child Health and 
Family Planning. 
DR. BELMONT-WILLIAMS 

6. 	 Demographic considerations 
the planning of a Family Health 
Service 
DR. OKERE 
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CONTENT BREAKDOWN 

Housing, educational facilities, 
environmental hygiene, family 
planning, primary health care, 
occupational health care and 
psychiatric care. 

Housing, education, customs, 
beliefs, myths, poverty, superstition, 
unemployment, unplanned families 
and fear. 

Misconception of religious teach
ings, establish "No religion is anti 
family planning". The purpose of 
marriage and procreation. Parental 
responsibility. 

History, overview of methods, 
recent advances, advangages, dis
advantages, effectivity, use, abuse, 
contra-indications, side-effects, 
effects of hormones on lactation 
and nutrition and the place of 
contraceptives in and outside 
marriage. Problems of abortion and 
sterilization. 

The TBA's status in her Coin
munity, her present role and 
functions. Expansion of her 
functions and her involvement as a 
valuable member of the health team. 
Special emphasis should be placed 
on training, supervision and her 
specific tasks. 

Historic background,vital statistics, 
migration - external, internal 
(rural/urban drift). Problems which 
ensue. 
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7. 	 The training of the Midwife for 
Family Health and Welfare 
MRS. C. AKROFI 

8. 	 Problems of contraceptive 

methods 

DR. D. JARRET 


9. 	 Management of Gynaecological 
disorders, 

DR. G. B.FRASER 


10. 	 Preventive Medicine in developing 
countries 
DR. G. D. CAGE 

1I. 	 Screening techniques 
DR. A. AUBEE 

12. 	 Principles and techniques of 
Health Education 
MR. S. K. LEWIS 

13. 	 Utilization of local foods. 
MRS. ARYATTA 

14. Modern concept in Paediatrics 
DR. TAGI 
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Tasks, training needs, and objec. 
tives, knowledge and skills required 
to perform tasks. Evaluation. 
Continuing education. 
Physiological problems with 
hormonal contraceptives; effects of 
prolonged or uninterrupted use of 
oral pills or injections; rejection of 
foreign body for example - IUD 
and its effect on the uterus. 
Social, Psychological and emotional 
aspects of abortion and sterlization. 

Vaginal discharges, erosions, 
positive PAP smear, pelvic masses, 
polyps, warts, pelvic irpflammatory 
diseases. Referred cases. 
Scourges of the past/present health
 
standards. Family planning,
 
maternal child health care, Environ.
 
mental health care, control of
 
communicable diseases and health
 
education. Modification of health
 
programmes to meet urgent needs.
 

Normal and abnormal conditions.
 
Guidelines for referring cases.
 

Human behaviour, its relationship
 
to inter-personal rapport. Message,
 
language, target audience, cultural
 
factors affecting response to Health
 
Education. Educational aids and
 
mass media.
 
Comparison of local and imported
 
foods in terms of nutritional values
 
and costs. List of availabL local
 
foods, promotion of home gardens
 
and advice on practical crops for
 
domestic growing. Preservation of
 
foods bottling, drying, smoking
 
and so forth.
 
Feeding, growth and development
 
(physical and emotional).
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15. 	 Nutrition of the pre.school child. 
MRS. S.C.YILLA 

16. 	 Inter-personal communication 
and motivation, 
MR. JOSEPH FINDLAY 

17. 	 Data collect n and statistics 
MR. CARR 

18. 	 Parenthood in relation to family 
planning 
DR. J.C.0. VINCENT 

19. 	 Cultural clashes in Family 
Planning. 
DR. T. KARY BO 

20. 	 Heredity diseases in Family 
Ilealth. 
DR. ILIEADY COL! 

21. 	 Sickle cell disease 
DR. KNOX MACAULEY 
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Nutrients necessary for the 
promotion of physical and mental 
growth. Malnutrition or sub. 
nutrition and its relationship to 
retardation and diseases. 

Human relations; general attitudes 
to self, coiieagues, staff and client. 
Working singly, in groups and 
concept of teamwork. Principles 
and techniques of interviewing and 
counselling. 
The midwife or the nurse as an 
agent of change. 

Purpose of data collection. 
Procedure - simple and meaningful. 
Collected data as material for 
research. 
Purpose of marriage, parenthood, 
husband/wife relationship, parent/ 
child relationship. Definition of 
responsible parenthood; husband's 
responsibility to wife and vice versa. 
Parents' responsibility to their 
children. 

Patriarchal society "To have ason 
isamust" and lie is the dominant 
factor. Influence of society, family 
and community elders. Concept of 
large families as ameans of
"wealth" for the future. Family 
Planning issex related therefore 
taboo for open discussion: 
"Provision from God" hence large 
families. 
"It is a woman's duty to mother 
and care for children." 
iffects on individuals, family, com. 
meunify, and country. Role of 
family planning in the reduction of 
lkereditary diseases. 
Relate this in terais of Family 
Planning and Ilealth. 
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WEST ASIA INTER-REGIONAL SEMINAR ON FAMILY
 
PLANNING INFORMATION, EDUCATION AND
 

COMMUNICATION TRAINING FOR MIDWIVES, DACCA,
 
BANGLADESH, 20th - 30th NOVEMBER 1976.
 

Participating Countries: Bangladesh, Nepal, Sri Lanka. 

Field Director: Mrs. B.Brohier, ICM. 

1. Rationale 
Practically all the countries which participated in the East and West 
Asia Working Parties have national family planning programmes 
with the built-in support f organized information, education and 
communication (I.E. & C.) progiai.mes which utilize the various 
mass media channels such as rad.), T/V, magazines, newspaper 
and so on. 
National family planning administrators have recognized the need for 
specially trained I.E. & C. personnel for the national I.E. & k. 
programmes. 
I.E. & C. through the mass media provides the masses with information 
and cduca!tn hItM it has a very limited influence on attitude change 
e.g. mass family planning I.E. & C. programme of a country brought 
awareness and knowledgc to about 95% of the eligible population but 
only 35% of these accepted to practise family planning. 

It has been accepted that face-L:ce contact is the most effective method 
of information, education and communication; hence tLe development 
of a category of family planning workers - the "family planning 
motivators". 

The midwives, due to the nature of their work come in constant face
face contact with their clients and the people they serve in the 
community. It is not surprising, that they are classified as the mothers' 
friends. teachers and counsellors. These assets qualify them as the most 
appropriate agents to promote family planning I.E. & C. and to 
deliver family planning services. 

Their family planning training is mainly oriented to the clinical aspects 
and very little emphasis on I.E. & C.Consequently the family plann;ng 
trained midwi.;'' emerge as expert cliniciwr but weak educators. Thus 
their ptentiA!s as L lucators are not fully utilized and in addition they 
will not 'e able to assist, advise family planning motivators and clinical 
,taft and/or organize appropriate IT.l. & C. prograntncs at tile clinic. 
ho me or cor mmunity level. 

The ipropo.ed two weeks Inter.Regional Seminar on Family Planning 
1.1:. for would bring into being& C. Training Midwivcs a core )f 

366
 

http:ipropo.ed


Dacca-

I.E. A C. trained midwives within the West Asia Working Party Region. 
The participants on their return would promote similar training courses 
for their colleagues, function more effectively as family planning 
educators and supervisors of family planning motivators. 

II. Objectives 
The training programme will provide the participants with:-

I. 	The philosophy of family planning. 
2. 	 A comprehensive knowledge of Family Planning Information, 

Education and Communication (I.E. & C.) which will enable 
them to identify their role as family planning educators. 

3. 	 The ability to promote a positive rapport with their clients which 
will help in the motivation of their clients. 

4. 	 The ability to plan and organize simple educational programmes 
at the clinical, home and community level. 

5. 	 The ability to prepare simple educational aids with available 
resources; to make correct seiection of educational aids and to use 
these objectively. 

6. 	 The ability to unijerstand the importance of sustained educational 
or motivational programmes i.e. to evaluate educational 
programmes with the view of stepping up effectively, identifying 
areas of weakness and to introduce re-inforcement of the 
programme concerned. 

7. 	 The ability to understand the purpose of evaluation, the 
importance of feedback and how to utilize the result of evaluation 
for the promotion of a more effective programme. 

8. 	 The ability to assist and advise clinical and field personnel in family 
planning I.E. & C. 

9. 	 The ability to conduct basic family planning I.E. & C. training for 
midwives, traditional birth attendants and health auxiliaries. 

10. 	 The ability to appreciate the various barriers to family planning 
acceptance and to utilize these as basis to develop motivational 
approaches. 

Ill. Preliminary Visits, August/September 1976 
(a) 	 Nepal 

I. 	USAID Population Officer 
The purpose of the visit was discussed and the Inter-Regional 
Seminar explained, lie talked of the activities of the MCH/FP 
project and said that AID would probably sponsor midwives for 
further training at Downstate. 

2. Ministry ofHealth 
The selection of participants was discussed with the Director-
General of 1lealth and with the Director of Training and the 
Chief Nursing Aministrator (CNA). The progranne of the 
Seminar was discussed with the heads of' the MCI/FPl Project. 
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The CNA proposed to hold four Seminars in 1977 for midwives 
and public health nurses and asked for advice and guidance on 
programme planning. Dr. Thapa asked if a Seminar could also 
be arranged for auxiliary nurse-midwives operating in the 
districts. 

The Berkeley training project for trainers for village health 
workers was discussed and it was suggested that trainers of 
MCH/FP midwives might join the training programme. 

(b) Bangladesh 
I. 	A WHO national semiar on MChf/FP 'ad been arranged to 

coincide with the ln'er-Regiona Seminar. Although it was 
suggested that these might be cu-ii;.incd it became obvious that 
the objectives and participants were so different that it was 
better for the two meetings to stay separate. 

2. 	 A local organizing committee was formed and its functions 
agreed. 

3. 	 All arrangements for the Seminar were finalized as far as 
possible. 

4. 	Discussed with the UNFPA representative the problems 
encountered by WHO's Family Adviser in revising the training 
programme for family welfare visitors. Help was asked for and 
promised when the reporter returned to attend the Seminar. 

5. 	The formation of a midwifery branch within the Nurses 
Association had not progressed because of mutual opposition 
between nurse-midwives and lady health visitors. The position 
was discussed and it was hoped that the lady health visitors 
would understand the situation ar.d agree to help to form a 
group. 

(c) Sri Lanka 
I. 	Discussions about the selection of participants showed that this 

time appropriate choices had been made. 
2. 	 The Family Health Bureau offered assistance in the project, and 

some areas where help was needed were listed. 
3. 	 The status of midwives was extensively discussed and the need 

for the formation of a professional Association stressed. 

IV. 	 The Seminar 
This Seminar was primarily planned for midwives (LHVs) and nurse
midwives who were trainers of MCH/FP personnel, auxiliary midwives 
(FWVs) and other personnel to equip them with better knowledge and 
skills in Family Planning Information, Education and Communication 
(I.E. & C.) so that they could imliart what they had learned to their 
students. Unfortunately not all the delegates were trainers, but it was 
observed that some of the non-trainer delegates also benefited from the 
Seminar. 
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(a) 	Attendance 
The total number of participants was 17, made up of four from 
Nepal, five from Sri Lanka, and five delegates and three observers 
from Bangladesh. 

Of the four Nepalese delegates, one was from the national FP/MCH 
Project, slightly involved in the training of MCH/FP workers. The 
remaining three worked in hospitals - maternity and general 
where there were some family planning education programmes. 
Two of the three could hardly understand English, so that the 
Seminar was of little bIenefit to them. In addition, they arrived 
late - three by two days and one by three days. Those who had some 
command of English did not have much problem in absorbing the 
missing lectures. 

The Sri Lanka delegates arrived one day late. Although they were 
not MCH/FP trainers, they worked in FP clinics in the hospitals 
and health ccntres and were actively involved in education and 
motivation. The Seminar helped them to improve their techniques 
of interviewing, c.,unselling arid communication. 

The Bangladeshi delegates were nurse-midwives and lady health 
visitors, (midwives), who were trainers of the family welfare 
visitors (auxiliary midwives). The majority of them understood 
English, but had difficulty in expressing themselves becau- , of 
lack of practice. 

The Bangladeshi observers were Principals of Training Schools 
for FWVs. 

(b) Summary of Proceedings 
I. Opening Session 

;overnment officials from the various Ministries, represent. 
atives of International Organizations, IU7AID, Voluntary 
Organizations, Nursing Council and Nursing Association were 
invited. 

Dr. Shamsun Nahar, Chairman of the local organizingcommittee, 
chaired this session and delivered the Welcome Address. 
Dr. Mohd. Ibrahim, Adviser (Minister) Population Control/ 
Family Planning Division, Bangladesh, gave the Opening Address. 
stressing the important role the midwives (I.IIVs/FWVs) 
played in the national health programmre: primary health care, 
MCII and family planning. lie pointed out the importance of 
good training for all midwives to enable Ihem to deliver health 
services inclusive of MCII and family planning to the rural 
women and their families. I Ic strongly emphasi/ed the imporl. 
ance of nutrition and child spacing in maternal and child care. 
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The midwives, he said, had much to contribute to the health 
programme, particularly in the field of maternal and child 
health and family planning. This Seminar could help them to 
work more efficiently and effectively. He thanked ICM for 
organizing the Seminar and declared it open. 

Mrs. Belinda Brohier, Field Director, ICM, spoke briefly on the 
ICM/USAID Project. 

2. Training Methodology 
i. 	 Pre-trainingquestionnaires. 

The object of this exercise was to assess the delegates concept 
of FP I.E. & C., their participation in such programmes, 
their views on mass I.E. & C. and the promotion of family 
planning as one of the most important functions carried out 
by midwives. 

The questions asked were: 

I. 	What do you understand by family planning I.E. & C.? 
Ans. 10 understood very well, 4 fairly well; I did not under
stand the question. 

2. Do you agree that the promotion of family planning I.E. & C. 
should be one of the most important functions carried out 
by midwives? 
Ans. All 15 agreed -yes. 

