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PREFACE

Throughout the world each year, nearly 13 million children die before they have
reached their fifth birthday. In addition, 500,000 women die every year as a consequence
of pregnancy. With current technology, the majority of these deaths could be prevented.
Furthermore, maternal and child morbidity could be substantially reduced.

Given the resources and commitment, application of current knowledge about mater-
nal child care generally succeed in reducing mortality rates. However, in some countries,
current levels of population growth tend to undermine many of these gains.

Many mothers do not receive modern health care services. It is estimated that 60 -
80% of births in developing countries occur outside modern health care facilities. Almost
all of the births are attended by untrained persons; some are unattended. The mothers
usually give birth in unclean conditions and receive no prenatal or family planning care.
Their children do not attend under-fives clinics. An inadequate distribution of professional
midwives often results in a lack of such services available to those mothers who might
otherwise opt for them. Insome areas of the world the trend is towards a decreasing number
of midwives in the rural areas, a trend unlikely to be reversed in the near future.

Many countries have decided to train traditional birth attendants (TBAs) because these
practitioners have already been chosen by mothers or by families. These individuals are
intimately involved with women’s reproductive health care and they generally have
authority and the respect of the community. Trained TBAs are expected to conduct clean
deliveries and improve or assume responsibility for a number of other health care functions.
While some countries have made TBA practice illegal and others have promoted institu-
tional delivery for all, in certain parts of the world TBA training programmes are expanding
as are TBA functions and responsibilities. In these countries they are recognized as
important allies to the health sector in extending services, promoting community participa-
tion and motivating the community towards better health for mothers and children. They
can be particularly effective since they have intimate knowledge of local practices and are
considered as integral parts of the local culture and tradition. Because of the current shortage
of professional midwives and institutional facilities to provide prenatal care and clean, safe
deliveries as well as a variety of primary health care functions, the World Health Organiza-
tion and other agencies promote.the training of TBAs in order to bridge the gap until there
is access to acceptable, professional, modern health care services for all women and children.
Trained TBAs can assist in contributing to safe motherhood and family planning, child
survival and health for all programmes.

This WHO Training package for Traditional Birth Attendants has been developed in
the context of the common goals of three organizations - The World Health Organization,
UNICEF and United Nations Population Fund - for the health of women and children by
the year 2000. Their goals include:

1. " ... reduction of maternal mortality by half,



2. . access by all pregnant women to prenatal care, trained
attendants during child births and referral facilities for high
risk pregnancies and obstetric emergencies, and

3. ... access by all couples to information and services to
prevent pregnancies which are too early, too closely spaced,
too late or too many."

These common goals are among those recently affirmed by the Task Force for Child
Survival, endorsed by over 70 Heads of State in the Declaration and Plan of Action of the
Summit for Children. They are also reflected in the International Convention on the rights
of the Child, the International Convention on the Elimination of all Forms of Discrimination
Against Women and in the Amsterdam Declaration, adopted by the International Forum on
Population in the Twenty-First Century.



SECTION A

INTRODUCTION

Over the past two decades WHO has been promoting the involvement of trained
traditional birth attendants (TBASs) in relevant programmes of Maternal and Child Health,
Family Planning and Immunization. This is based on evidence that the training of TBAs
agd their proper utilization have the potential of significantly reducing morbidity and
mortality related to pregnancy and child birth.

With changes in health infrastructure and the introduction of modern health care
systems inmany developing countries, it has become necessary to re-examine the definition,
role and training of TBAs. This TBA Trainers’ Guide identifies the issues involved in the
training of TBAs and their role in strengthening Maternal and Child Health and Family
Planning programmes. The Guide has been prepared in response to many requests from
countries interested in initiating or strengthening their TBA programmes in line with
priorities and needs.

This TBA Trainers’ Guide is addressed to policy makers, doctors, nurses, midwives,
managers of maternal and child health and family planning programmes, TBA trainers and
supervisors, field staff and TBAs. It is assumed that the 3 volumes of this Guide will be
used as a resource at the national and local levels. However, since conditions vary from one
country to another and even within the same country, adaptation of the material may be
necessary and should take into consideration existing resources available, expectation of the
people and of the TBAs and the cultural context. The decision to strengthen or discontinue
a TBA programme should be based on prevailing socio-cultural and biomedical factors and
the resources available.

Background

Afirst TBA Trainers kit was developed by WHO/BLAT (British Life Assurance Trust)
on an experimental basis in 1981 for testing in a large number of countries and in a variety
of settings. Between 1982-1985, the kits were sent to more that 200 programme managers
and other interested individuals in more than 50 countries. An evaluation of the use and
effectiveness of the kit was subsequently undertaken by WHO and feedback was obtained.

In December 1988, a meeting of an international group of experts confirmed the need
of developing TBA training programmes. They formulated recommendations for revision
of the kit based on the result of the evaluation and country programme experiences. The
WHO/BLAT kit was considered extremely useful but major revisions in terms of simplifica-
tion and reorganization of the content were felt necessary. The group recommended the
inclusion of topics such as Family Planning, AIDS, and STDs and guidance on development
of training curricula and support materials. It was decided that the revised version of the
kit be called a Guide. The present TBA Trainers Guide was then developed and field tested
in 15 centres around the world in 1990. It takes into account the results of the field test



conducted in different countries, various country experiences with TBA training, views of
experts around the world who have reviewed the Guide and the consensus of international
experts who met in New Delhi in 1988.

Because conditions vary greatly between countries regarding TBAs and their training,
it is not possible to provide step-by-step guidance in this kind of document on the
establishment of a TBA training programme. Rather, this guide provides a framework based
on a synthesis of experiences that must be adapted and expanded to suit local and national
needs.

Although every attempt has been made to render the guide of practical value to a range
of health care personnel and decision makers, it is not intended to be amanual for the training
of TBAs and is not suitable for adoption per se without adaptation to the local situation and
priorities. Despite the publication of these documents they remain experimental to a large
extent since they are intended to serve as a collection of ideas and principles upon which
each country can build its own TBA policies and programmes.

EFFECTIVENESS OF TBAS

Many TBA programmes have been effective in reducing neonatal tetanus by encourag-
ing the correct use of clean delivery kits and promoting the use of tetanus toxoid injection.
The promotion and use of home-based maternal records by TBAs has helped in registration
of pregnancies, increased identification of “at risk” women, improved health information
and greater participation in self care during the vulnerable periods of pregnancy, delivery
and postnatal periods. The TBA programmes have also led to an increased number of family
planning acceptors. In some countries the TBAs are helping with immunization efforts or
with ORS treatment in the prevention and control of dehydration in diarrhoea.

In other settings there are many questions yet to be answered about TBAs’ effective-
ness. These include the following:

—  Which functions should the TBA perform?
~  What are the best methods of teaching the TBA?

-  How can an illiterate TBA be involved in providing better care in
pregnancy, during delivery and during the postnatal period?

- Should the involvement of the TBA be rest;icted to her traditional role as
a birth attendant or should it be expanded?

—  What type of support would the TBA training programme require?

—  Would the articulation of the TBA with the health care team lead to the
erosion of her existing cultural and social roots in the community which
at present contribute to her authority and influence?



The answers to these questions will vary from one situation to another. However, as
evidence shows that the TBAs have the potential to be effective, health officials may proceed
with TBA programmes but need to ensure that supportive supervision, monitoring and
evaluation form an essential part of the programme.