3. 	Do you think that mass family planning information, ed
ucation and communication programmes have much influence 
on the changing of attitudes? 
Ans. 6 thought they had and 9 thought not. 

4. 	Have you been responsible for planning and conducting 
education programmes at the clinic, home or community? 
If you have, were you satisfied with your performance 
and achievements? It not, please explain your reasons briefly.
 
Ans. 13 had been and 2 had not been responsible for planning
 
such programmes.
 
8 were satisfield with their achievements and 3 were not.
 

Reasons for dissatisfaction 
I . Problem of no medical and clinical supplies; irregular 

contraceptive supplies; family planning workers could 
not differentiate between eligible and non-eligible 
women; people were so poor and needed medical help 
very much. 

2. Follow-up of motivation was very necessary because the 
village people were so poor; they were very interested in 
the educational programme of MCLt/FP but did not 
accept the practice after they got home. 
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3. 	 Educational programmes were not successful because of 
poor communications (transport); poor co-operation 
among clinic staff; the motivators were not sufficiently 
trained and often gave the wrong information to clients; 
the clients became confused if outsiders (from Dacca) 
tried to give them correct information and education. 

ii 	 Presentation of papers 
Speakers spoke to their papers rather than delivering them as 
straight lectures. Important points were highlighted. The 
participants (delegates and observers) were requested to ask 
questions and the issues were discussed by the speakers and 
participants. After each session, the relevant subject paper 
was distributed. 

iii 	 Learning exercises 
Group discussion, role playing and simple project planning 
were exercises which provided the trainees with the 
opportunity to put into practice the knowledge they had 
gained from the various lectures and the skills they had 
acquired. Learning by doing has been proved to be a more 
effective method of learning. 

Role playing is an exercise which helps the trainees to 
interpret what they have learned and demonstrate their 
understanding of the knowledge and skills they have 
acquired, such as the art of interviewing, counselling and 
communicating, and the importance of inter-personal 
relationships between client and worker, the importance of 
feedback for progranne evaluation and the need for 
systematic follow-up services. 

The participants were divided into three groups each of 
which elected its own Chairman and Rapporteur who were 
responsible for finalizing group reports. The ('hairnan 
presented tile reports of the exercises to the other two 
groups and the resource persons for comment. 

The 	 e' perience of being group chairman and rapporteur 
provided the trainees with tile opportunity to develop as 
leaders, decision makers and public speakers. In addition 
the3 gained confidence in themselves. i-ighlteen hours were 
given for these exercises. 

Comments: The delegates had had no previous experience of 
such exercises so they had some difficulty during the first 
group discussion. 

The 	Field Director, ICNI, provided guidance Lnd assistance by 
demonstrating the steps to be taken in the prepara Iion of tile 
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subject to be discussed, how the report was prepared, and the 
actual presentation of the report. 

The first discussion report was rather disjointed, the present
ation poor, the delegates highly nervous. The second and 
subsequent presentations were markedly improved and the 
delegates encouraged to keep on improving. Their confidence 
in themselves was gradually growing. 

Project planning proved to be extremely difficult for them as 
they had no opportunity to experience this kind of exercise. 
To overcome the problem, The Director, Service Delivery 
and Training, Population Control/Family Planning 
Directorate, who had been invited to observe the present
ation of the planned projects, and the Field Director, ICM, 
assisted the delegates by demonstrating the step by step 
measures taken to plan the requested project. The 
demonstration was given in the form of role playing by two 
delegates with comments and support from their colleagues. 
The outcome of this exercise was not as good as expected, 
but it was felt that the delegates had obtained some benefit. 

iv Field practice 
Thirteen hours had been allocated for the following: 
I. 	 Promotion of MCH/FP I.E. & C.during home visiting. 
2. 	 Group talks on MCH/FP in postnatal clinics. 
3. 	 Delivery of an educational talk at the community level on 

MCI/FP, breast feeding, the importance of continual 
contraceptive use. 

However, field practicL was in the event not given because: 
I. 	 There were language problems, the foreign delegates 

could not communicate with the Bengali village women. 
2. 	 The Bengali delegates were lot able to interpret success

fully as they were not safficiently fluent in English 
to do so. Thus there would have been a tremendous 
breakdown in ;',lent/worker communication. 

3. 	 The villa , women were not used to large numbers of 
:' L;tgn visitors and could have reacted apprehensively. 

4. 	 The time allocated would not have been gainfully 
utilized. 

After considering the above, it was decided to write off the 
actual field practice and use the time available by conducting 
field praclice in the forni of classroom exercises, which 
proved satisfactory. Most of the delegates lad had sonic 
experience in field practice, some moie than others, but they 
needed the knowledge and skills to con(iuct their field 
practice more effectively - shown by more acceptors of 
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MCH/FP, and eventually better health care and services for 
the 	rural population. 

The classroom exercises in field practice demonstrated the 
correct approach to clients, the techniques of conducting 
home visiting, the techniques of effective I.E. & C. through 
face-to-face contact, the importance of empathy and respect 
and of identifying themselves with their clients. 

Comments: Despite the reasons given for cancelling field 
practice, some of the foreign delegates were disappointed as 
they could not appreciate the difficulties which they would 
encounter during their interviews with their clients, such as 
breakdown of face-to-face communication between them
selves and the Bengali village women. At the end of the 
Seminar they visited a rural health centre and on the way 
they were shown a couple of villages. 

V. Recommendations 
The delegates and observers made the recommendations. The Chairman 
and Co-Chairman, Local Ofganising Committee and the Field Director, 
(International Confederation of Midwives) assisted in the working of 
the recommendations as their Engli&h is not sufficient in these areas. 

The group recommended that:
1. 	 The contents of the various training curricula be fully implemented 

i.e. discussions, role playing and project planning such as 
preparation of group talks, techniques of face-to-face 
communication. The Sister Tutors and Trainers should assist and 
guide the students by demonstrating to the students how the 
various exercises can be developed and conducted. These 
demonstrations should be done before the students go out for field 
practice. 

2. 	 Subject papers should be distributed to the students prior to the 
actual session. This will help themn to benefit from the lectures and 
participate more actively during the post lecture discussions. 

3. 	 All training schools should be supplied with equipment and 
facilities for tile preparation of lecture papers for distribution to 
the students. Clerical staff and office attendants should be 
employed and trained to manage the office equipment efficiently 
for example duplicating maciines, and typewriters; and maintain 
the equipment in good condition. Spare parts should always be 
available. 

4. 	 All International Seminars, Conferences and Congresses are usually 
conducted in English. Technical books and reference books are 
mostly in English. The students lose very valuable knowledge 
because they cannot use them. Nurses, Lady Health Visitors and 
Family Welfare Visitors (Midwives/Auxiliary midwives) should all 
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be encouraged to practise speaking English. 
5. 	 Lady Health Visitors (LHVs) and Family Welfare Visitors (FWVs)/ 

Midwives should be kept up-to-date with modern advances in mid
wifery and health sciences particularly in the field of MCH/FP. 
These can be provided in the form of refresher courses, in-country 
training seminars similar to the one we are attending or the LHVs 
and FWVs be given the opportunity to attend such seminars over
seas. 

6. 	 To enable the Bangladesh LHVs/FWVs (Midwives/Auxiliary Mid
wives) to function effectively and efficiently, hospitals, health 
centres, and rural clinics should be adequately and continuously 
supplied with the necessary commodities such as clinical 
equipment, medical supplies, drugs, dressings and contraceptives. 
Government (Population Control/Family Planning Division) should 
provide these essentials if the PC/FP Programme isto succeed. 

7. 	 Educational and motivational services should be complemented 
with parallel clinical services, as they are inter-dependent. Neither 
can be effective without the other. Some incentives must be 
promoted to attract young doctors to offer part-time services. 
They will be happy to gain family planning experience if suitable 
remuneration is given. 

8. 	 The Bangladesh delegates recommended that practical field training 
should be conducted in the rural areas nearer the training schools. 
The government should equip these rural clinics as demonstration 
training centres for rural field practice. 

9. 	 a. LHVs/FWVs (Midwives/Auxiliary Midwives) should be well 
trained i.e. be well equipped with the knowledge and skills for 
the work they are expected to do. 

b. There should be continuous supervision to help the field staff 
improve their standard and the standard of the services provided 
by them. 

c. 	Supervisors must be trained if supervision is to be effective. 
utilized for programme10. 	 Feedback from the field staff should be 

changes, evaluation and/or improvement. 
I1. The L-lVs/FWVs (Midwives/Auxiliary Midwives) in Bangladesh 

must 	 unite and form professional midwifery associations and 
status society. They can request government toelevate their in 


recognit'e tl,,ir contribution to the nation and orovidc them with a
 

working scheme like other government officers i.e. salary scale,
 
grading and promotional opportunities.
 

VI. 	 Analysis of Evaluation Questionnaire 
Two of the Nepalese delegates could not understand the questionnaire 
and therefore could not give answers, even after their colleagues had 

explained the questions in Nepali. 
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The following analysis is of answers by 12 delegates and 3 observers. 
N.B. Please indicate your answer with "X" in the appropriate space. 

1. 	Was the curriculum a. Well developed 12 
b. 	Fairly well 

developed 2 14/15 
c. Poorly developedL___ -

If your answer is 'c', please give your comments and suggestions: 
one unanswered. 

If 	 Curriculum Content 
I. 	 Family Planning I a. Good 

One unanswered b. Fair 7/15 
Seven late arrivals c. Poor 

2. 	 Family Planning Ii a. Good 1 
Three late arrivals b. Fair [ 12/15 

c. Poor . 

3. 	 Problems in FP a. Good 
Communication 	 b. Fair 12/15 

Three late arrivals c. Poor 

4. 	 Role of MCH/FP Trainers a. Good 
3blanks -late arrivals b. Fair 12/15 

c. Poor 

5. 	 Infertility & Sub-fertility a. Good 11 
4 blanks- 3 late arrivals b. Fair [ 11/15 

1 unanswered c. Poor 

6. 	 Early detection of Cancer a. Good 
as part of MCH/FP Service b. Fair 21 12/15 

3 blanks - late arrivals c. Poor 

7. 	 Techniques of Contraception I a. Good 
Iblank-late arrival b. Fair 14/15 

c.Poor
 

8. 	 Techniques of Contraception II a. Good I- " 
I blank -late arrival b. Fair L 14/15 

c. Poor 

9. 	 Simple endocrinology a. Good 
I blank - late arrival b. Fair 1J 14/15 

c. Poor 
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10. Psychological, Socio-
Cultural and legal 
implications of abortion 
and sterilization. 

a. Gord 
b. Fair 
c. Poor 

14/15 

I blank late arrival 

11. Information, Education 
and Communication 

1blank- late arrival 

a. Good 
b. Fair 
c. Poor 

I 14/15 

12. Principles and techniques 
of learning and teaching. 

1 blank - late arrival 

a. Good 
b. Fair 
c. Poor 

14 
L 14/15 

.13. Principles of planning 

and organising education-
al programmes 

a. Good 
b. Fair 
c. Poor 

[4 
I 

15/15 

14. The Midwives as MCH/FP 
motivators 

a. Good 
b. Fair 
c. Poor 

2 15/15 

15. Audio visual aids a. Good 
b. Fair 
c. Poor 

.J 15/15 

16. Human relations a. Good 
b. Fair 
c. Poor 

15/15 

17. Principles of interviewing 
and counselling 

a. Good 
b. Fair 
c. Poor 

13 
15/15 

18. Barriers to family planning 
acceptance 

a. Good 
b. Fair 
c. Poor 

!_ 
2 15/15 

19. Importance of follow-up of 
contraceptive isers and system 
of follow-up services. 

a. Good 
b. Fair 
c. Poor 

I. 
15/15 

20. Integration of family planning 
and pre-natal education 

a. Good 
b. Fair 
c. Poor 

12 
j 15/15 

21. Evaluation and Importance of 
feedback for programme 
improvement 

a. Good 
b. Fair 
c. Poor 

5 
15/15 
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If your answer to any of the above is 'poor', please give your suggestions 
and comments. 

III 	 Do you find the sessions a. Helpful [] 
on Discussion, Role playing b. Fairly helpful [ 15/15 
and Project planning c. Not helpful N 

If your answer is fairly helpful or not helpful, please give your 
comments: 

No comments for 'b'. 

IV 	 Have you benefited from the a. Yes 
field practice exercises b. Slightly _L 15/15 

c. Not at all l 
If your answer is b or c, please explain your reason briefly but clearly: 

V 	 Has this training prepared a. Independently 15/1 
you to work as a family b. Under supervision 1 15/15 
planning educator. 

VI 	 Do you feel this training has 
provided you with sufficient Yes No 
knowledge and skills to plan a. Professional 
and conduct family planning Midwives 5 
training courses for: b. TBAs 15/15 

c. Both 
If your answer is No, please give your reasons: 

Direct comments as quoted by the participants in response to the 
questions:-
QIV 
I. I prefer to visit the field and communicate with the clients in 

in tleir houses and to visit family planning clinic in the village.hlie 


2. 	 I gained experience in role playing No. II only as actual lield 
practice is not possible because of' language problem. Discussions 
and presentation of Project No. I helped me in this practice. 

3. 	 The reason fo slight benel'i from the exercise is this that 
the pai1icipants were not actually taken to any practice area; 
only tIeoretical liscUssioni were there and as such I have not 
benefited rointhe field practice exercises. 

4. 	 I would have been happier if I got the opportunity to visit tle 
village mothers in the field als. 

5. 	 As I an working in tie hospital as a rse/midwif . I do not 
have the privilege for field practice at all. 

6. 	 It would have been better ifwc did one or :w, Ilome visits as some 
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of us are working in tile ho:pitals and it would enable us to under

stand their home condition.s. 

7. 	 1did not have the opportunity of visiting field and did not have 

communication with tile community. 

General Comment from one participant: 
In relation to time, sole topics such as endocrinology, contraception 

I.E. & C. and humanneed not be included and more time given for 
relations. 