‘GOALS AND OBJECTIVES OF TBA PROGRAMMES

The prime goal of TBA programmes is to contribute to the reduction of maternal and
child mortality and morbidity through improved delivery and child care practices.

The objectives of TBA programmes include the following:

—  To improve the skills, understanding and stature of TBAs.
—  To increase the number of births conducted by trained TBAs.

—~  To improve the linkage beiween modern health care services and the
community through TBAs.

To achieve these objectives the following intermediate objectives may be established:

—  Improve understanding by the community of the value of trained TBAs
in the betterment of mothers’ and children’s health.

—  Involve the community in planning and implementing programmes for
improved MCH care.

—  Train the trainers of health care staff and TBAs in appropriate targeted
technical skills and team building.

—  Establish/strengthen the system of referral.

—  Improve the support system for the regular provision of supplies and
supervision.

—  Improve understanding of the local patterns of birth care and the ability
to deal with any superstitions and harmful traditional practices.



CONTENTS OF THE TRAINING PACKAGE

The present Training Package consists of the following:

- A GUIDE FOR TBA TRAINERS
—~  ANILLUSTRATED GUIDE FOR TRAINERS AND TBAS
— A GUIDE FOR MASTER TRAINERS

Guide for TBA Trainers

This guide aims at helping the TBA trainer develop a systematic training plan and
curriculum. The plan is designed to improve the TBA’s understanding of new concepts and
skills and includes core and optional topics. It will assist the trainers of TBAs to focus on
the essential teaching points. A variety of training methods and training support materials
that can be used to emphasize these teaching points are also discussed

Illustrated Guide for Trainers and TBAs

This is a companion volume of illustrations with essential messages which serve as a
complimentary teaching tool for the trainers. Literacy helps in learning but the majority of
TBAs in many developing countries are illiterate even though they may have a few decades
of experience in the practice of midwifery. Many may have learnt their present skills through
an apprenticeship approach. It s, therefore, not easy to train them. They may have difficulty
in understanding if only traditional approaches are used in training. The illustrated guide
has been developed taking such limitations into account. It includes points for discussion
to draw attention to important issues. Each topic is summarized by reviewing the most
important points which should always be remembered. Clear and simple illustrations have
been used in the guide so that it may be used by TBAs, including those who are illiterate,
as an aide-memoire. The illustrations serve as useful visual aids designed to help TBAs
learn new concepts and skills.

Guide for Master Trainers

This volume includes a first section on the most important issues affecting the planning
and implementation of TBA programmes. The second section deals with training aspects
and stresses the role of the master trainers and TBA trainers in organizing the training
programme.

The guide is intended to help the master trainers adapt existing materials including the
present guide and to use innovative strategies in programme implementation based on an
identification of local needs and available resources.



CHARACTERISTICS AND JOB DESCRIPTION OF TBAS AND TRAINERS

The characteristics and job descriptions of the master trainers, the trainers of TBAs
and the TBAs vary so widely between countries that it is impossible to provide a universal
description of any one of them. However, they have some common characteristics and a
knowledge of these can be very useful.

Master Trainers

In general, master trainers are officials from the Ministry of Health in managerial
positions who take decisions on all aspects related to the implementation of TBA program-
mes including the training of TBAs and their trainers. They are responsible for the
adaptation of the training materials. They are also expected to oversee monitoring, super-
vision and management of the training. They may or may not be assigned other jobs.

TBA Trainers

The trainers of TBAs are generally midwives. In many countries they are expected to
provide clinical services in addition to the task of training TBAs. At the local level they are
responsible for supervision and monitoring. The TBA trainers are generally expected to
improvise training methods but they are not required to adapt the training materials or the
curricula which as noted above is usually undertaken by the master trainers.

—_———
e —— e

ATTRIBUTES OF A TBA TRAINER

|

. Background training in midwifery and experience in conducting
domiciliary deliveries.

*  Knowledge of attitudes, beliefs and behaviour of community members
and TBAs with particular reference to pregnancy, child birth and infant
care.

*  Experience in training and supervising TBAs.
e Some knowledge of education methodology.

¢  Ability to motivate and lead people.




Traditional Birth Attendants
TBA

A TBA is a person who assists mothers during the pregnancy, labour, and postnatal
periods. She has often acquired her skills by delivering babies herself or through appren-
ticeship with other TBAs.

Family TBA

A family TBA is an individual who has been designated by an extended family to
attend births in that family.

Some persons including family members are occasionally called in to attend births.
They are not to be regarded as TBAs or family TBAs although they may become TBAs
through formal training or apprenticeship.

Trained TBA

A Trained TBA is a TBA or a family TBA who has received training to upgrade her
skills. This usually takes about one month although the training schedule may be spread
out over a longer period of time because of local circumstances.

In some countries there are TBAs who undergo extensive training for six months to
one year and are then often employed as primary health care workers. After training, some
of them may continue to perform their traditional role of conducting births.



PROFILE AND PRACTICE OF THE TBA

A TBA is usually a mature woman (middle-aged or older) who has herself given birth
to children. She generally is a member of the community which she serves. She also lives
in this community. Though often illiterate, she speaks the local language and is an integral
part of the local religious and cultural system. TBAs are often intelligent, wise women who
have been chosen because of family tradition or for their practical approach or their previous
experience in conducting births. Many TBAs have a dynamic personality and are accepted
as authorities in the community they serve. In general, TBAs are private practitioners who
negotiate their compensation with their clients. Sometimes they receive payment in the
form of cash or gifts. In most situations, prestige is more important for the TBAs than the
financial gains they get for their work. In most places TBAs are only part time workers.

Often TBAs are designated as birth attendants for extended families. In cultures where
this is the norm, a TBA from outside the family, no matter how competent, will not be
acceptable. In other settings, competent or popular TBAs are invited even from outside the
village or outside the clan.

The number of births attended by a TBA each year varies widely. In large extended
families, a family TBA may deliver up to 24 babies in one year although five or six births
is the norm. In small families they may attend only one or two births a year. The range of
caseload for a TBA who is not designated as a family TBA is usually between 2 and 20 per
year. However, some well-respected TBAs may attend up to 120 births each year. In
general, family TBAs have a smaller caseload since their practice is limited by their
genealogy; however, some family TBAs have larger annual caseloads than TBAs not
restricted to serving only one family.

For a programme manager the assessment of TBA case loads as well as monitoring
changes in trends is very important in deciding whether or not to introduce a TBA training
programme. When case loads are very smalli.e. only one to two per year, it is questionable
whether TBAs can retain knowledge or the skills taught by the time of the next birth they
attend, since this may occur at an interval of 6-12 months after the completion of training.
The selection of the TBA for training should require that she conducts 10-12 cases per year
although there can be no hard and fast rule. Localities where the TBAs have very small
caseloads may choose to focus training on a limited number of objectives and spread out
training over a longer period of time. Alternatively, they may decide not to limit training
to TBAs alone but to promote knowledge about safe and clean birth in the community
through women’s groups, for example.

The decision to include “low volume” TBAs in a programme will depend upon a
number of factors. These include the local influence of the TBA in the community she
serves, since a TBA with even a small case load may be effective if she exerts psychological,
spiritual and cultural influence in the community. Other factors include the resources of the
system to undertake the training and the capacity and willingness of the health workers and
the midwives to carry out the training as well as supervision.