VII Post.training Amignment 
The purpose of the post-training assignment was to follew-up the 

they hadparticipants' activities during the first three months after 
completed the training. Lach was asked to submit a report of her 

activities to The Project Director, ICI, London as soon after 4th 

March 1977 as possible. The report should include at least one of the 
following: 

(a) 	Number of family planning acceptors recruited through your 
efforts. 

(b) 	 Number of educational classes/programmes organized and con
- where and for what t pe of audience.ducted by you 

(c) 	 What kind of educational programme have you introducco in 

maternity hospitals? 

(d) 	Your involvement in re-organizing or organizing follow-up services 

for your family planning clients. 

(c) 	 Wihat efforts you have made to ensure that your staff fully under

stand tie importance of family planning information, education 

and communication and to implement this service through face-to
face motivation in the clinics, homes and in the community, such 

as in women's clubs and in industry. 

vere asked to give reasons if they had dilliculty in fulfillingParticipants 
their assignment. 

VII Certificate of Attendance 
At the (losing Session the Joint Secretary. P'opulatiotn ('ontrol/Falnily 

Planning ( P('Fh) Division, Bangladesh. and tie Field Director, WI(M[ 

USAII) Project. presented certificates ofattendance to the paiticipanits. 

These were signed hy the Secretary. I'(TI )ivision, Bangladesh. and 

the Project )irector. ('Mt/tISAIl) Project. I'M, London. 

IX (,losing Session 
local or.ami/ing committee, l)m . Rc/ia Lola arThe (o,.chairnian. 

look the chair. (Guests wIrt had been invited to the opening session 
were a.Lain mllueiled. 
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One delegate from each of the participating countries gave a vote of 
tianks. They reviewed what they had learned and the benefits they had 
acquired in the form of knowledge and skills in the art of teaching by 
demonstrations, the correct approach to face-to-face communication, 
the importance of inter-personal relationships and the techniques of 
MCHiFP I.E. & C. 

The 	Director, Service Delivery and Training, said that after Margaret 
Sanger, leaders in family planning/population control had always been 
medical doctors, demographers, economists, administrators, social 
scientists, journalists and so on. The ICM, represented by Mrs. Brohier, 
was the Margaret Sanger of today, and the future leaders in this field 
could well be the midwives. 

Geneil Comments 
) This was the first time tie delegates had experienced this type of 

training seminar. 

(b) 	They were thrilled with their new exposure which they claimed 
had helped them tremendously, especially in their role as health 
educators and particularly in face-to-face communication. 

(c) 	The observers -- medical doctors and principals of FWVs training 
schools -- at first thought it was not necessary for them to attend 
this Seminar as they would learn nothing new. They soon changed 
their minds, became extremely interested, participated actively, 
made recommendations and wanted to know how the curriculum 
was developed. Relevant materials were given to them. They said 
they would like to adopt this training methodology in their 
schools One of the observers had recently returned from Connec
ticut. USA, after attending a seminar on Planning of FP 
Programmes. The change in this observer was so pronounced that 
the Field Director felt gratified. 

(d) 	Government officials, representatives of UNFPA and USAID, and 
most of the speakers were impressed with the delegates' reaction to 
the Seminar. 

(e) 	The Family Icalth Adviser, WHO, attended a few sessions and 
participated as well. The ICM and WHO personnel worked in close 
co-operation during the Seminar. 

Xl 	 Conclusions 
The Chairman and ('o-Chairman of the local organizing committee and 
their staff gave the Field Director, lCM, organizer of tile Seminar, full 
co-operation and advice, particularly on local traditions and protocol. 
Much of the success of the Seminar was gained through the advice and 
assistance received from this committee. 
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Government support was maximal, as was the participation of their
 
officials.
 

The Field Director, ICM, together with the Chairman and Co-Chairman
 
of the local organizing committee called on the Adviser (Minister),
 
Secretary, Director-General and the Directors of the various depart
ments (related to the Seminar) of the Population Control/Family
 
Planning Division to present the Seminar Report, emphasize the need
 
for follow-up of the Seminar by the government, and to discuss the
 
recommendations with Ministry personnel and ask the government to
 

study them and to implement them according to their priorities, in
 
particular those made by the Bangladesh group.
 

This Report was compiled with the co-operation and assistance of the
 
Chairman and Co-Chairman of the local organizing committee.
 

On behalf of the Executive Secretary, ICM, and the ICM/USAID
 
Project Director, the Field Director expressed her sincere appreciation
 
for all the assistance, advice and co-operation which was extended to
 
her. She thanked the government for hosting the Seminar, its various
 
officials, the USAID Population Officer, the speakers, members of the
 
local organizing committee, the seminar secretariat staff and numerous
 
other helpers for their support and assistance. Not least, she thanked
 
the delegates who had worked incessantly for 10 days, which had
 
reflected their keen desire to learn in spite of the handicaps already
 
mentioned.
 

XII 	 Comments on Post.Training Assignment Reports 
Reports from 8 trainers had been received to date: 
I. 	 Awarded scholarship at Downstate Medical College. 

2. 	 Very dedicated worker. Good potential. 

3. 	 The participant is involved in the teaching as she is Matron of the 
hospital. 

4. 	 Before the training she did not involve herself in family planning. 

5. 	 Transferred to rural health training centre immediately after 
returning from the Seminar. 

6. 	 Hfad conducted 52 education classes for FWVs. 

7. 	 Transferred to a newly organized training institute soon after 
return from the Seminar. Due to lack of transport. clinical equip
ment, etc., field work and services have not yet been established. In 

the meantime she is confined to classroom teaching of FWVs. 

weekly family planning8. 	 Transferred to new MCII centre with 

sessions.
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APPENDIX I 

List of Participants 

Deleptes 
Nepal c/o Principal 
Mrs. Chandra Shrestha FWV Training Institute 
Senior Public Health Nurse Khuina 
National Family Planning Project Mrs. Lutfunnessa 
Kathmandu Lad,' Health Visitor 

Miss Nani Maiya Shrestha FWV Training Institute 
Nurse-midwife Kalibari 
Senior Sister, Bir Hospital Barisal 
Kathmandu Mrs. Shahera Khatun Tulu 

Miss Gopi Udai Nurse-midwife 
Nurse-midwife Field Trainer 
Koshi Zonal Hospital FWV Training Institute 
Biratnagar Rajshahi 

Mrs. Surobala Sarkar 

Mrs. M.S. Martin Nurse-midwife 
Field Trainer 

Sri Lanka 

Nurse-midwife, FP Motivator 
MCH Training InstituteBase Hospital 
DaccaNegombo 
Mrs. Smriti Kona SanMrs. P. Mahawela 
Nurse-midwifeNurse-midwife, FP Motivator 
Field TrainerGeneral Hospital 
FWV Training InstituteKandy 
Chittagong

Mrs. D.S. Jayasuriya 
Nurse-midwife Observers 
c/o Medical Officer of Health Dr. Sadequl Haq 
Moratuwa Principal 

Mrs. M.G.S. Fornanda Training-cum-Research Institute 
Nurse-midwife Rajshahi 
c/o Medical Officer of tlealth Dr. Amiya Chowdhury 
Four Gravets, Galle Principal 

Mrs. M.L. Weerakoon Training-cure-Research Institute 
Nurse-midwife Chittagong 
c/o Medical Officer of ttealth Dr. Ashfaquc Ahmed 
Kalonnawa Principal 

Bangladesh Training-cu n-Research Institute 
Mrs. Zebunnessa Khanum Khulna 
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Members of Local Organizing 
Committee/Resource Persons 
Dr. Shamsum Nahar, (Chairman) 
Superintendent 
MCH Training Institute, Dacca 
Population Control/Family Planning 

Directorate 
Bangladesh 

Dr. Rezia Laila Akbar, (Co-Chairman) 
Superintendent 
Maternity and Child Welfare Services 
Population Control/Family Planning 

Directorate 
Bangladesh 

Mrs. Salma Begum 
FWV Training Co-ordinator 
Population Control/Family Planning 

Directorate 

Bangladesh 


Mrs. Khawla Khatun 

Nurse-midwife 

Field Trainer 

MCH Training Institute, Dacca 


Population Control/Family Planning 
Directorate 

Bangladesh 
Mrs. Awlia Begum 
Nurse-midwife 
Sister Tutor 
MCH Training Institute, Dacca 
Population Control/Family Planning 

Directorate 
Bangladesh 
Mrs. Begum Jahanara 
Nurse-midwife 
Sister Tutor 
MCH Training Institute 
Population Control/Family Planning 

Directorate
 
Bangladesh
 
Mrs. Kulsum Ara Begum
 
Lady Health Visitor
 
Training-cum-Research Institute
 

Azimpur, Dacca
 

Mrs. Belinda Brohier
 
Field Director,
 
ICM, London
 

APPENDIX I
 

List of Papers Fresented
 

I. 	 Family Planning 

2. 	 Family Planning 

3. 	 Problems in Family Planning 
Communication 

4. 	 Role of MCH/FP Trainers 

5. 	 Infertility and sub-Fertility in 
Relation to Family Planning 

Dr. M.A. Sattar
 
Secretary, PCFP Division
 

Col. (Dr.) Hashmat Ali 
Director General, PCFP Directorate 

Mr. Shawkat Ali 
Deputy Commissioner, Dacca 

Dr. Shamsun Nahar 
Superintendent, MCH Training 
Institute, Dacca 

Dr. T.R. Chowdhury
 
Assistant Director, PCFP
 
Directorate
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6. 	 Early Detection of Cancer 
a Part of MCH Services 

7. 	 Techniques of Contraception 

8. 	 Techniques of Contraception 

9. 	 Simple Endocrinology 

10. 	 Psychological, Sociological and 
Legal Implications of Terminal 
Contraception and Menstrual 
Regulation 

11. 	 Information, Education and 
Communication 

12. 	 Principles and Techniques of 
Learning and Teaching 

13. 	 Principles of Planning and 
Organizing Educational 
Programmes at Clinic, Community 
and Home Levels 

14. 	 Tie Midwives as MCH/FP 
Educators and Motivators 

15. 	 Audio-visual Aids 

16. 	 Human Relations 

17. 	 Principles and Techniques of 
Interviewing and Counselling 

18. 	 Barriers to FP Acceptance 

19. 	 Importance of Follow-up of 
Contraceptive Users. Simple 
System of Follow-up Service 
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Dr. Syeda Firoza Begum
 
Professor of Obst. &Gyn.
 
Dacca Medical College
 

Dr. Nargis Aktar 
Deputy Director, PCFP Directorate 

Dr. Halila Hanun 
Medical Officer, Family Planning 
Model Clinic, Mahamedpur 

Dr. Ishaque 
Associate Professor, Dacca Medical 
College 

Dr. Atiqur Rahman 
Deputy Director, PCFP Directorate 

Dr. Jahana Rabbi 
Director I.E.M., PCFP Directorate 

Mr. Najmul Huq
 
Population Programme Officer,
 
Directorate of Labour
 

Mrs. Rezia Khatun
 
Division Inspectress, MCH/FP
 
Services
 

Mrs. Shazadi Haroon
 
Principal, College of Nursing
 

Mr. Nazrul Islam 
Health Education Officer, Ministry 
of Iealth 

Mrs. R.N. Huq 
Medical Social Organizer, PCFP 
Directorate 

Mrs. Syeda Naymunnessa 
Assistant Director I.E.M., PCFP 
Directorate 

Mrs. Jahanara Begum 
Assistant Director, I.E.M., PCFP 
Directorate 

Dr. Shafique Rahman 
Director, Service Delivery, ICFP 
Directorate 
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20. 	 Integration of Family Planning, Dr. Rezia Laila Akbar 
Prenatal, Natal and Postnatal Superintendent, MCH/FP Servi:es 

Education 

21. 	 Evaluation and Importance of Dr. Waliullah 
Feedback for Programme Director, Training, Education, 

Improvement Supervision and Planning, PCFP 
Directorate 

384
 



APPENDIX III 

Curriculum Plan 

Tasks 	 Knowledge required Skills to be acquized 

1. 	 To inform clients of the Comprehensive concept of family plan- The ability to: 
philosophy of family ning; the various aspects such as health; Present this knowledge in the sim7le 
planning. economic, psychological and sociological, language of the clients. 

2. 	 a) To give correct Difference between infertility and sub- Explain the difference between the two. 
informa~tk-ii on fertility. Type of treatment available for 
infertility and sub- sub-fertile couples ai.di % of success. Why 
fertility, should education and service for these two
 

b) To assist sub-fertile conditions be included in MCH/FP
 
couples for treatment services.
 

3. 	 To assist clients to select Techniques of contraception; side-effects Give simple and clear explanation to help 
the contraceptives most and their management; the psychological, clients to understand the reasons behind the 
suitable 	to them. sociological and legal implications of advice; and the importance of correct and 

abortiun and sterilization. Simple continued practice. 
endocrinology. 

4. 	 To provide c!ients with As above. Discuss side-erf-rs truthfully but with 
assurance that the known side-effects havecorrect answers on 

side-effects. 	 not been found harmful; they can be treated 
and they are short-term uffects; dispel 
unnecessary anxiety with reassurance. 



Tasks 

5. 	 Create a positive rapport 
with clients, colleagues 
and other members 
of the health team. 

6. 	 Conduct family planning 
information, education 
and communication in 
the clinic, home and in 
the community. 

7. 	 Train midwives and other 
health aids in simple 
family planning I.E.C. 
Such as face-face 
motivation and group 
talks. 

Knowledge required 

Human behaviour patterns. Inter-personal 
relationship; team spirit and group 
dynamics. 

Comprehensive knowledge of information, 
education and communication (I.E. & C) 
i.e. meaning and the difference between 
information and education. 

Types of I.E. & C.; and the effects of each 

in terms of attitude change. 

Use of audio visual aids (AVAS). Impor-
tance of correct selection, proper use of 
educational aids. 

Principles and techniques of learning and 
teaching, principles of planning and 
organizing educational programmes such 
as face-face motivation, group talks and 
mass meetings. 
Management and maintenance of film and 
slide projectors and other AVA equipment. 
Development of simple educational aids 
with available resources. 

Skills to be acquired 

Identify with clients, provide privacy during 
interview, listen obiectively, respect clients' 
need for confidence at a!! times; assist and 
advise accordingly. 

Plan educational programmes, to meet the 
objectives of the programme. Use AVAS 
effectively, operate film and slide projectors 
efficiently, maintain AVA equipment and 
material in good ordtr. Conduct educational 
programmes face-fa-.e motivation, group 
talks and mass meetings. 

Plan and conduct simple training courses 
midwives and other health aids. Produce 
simple educational aids by using magazine 
cut-outs, dolls, etc. 



Tasks 

8. To motivate clients to 
accept family planning 
practice. 

0 
9. Promotion of continued 

contraceptive practice 
until a pregnancy is 
desired, 

10. Evaluation of programme 
achievements, 

Knowledge required 

Benefits of family planning in relation to 
health, sociology and economy. Barriers 
to acceptance of contraceptive practice 
misconceptions, myths, religion, culture 
and fear. 
Techniques of overcoming the barriers. 
Simple demography. 

Why is continued practice important? 
Discontinued use is not always the clients' 
fault. How to minimize this. The effects 
of irregular use of contraceptives on the 
clients themselves, their families and their 
country's development, 

Purpose of evaluation, importance of 
feedback information. How to collect 
and record data for evaluation. How to 
plan and organize programme evaluation, 
How to analyse evaluation, and to use 
feedback information and evaluation 
report for programme improvement. 

Skills to be acquired 

Utilize knowledge gainfully by applying 
relevant aspects to the situation on hand 
i.e. correct misconceptions, dispel myths, 
explain religion and family planning, explain 
social progress and its effects on culture. 
Explain the socio-economic implications of 
rapid population increase in the context of 
family sizes against family income and 
family welfare. 
Convince clients that continued family 
planning practice is important until a 
pregnancy is desired.
 
Stress the hazards of unplanned pregnancies.
 
Plan and organize a systematic follow-up
 
service where defaulters can easily be identi
fied and clients reached before they become
 
burdened with unwanted pregnancies.
 

Plan and organize programme evaluation.
 
Supervise record keeping and data collection,
 
interpret feedback information and utilize
 
it accordingly.
 
Analyse evaluation, use the result for
 
programme improvement.
 



APPENDIX IV 

Basis for developing the Curriculum 

Objectives Tasks to be Performed Knowl,"-e needed for the 
performance of tasks 

1. To provide Senior 
public Health Nurse/ 
midwives, midwifery 
educators and Com-
munity health 
(nursing/ midwifery) 
educators with 

I. To assist and super- 1. Family Planning 
vise midwives a. History and p7.-gress to date. 
particularly in family b. Comprehensiv, concept of 
p!anning services, family planning its relationship 

to psychology, sociology, 
2. To ensure family economy and health 

services are of a high 
family planning 
training 

2. To prepare senior 

standard, clients are 
correctly instructed 
in the techniques of 
contraception. 

2. Demography 
a. World Population Growth 
b. Population distribution 
c. Vital Statistics 

public health nurse/ 
midwives as family 
planning instructors 
for health auxiliaries 
such as the 
traditional birth 
attendants (TBA's) 

3. To ensure clients 
continued practice 
of family planning. 

4. To teach family 
planning to 
midwives, health 
auxiliaries including 
TBA's. 

3. Anatomy and Physiology of 
human reproduction 

a. Male and female 
b. Physiology of menstruation, 

conception and pregnancy 
c. Gynaecological disorders and 

simple treatment of the sanr. 
d. Cytology and Pap Smears. 
e. Sub-fertility and Infertility 

Skills necessary for 
tasks pFrformance 

1. Ability to utilize knowledge 
to assist staff to overcome their 
problems in motivation for 
acceptance of family planning. 
Ability to impart knowledge 
effectively to various levels of 
Trainees m/ws and health aids. 

Ability to develop a modified 
piesentation appropriate to the 
target trainees' comprehension. 

Ability to assist clinical staff in 
this area - in their day to day 
functions. 

Ability to teach in the language 
of the trainees. Supervision and 
teaching of treatment of Gynae
cological Disorders. 



Knowledge needed for the
Objectives Tasks to be Performed performance of tasks 

4. Techniques of Contraception 
a. 	 Various contraceptive methods. 
b. 	 Effectivity; contra-indications 
c. 	 Side-effects and their manage-

ment. 
d. 	Problems associated with 

abortion and permanent 
methods of contraception. 

5. 	 Information, Education & 
Communication (YE&C) 

a. 	 Correct definition 
b. 	Principles of Health Education 
c. 	 Types of IE &C programmes -

Mass, Group, Individual 
d. 	Types of Media available 
e. 	 Development of simple audio 

visual aids (AVAS) 
f. 	Selection and utilization of 

AVAS. 
g. 	Management of film and slide 

projectors 
h. 	 Principles and techniques of 

interviewing and counselling 

Skills necessary for
tasks performance 

Ability to take PAP Smear and 
demonstrate procedure, counsel
ling clients on choice of suitable 
methods. Teaching trainees to 
counsel and demonstrate 
technique. 

A. 	Ability to:-
Assist and supervise clinical 
staff in daily work - client 
counselling, motivation, use 
of AVAS 

B. Conduct and Plan training 
courses for the different cate
gory of trainees - TBA's and 
Health Aids. 

C. Identify training objectives, 
trainees' needs for tasks and the 
skills required for tasks perfor
mance. 

D. Develop curriculum accordingly. 



Knowledge needed for the 
Objectives Task! to be Performed performance of tasks 

i. 	 Problems in IE&C. 
j. 	 Curriculum Development. 

6. 	Supervision 
a. 	 Definition 
b. 	 Difference between new and 

old concept. 
c. 	 Principles and techniques of 

sxpervision. 

7. 	Administration 
a. 	 Principles and tectniques of 

administration 
b. 	Basic knowledg,- of accounting 

such as simp!c book-keeping 
c. 	 Principles of evaluation 
d. 	 Data collection and utilization 

of data for evaluation, 
e. 	Reporting. 

Skills necessary for 
tasks performance 

Ability to:
a. 	 Function in the context of 

modem concept of supervision. 
b. 	Promote good job relations. 
c. 	 Promote good job organization 

and methods. 
d. 	To conduct good job instruction 
The ability to:-

Assist members of staff to appreciate
 
the relationship between job input
 
and output.
 
Keep simple book-keeping; super
vise and teach in this area.
 
Organise systematic data collection;
 
it;aintain accurate records; utilize
 
collected data for evaluation.
 
Utilize result of evaluation for the
 
improvement of clinic management
 
and the standard of service.
 



Course Content 

I. 	 Family Planning 
(1 hour) 

IA. 	 Family Planning 
(I hour) 

2. 	 Techniques of 
Contraception 
(2 hours) 

2A. 	Techniques of 
Contraception -
Terminal Methods and 
M.R. 

(2 hours)
 

3. 	 Endocrinology 
(I hour) 

4. 	 lnfertil:ty and sub-
fertility 
(I hour) 

5. 	 Early detection of 
cancer as part of 
family planning service 
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APPENDIX V 

Course Content 

Breakdown of Content 

Brief history, progress international, and 
national, various aspects of F.P. such as 
health, socio-economic, psychological and 
sociological. 

Family Planning as a human right (mother 
and child). How to convey this concept to 
the illiterate masses who need to practise 
family planning but who have not done so 
for various reasons. 
Simple demography. 

Conventional; modern and natural tech
niques, various types; advantages and 
disadvantages; effectiveness ofeach type; 
side-effects and management of harmful 
rumours. Emphasis on effects of hormonal 
contraceptives on breastfeeding and measures 
to assure contraceptive users that it is 
possible to breastfeed their babies and use 
hormonal contraceptives at the same time. 

Menstrual Regulation and female and male 
sterilization. Possible failures complications 
in terminal methods and %of method 
failure or %of effectivity. 

Simple endocrinology related to hormonal 
contraceptives. 

Definition of infertility and sub-fertility. 
Causes; treatment of sub-fertility. Prognosis. 
Why infertility and sub-fertility services 
should be an integral part of MCH/FP 
services. 

How to detect early cancCr; and where is 
this easily carried out; Suspicious cases -
early referral. Signs of tissue changes 
especially in cervical area, breast. Symptoms. 
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Course Content 

6. 	 Psychological, socio-
cultural and legal 
implications of terminal 
methods and menstrual 
regulation 

7. 	 Information, Education 
and Communication 
(I hour) 

8. 	 Problems in Family 
Plannin2 Communi-
cation 
( hour) 

9. 	 Role of MCil/FP 

Trainers 

(V hour) 

10. 	 Principles and 
techniques of learning 
amid teaching 
(I hour) 
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Breakdown of Content 

Why hesitancy in accepting terminal 
methods: Need to understand psychological 
reaction to the method. How to reassure 
clients by e).plaining rather than dispelling 
their fears and doubts. Dangers of illegal 
abortion --what isthe law governing 
abortion. The justification of menstrual 
regulation. What criteria should there be for 
male and female sterilizations. 

Definition of each of the components, and 
identify how they differ. The different types 
of communication which can be utilized 
successfully for the promotion of infor
mation and education. Factors which 
influence communication. Tile process of 
communication. 

Family Planning personnel, especially those 
who operate at the grassroot level must 
know everything about the goods they are 
promoting --importance of training field 
staff - MCII/FP personnel for the tasks they 
are expected to do. Importance ofsupervision 
for service improvement. Continuous super
vision and feedback of information gathered. 

Responsible to build curriculum on the basis 
of students' needs for tasks to be done 
identify tasks to be performed and the skills 
to be developed for the performance of the 
tasks. Trainers must know and experience 
the problems which confront the field staff. 
Without this knowledge it would be 
impossible for the trainers to have a full 
comprehension of the problems and therefore 
be able to help their students to face and 
overcome the problems. 

Purpose of learning; correlation of learning 
experience with objectives for learning. 
Types of learning experiences. Defects in the 
teaching of family planning I.E. & C. 
Mcasures to overcome or modify these 
defects. 

392 



Course Content 

II. 	 Principles of 
planning and organizing 
educational programmes 
at clinic community and 
home level, 

12. 	 Audio Visual Aids 
(I hour) 

13. 	 Human relations 
(I hour) 

14. 	 Principles of 
interviewing and 
counselling 
(1 hour) 

15. 	 Importance of follow-up 
of contraceptive users. 
A simple system of 
follow-up service 
(I hour) 
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Breakdown of Content 

Objectives of the programme; procedures in 
planning and organizing at the stated levels. 
Factors which would contribute to the 
success of the programmes. Such as tailoring 
educational programmes, educational 
materials to the target audiences' level of 
comprehension. 

Purpose of AVAs - The various types, their 
effectiveness. How to select tile appropriate 
ones for maximum results. Suitability of 
AVAs in different situations. Misuse or 
improper use or AVAs or VAs. How to 
prepare simple VAs with available resources. 
Maintenance of AVA equipment. 

Iluman behaviour - people as individuals. 
Attitude to self and to tile job one is doing, 
to one's colleagues, and to the clients. What 
is inter-personal relationship. Causes of 
breakdown in inter-personal relationship; 
its effects on job, team spirit and personal 
emotional disturbance. 

Ilow interviewing is different to counselling. 
Techniques of interviewing, and counselling. 
Importance of maintaining good rapport 
between clients and worker. Human beings 
need to have their confidences honoured and 
they need to he respected as a person and 
not as a piece of article. 

Why should there be a follow-up service. 
Stress the profit and loss aspect of irregular 
contraceptive practice -- to the users and the 
family planning prograrnmme. 
Possible causes of defaulting, methods of 
identifying reasons for defaulting, importance 
ofestablishing clients' addresses where there 
are no postal services, some kind of iden
tification of clients' house, after they have 
accepted family planning practice, so that 
follow-up service would be possible. 
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Course Content 

16. 	 Integration of Family 
Planning, Pre-natal, 
Natal and Post-natal 
education. 

17. 	 Barriers to family 
planning acceptance 
(I hour) 

18. 	 The Midwives as 
MCH/FP educators 
and motivators 

19. 	 Evaluation and 
importance of feed-
back for programme 
improvement, 

Dacca-29 

Breakdown of Content 

Advantages - in what way. How can this be 
achieved - guidelines for the preparation of 
such a programme. 

Various barriers - psychological, tradition, 
fears and rumours. Causes of these barriers. 
Ilow can they be overcome or reduced so as 
to make motivation easier. 

Relationship between midwives and the 
community, the women they serve, their 
status in the community. The nature of their 
work qualifies them for this role. They must 
recognise their role, responsibility to their 
clients and their government. Reason why 
they have been identified as the most 
suitable to promote health education. They 
should recognise problems and be responsible 
to feedback information gathered which 
are detrimental to their programme effec
tivity. Importance of follow-up of education 
and motivation until acceptance is achieved. 

What is evaluation, why it is necessary, who 
should be responsible at the various levels? 
How to utilise information gathered or result 
of evaluation to improve programme. What 
is feedback? How to develop a simple system 
to feedback, importance of continuing 
feedback. 
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WORKSHOP ON TRAINING OF TRAINERS/
 
SUPERVISORS OF TBAs,
 

COMILLA, BANGLADESH 9th MAY - 4th JUNE, 1977
 

Participants: 24 Bangladeshi Family Welfare Visitors (Auxiliary 
Nurse-midwives) 

Venue: Family Welfare Visitors Training Institute, Comilla 

Medium of Instruction: Bengali and English 

Rationale 
The training and utilization of the traditional birth attendants (TBAs) 
have been widely recognized as important, necessary and should be 
carried out. 

It is not difficult to identify the TBAs, and train them. Training pro
grammes can be easily planned and implemented. Their trainers/super. 
visors too are easily found among the nurses, midwives, aaxiliary 
midwives or auxiliary nurses. 

For the TBAs to be utilized successfully, they must first be fully 
accepted as members of the health team by their professional and 
paramedical colleagues. 