TBA PRACTICE - LEGAL ASPECTS

Legislation

Legal status: Legislation specifically for TBAs is rare. However, references to
TBAs are found in medical, midwifery and nursing acts. Where explicitly stated,
TBA practice may be illegal, legal only under certain circumstances (for ex-
ample, where a trained midwife is unavailable) or legal under the supervision of
a designated health authority to perform certain selected functions. In many
cases, TBAs may have no legal status but function freely in'countries where there
is no prohibiting legislation. Even where there is prohibiting legislation, TBAs
may be working freely because there is no enforcement. Where there are
restrictive laws and TBA training programmes are being considered or are
underway, modification of the restrictive legislation will be required to protect
the TBA as well as her clients and the community.

Licensing: A license in the form of an official authorization to practice is not
usually given to TBAs in most countries. However, licensing under certain
conditions can provide a means for setting standards and may even serve as an
incentive for TBAs to become trained. On the other hand, it also has the potential
for causing division in the community or raising unrealistic expectations for
incentives amongst the trained TBAs. A system of licensing is not necessary for
initiating a training programme.

Government Policies

Recognition: Acknowledgement by the government of the existence of TBAs
is recognition. However, recognition does not grant them legal status. In many
countries the TBAs are functioning freely as private practitioners without recog-
nition.

Registration: This, in many situations, may take the form of a listing of the TBAs.
The list may include all the trained and untrained TBAs. Registration does not
accord the TBAs legal permission to practice and it does not give them recogni-
tion or a license. In fact it is possible to have a registry of TBAs even when their
practice is explicitly illegal. The value of having an up to date register is that it
will help planners determine the identity and location of the TBAs who are
potential candidates for training. Without a registry, a survey of the TBAs would

~ be necessary. '

Certification: In countries where there is no specific legislation, TBAs are often
given a certificate after completion of training. The certificate serves as a record
of attendance at the course. However the certificate does not prove in any manner
the mastery of the skills taught at the course. It is tangible recognition of the
training of TBAs. .
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FUNCTIONS OF THE TBA

Traditional Functions of TBAs

The TBA’s traditional role has varied widely depending upon the culture and the roles
of other health care providers, including traditional healers, in the country. The function
associated with the TBA universally is assistance to the mother and the family at the time
of birth. This usually includes delivery of the baby, cutting and care of the cord and disposal
of the placenta. It may also include selected aspects of neonatal, infant and maternal care,
which includes nutrition advice to the mother, encouraging her to breast feed the baby and
advising her to keep the newborn baby warm. In many cultures, TBAs are also responsible
for providing advice on rooming in. They observe rituals to initiate the feeding of the
newborn, give the first bath and advise about food to be administered or restricted in the
postnatal period. They are involved in other rituals like placenta disposal and allowing
visitors in the delivery room. In addition, TBAs may perform other functions which depend
upon local customs as well as on other individual interests and expertise. In some cultures,
TBAs are consulted for advice on family planning, abortion and infertility problems and
some even perform circumcisions. In some countries the TBAs perform broader functions
such as those of herbalists or spiritualists.

Expected Functions of Trained TBAs

Just as traditional functions of the TBA vary widely, so do the functions of TBAs who
have been trained. In addition to the traditional functions at the time of delivery they are
often expected to do risk assessment in the antenatal period and refer mothers to the health
centres for anticipated complications or emergencies. Trained TBAs are expected to
upgrade their skills to perform deliveries and cord care hygienically and to prevent or control
postpartum haemorrhage by using appropriate techniques. Furthermore, many trained
TBAs have taken on expanded primary health care functions which may include family
planning, first aid and health education including advice about nutrition, breast feeding,
personal and environmental hygiene, AIDS prevention and stressing the importance of
infant’s check-ups at under-five clinics for growth monitoring, immunization and treatment
of infections. Some also distribute oral rehydration salt packets and condoms. Most trained
TBAs are asked to participate in data collection too and, at the very least, help document

- mortality of the mother or the neonate.

The expanded functions of the TBA are based on local needs, the TBA’s willingness
to improve her skills and the ability of the modern health care system to provide satisfactory
training and supportive supervision. In general, TBAs will function most effectively when
they are improving their knowledge and skills in areas which they already consider to be
part of their job. For instance, TBAs who normally treat sick infants are likely to be more
effective in promoting and distributing ORS than those TBAs whose normal work is
confined to delivery and neonatal care.

11



TBAs and AIDS

While TBAs have always been at risk for contracting as well as transmitting com-
municable diseases, the current problem and increasing threat of the spread of AIDS in the
1990s deserves special attention. TBAs who do not know it already will come to realize,
through training, that their work puts them at risk of acquiring the HIV virus. At a very
minimum, TBAs should be given specific information about how to protect themselves when
attending deliveries and caring for the umbilical cord and should be provided with at least
soap and gloves.

As with other areas of health education including nutrition, family planning, preven-
tion and treatment of diarrhoea, the TBA, as an influential member of her community, can
help to promote practices which prevent the spread of AIDS among her clients.

ARTICULATION OF TBAS WITH THE MODERN
HEALTH CARE SYSTEM

TBAs have a different status than other members of the health care team because they
are not paid by the government or the state. They take on their responsibilities voluntarily
in agreement (or understanding) with the community in which they live. The situation is
different when the TBA is fully incorporated into the health care system as a paid primary
health care worker. An important objective of TBA training is to make the TBAs see
themselves as a part of the health care team and share the common goal of improving the
health status of their clients. In this respect, the members of the health care team have a
responsibility for providing all the required support to TBAs but without eroding their
cultural strength. In return, the government/state can expect the TBAs to use hygienic
methods while conducting deliveries, identify and refer cases “at risk’ and promote other
mother child health programmes according to the local policies. A spirit of cooperation and
support should be developed in which TBAs as well as staff of health care centres stand to
gain. Continued efforts are required to build such understanding, mutual trust and a team
spirit.

ISSUES AFFECTING IMPLEMENTATION OF TBA PROGRAMMES

There are decisions which must be made when initiating or rejuvenating a TBA
programme. The programme has the best chance of achieving its goal and objectives through
action by the interested parties in the community and the health care system. These decisions
will vary from country to country based on local problems, cultural requirements, available
resources and past experiences of the community. TBA programmes generally need to
consider the following issues:

—  Relationship of traditional health care systems to the modern health care
system.

—  Availability of professionalmidwives and institutions to provide services.

12



— - Opinion of community leaders regarding desirability and design of TBA
programme.

—  Maternal and neonatal health problems.

—  Beliefs and practices relating to pregnancy, child birth, postnatal period
and family planning.

- Financial and other resources to support the TBA programme.
-~  Policies, regulations and laws regarding the activities of TBAs.
—  TBAs’ case loads and their practice.

—  Communications and transport networks which will affect effective referral,
provision of supplies, monitoring and supervision.

CRITERIA FOR DECIDING FUNCTIONS AND
RESPONSIBILITIES OF TBAS

It is difficult to establish a set of core functions of the TBA as universally applicable
because of the unique circumstances of each country. In each country or region, such
decisions will need to be based upon local conditions. However, a few generalizations can
be made. These include the following:

—  Functions must be specific, e.g. maintaining the three cleans during
delivery, distributing iron folic acid tablets, distributing oral contraceptive
pills.

—  Functions should be based upon the traditional roles, e.g. teaching the
TBA to recognize certain high risk conditions of pregnancy if she
visits/monitors pregnant women during pregnancy, teaching the TBA to
support breast feeding of the neonate.

- Functions must be based upon the capacity of the infrastructure to support
designated TBA functions, e.g., TBAs should not motivate clients for
family planning unless the appropriate products and support services are
available. TBAs should not be taught at-risk screening unless there is
access to a referral system.