One of the various obstacles to the training and utilization of the 
TBAs is professional jealousy generated by the nurses and/or midwives. 
This is disguised by the 'desire' of the professional nurses and mid
wives to provide a high standard of health care. Then some people who 
cry out for the best are not fully aware that, but for the TBAs' con
tribution to the health services, the vast majority of the rural populati,.. 
would be completely without any health care. 

If this seminar on the Training of Trainers for TBAs is to be successful, 
special consideration must be given to the selection of delegates, such 
as attitude towards the objective of the seminar, and the TBAs. 

It is therefore essential that the motivation of the selected delegates 
t,'wards TBAs as members of the health team must be strengthened 
during the seminar. This would help to ensure a higher degree of 
acceptance and continued congeniality between the professionals, 
paramedicals and TBAs. 

II The Field Assignment 
The total field assignment in Bangladesh lasted from 25th April to 12th 
June 1977. Field Director: Mrs. B. Brohier. 

Purpose of the assignment 
To conduct a 4-week Workshop on Training of Trainers/Supervisors 
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of TBAs with the following objectives: 
I. 	 To motivate midwives to recognize the TBA's contribution to rural 

health services, especially in areas where there are no organized 
government services. 

2. 	 To train midwives to teach and supervise TBAs and other MCH/FP 
auxiliaries in reproductive health care. 

3. 	 To teach midwives to plan and develop a reproductive health 

training curriculum for Bengali TBAs (dais). 

4. 	 To teach midwives: 
(a)the principles of evaluation; 
(b)methods of s;rnple evaluation; 
(c)to use the results of evaluation as guidelines for programme 

change and/or improvement; 
(4)the techniques of effective teaching and supervision. 

IIl 	 Preliminary Meetings 
Preliminary meetings were held with: 
(a) 	 Dr. M.A. Sattar, Secretary, Population Contiol/Family Planning 

(PCFP) Secretariat. 

(b) 	 Dr. Shafiqur Rahman, Director, Training and Service Delivery, 
PCFP Directorate.
 

Dr. T.R. Chowdhury, Deputy Director, Training, PCFP Directorate.
(c) 

Mrs. Salma Begum, Assistant Director, Training, PCFP Directorate.(d) 

Dr. Sattar explained the government's plan to involve TBAs (dais) as 

semi-voluntary MCII auxiliaries. 

Dr. Shafiqur Rahman and Dr. T.R. Chowdhury were very impressed 

with the materials prepared for the Workshop, such as the Rationale for 

the Workshop, the basis for developing the Training Curriculum, the 

Curriculum and the breakdown of its contents. 

They expressed the need for a Manual for the TBAs' Trainer and 
to 	 prepare a guideline for developing therequested the Workshop 


Manual.
 

The Field Director agreed to develop a draft Dai Trainers Manual, thus 

adding one more objective for the Workshop. 

IV Field Director's Counterpart 
Mrs. Salma Begum was appointed counterpart to the Field Director and 

asked Development'. The Fieldwas 	 specifically to learn 'Curriculum 
to report that, by the end of the Workshop,Director was pleased 

Mrs. Salma Begum had satisfactorily acquired the knowledge and 

developed the skill for curriculum development. 
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V 	 Revised Objectives for the Workshop 
As a result of the request reported above, the objectives were revised as 
follows: 
1. 	 To train Trainers/Supervisors of Dair 
2. 	 To develop guidelines for aDai Trainers' Maitual. 

VI 	 The Workshop - Analysis of Programme 
(a) 	Lectures 

These were conducted as lecture/discussions supported by 
examples and demonstrations. The participants enjoyed the 
sessions because they could compare their new knowledge with 
their experiences. They tried this technique of instruction in their 
training practice. 

(tb) 	 Group Work 
This method of learning was completely new to the participants. 
They fcadd it extremely difficult at first as they were not used to 
thinking and expressing their thoughts methodically in the form of 
written reports. Several days of group work exercises, and their 
willingness to work hard and to learn, made the participants 
appreciate the value of group work. Their interest was stimulated 
and they began to enjoy the sessions and to benefit from them. 

(c) 	Teaching practice 
Initially this was conducted in the form of role playing with fellow 
participants as dai trainees. This was an exercise for developing the 
technique of simple but clear teaching, i.e. in the language of the 
dais. 
Like health personnel eveiywhere, FWVs find it difficult not to use 
technical terms in their teaching of dais. 
As this is a very important aspect of dai teaching, much time was 
spent in getting the participants to use colloquial terms. The par
ticipants themselves appreciated the need for lay words and really 
worked hard to overc me the problem. By the time they had dais 
as their trainees they were much better, although not completely
'cured'. 

Thirty dais were able to come as trainees for the participants' 
teaching practice. Most of them had been involved as family 
planning motivators but had had no training in MCI] care They 
were knowledgeable in general matters and keen to have training 
in maternal and child care and family planning. 
The participants conducted their teaching practice satisfactorily by 
demonstrations and teaching aids. The dais participated actively 
by asking and answering questions and by relating the problems 
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they encountered in maternity care and family planning. The 
participants were assisted in helping dais to overcome the problems. 

Each participant had the opportunity to teach two subjects. 

(d) 	Home Visiting 
This was organized to identify practising dais who had not been 
registered or who had not been known to be practising; to find out 
if 'grannies' or relatives who had delivered babies would like to 
have training; and to establish why there is no demand for or 
contact with dais until delivery time. 

If dais are to function effectively as MClt/FP auxiliaries, they must 
have access to all childbearing women pre-, intra- and postnatally. 
It 	 is therefore necessary to find out why there has been little 
contact between expectant mothers and dais in order to develop 
measures to promote the need for contacting dais during pregnancy. 

The 	majority of women contacted said that they did not disclose 
their pregnancies even to their nearest relatives because they were 
very shy to discuss their condition until tile signs of pregnancy 
could no longer be concealed. 

Of the twelve dais contacted during the home visiting, two had had 
training and the remaining ten would like to have training. 

It was not possible to observe a dai during a home delivery as none 
of them had a confinement at the time. 

(e) 	Post-trainingquestionnaires 
These were conducted orally, firstly because the participants could 
speak better than they could write, and secondly because it would 
have 	taken time to translate tl, ir answers into English. On the spot 

answers was easier, because the participantstranslation of verbal 
could understand English fairly well although they couid speak 
very little. 
I. 	What are the principles of curriculum development 

Each participant contributed to part of the question until it was 
fully and satisfactorily answered. Thus all the participants were 
involved and their achievements evaluated. 

2. 	Describe the contents of the curriculum for reproductive health 
training of dais. 
The participants identified the major contents of the curriculum, 
i.e. 	 basic midwifery, maternal and child care and family 
planning. They then discussed the sub-topics of each major 
topic. Each participant had to discuss one sub-topic, enumer
ating the knowledge required and the skills to be developed. 

3. Demonstrate teaching of dais 
One participant was asked to conduct a session of 10 minutes. 

This was to assess teaching technique and ability. 
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4. 	 Discuss supervision 
All the participants had the opportunity to contribute to this 
question. 

The participants answered the questions to the satisfaction of the 
Workshop Directors. They had done better than expected. They 
thanked the ICM/USAID Project for conducting the Workshop and 
promised to start TBA training as soon as possible. 

Vii Analysis of Evaluation Questionnaires 
(a) 	 Technical aspects 

Q. Have you attended a Seminar before? 
A. 	 Yes - II ;No - 13. 

Q.Were you eager to attend this Seminar? 
A. Very eager - 20; fairly eager - 4. 

Q. Were you pleased that you attended this Seminar? 
A. Very pleased - 24. 

(b) 	Seminar objecives 
In answer to a question whether or not the objectives (1-4 above) 
of the seminar had been met, all participants answered yes except 
that two did not answer question 4 a, c and d and one did not 
answer question 4 b. 

Q. Which objective did you think most important before the 
Seminar began? 

A. 	 No.I -- 2;No.2 - 9;No.4a - I ;No.4d - 12. 

Q. Which objective had been most satisfactorily met? 
A. No.2 - 4; No.3 - 9; No.4a - 6; No.4b -- 2; No.4d - i. 

Q. Which objective would you have liked to spend more time on 
if possihic!? 

A. No.I - 2;No.2 -- I;No.3 -- ;No.4a - l;No.4b -- 2;No.4d 

14. 

Q.Which of' the above four objectives did you enjoy discussing? 
A. No.I - 2; N,.2 -- I ; No.4a - 14; No.4b - I; No.4c -- 3. 

In these last four questions, two did not answer the second and 
three did not answer the third and fourth. 

(c) 	Lectures 
Q. Which lecture did you find the most useful? 
A. I. Traditional health practitioners, in particular TBAs, 

Very useful 22: fairly useful - 2. 
2. 	 Principles of curriculum development. 

Very useful - 24. 
3. 	 Principles and techniques of communication. 

Very useful -- 24. 
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4. 	 Principles and techniques of teaching. 
Very useful - 24. 

5. 	 Educational aids.
 
Very useful - 22; fairly useful 2.
 

6. 	 Principles and techniques of supervision. 
Very useful - 24. 

7. 	 Evaluation - purpose and methods.
 
Very useful - 24.
 

(d) 	GeneraW 
Q. Which specific aspect of the Seminar did you like most? 
A. Teaching practice - 10; teaching techniques - 10; group 

- 2.discussions - 2;other comments not relevant 

(e) 	 Other Comments 
I. 	Eight participants would like similar Workshops more often. 

2. 	 Three felt that the Workshop would help to improve their 

performance if the recommendations were implemented. 

3. 	Three would like refresher courses to be conducted in a similar 
way to the Workshop. 

4. 	One felt that the duration of the Workshop had been too short. 

VIii Dai Trainers' Manual 
This was developed from the dais' curriculum developed during the 

Workshop. It is in English and demonstrates the actual teaching method 

of each subject using simple words and teaching aids. If approved, the 

draft would be translated into Bengali. 

IX Recommendations 
I. 	 Training of dais should start ," soon as possible, before the par

ticipants lose interest. 

2. 	 Dai trainers should be supervised throu'gh follow-up of their 

training. 

3. 	 If dais are to be health educators they should be able to be 

examples of good health. To be so, they need to have the means to 

provide themselves with the basic necessities of life, food and clean 

clothes. 	 The dais are so extremely poor themselves, they are 

not pictures of healthy women. It is thereforecertainly 
recommended that dais be given some remuneration regularly in 
order to do their work effectively. 

4. 	 If tile training and utilization of dais are to be effective, there must 

be regular supervision of the dai supervisors. 
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X 	 Post-Workshop Discussions 
Dr. M.A. Sattar 
Col. (Dr.) Hasmat Ali, Director-General, PCFP Directorate 
Dr. Shafiqur Rahman 
Dr. T.R. Chowdhury 

Mrs. Selma Begum and the Field Director presented the Workshop 
Report and we discussed the draft Manual. They were impressed and 
commented on the success of the Workshop and informed the Field 
Director that the Training Committee would study the draft Manual 
before translating it into Bengali. 

Dr. Chowdhury mentioned that he would like, if possible at a later 
date, to have the services of the Field Director to conduct Workshops 
on the Training of FWVs Trainers, Curriculum Development and 
Management of the FWVs' Training School. The Field Director said 
that the ICM/USAID Project might be able to help provided that the 
programmes concerned were not duplicated projects - i.e. similar to 
projects sponsored by other bodies. She also pointed out that the 
ICM/USAID Project did not have the funds qvailable to support the 
kind of programme Dr. Chowdhury had outlinerd. Dr. Chowdhury said 
that the funds were available; it was the 'know-how' that they lacked. 

USAID Population Officer 
A copy of the Report was given to him and Dr. Chowdhury's proposal 
discussed. 

UNFPA Representative 
Dr. A.P. Satterthwaite was most interested in the Workshop, especially 
in its preparation, because she had wanted a similar training procedure 
for the FWVs' training but had not been able to get the Training Unit 
to prepare one. She was very happy to receive a copy of the Workshop 
Report and to hear of Mrs. Selma Begum's achievements. 

ILO Representative 
Mr. ]an Howie was very interested in the Workshop because he wanted 
to introduce TBA training in the Women's Co-operative Programme. 
He asked for a copy of the draft Manual. 

XI 	 Follow-up Visits, May 1978 
On the advice of the USAID Population Officer, meetings were first 
held with the WHO Family H!ealth Adviser and the Assihtance Popu
lation Officer, UNICEF, for Health, Nutrition and Family Planning. 
Both of these bodies had ahocated funds for the initiation of a project 
to train 144 dais under the government five-year plan, but the 
programme had not begun and the reasons for the delay were not 
understood. A training strategy document had been drawn up allowing 
for the training of 600 FWVs and the eventual training of 65,000 TBAs. 
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and costs of the scheme had been worked out and suggestionsDetails 
for funding made. 

Meeting with the Director-General, PCFP Directorate and Deputy 
Dirixtor Training 
When asked why the training course had been delayed when there were 
24 trainees available, he said that those who had been trained were to 

be given the status of trainer-supervisor, but this had not yet been done. 

It was suggested that they should be persuaded to function as trainer

supervisors while waiting for the posts to be created. Also, some of the 

24 had since been assigned to areas where they would not be able to 

function as trainers. Assignment was the responsibility of a different 

department. 

The Joint Secretary, Population Control/FP Division, gave an assurance 

that approval would be given to practical suggestions for implementing 

the training of the 144 TBAs. He suggested that the reporter might 

return to evaluate performance once the scheme was under way. 

with the senior staff, Training Division, PCFP DirectorateMeeting 
As 18 of the 24 trainers were working in rural clinics, it was decided 

that the programme should begin with 18 centres and 18 trainers, with 

to be added later if the situation changed. The programme couldmore 

start 
 in mid-July 1978. The projected number of TBAs to be trained 

to 108 and of new tiaiiirs to 216 (makingwould therefore be reduced 
available 234 trainers in all). More trainers would be accommodated if 

possible, but if one waited for the full scheme to be implemented, 
nothing would ever happen. 

The method of selection of TBAs and FWVs for training was discussed 

and agreed. A minimum training period of two weeks for trainers was 

accepted. 