—  Functions should be realistic. It is not reasonable to expect an elderly
TBA to take on a large number of activities which require considerable
effort on a very small compensation when similar activities could even
overwhelm younger health care workers on regular salaries.

Responsibilities should be limited to those which the TBAs themselves accept and
which their community wants them to undertake. Caution should be exercised in making
any major changes in their traditional roles.

13



REMUNERATION

Any formal training programme which is initiated through the modern health care
system is bound to open up the issue of remuneration amongst the trainees. The decision
to institute sustained monetary compensation would depend on how this would influence
the interaction of the TBA with her clients and how it would affect the state.

In general, the TBA is a private practitioner who sets her own requirements for
remuneration. There is no need to change this system as long as she continues to perform
essentially the same functions. However, if she is assigned new functions which she does
not normally undertake and which will require more of her time, there should be some
provision for compensation. Compensation should also be considered if she is asked to
undertake activities which decrease her delivery caseload for which she would normally
receive compensation from the community. If the programme expects the TBA to distribute
family planning commodities, she may be allowed to make money on the distribution.
Alternatively, some government or communities have offered the TBA regular retainers or
incentives for new acceptors of FP or registered deliveries. In some countries, the TBA may
be offered an incentive for reporting selected health information. In most cases, compen-
sation is limited to a stipend during the time of training and a TBA kit provided at the end
of training. A balance must be reached which does not put impossible long term economic
demands on a health budget which is already limited. In addition to the remuneration,
training should help motivate TBAs to look for and provide services that would benefit and
improve the health and well being of mothers and children.
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SECTION B

TRAINING

For as long as women give birth without the assistance of trained birth attendants, TBA
training will provide the potential to decrease maternal and child mortality and morbidity
by dispelling ignorance, decreasing harmful rituals, promoting safe delivery practices and
promoting the utilization of the modern health care system.

However, TBA training should not be viewed as a permanent solution to meeting the
health care needs of mothers and children and TBAs should not be considered substitutes
for professional midwives. Given the resources and the will, simple, well-focused training,
based upon limited and realistic TBA functions, will help provide better health care during
the transition to providing professional care for all.

Selection of the TBA for Training

No matter which criteria are chosen for training TBAs, the choice of candidates for
training should be made with the consent of the community. Criteria for selection may
include motivation, caseload, respect in the community, age, literacy or any others which
are deemed appropriate in the context of local circumstances. In general, TBAs who are
influential and active are given preference. Age and literacy are not normally very helpful
criteria in selection. Imposing an older age limit may exclude some TBAs with large case
loads and great influence. Excluding younger women may prevent women with the energy
and enthusiasm to promote modern methods of health care. Imposing literacy as a criterion
may severely limit the number of active TBAs who could be trained in some countries, and
who are well accepted/respected in their communities.

Selection of Trainers and Supervisors

Decisions about the selection of TBA trainers and supervisors will ultimately be based
upon the local resources and realities. Criteria may include age, midwifery experience,
fluency in local language, experience in teaching non-literate people, motivation and
possibility of functioning as a TBA supervisor following the completion of training.
Successful programmes have often been those which have chosen midwives rather than
nurses, MCH aides or other categories of health care workers because midwives have the
background and practical experience to provide appropriate guidance inthe complications
associated with delivery which the TBA may encounter.
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Content and Recognition of Training

The training of TBAs is most effective when it is directed at upgrading skills for simple,
well-focused tasks to tackle a particular problem. Experience has not yet shown TBAs’
efforts to be as effective or sustained when they have taken over a broad array of primary
health care functions.

Success is most likely when TBAs are given training on only a small number of topics
and when the content builds upon the skills which they already have. Where a large number
of skills are introduced, nonliterate health workers have difficulty in assimilating them.

Recognition of training is important. This may be done in local ceremonies which
may include the presentation of certificates, payment of stipends or distribution of the kits
or equipment recommended by the programme. Any other incentives or modes of recogni-
tion that are locally acceptable are also recommended.

STEPS FOR THE IMPLEMENTATION OF
A TBA TRAINING PROGRAMME

IMPLEMENTATION OF TBA TRAINING

*  Identify the needs in training.

*  Develop a plan of action.

*  Plan and organize resources.

*  Adapt and develop the training materials.

*  Train the trainers of TBAs

*  Supervise the training of TBAs by the trainers.
. Support and manage the programme.

°  Monitor and evaluate the impact of training.
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IDENTIFYING TRAINING NEEDS

Training needs should be identified in consultation with the community and the trainers
of TBAs. The national/provincial policies regarding the utilization of TBAs must also be
considered when identifying training needs.

Important Considerations in Identifying the Training Needs of TBAs

Expected role of TBA: In most countries, TBAs are expected to assist the
delivery and provide immediate care to the newborn. Additionally, they may be
responsible for health care during pregnancy. There are countries where TBAs
also assist in promoting child spacing and in prevention of STD and AIDS. In
certain countries, TBAs participate in the promotion of immunization and use of
oral rehydration therapy (ORT) in the treatment of diarrhoea in addition to the
above mentioned roles.

All training programmes, must therefore ensure that priority is given to the provision
of SAFE care during labour, delivery and the immediate post partum period. The CORE
topics included in the guide for trainers deal with the midwifery functions of the TBA, while
a range of optional topics have been included to cover the expanded functions of TBAs
according to national priorities and needs.

Local health statistics: If neonatal tetanus is identified as a common cause of
r.eonatal deaths in a community, more emphasis during training will be required
on the correct procedure for cutting the cord. If anaemia is a major cause of
maternal morbidity, this should be given special attention.

Accessibility of health services: If health services are not within easy reach,
TBAs will be required to handle some emergencies and provide obstetrical first
aid in addition to providing the basics of midwifery.

Acge and literacy of the TBAs: The age of the TBAs and their level of literacy
will determine the training requirements. Considerable simplification may be
necessary if the majority of TBAs are illiterate. Their limited learning capacity
will require the training sessions to be of short duration, using more illustrations
and repetitions. The use of interesting training methods and allowing TBAs to
relate their own experiences are also important for effective training.

Shortage of trained manpower: If no other health personnel are available to provide
health care in a community on a permanent basis, the TBAs’ role may include the
provision of primary health care (PHC) in addition to midwifery care. The training
of TBAs will need to be adapted according to such additional functions.

Available technology: Training needs are also dictated by the availability of
technology. For example in the absence of weighing balances, there is little point
in teaching TBAs to record and interpret body weight. Similarly, teaching them
about high blood pressure is meaningless if BP instruments are not available.
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Knowledge and Skills Required

During training, periodic needs identification will help determine what TBAs already
know, what they need to UNLEARN and the gaps that should be addressed.

A second consideration in the process of knowledge and skills assessment is the pattern
of utilization in practice.

SUMMARY

Master trainers should not attempt to design a training course which covers the
whole maternity cycle unless the TBAs in the country are fairly advanced in their
education and training. The training of TBAs is most effective if it is imple-
mented in steps. At the outset of a training programme, training may include
only skills related to pregnancy care, safe delivery, immediate care of the
newborn and child spacing. As the programme grows in stature, knowledge and
skills related to sexually transmitted diseases, AIDS, immunizations, first aid etc
can be added.

The selection of topics to be covered in the training programme will depend on
the health problems of the country or province, the policies governing TBA
training and the extent to which their involvement in MCH care is needed and
appears feasible.

DEVELOPING A PLAN OF ACTION

Once the curriculum is ready and the objectives have been discussed with the trainers,
the master trainers together with the trainers should develop a realistic plan for implemen-
tation of the training activities.

The detailed plan of operations must include policy considerations, content/cur-
riculum, categories and number of trainers, number of training courses, their location,
possible dates, duration and budget. It should include resources for adaptation, translation
and innovation, the quantities of training and support materials required for training (e.g.
doll for demonstration, weighing balance, simple delivery kit, oral mucus suction trap,
foetoscope, home-based maternal records). Other issues to be addressed in the plan of action
are supervision, monitoring, evaluation and management of training.

In this planning process, dates must be decided upon, checklists finalized, training
sites prepared and arrangements for stay and lodging considered. The tentative programme
for training of TBAs must be finalized and monitoring and evaluation protocols prepared
and printed. This plan of training of TBAs should then be submitted to the Ministry of
Health or appropriate authority responsible for the programme for approval.
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PLANNING AND ORGANIZING RESOURCES

Before starting the training, the master trainer must plan and organize resources
required for programme implementation. This includes getting approval of the budget to
cover the costs of training, adaptation, translation and printing of the training materials,
procurement of the required training support materials, arranging for suitable places where
training will be organized and soliciting help from individuals to assist in the training. It
also includes organizing the provision of supportive supervision and follow-up after the
training so that TBAs can work effectively. The master trainer should fully utilize the
available funds already earmarked for TBA training in the country. An additional allocation
may be requested if the existing funds are inadequate.

The adaptation and printing of training materials, though very important steps, are
often difficult and demanding activities for master trainers because government resources
and funds are often inadequate.

A few international organizations (UNICEF, WHO, UNFPA) and non-governmental
organizations (NGOs) as well as bilateral agencies, provide substantial support for TBA
training and master trainers may explore such possibilities through available channels. Even
more important than their financial help, is their contribution in helping to understand the
local culture and expectations of the community since the staff of NGOs often acquire this
understanding through their day-to-day involvement in the lives of people at the community
level.

Some regions have resource centres which excel in the adaptation and production of
training and communication materials. These institutions have a wealth of expertise in
adapting, translating, designing and reproducing materials. Master trainers should work
closely with such organizations in the preparation of high quality and acceptable teaching
materials.

Also, most developing countries have adult education centres whose help may be
sought in developing appropriate teaching technology and training support materials.
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ADAPTING AND DEVELOPING MATERIALS AND METHODS

The involvement of selected TBA trainers and some experienced TBAs will be
valuabie in finalizing the curriculum and its adaptation.

Considerations for Adaptation of Training

—  Capacity of the TBAs to learn (consider their midwifery experience, age
and level of literacy).

—  Ability of the trainers to teach (consider their background, knowledge and
experience).

—  Availability of resources (financial, material and human) and oppor-
tunities for supervised practice.

—  Policies of government/organization undertaking the training.

—  Community’s expectations of the trained TBAs.

Modifying Training Materials

In line with the above specifications, master trainers will need to select the most
relevant topics from amongst the core and optional subjects provided in the Trainers Guide.

—  Only minor modifications might be required if the training programme of
the country is already established.

—  Elaborate work is needed in countries where training programmes are in
the process of being established.

—  Only refresher training may need to be planned if TBAs are already
trained.

— A longer duration of training is necessary if the majority of TBAs are
untrained.

The master trainer, while adapting the training materials and organizing the
programme, must keep in mind that TBAs have learnt the art of maternity care through long
years of experience, practice and guidance from other TBAs. They may be practising
unknowingly certain skills that are wrong or even harmful. While adapting the training
materials, a major objective should be to help TBAs change these harmful practices by using
techniques and training materials which are most acceptable to them and suitable for the
culture in which they practice.

The expectations of the community regarding TBAs’ functions vary considerably. In
most countries, TBAs are required to provide care during delivery and for a few days after
childbirth. In countries where this is the only expectation, expanding the role of TBAs to
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cover child care including treatment of childhood illnesses will not be immediately accept-
able. The master trainer’s understanding of the roles that the local TBAs can assume will
guide their decisions about including relevant aspects of MCH in the training.

In-countries confronted with the problen.. of rapid population growth, master trainers
need to determine the acceptance of TBAs in their expanded role as providers/counsellors
on family planning. The training can include introduction of simple materials which can be
utilized by the TBAs during their contact with families. Where possible, the TBAs can also
refer families to personnel or facilities which provide contraceptive services.

In many countries of the world, AIDS is now a serious public health problem. In
several cultures, TBAs are respected for their advice on personal matters. In these situations,
training TBAs on the prevention of AIDS and STDs can be very effective and rewarding.

TBAs are often the first to know about a woman’s pregnancy. They are interested in
knowing this, since they must continuously build up their clientele. Training and involving
the TBAs in preparing the home-based maternal record (HBMR) can prove very useful in
extending the concept of self-care and in promoting early identification of pregnancy and
management of ‘at risk’ pregnancies.

Adapting Training Methods

During the adaptation process, it is important to guide TBA trainers towards stressing
only selected concepts and skills. To do this effectively, the master trainer should recom-
mend a variety of training methods which illustrate the teaching of these concepts and skills
without unnecessary repetition. Use of more than one teaching method might be useful in
reinforcing the learning of concepts and skills. The challenge for the trainer is not the
quantity of training but its quality.

Since TBAs may be illiterate or only marginally literate, their training must not involve
lecturing or the use of a blackboard. During adaptation, emphasis should be placed on
methods that utilize maximally the senses of touch, vision and hearing. The principles and
methods of teaching are summarized in Annex 1.

. The monotony of training must be broken. This can be done by giving short breaks or
by changing the methods of teaching. During adaptation, the master trainer should bear this
in mind by ensuring that no more than two topics are covered in one day. This concept of
training differs from the traditional approach of rigorous teaching.

The duration of training will vary according to the various health care services which
the TBAs are expected to provide. Generally, the duration of the course should not exceed
3-4 weeks. In some situations, several short training courses may be required. The duration
of training would also depend on the previous educational background of the trainers. TBAs
who are illiterate or marginally literate, have a low attention span, and consequently, training
may need to be organized in several sessions - each of short duration.

If training interferes with the day-to-day work schedule of TBAs, or when training
dislocates the TBAs from their homes, it may be best to plan and conduct training on a
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weekly or monthly basis. This approach would also enable the TBAs to practice the skills
acquired between training sessions.

TRAINING THE TRAINERS OF TBAS

In the training of the trainers of TBAs, the major tasks that the master trainer should
consider, include the following:

—  Provide briefing on overall objectives, plans and policiesk regarding
training and utilization of TBAs.

—  Design the new curriculum (in collaboration with the trainers).

—  Adapt and translate training materials (in collaboration with the trainers).
~ - Identify appropriate technologies required in the programme.

~  Emphasize the importance of trainer-TBA relationships.

—  Discuss the venue of the training.

—  Demonstrate the teaching methods and provide “hands-on” practice to the
trainers.

—  Orientate the trainers regarding the principles of teaching of adult
learners, particularly illiterate or semi-illiterate adults.

—  Demonstrate the teaching methods to be used by the trainers.

—  Identify and provide the training support material which the trainers
would require in training.

—  Stress the maintenance of consistency throughout the training.

—  Identify the need for trainers to monitor, supervise, support and follow up
TBAs after training.

The trainers must clearly understand the objectives of training the TBAs. They should
be informed about plans and policies regarding training. This will enable them to avoid
covering unnecessary topics and focus on what the TBAs are expected to practice.