The Dai Training Manual had been translated into Bengali and was 
the funds. Sufficient otherbeing printed. UNICEF would provide 

teaching aids were available for the first course. UNICEF would provide 

144 basic delivery kits. 

was requested that PCFP inform [CM when the programme had been 

launched. As the Director-General, PCFP, would be out of the country 

for some weeks, deputies were appointed to make sure that the 

programme would be ready to begin in mid-July. 

The outcome of these talks was reported to the USAID Population 

t 

Officer. 
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APPENDIX I
 

List of Participants
 

Mrs. Anowara Khatun 
FWV 
Mobile Team Headquarters 
Dacca 

Mrs. Hasina Banu 
FWV 
Welfare Clinic, Palash Bari 
District Ranjpur 

Mrs. Momena Begum 
FWV 
Diabetic Association 
Dacca 

Mrs. Sofia Khatun 
Buruj Bagar Rural Health Centre 
Jessore 

Mrs. Khaleda Begum 
Thana PCFP Office 
Narayanganj, Dacca 

Mrs. Dipti Rani Chakraborty 
T.F.P.O. Bakargrnj 
Barisal 

Mrs. Yeakutun Nessa 
Thana Family Planning Office 
Barura, District Comilla 

Mrs. Sufia Akhter Khonom 
Thana Family Planning Office, 
Murad Narar, Comilla 

Mrs. Suraiya Begum 
Marinda Maternity and ChildWelfre CntreMrs.Welfare CentreDaccaUrban 
Dacca 

Mrs. Rabia Khatoon 
Fulbaria Zonal Clinic 
District Mymensingh 

Mrs. Jahan Ara Begum 
Begumganj Zonal Clinic 
District Naokhali 

Mrs. Sultana Rezia 
Pangpur Medical College Zonal 

Clinic 
Mrs. Mahbuba Begum 
MCH Training Institute 
Rajshahi 
Mrs. Arzumand Banu Begum 
NEW Centre 
Comilla 

Mrs. Tahuran Nessa Begum 
Midford Hospital Family Planning 

Clinic 
Dacca 

Mrs. Rabeya Begum 
Urban Clinic 
Tangail 

Ms. Rupuia Khatun 
Nazirpur, Barisal 

Mrs. Marjiana Begum 
Gabtail Rural Health Centre 
Bagura 

Mrs. Mannujan Khanam 
Manikganj P.S. and District Dacca 
Miss Fazilatan Nessa 
T.P.C. and F.P. 
Fatullah, Dacca 
Mrs. Sumitra Rani Saha 
TCRI
Khulna 
KhunAminun Ara Begum
U b nCiiClinic 

Barisal 

Mrs. Hafiza Khanam 
Urban Clinic 
Batisal 

Mrs. Amina Begum 
Bhandaria Family Planning Clinic 
Barisal 
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Basis for developing the curriculum for the Trainers/Supervis'.s of Traditional Birth Attendants (TBAs) 

Trainers' Tasks 

Accept TBAs as contributing 
members of the health team. 
(This is a passive task which 
is very important to the 
whole programme). 

To train TBAs in Reproductive 
Health Care. 

Knowledge required 

The role of the TBAs - their involvement 

in the community, such as health, social, 

cultural and traditional activities. The 

influence they have in the community 

and the status they enjoy. 

How their services benefit or endanger 

the health and lives of the people they
 
serve. Why is there a need to identify,
 
train and utilise them more effectively
 
and widely?
 
Human relationships.
 

General nursing and/or midwifery, 

maternal child health, family planning, 

nutrition, paediatrics, health education. 

Domiciliary nursing and midwifery. 

Clinical Administration 

Principles and techniques of face to face 

communication. 

Principles and techniques of teaching 

educational aids. 


Skills to be developed 

The understanding of the social, cultural, 
traditional, psychological and health needs 
of the communities served by the TBAs. 
Ability to identify with the trainees. 
Ability to exercise good inter-personal 
relationships. 

Ability to assess the amount of knowledge 
required by the trainees to perform their 
tasks. 
Ability to teach by demonstration, guide 
and assist the trainees in their practical 
work. 
The art of communication from person to 
person clearly, simply and in the language 
of the trainees. 
The art of teaching by demonstration, 
utuisation of visual aids. 
The art of teaching by clear and simple verbal 
instruction. 



Trainers' Tasks 

To supervise trainees during 
training and at work. 

To develop a reproductive 
health training curriculum 
for TBAs. 

To evaluate trainees' 
achievement from the 
training. 

Knowledge required 

Principles and techniques of supervision. 
The role of the supervisor and the 
supervisee. 
Problems in supervision. 

Principles of curriculum development. 
The kinds of syllabus required to provide 
the knowledge for the tasks to be 
performed. 

Principles of evaluation. 
Preparation of appropriate questionnaires. 
How to analyse the questionnaires. 
How to determine whether the trainees 
have done well or otherwise. 

Skills to be developed 

The art of understanding supervisees' 
problems, especially in terms of working 
relationships. 
The art of giving clear and specific instruc
tions in order to ensure positive under
standing and good implementation. 
The art of methodical planning and 
organisation of working programmes. 
The art of keeping an open mind and of 

r)receiving suggestions. 


The ability to construct a working agenda
 
which has the course contents arranged
 
according to their priorit.;.
 
The ability to obtain maximum benefit
 
from field practice.
 

The ability to study the result of the analysis
 
and use it gainfully, such as improvement in
 
the curricula, etc.
 
The ability to observe the trainees during
 
the training, note their participation and
 
assess their achievement and their aptitude
 
for further improvement.
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APPENDIX III 

Breakdown of Curriculum 

I. Duration of training - 4 weeks 124 hours 

2. Curriculum Content 
4a) Opening Session and Orientation 

b) Theory 
8(i) Lecture 

68(ii) Group Work 
80 

44c) Practical Work 124 

APPENDIX IV 

Curriculum Content 

Lecture 1hour Traditional Health Practitioners; in 
particular the Traditional Birth 
Attendants. 

Lecture Ihour Principles of curriculum development. 

Group work 3hours Establish the basis for developing a 
training curriculum for family planning 
motivators. 

Presentation of 
group reports 

I hour Reports, discussion and acceptance of 
consensus report as recommendations. 

Lecture I hour Principles anu techniques of communi
cation. 

Lecture I hour Principles and techniques of teaching. 

Lecture/ 2 hours Educational aids. 
demonstration 
Group wok 3hours Prepare aguideline for teaching home 

economics to members of avillage 
women 'sclub. 

Presentation of 
group reports 

I hour Reports, discussions and acceptance of 
consensus report as recommendations. 
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Lecture I hour Principles and techniques of supervision. 

Lecture 1hour Evaluation - purpose and methods. 

Group work 3 hours Supervision of traditional birth 
attendants. 

Presentation of 1hour Reports, discussions and acceptance of 
group reports consensus reports as recommendations. 

Group work 3 hours Basis for developing a reproductive health 
care training curriculum for traditional 
birth attendants. 

Presentation of I hour Reports, discussions and acceptance of 
group reports consensus report as recommendations. 
Group work 4 hours Planning of a syllabus for reproductive 

health care training curriculum for 
traditional birth attendants. 

Presentation of 2 hours Reports, discussions and acceptance of 
group reports consensus report as recommendations. 

Group work - 3 hours Basic nursing. 
breakdown of 
course content 

Presentation of I hour Reports, discussions and acceptance of 
group reports consensus report as recommendations. 
Group work 8 hours MWdwifery. 

Presentation of 2 hours Reports, discussions and acceptance of 
group reports consensus report as recommendation. 

Group work 10 hours MCH/FP 

Presentation of 2 hours Reports, discussions and acceptance of 
group reports consensus report as recommendation. 

Group work 6 hours Development of simple teaching aids 
(one per delegate). 

Presentation of 2 hours Discussion and comments 
production 

Practical work 55 hours Teaching 
Supervision 
Motivation. 

Evalualion hour Evaluation of the Training Course. 
activities hour Post Training Questionnaire. 
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APPENDIX V 

Course Content 

Course Content Time 	 Breakdown 

Brief history; categories besides TBAs.Traditional Health 1hour 
Role of TBAs - their involvement in thePractitioners; in 

particular tile community such as health, social, cultural 
and trtditional activities.Traditional Birth 

Attendants (TBAs) 	 The intluence they have in the com
munity; their status. 
How their services benefit or endanger 
the health and lives of the people they 
serve. 
Why isit necessary to identify, train and 
use them more effectively and extensively? 
Relatioi shin heiween the TBA and 

members of the health team, -specially 
the midwives. 

I hour Basic information required beforePrinciples of 
- such as identifying taskscurriculum 	 commencing 

to be performed.development 
How to utilise available information to 
develop an appropriate syllabus for a 
particular curriculum. 

Principles and 1hour 	 Simple definition; types; methods; 

techniques of 	 emphasis on face to face communi
cation between communication 
I. Trainer/Trainee
 
2. Supervisor/Supervisee
 
3. TBAs/Clicnts
 
4. TBAs/llealth Personnel
 
Above as two-way communication and
 
importance of maintaining an open
 
channel of communication at all levels.
 
[low to communicate effectively,
 
especially at grass roots level.
 

Pr, nciples and Ihour Objective of teaching; role of teacher/ 

techniques of instructor; importance of educational 

teaLling aids; relationship between trainees' back
ground knowledge and the success of a 
teaching programme. 
Emphasise "learning by doing". 
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Course Content Time Breakdown 

Educational 
Aids 

3 hours Purpose - maximum gainful utilisation. 
Importance of correct selection. 
Place of professionally prepared aids in 
TBA training. Advantages of simply 
prepared aid. 
Development of simple aids from 
available resources. 

Principles and 
techniques of 
supervision 

I hour Definition - purpose 
Role of supervisor and supervisee. 
Supervisory skills. 
Human relationships. 

Evaluation 1hour Objective; principles of developing 
questionnaires (oral as well). 
How to analyse result of evaluation and 
to obtain maximum benefit from the 
result. 

Establish the 
basis for 
developing 
training 
curriculum 
for family 
planning 
motivators. 

I hour Group work - guidelines 
Preparation of step by step development 
of a curriculum such as:---
I. Determine the tasks to be carried out by 

the trainees. 
2. What knowledge they will require in 

in order to perform their tasks effec
tively. 

3. What skills they must acquire in order 
to do the tasks expected of them. 

Prepare guide-
line for teaching 
home economics 
to members of 
village women's 
clubs 

3 hours Group work - guidelines 
I. Define "home economics" 
2. Determine time required. 
3. Appraise the make-up of the village 

women, such as -
Background - social, cultural and 
educational 

4. Plan programme accordingly. 
5. Determine the teaching methods to 

be adopted. 
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BreakdownTimeCourse Content 

3 hours Group work - guidelinesSupervision of 
I. 	Define a supervisor - old and modern

the traditional 
concept.birth attendants 

2. 	 Qualities of good supervisors. 
3. 	 Problems in supervision - methods of 

preventing the same. 
4. 	 Procedure for maintaining continued 

supervision without involving too 
much expense. 

48 hours Group work - guidelinesDevelopment of 
I. 	Study the functions the TBAs are 

a reproductive 
expected to carry out.health care 

2. 	 Identify the various kinds of know
training 

ledge they must acquire in order to
curriculum for 

carry out their tasks.traditional 
3. 	 Enumerate the skills they will have to 

birth attendants 
learn in order to do their jobs effec

tively. 

4. 	 Determine the period of training 
necessary, taking the TBAs' back
;round into consideration. 

5. 	Develop the curriculum as follows:
a) Content of syllabus 
b) Methodology 
c) Breakdown of content 
d) Evaluation 

- delegates50 hours Classroom - audienceTeaching 
Field - TBAs as trainees, if possible.

practice 

5 hours Clinical and Field
Practical 


Supervision
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WORKSHOP ON TRAINING OF TRAINERS AND
 
SUPERVISORS OF RURAL HEALTH WORKERS, KABUL,
 

AFGHANISTAN, 7th JANUARY-2nd FEBRUARY 1978.
 

Field Director: Mrs. B. Brohier. 

Participants: 19 Afghani midwives and nurses as follows: 
4 nurse-midwives - three were nurse-midwives' 
teachers and one a teacher of auxiliary nurse
midwives. 
6 midwives 
2 nurses 
5 auxiliary nurse-midwives 
2 auxiliary nurses. 

Rationale 
Afghanistan had developed a dai programme, and training of dais was 
part of it. In view of this, the Nursing President, Nursing Presidency,
Ministry of Health, suggested (and the reporter agreed) that the aim of 
the Workshop should be slightly broadened, i.e. instead of training of 
trainers of dais and rural health workers, the Workshop would be for 
the training of trainers and supervisors of all categories of paramedical
personnel in Maternal and Child Health and Family Planning services,
especially in rural areas. 

I!. Objectives 
To train the participantsto: 
I. 	 Identify major health problems of mothers and children in 

Afghanistan. 

2. 	 Define the role that the dais of Afghanistan have in improving
Maternal and Child lealth. 

3. 	 Participate in a training programme for rural MCII workers,
including implementation and evaluation of the piogramme,
primarily at the local levels. 

4. 	 Explain the major purpose and methods of supervision, especially
related to ruial health workers. 

Ill. Pr'liminary visits, August 1977 
(a) 	Purpose of Pisit 

To 	clarify if the Training Semivar requested by the Ministry of 
Health was the same as the ICM offer of a Training Seminar for the 
Trainers of Rural Health Workers. The Ministry seemed to have 
misunderstood the ICM offer, and asked them to conduct a four
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week National Seminar (24th September 22nd October 1977) 
to explore various ways of expanding the midwife's role. 

(b) 	Meeting with Director of Nursing, Ministry of Health 
It was explained that aSeminar such as they had proposed was not 
possible under the new Project, and after discussion she agreed to 
accept the ICM proposal. There was already a programme for dai 
training and the reporter was advised to meet representatives of 
the agencies concerned. Dates were discussed, but decisions were 
left to a later meeting. 

(c) 	Meeting with TRA Training Project Officials 
The dai training course was discussed and reasons given why a 
meeting in January 1978 would be advisable: the date was later 
confirmed as 7th January - 2nd February. Details for the pre
paration of the Seminar were worked out with a local committee 
for implementation by that committee. 

(d) 	Meeting with Deputy Minister of Health 
It appeared that Afghanistan had not been able to implement the 
recommendations of the Cento Countries Working Party regarding 
the expanded role of the midwives. Mi'wives were not trained for 
these functions. Training was needed and the country would need 
technical or financial assistance for this. It was suggested that the 
Ministry of hIealth should approach ICM. 

(e) 	 Meeting with Director-General, Public Health, Ministry of Public 
Health 
tie talked at length about the need for ICM to provide assistance 
to countries such as Afghanistan. It turned out that he was angling 
for invitations to participate in the Middle East Inter-Regional 
Seminar, Khartoum, but it was pointed out that a country was 
never asked to participate twice unless they could do so at their 
own expense. It appeared that a wrong choice of delegates had 
been made for the Cento Countries Working Party. 

(f) 	 The USAID representative was most helpful at all times. 

IV. The Workshop 

(a) 	Attendance: Those attending comprised: 
19 delegates from Afghanistan, as listed above. 

I auxiliary nurse-midwife student as observer. 
9 speakers 
6co-ordinators
 
2 resource persons 
2 [CM officials 
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(b) 	OrmIziion 
I. 	A local ccmmittee was set up; the names of its members are 

given in AFendix 1. 

2. 	 The venue of the Workshop was the Nursing Training Center, 
Kabul. 

3. 	 The language of the Workshop was Dari. 

4. 	Training methodology consisted of Lecture/discussions (speakers 
were asked not to give straight lectures), discussions,groupwork, 
role playing, demonstrations, observation, practice, pre- and 
post.training questionnaires. 

(c) 	Synopsisofproceedings 
At the Opening Session Mrs. Mariam Shanawaz, Nursing 
President, welcomed the Minister of Public Health, the guests 
and participants, and introduced the |CM officials. 

Professor D. Omer, Minister of Public Health, welcomed all present 
and spoke briefly on the general health programme of Afghanisi.i, 
with its emphasis on MCH care. Primary health services had been 
brought to a wider range of population through the training of 
rural health personnel, including dais, and he hoped that the Work
shop would further stimulate this process. He spoke of plans to 
provide basic health centres in every district so as !o gih. Maternal 
and Child care to the growing population, and to reduce morbidity 
and mortality. 

Mrs. Belinda Brohier, Field Director, ICM, then gave an accomt 
of the origins and work of the FIGO/ICM Joint Study Group 
and described the new ICM/USAID Project. This was followed 
by an explanation of the programme and the organization of 
the Workshop, and introduction of the participants. 

Week I 
I. 	 Specificobjectives 

At the end of the first week each participant will: 
i. know about the seven year health plan (MCH) of Afghanistan. 

ii. know about the development and status of the dai programme. 
iii. be able to use the Basic Ilealth Centre Manual. 
iv. be able to state the essentials of prenatal care, labour and
 

delivery, and postpartum care.
 
v. know the high risk assessment of mothers and children. 

vi. 	 have visited at least one health centre. 
vii. 	 be able to state the essentials of premature, infant and child 

care. 
viii. 	know about family planning, including anatomy and physiology, 

and infertility. 
ix. 	know the essentials of teaching about health education to the 

family. 
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2. Pre.v nwg questionnaire 
I. What are the maternal/child health services? 

ii. Do you know anything about the dai training programme? 

iii.What is your opinion about dais? Are they old, backward,
 

stupid, no longer used? (Circle any true answer).
 
iv. Who will receive the benefit when dais are trained? 

v. Have you read the new health manual? 
vi. Write three important points of auxiliary nurse-midwife's work. 

vii. Why is maternity care important? Give a brief answer. 

viii. What are the three signs of a pregnant woman at risk? 

ix. What are four signs of high risk in children under 5 years of age? 

x. Why do you think it is important to visit a Basic Health Centre 

during this week? 
xi. What is the benefit of using a method of family planning! 

arexii. What are three different methods of family planning which 


available and used in Afghanistan?
 
xiii. Do you include health education talks or lessons in your clinic? 

The week opened with a talk by Dr. Mujaddedi Aziz Ashraf, Director, 
The Maternal and Child Health ProgrammeBasic Health Services, on 

in Afghanistan: The Seven Year Plan for MCH Services. His main points 

were: 

i. MCH care in basic health centres. 
ii. The, need for 	rural health services because 85% of the population 

lived in rural areas. 
or dais from the villageiii. The need to recruit rural health workers 


where they would work.
 
iv. The need to use paramedicals as rural health workers in the villages. 

rural MCH workers were (a)v.The justification for training dais as 
they 	assisted rural mothers at delivery, (b) lack of trained pro

and midwives, especially in rural areas, (c) theyfessional nurses 

could be used as family planning workers.
 

vi. The Minstry of Public Health planned to have dais and rural health 

workers working with auxiliary nurse-midwives in the districts. 

vii. The dai programme, and the importance of keeping the public 

informed of it and of the various government health programmes. 

viii. Midwives and auxiliary nurse-midwives should be prepared to work 

in rural areas. 

A discussion followed on The Problems with Dais.Speakers talked 

from personal experience of how the relationship between midwives 

and dais had improved following the setting up of the dai pro

gramme. It was agreed that dais should be used in health education, 

MCIt care, and should know how to take histories andpreventive 
which cases to refer. The type of training course suitable for dais 

was also discussed. 

414 



Afg-5 

The Development and Current Status of tke DaiProgramme was 
then described by Dr. Younas Hassan, Medical Officer, Director 
of Basic Health Services. He gave the reasons why the Ministry 
of Public Health had promoted the dai programme, discussed the 
content of the curriculum, the number of courses held so far, 
the result of training, and the place of follow-up and supervision. 

The first day closed with a panel presentation on The MCII 
Personnel. Ms. Jamila Farhadi, Assistant Director, Nurse-midwifery 
School, Zaishgah Hospital, spoke of the training, functions and 
responsibilities of nurse-midwives at that hospital, Ms. Habiba 
Habib, Director, Auxiliary Midwifery School, spoke of the training 
and functions of auxiliary nurse-midwives in the MCH services and 
Ms. Roqya Kakar, nurse-midwife, Basic Health Services, explained 
the activities of basic health centres and the functions and res
ponsibilities of the auxiliary nurse-midwives who worked in them. 
Ms. Kamila Weiss, Assistant Director, MCH clinics, reviewed the 
services offered at MCH clinics and the role of the nurse-midwives 
and auxiliary nurse-midwives employed in them. 

On Monday morning Ms. Guijan Jalal, Assistant Director, Nursing 
Training Centre, introduced the participants to the various MCH 
educational materials and said where they could be obtained, 
discussed health education classes in MCH clinics and showed how 
to select appropriate materials for educational talks and how to 
use them effectively. She then conducted the participants round 
the Nursing Training Centre and introduced them to its facilities, 
in particular the library. 

Ms. Roqya Kakar introduced the new health training manual and 
went through its various sections. The participants them split into 
four groups to consider the manual further and found that it was 
simple to use. 

The afternoon was devoted to consideration of Essentials of 
Prenatal, Natal and Postnatal Care: Emphasis on ltigh Risk 
Pregnancies and opened with a paper by Ms. Ilawar Aziz, Director 
of Zaishgah Polyclinic. She outlined the objectives of maternity 
care and listed the factors producing high risk. 

On Tuesday a visit was paid to Shewaki Health Centre - a MCH 
training centre for nurses and midwives. The various activities 
of the centre were inspected and afterwards a discussion was led 
by the Director. Emphasis was on treatment of sick children, but 
with education of the mothers they were hoping to develop well
baby clinics. The preventive aspect was beginning to be understood. 
Those participants working in Basic Ilealth Centres said that they 
could not offer comparable services because they lacked drugs 
and equipment. 
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Later a talk on Essentialsof Child Care: Emphasis on Assessment
 
of High Risk in Childrenfrom 0-5 Years was given by Ms. Guijan
 
Jalal, who listed the main constituents of care and the conditions
 
indicating risk.
 

The next day the subject turned to Family Planning, Health
 
Education and Family Health. Ms. Afifa Yousefi, General Director,
 
Afghan Family Guidance Association, spoke of Family Planning 
and outlined the reasons for it, the anatomy and physiology of 
reproduction, and the methods available together with side-effects, 
contraindications, etc. She noted that male sterilization was not 
accepted by Afghan men and abortion was illegal. Demonstrations 
were given after the description of each method. 

Mr. A.K. Azizi, Public Nurse, Nursing Presidency, Ministry of 
Public Health, spoke on Health Education He distinguished 
between education and propaganda and went on to discuss the 
need for health education, its objectives, and the areas in which 
it could be applied. Of these nutrition, hygiene and MCH/FP and 
preventive aspects were among the most important. The principles 
on which health education was based included communication, 
understanding, participation, motivation and reinforcement. 

Mr. Azizi went on to discuss Family Health Care. After defining 
the family and its needs he stated the objectives of family health 

care  to maintain good health by nutrition education, immunizat
ions and MCH services. le showed how these various components 
could be satisfied by care and teaching during attendance at 

MCH clinics and during home visiting. The need for family planning 
was stressed. 

Week 2 
I. 	 Specific objectives 

At the end of the second week each participant will be able to: 

i. collect ideas about the dai. 
ii. do brainstorming with a group. 

iii. dernonstrate practical work to students. 
iv. explain principles of good technique in communication. 
v. work in a group on training events. 

vi. make wotk objectives. 
vii. 	 prepare a training event. 
viii. 	give and receive feedback, conduct simple evaluation of local 

progranines and the performance of personnel. 
ix. use visual aids. 
x. plan a learning situation at her place of work, i.e. in-service. 

2. 	 Pre-trainingquestionnaires 
i. Does a teacher need to know the objectives for teaching to be 

effective? 
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ii. For teaching to be effective, does the teacher need to use educat
ional aids? 

iii. Is special planning necessary for the preparation of a dai training 
course? 

iv. Feedback is (a) reporting back information; (b) reporting activities; 
(c) makes people upset; (d)gossiping. Circle true answer. 

v. Problems can be solved if they are discussed in a group. Yes or no. 
vi. 	 If we want to identify MCH problems, the best way to do this is 

by discussion. Yes or no. 
vii. Can attitud-s be changed through health education? 

viii. Can attitud-s be changed through legislation? 
ix. Do you give demonstrations with your health talks? 
x. Our problems cannot be solved by discussion. Yes or no. 
xi. Dais are too old to learn anything new. Yes or no. 

Week 2 began with three talks on aspects of teaching. Ms. Guljan Jalal 
spoke on TrainingMethodology, Ms. Asifa Aminzada, teacher, auxiliary 
nursf;-midwives school, on Role Playing as a Teaching Method and 
Ms. Saida Noel, Director, Nursing School, Zaishgah Hospital, gave a 
DemonstrationofaMethod of Teaching 

Ms. Guljan said that good methods needed to be backed up by a good
 
qualities in the teacher and a good teaching environment. She described
 
different teaching methods and teaching aids. The other two speakers
 
each presented their subject in the form of a lecture/discussion followed
 
by a demonstration to illustrate their theme, which in turn provoked
 
further discussion.
 

Principles and Techniques of Communication were dealt with by
 
Mr. Azizullh Haidari, Director of Nursing Services Administration,
 
and assisting with Nursing Education, Nursing Presidency, Ministry
 
of Public Health. He began with a demonstration of ineffective
 
communication between instructor and student, which was followed
 
by discussion. He then went on to discuss the principles of commun
ication and the various methods and techniques available. Afterwards
 
the participants split into four groups to work on Planning of Training
 
Events ---how to set objectives, how to develop a teaching plaq, how to
 
implement teaching and how to evaluate. Each group was given one
 
specific topic.
 

The next day was given over to consideration of educational aids.
 
Ms. Guljan Jalal introduced the subject, described the various visual
 
aids available, and how to select and use them. After films had been
 
shown the groups met and each participant prepared a visual aid and
 

followeddemonstrated its use in practice. Discussion and comments 
each presentation. 

On the Monday further talks were given. Ms. Habiba ilabib spoke on 
Evaluation - which she defined as a way of finding out how well the 
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student had learned and how well the teacher had taught. Evaluation
 
could be performed by examinations, and she described the objectives
 
and methods of examination and illustrated her points by discussing
 
evaluation of dai training and of the trainer.
 

Ms. Guljan Jalal described the Principlesand Importance ofFeedback,
 

which was another means of evaluation.
 

Group work on planning training events continued in the afternoon.
 

On Tuesday Ms. A. Richter, UCSC Adviser, auxiliary nurse-midwife
 
programme, spoke on DevelopingAttitudes to Learning in the Context
 
of the Training of Dais. She stressed the need to create working re

lationships, find out what the problem was, encourage by praise and
 

participation, teach only as much as the student could learn, and
 
correct mistakes without causing embarrassment.
 

This was followed by a lecture/discussion presented by Dr. J.W. Le Sar,
 
Medical Officer, MSH Team. lie covered the general principles of
 

curriculum development and the application of them to the develop

ment of the dai curriculum; how the six phases of the development of
 

the dai curriculum were planned and implemented; and the pros and
 

cons of training methods. He demonstrated one method of teaching
 

dais by role playing by two dai trainers, and stressed the importance
 
of summarizing after each lesson.
 

The groups then reported on their work in planning training events.
 
Group A had chosen pelvic assessment, fetal position/presentation and
 

management of breech delivery; Group B had chosen diagnosis and
 

treatment of dehydration; Group C nutrition of mothers and children
 
D the need for dais and rural health workers.0.5 years, anri Group 

Each group des:ribed how they had planned the teaching and followed 

with a practical demonstration using lecture/discussiona and visual 

aids.
 

On Wednesday the group work assignment was changed it
as was 

realized tht not all participants would be involved in dai training. 