For the design of the curriculum, the master trainer has to consult those trainers and
TBAs who are perceptive, have had previous training and are recognized by the community.
The master trainer can list the guiding principles, but the trainers of the TBAs should be
given considerable flexibility in designing and modifying the curriculum according to local
needs. The trainers must also be encouraged to select the training methods with which they
feel most confident. '

During training of the trainers it is important to seek the opinion of the trainers in
adaptation, translation and innovation of the training materials and methods. Trainers of
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TBAs are familiar with the local conditions in which they work and can therefore advise
the master trainer.

The appropriate technology required for implementation of the programme should also
be discussed with the trainers. This is necessary since training can be relevant only if the
trainers teach TBAs how to use this appropriate technology. Annex II describes selected
appropriate technology items which could be considered.

In the training of the trainers, the master trainer has to emphasize the importance of
establishing TBA-trainer relationship. Special attention should be given to the following:

~  Usually the TBA is older than the trainer. The trainer has therefore to
demonstrate by her behaviour that the TBA is respected and appreciated.

—  The TBA, in a majority of cases has more years of experience in mid-
wifery than the trainer. Therefore, the trainer has to win the confidence
of the TBA by a tactful approach to the training.

—~  The trainer must be made aware that in the teaching/learning situation
some “unlearning” must take place. The trainer must bear in mind that
changes in practices, attitudes and behavior become more difficult to
accomplish with age.

Training should be carried out in an environment which most closely resembles that
in which the TBAs work. The district hospital or even the local health centre is not always
the most appropriate place to teach the management of normal delivery in the home.
However, since referral is an objective of the training, it would be useful for the TBA to
visit the district facility or a hospital in order to become acquainted with the staff and to see
the usual procedures so that she can better explain to her clients what they can expect at the
referral facility.

The TBA is by and large illiterate. Therefore the usual teaching methods e.g. lecture
method or abstract discussion, cannot be used and teaching aids such as the blackboard,
handouts and self-study will not be useful. The trainer has to use her ingenuity in innovating
and adapting materials and methods and at the same time in avoiding unnecessary details.

A careful selection of the content and teaching methods for each topic/method is
required. The trainer should remember that the attention span of the middle-aged and older
illiterate adult is short. The teaching session has to be brief.

Selected teaching methods have to be demonstrated, after which the trainers should
practice them in the presence of the master trainer so as to ensure that these will be used
with confidence independently.

All the training materials required for the training of trainers need to be identified and
procured by the master trainer. These must be as close to reality as possible. Showing a
pregnant woman who has swelling of the feet and face, is better than using a picture or telling
a story. Support materials are required for:
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—  Practicing how to weigh newborn babies using a weighing balance.
—  Measuring blood pressure of a pregnant woman.

—  Listening to the foetal heart sounds using a foetoscope.

—  Practicing suction of mucus using a mucus suction trap.

-~ Administering antenatal care.

~  Providing postnatal family planning counselling and methods.

Without support materials, the trainers receive poor training and they are likely to
ignore the subsequent use of support materials in their work because they either do not know
how to use them or have not understood their importance.

When it is not possible to provide “hands-on” practice, simulation is a good alternative.
It may not be feasible to show normal and abnormal delivery, the management of the cord
around the neck, the dangers of injections to speed up the labour pains, etc because of obvious
logistic problems, or because such complications are rarely seen at the PHC level. The use
of a doll and bag model for demonstrating certain procedures is very useful.

When teaching skills to TBAs, alternatives regarding the availability or non-
availability of certain materials must be kept in mind. For example, the technique of hand
washing will differ if running water is available from that of a setting in which water supply
is limited. The trainers should be equipped to deal with both situations.

Some trainers and master trainers are very creative in improving and making training
support materials. The whole idea is to help the TBAs -nderstand what is happening during
childbirth so that they develop confidence in the practice of skills they have learnt. For
example, a trainer in a country produced a model of the internal female reproductive organs
with a pear, two plastic tubings and two almonds.

Video films, film strips and illustrations can be useful teaching support materials. The
master trainer must avoid using abstract teaching and written communication methods in
the training of the trainers since they will not be used by the trainers for TBAs. Itis best to
avoid the use of teaching support materials which the trainers will not be able to use during
the training of the TBAs.

Monitoring, supervision and evaluation of the programme are very important activities
for the sustenance of the programme. Right from the beginning, the trainers should be
involved. Initially, it may be best to seek their guidance in developing the protocols,
checklists and guidelines. During the training of the trainers it is important to encourage
the use of such guidelines and checklists so that the trainers develop confidence in applying
them correctly.
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To develop and maintain a working relationship between the trainers and the
TBAs based upon mutual trust and respect, yet consistent with cultural norms, is
a challenging task. The master trainer has to devise the training of the trainers
in such a way that these necessary but often forgotten essential aspects of TBA
training are given full consideration.

SUPERVISING TRAINING OF TBAS

The master trainer should attend selected training courses of TBAs to have first-hand
experience of what is taught and how it is taught. Since the master trainer cannot participate
in all the training courses, he/she can obtain essential information through a brief report
from each trainer on the training course. This is a good method of identifying the strengths
and weaknesses of the existing training courses. As follow-up action, the master trainer
should send feedback to the trainers so that future training can be modified and improved.
It also gives an opportunity to alter the training of the trainers so that they are better prepared
to meet the training needs.

Observing the training of TBAs can help the master trainer develop insights into what
the TBAs expect from training, what they are capable of learning and practicing and what
not to include in their curriculum. Other organizational and administrative aspects of the
programme and obstacles in training can also be identified during this exercise so that they
can be dealt with in future training.

Regular supervision of TBA training can help to identify the constraints in implemen-
tation. Some of the common constraints include the following:

—  The trainer is not properly trained to undertake the expected tasks.
Consequently the quality of training is poor.

—  Facilities for training are not adequate.

—  The trainer is too busy with other responsibilities and therefore delegates
* the training to someone who is not adequately trained or is not motivated.

—  The trainer does not understand the job description or does not want to
assume the responsibility.

—  Other reasons, such as, low morale, ill health, personal problems, con-
tradictory orders from superiors or delegation of responsibility without
authority.

The above-mentioned problems need to be addressed if the quality of training of the
TBAs is to be improved.
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The training of trainers should also include the teaching of supervisory skills which
emphasize organization and control of work, estimating training resources, appraisal and
counselling of staff, securing and maintaining discipline, and communication skills. The
trainers should learn at this time how to delegate authority, motivate TBAs and coordinate
their training in addition to acquiring the skills of decision making and problem solving.

SUPPORTING AND MANAGING THE PROGRAMME

Establishing Links with TBAs

After the TBAs are trained and return to their communities, the trainers seldom retain
links with them. This results in loss of contact of TBAs with the health system or the training
institution. The success of TBA training depends on the quality of their practice after
completion of training. If there is no contact with the trainer, TBAs are likely to lose
enthusiasm rapidly and may revert back to their old methods. Therefore the master trainer,
trainers and planners must ensure that a simple system for follow-up and provision of some
continuing support to TBAs is established. Without such a system, the training exercise is
likely to lose its impact.

Ways of Maintaining Links

Referral system

Train the health centre staff who will receive referrals from TBAs. This involves
discussion of points such as:

—  TBA tasks and responsibilities.

—  local traditional beliefs and practices including the important role that the
TBA performs in ensuring that appropriate cultural and spiritual activities
are carried out (TBAs themselves are the appropriate information source
for this aspect).

—  team building and problem solving strategies to promote understanding
and collaboration, rather than encouraging competition between the
modern and traditional health systems.

A two-way referral system can work very well. In this system a TBA’s referral is
honoured by the nearest health centre. The health worker refers the mother back to the TBA
with details of the actions taken for the mother at the centre and written instructions on the
actions that need to be taken by the TBA. The referral can concern a suspected complication
during the maternity cycle, family planning and/or any of the other functions of the TBA
e.g. sending children for immunization. In an emergency, the TBA should be able to
approach the community to arrange for transport to take women and/or their babies to the
referral centre.
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Involving TBAsS in registration of births and maternal deaths

Some countries have tried this approach and even made the TBA’s involvement
obligatory, which has proved very useful. This provides for indirect accountability of the
TBA.

Periodic contact with TBAs

The master trainer should ensure that there is regular contact between the trainers and
the TBAs, once every 2 or 3 months. This is essential for all health care workers and even
more for TBAs. In some situations, the master trainer or the trainers also assume a
supervisory position and can plan for such contact. If not, contact can be made through the
responsible MCH officer of the area. These contacts should be pleasant and useful. During
these meetings, the TBAs should be able to discuss their problems, relate success stories,
view jointly the outcome of referrals and obtain up-to-date information on local problems
and initiatives. Their general performance can be discussed and some statistics regarding
the normal and abnormal events of their practice can be collected. These meetings can also
be used to refresh the TBA’s memory on some of the important points taught during training.
If possible, TBAs should be provided transport expenses to attend these meetings.

Bringing trained TBAs together may also serve as an opportunity for expressing
gratitude and recognition of their contribution to the health care of the community.

Providing Support and Logistics

It is essential to establish a regular ongoing system of supply of equipment and
materials for use by TBAs in their practice. This would facilitate the continued use of
knowledge and skills acquired during their training. A possible list of equipment and
supplies for use by TBAs is summarized in the table on page 28.
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LIST OF EQUIPMENT AND SUPPLIES FOR USE BY TBAS

Simple disposable delivery kits.

Home-based maternal record (HBMR).
Newborn weighing scale or arm band tape.
Oral mucus suction trap.

Height measuring- stick or measuring tape.
ORS and utensil or volume measure for 1 litre.
Foetoscope.

Equipment/picture for anaemia detection.

¥ ® 2N R B

Oxytocic drug (if permitted).

[y
@

Iron and folic acid tablets.
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MONITORING AND EVALUATING THE IMPACT OF TRAINING

Monitoring

What is monitoring? Why monitor?

Monitoring is an activity which determines whether or not a programme is progressing
as planned, and activities are taking place as scheduled. The TRAINING PLAN is the
yardstick for measuring this progress. It is a calendar of activities which lists what is to be
done, and who is responsible for doing them. If there is no written work plan, there can be
no monitoring.

The master trainer should write out a specific date plan. The TBA trainer may add to
or alter this plan at the local level.

Monitoring also provides opportunities to identify facilitating factors or hurdles,
delays, constraints etc, which are affecting the implementation of the work plan or training
quality.

Techniques of Monitoring

When monitoring, the findings should be recorded in a systematic way. If, for any
reason, the supervisor cannot go to the field for the next visit, a note should be prepared for
the person who is going. This way, the person who is on the site will know what to look
for and will be able to give a feedback to the supervisor.

MONITORING IS NOT FAULT-FINDING OR POLICING. IT IS A
METHOD OF ASSESSING THE PROGRESS OF PROGRAMMES AND
ACTIVITIES.

Supervision and monitoring are management tools. Both aim at providing support to
staff in the system of implementing plans. Both the master trainer and the trainers must bear
this in mind, so that they can discuss problems with confidence during the visit of the
supervisor, as well as present them in writing in the monthly/quarterly reports. Reports are
for “desk monitoring” and field visits are for “on-site monitoring”. A balance has to be
struck between the two methods of monitoring. Objectivity and accuracy are the two main
prerequisites of effective monitoring and supervision.
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Evaluation

What is evaluation? Why evaluate?

This is an activity which aims at finding out the extent to which the GOALS of the
training programme have been achieved. The specific objectives of the training programme
are the measuring tools for evaluation. If there are no written objectives, there can be no
evaluation. The evaluation should be carried out jointly with those persons most directly
involved in the programme (TBAs and the families they serve). It should be noted that the
influence of the trained TBA may be seen not only in the direct care she provides to her
clients but also in her participation in the other activities of the community.

There are many objectives for a national TBA training programme. Each provin-
cial/local TBA training course should adapt its own objectives from those formulated at the
national level.

The trainers will be primarily concerned with the behavioral objectives of the training.
The section on evaluation in the Training Guide provides guidelines for assessing the
outcome of teaching/learning activities. It also suggests ways of making use of the results.

The master trainer may also be involved in evaluating the impact of training of TBA
performance, although this is primarily the responsibility of the trainers. Evaluation of the
impact of training programmes has been ignored in the past. Even when carried out, the
findings are often not utilized for promoting corrective measures or for strengthening future
training activities. The following are examples of some evaluation exercises:

In one situation, evaluation by observation and in-depth interviews revealed that TBAs
were not following the aseptic techniques during delivery that had been taught to them and
the simple delivery kits given to them were not being used. The reasons were:

(a)  The trainers had explained and discussed the techniques of boiling
equipment and shown pictures but not demonstrated this practically.
They had not demonstrated how to prevent the boiled equipment from
becoming unsterile again.

(b)  The use of simple delivery kits was explained and demonstrated but the
supplies in the kits were not replenished regularly.

Based on the findings of the evaluation, the master trainer ensured that the techniques
of hand washing and sterilizing were properly taught through demonstration and return
demonstration in refresher training courses. Arrangements were made to ensure a regular
and continuous supply of the kits. Subsequently, the standards of the performance of TBAs
‘improved considerably.

For remote areas, the production of kits was incorporated in the training of the trainers.
Practical sessions and work with the materials helped the participants gain confidence in
ensuring the local production of the simple delivery kits. This eliminated the dependence
on external sources and the problem of supplies was solved.
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Findings from evaluation interviews in another area showed that the participation rate
of tetanus toxoid immunization and the consumption of iron and folic acid tablets for
prophylaxis of anaemia were poor and no antenatal check-up was performed during
pregnancy. An audit of the records showed that the attendance of pregnant women in
antenatal clinics and health outposts was only about 20% of the expected rate. The
utilization of food supplementation during pregnancy was less than 20%. Home visits
revealed that less than 10% of pregnant women had home-based records. Observation of
the training of trainers showed a hurried coverage of the topic of antenatal care without the
use of teaching aids or support material during the training. Discussions with TBAs led the
master trainer to conclude that the TBAs had not clearly understood their role in antenatal
care. The evaluation used several techniques and even though these may have been
individually deficient, the collective findings revealed the problem of unsatisfactory
coverage of antenatal care and the need for strengthening training efforts to help TBAs
realize their role in improving antenatal care.

-

EVALUATION IS A WASTE OF RESOURCES IF THE RESULTS ARE
NOT USED TO IMPROVE FUTURE PLANNING AND PERFOR-
MANCE.