The discussions were therefore widened to 'Development and Imple

mentation of In-service Training courses for: 

dais by the auxiliary nurse-, idwives 
MC|I workers by MCH midwives 
family planning counsellors by family planning midwives 
auxiliary nurse-midwife teachers 

I by nurse-midwifc teachers. 
nurse-midwife teachers 

Reports from the groups were presented the next day under the 

headings: objectives of training; tasks to be done; curriculum content; 

training methods; evaluation. 
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Week 3 
1. 	Specifc objectives 

At the end of the third week each participant will: 
i. know the principles of supervision. 

ii. have observed at least one supervisor at work. 
iii. will be able to describe approaches to problem solving. 
iv. describe the role of supervision in developing adai programme. 
v. be able to state different methods of supervision. 

vi. know the essentials of evaluation of a programme. 

2. 	 Pre.wlngin questionnaires 
i. Dais are (a) village doctors; (b) untrained midwives; (c) auxiliary 

midwives. Give one answer only. 
ii. Dais practise in (a) hospitals; (b) villages; (c) cities. Give one 

answer only. 
iii. There are many dais in the developing coutries because the village 

mothers do not like other people to care for them. True or false? 
iv. Name three jobs the dais do. 
v. Which of the following do you think would be the most suitable 

place for dais to work in? (a) polyclinics; (b) in modern hospitals; 
(c) in the homes. 

vi. Who should supervise the dais? (a) The President of a hospital; 
(b) the doctor; (c) the Nursing President; (d) the student midwives; 
(e) the midwives; (f) the auxiliary midwives. 

vii. What are the qualities of a good supervisor? (a)She should be like 
a policewoman; (b) she must always be ready to find fault; (c) she 
must always punish her staff if they make mistakes or do not do 
their job well; she should be an adviser, teacher and friend. 

viii. 	Give three ways dais can help to introduce modern medicine to the 
village community. 

Week 3 concentrated on Supervision and Problem Solving. Ms. Kamila 
Weiss, Assistant Director, MCH Clinics, led a session entitled Brain
storms on Supervision. Each participant had to give her own under
standing of 'Supervision'; all the views were recorded and then 
discussed. The object was to encourage the participants to think and to 
accept criticism gracefully. Ms. Jamila Farhadi then spoke on Super
vision and defined its meaningand concepts and described its techniques. 
She went on to describe the qualities and responsibilities of a good 
supervisor. Ms. Habiba, Director, Nursing Training Centre, discussed 
InterpersonalRelationshipsand listed the factors which promoted good 
relationships. 

On Sunday Mr. A.K. Azizi spoke on Problem Solving and this then 
formed the subject for group work for the remainder of the day. 

On 	Monday the groups discussed 'How to Carry out effective Super. 
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vision of (a) MCH workers, (b) dais, and prepared a consensus report. 
Their main points were: 

i. Supervision, to be effective, must be carried through from Minister 
of Public health down to Basic Health Centres. 

ii. Auxiliary nurse-midwives, midwives, sanitarians and/or vaccinators 
could supervise dais and village health workers. Usually midwives 
or auxiliary nurse-midwives supervised dais and female village 
health workers. 

iii. Supervisors should be mature and interested and know their own 

jobs 	well, as well as those of the people they supervised. Good 
vital and supervisors should be understanding,relationships were 

kind aad helpful. 
iv. 	 Effective supervision should be planned and regular. It should be 

continuous and be carried out in all situations. Credit should be 

given where due and the reasons for poor performance discovered. 

On Tuesday and Wednesday there was field experience in Zaishgah 
Maternity Hospital where the participants were able to observe super
vision of the auxiliary nurse-midwife students' clinical practice in 
Obstetric, Maternity, MCH and Family Planning Departments. Experi
ences were discussed and a report prepared. Routine postnatal 

only given toexamination was not provided at the hospital and was 
women who complained. The participants seemed not to notice this 

omission and opportunity was taken to stress the importance of the 

routine postnatal examination, and the Field Director also made this 

point to the Director of the clinic. During discussion on supervision 
of students it was 	pointed out that supervision was not only of per

formance, but should incluoce the giving of opportunities for students 
to learn. 

Week 4 
1. 	 Specificobjectives 

At the end of the fourth week each participant will: 
i. be able to prepare a plan to help their work with dais in their jobs. 

ii. 	 have observed different methods of teaching that health workers 
use in clinics and in hospitals. 

iii. 	be able to teach a subject on maternal and child health in a clinical 
setting. 

2. Pre-training questionnaires 
i. Is it necessary for dais to continue their job? 

If 'yes', can they do this without training? Give reasons for your 
answer. 

ii. Name six activities of prenatal clinics. 
iii. 	 If you want in help in dai training, what subjects do you want to 

teach? 
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iv. When mothers bring their children for vaccination, what kind of 
instructions do you give them? 

v. Should MCH and family planning educalion be taught at the same 
time or at different times? Give reason, for your answer. 

vi. Do you know what feedback is? If so, give examples. 

In week 4 the question of dai training was discussed. The first speaker 
was Ms. Marie Moseni, Nurse Co-ordinaor, MSH Team, who dealt with 
Recnritment, Location, Trai-fing and Utilization of Dais. Recruitment 
was necessary because of the preponderance of rural population, 
shortage of professional personnel, and the fact that dais were already 
practising and their practice could be improved with training. Location 
was carried out by the narse-midwife and female village health worker 
calling on the village leader to discuss the programme; if then there is 
no opposition from the leader, the villagers are informed and practising 
dais invited to meet the team to discuss training. Those who volunteer 
are tested, and those qualifying are given appointments for training. 
Training was in hand; 72 dais were already trained and the government 
planned to train 3,500 in five years. Refresher courses would also be 
provided. Training would be conducted by the Directorate of Basic 
Health Services. In utilization, the functions of the trained dai would 
be to promote better material and MCit/FP services, to help reduce 
maternal and infant morbidity and mortality by safe practice and 
early detection of abnormal cases, and in health education, family 
planning and detection of illness and referral for medical care. 

The remainder of the day was devoted to group work when the subject 
was role playiiI; in !he teaching of dais in a clinical setting. 

On Sunday the participaits returned to the same clinics they had 
attended the previous week for further field practice, and reports 
on this activity were then presented. 

On Monday the participants prepared post.Workshop action plans 
and presented the for discussion. Those that were not practical were 
returned for modification and help was given in the revision. 

On Tuesday field visits were paid to the Kabul water purification plant 
and to the vaccine supply department. Reports were prepared and 
presented on these two visits. 

On Wednesday Nis. Roqya Kakar introduced the Dai's Home Visiting 
Card and e(plained its use. Cards werc given to each participant. 

An evalua'ion questionnaire covering the entire Workshop was then 
completed. 

On Thursday )r. Mohd. Asaf Gharwal. President, Curative Medicine, 
Ministry of iublic IHealth, gave the Closing Address, votes of thanks 
were given and certificates of attendance presented. 
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V Analysis of Evaluation Questionnaires 
Q. Do you think there should be 	 more Workshops like this one? 

A. 	 All the participants would like future seminars for midwives to be 
this Workshop because they hadconducted in the same way as 


never learned so much before.
 

Which subject(s) did you find most helpful and interesting?
Q. 
All found the subjects most helpful arid interesting.A. 

for future Workshops?Q. Which subject(s) would you recommend 

A. They recommended that all the subjects should remain for future 

Workshops.
 

Please give your frank comments on the Workshop.
Q. 
no Workshop should be organizedA. i. The majority said that 

but if it had to be, it should be held in aduring the winter, 

warmer place.
 

ii. One participant said that there should be only morning sessions. 

iii. One participant said that the 	 post-training tests gave her a 

headache.
 

VI Comments 
the first of its kind ever organized for midwivesThe Workshop was 

of Afghanistan (the participants as well as the co-ordinators). 

fortunate enough
The co.ordinators claimed that, although they were 

to have had training abroad, they had not utilized their knowledge and 

skills as they did during the Workshop. This experience had given them 

felt certain that they would function better in
confidence and they 

their specified fields.
 

to learn and the interest they had in the Work-The participant,' desire 
hard and maintain theirshop motivated them to work extremely 

interest right through the Workshop. 

student who attended as an observerThe auxiliary nurse-midwife 
participated fully. She was very intelligent and had the right aptitude 

for a good teacher. 

VII Post-Workshop Assignments 
The participants submitted their proposed post-Workshop activities and
 

hoped to implement them on their return.
 

The Nursing President, Nursing Presidency, Ministry of Public Health,
 

sent a circular letter to the heads of the various departments associated 
to assist the participants in puttingwith the participants asking them 

as ICM expected to receive thetheir post-Workshop plans into effect, 

reports from the participants three months after their return.
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VIII Conclusion 
The Workshop would not have been successful wiihout the support, 
cooperation assistance and guidance .rom: 
The Ministry of Public Health 
The Nursing President and members of the Presidency 
The Director and Staff of the Nursing Training Centre 
The Chief, Health and Family Planning Division, USAID, Kabul 
The Members of the Management Sciences for Health Team 
Advisers for the auxiliary nurse-midwife programme 
The University of California, Santa Cruz. 

APPENDIX I 

List of Participants 

Delegates Ms. Mastura, 
Ms. Aqela Eqbal, Assistant Nurse
 
Nurse-Midwife, Teacher, Basic Health Center (Senati),
 
Auxiliary Nurse-Midwife School, Baghlam
 
Khir Khana Mena Ms. Parigul.
 

Ms. Khadija Sultan, Assistant Nurse-Midwife,
 
Midwife, Basic Health Center,
 
Central Maternal Child Health Clinic, Nahrin
 
Kabul Ms. Mobeena,
 

Ms. Rahima Rahimi, Assistant Nurse-Midwife,
 
Nurse-Midwife, Basic Health Center,
 
Central Maternal Child Health Clinic, Khulm
 
Kabul Ms. Maliha,
 

Ms. Marghalay Mangal, Nurse, Teacher,
 
Nurse-Midwife, Teacher, Nursing School,
 
Nursing Midwifery School, Masturat
 
Zaishgha Ms. Sameha,
 

Ms. Aaisha, AssiAant Nurse-Midwife,
 
Auxiliary Nurse, Head Nurse, Basic Health Center,
 
Maternity Hospital, Sangcharak
 
Herat Ms. Marian,
 

Ms. Mahdya, Midwife,
 
Nurse-Midwife, Teacher, Family Planning Clinic
 
Nursing Midwifery School, Zaerhga,
 
Nangrhar Kandahar
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Ms. Nooria, Ms. Afifa Yousefi, 
Midwife, Teacher, General Director of Afghan 
Nursing Midwifery School, Family Guidance Association 
Kandahar Clinic 

Mr. Amir Khan Azizi,Ms. Rahima Naoroz, 
Public Health Nurse,Midwife, 
Nursing Presidency,Family Planning Clinic, 
Ministry of Public HealthMaidan Shar, 

Wardak Ms. Hawar Aziz 
Director of Zaishgah PolyclinicMs. Sharifa, 


Midwife, Dr. Jack Lesar,
 
Family Planning Midwife Clinic, Medical Officer,
 
Taimani, Management Science Health Team
 
Kabul Ms. Marie Moseni,
 

Ms. Pashtoon, Nurse Coordinator,
 
Assistant Nurse-Midwife, Management Science Health Team
 
Basic Health Clinic, Ms. Afifa Aminzada,
 
Logar Auxiliary Nurse Midwife Teacher,
 

Mr. Noorulla, Nursing Training Center
 
Male Nurse, Ms. Saida Noel,
 
Basic Health Center, Director,
 
Sharan Nursing School,
 

Ms. Atifa Ornery, Zaishgah Hospital
 
Midwife, Coordinators
 
Family Planning Clinic, Ms. Habiba Habib
 
Kabul Director,
 

Ms. Shamscia, Auxiliary Nurse Midwiiery School
Assistant Nurse-Midwife,Mr z uf h Had i
Basic IHealth Center Kesiim Mr. Azizulkh Haidari 
Ba athn t Director of Nursing Services -
Badakshan Administration & Assisting with
 

Nursing Education
 

Ms. Guljan Jalal, 
Assistant Director,Speakers 

Dr. Mujaddedi Aziz Ashraf Auxiliary Nurse Midwifery School 

Director, Ms. Roqya Kakar, 
Basic Health Services, Nurse-Midwife, 
Ministry of Public Health Basic Health Service 

Ms. Jamila Farhadi,
 

Medical Officer, Assistant Director of Nurse
 

Basic Health Services, Midwifery
 
Ministry of Public Health Zaishgah School
 

Dr. Younas Hassan, 
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Afg-15 

Ms. Kamila Weiss, Mr. Azizullah Haidari, 
Assistant Director, Director of Nursing Services -
Maternal Child Health Clinic, Administration & Assisting with 

Nursing Education
Resource Persons 

Ms. Anne Richter,Ms. Anne Richter, 
UCSC Advisor of Auxiliary Nurse UCSC Advisor of Auxiliary Nurse 

Midwifery Programme Midwifery Programme 

Ms. Lynette Russell, Ms. Lynette Russell, 

UCSC Adviser of Auxiliary Nurse USCS Advisor of Auxiliary Nurse 

Midwifery Programme Midwifery Programme 

Ms. Belinda Brohier,Observer 
Field Director,Ms. Atrigul

Auxiliary Nurse-Midwife Student International Confederation of 
Midwives 

Local Committee 
Ms. Mariam Shanawaz, Chairman, 
President of Nursing 

Dr. Mujaddedi Aziz Ashraf 
Director of Basic Health Services, 

Ms. Habiba Habib, ICM Officials 
Director, Ms. Belinda Brohier 
Auxiliary Nurse Midwifery School Ms. Veronique Vatin 

425
 



EPILOGUE
 

As will be seen from the list of activities recorded in the 

introduction to this Report, several seminars were being planned 

to take place during the second half of 1978 and 1979. 

It is the intention to issue further reports annually, to record 

the activities under the ICM/USAID Project during the previous 

twelve months, and to up-date where necessary, the results 

stemming from Working Parties and Seminars which have already 

taken place. 

ifz
 