SUMMARY

Master trainers have the challenging task of planning and implementing the TBA
training programme. This includes identifying the training needs of the TBAs
and their trainers, adapting the Trainers Guide to suit the local situation, training
the trainers, supervising the training of TBAs, and evaluating the impact of the
training programme. Inaddition, they have to locate resources for the implemen-
tation of activities. Master trainers should include in the plans, some mechanism
for maintaining contact with the trained TBAs so that the time, money and effort
spent in training the TBAs can be put to good use. The master trainers are not
expected to function alone but to coordinate this effort with colleagues, while
remaining the focal point for the TBA training activity.

31






ANNEX'|

PRINCIPLES AND METHODS OF TEACHING
TRADITIONAL BIRTH ATTENDANTS

A. Principles of Teaching

The training of trainers of TBAs should be based upon an understanding of the
established principles of adult learning. This may require adaptation and modification for
the following reasons:

~  TBAs in many countries are past their middle-age.
—  They are illiterate or only marginally literate.

—  The knowledge, behavior and practices of TBAs are in line with the
expectations and norms of the community. However, these do not always
match the criteria of recommended modern, safe maternity practices.

—  TBAs have practiced midwifery for long periods of time.

—  Most of the TBAs are not totally dependent on delivering babies for their
livelihood.

In the training of trainers it is therefore necessary to emphasize that:

—  Theself-esteem of the TBA mustbe respected. During the training, TBAs
should be reassured that their competence is not being questioned.

—  TBAs have a wealth of experience upon which they can draw. Training
should help to reinforce their correct practices and behaviour and put an
end to harmful practices. It should identify what can be done better and
what must not be done.

—  Enough time should be assigned for the TBAs to learn new concepts and
skills.

~  Because of age and literacy limitations, it is best not to overcrowd the
curriculum with unnecessary details.

—  Classroom teaching with formal rows of desks and chairs should be
avoided. Since TBAs would prefer an informal setting, the training is
best carried out in familiar and acceptable settings which fit in with their
local life styles. :

The enunciation and demonstration of important educational principles which would
particularly help the trainers of TBAs is an integral part of training. Some of these are:
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—  Before starting the instructions, a rapport must be established. All ad-
ministrative questions need to be clarified so that these do not distract the
attention of TBAs.

—  Terms commonly used and words and expressions which are acceptable
in the culture should be utilized effectively. This can greatly enhance
communication and learning.

—  Tlustration and discussion should show how the critically important
concepts and skills to be taught to the TBAs will prepare trainers to
adequately deal with problems that are likely to arise.

—  Important concepts must be reinforced by repetition. This can be done
by summarizing the session by stating, “always remember”. Before
starting a new session it is good to emphasize salient features of the
previous section.

Skills can be strengthened by using several different techniques of training which
include repetition, and supervised practice. Discussions can be more lively and relevant to
needs than a lecture. An example is the case where the TBA shares with her trainer the
widespread practice of giving injections to speed up labour pains. Like the family, she is
also interested in the baby being delivered early. TBAs are more likely to agree to
discontinue the practice if the trainer works with them. When given a better understanding
of the dangers of injections, TBAs themselves will decide to discontinue this practice.

The master trainer should emphasize the immense value of being good listeners in the
training of TBAs by reminding the trainers that TBAs may have some fascinating life
experiences that lend themselves well to the training experience.

B. Methods of Teaching

The master trainer will have to demonstrate a variety of teaching methods to the trainers
so that they become thoroughly familiar with them. They will also learn why the curriculum
includes some suggestions regarding the choice of certain methods. The basic principle is:
“ALLMETHODS USED SHOULD ENSURE ACTIVE TEACHER/LEARNERPAR-
TICIPATION”. The common methods which are suitable for TBAs are:

1. Illustrated lecture

A short lecture with use of some visual aids such as pictures or illustrations is called
an “illustrated lecture”. With this method, the trainer is “explaining and showing”. This is
useful for explaining certain concepts or methods of doing a task or using some piece of
equipment. It is different from a lecture in that the trainer is talking, doing and showing at
the same time. The use of pictures can help associate ideas with real life situations which
makes them convincing. An illustrated lecture must not be more than 15 minutes long and
should always be followed by discussion.
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2.  Lecture discussion

In this situation, the trainer gives a short explanation usually of less than 5 minutes’
duration. This is followed by questions and answers by the trainer and the trainees and a
free expression of opinions. This is useful for presenting certain situations to TBAs and
giving them opportunities for analyzing and expressing their views.

The method is also useful for presenting new information, the understanding of which
must be ensured during discussion. No visual aids are used.

3. Illustrated lecture-discussion

This is a combination of an illustrated lecture and a lecture discussion with the support
of visual aids. This should be followed by a discussion.

4.  Group discussion

Group discussion is a cooperative problem-solving activity through reasoning. Group
discussion can be a very useful method for teaching subjects which may appear controver-
sial, e.g. spacing of pregnancies and religion, or eating more than the usual amount of food
during pregnancy, or giving injections to hasten delivery etc.

Group discussion can enable TBAs to express their views on a subject as freely as
possible. It allows participants to hear several different points of view and several real life
experiences. It allows them to accept and respect local customs and opinions. It also
encourages a spirit of cooperation and consideration for others.

PRINCIPLES OF GROUP DISCUSSION

e It must have clearly defined objectives.
°  The group size should be limited to six to eight persons.
° It should not be much longer than about twenty minutes.

*  The group should elect a discussion leader, and the trainer can brief the
leader about her role i.e. to state the objective of the discussion, to
encourage everyone to participate and to keep the discussion focused on
the topic. The group leader should never take sides and at the end should
summarize the discussions.
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The trainer/master trainer can tactfully move the discussion forward by acting as a
group member.

During the training of trainers, each trainer should experience playing the roles of the
group leader, participant and reporter to summarize the discussion.

5. Role play (also called “Socio-drama™)

Role play is defined as the spontaneous (unrehearsed) acting out of problems. Inrole
play, two or more persons take up roles and act them. A brief description of the roles and
the problem is given to each role player separately before the role play. The group is given
direction by the trainer that the participants who are watching the role play are expected to
watch and later discuss. The duration of role play is generally between 10 to 15 minutes
and this is followed by a discussion of similar duration (10-15 minutes). People who perform
the roles are asked what was done well and what could have been done in a different way.
Then the people who are watching the role play identify and list the positive aspects
observed. After this discussion, they might want to repeat the role play with different actors
to find a better approach to solve selected problems in the role play. As an illustration, one
trainee can act the TBA, one can act the mother-in-law and a third can act the role of the
pregnant daughter-in-law. The problem here is that the daughter-in-law knows about
nutrition. The mother-in-law does not let her daughter-in-law eat fish and says it is not good
for her. The TBA has to try and explain to the mother-in-law about appropriate diet in
pregnancy.

Role play is useful since it brings about interaction, highlighting problems and
strengths in communication, and helps to overcome attitudinal problems. Through role play
TBAs can act out problem solving situations similar to those they are likely to encounter as
health workers in their own environment. Role play utilizes the local language, dialect,
terms and behaviors. TBAs can learn a lot from role play since it gives an opportunity to
look closely at real life situations.

In addition to being an effective learning tool, role play can also keep training sessions
lively and help to sustain the interest of the participants.

6. Demonstration and return demonstration

Demonstration means “teaching by showing how to perform a task”. The trainer
carries out the demonstration. Learning by return demonstration means “repeating what has
been demonstrated”. The trainee carries out the task as shown by the trainer. This is a good
method of learning new skills as well as for learning how to use new equipment or a new
way of carrying out a procedure.

For TBAs it is a very useful method because they learn by doing. Since all senses are
used, learning is effective.
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