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1. EXECUTIVE
SUMMARY

The Quetzaltenango Matemal Neonatal Health
Project took place between 1988 and 1993 in the
Quetzaltenango Health Area of Guatemala. This
was a collaborative project between the
Quetzaltenango Health Area and the Institute of
Nutrition of Central America and Panama, under
the direction of the Ministry of Public Health. The
objective of the project was to reduce the rates of
matemal and neonatal mortality through more effi-
cient utilization of existing resources specifically
focused on interventions at the community and
hospital levels. The intervention focused on the
early detection and adequate management of the
most common obstetric complications, hemor-
rhage, sepsis and eclampsia, and neonatal com-
plications - asphyxia, sepsis and complications
due to prematurity and low birthweight.

The project was comprised of three phases:
diagnosis, intervention and evaluation. Inthe diag-
nosis, studies were performed to determine the
limiting factors and other problems in the manage-
ment of obstetric and neonatal cases at the levels
of the families, traditional birth attendants (TBASs),
health centers and posts, and the hospital (in this
document the term "traditional birth attendant” re-
fers to community-level women who may or may
not be trained). To identify the factors which influ-
encethe appropriate management of obstetric and
neonatal cases and the adequate utilization of the
healthcare services, surveys were taken of the
users of the healthcare services, health service
personnel, and TBAs. Studies were also per-
formed to determine the principal causes of mater-
nal and neonatal death.

One of the principal findings of these studies is
that 95% of maternal deaths were caused by
hemorrhage, sepsis or eclampsia. Of the peri-
neonatal deaths, 92% were caused by asphyxia
due to either malpresentation and prolonged labor,
sepsis, and complications related to prematurity or
low birth weight. Since their initial training, health
service personnel had notreceived any refresher
or advanced training in theprincipal obstetric and
neonatal emergencies. Specificmanagementpro-
tocols for these complications did not exist. Fur-
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thermore, the referral and back-referral system
was not functional.

In the second phase of the project, interven-
tions based on the diagnosis were developed to
improve the detection and management of the
principal obstetric and neonatal emergencies.
Health service management protocols were es-
tablished and training sessions were given for
health service personnel and traditional birth atten-
dants (TBAs). Meetings were held with health
service personnel to encourage them to improve
their working relationship with TBAs and their pa-
tients. Attempts were also made to improve the
health personnel’s perceptions of TBAs. Meetings
between personnel at different levels of the
healthcare system were arranged in order to
strengthen the referral and back-referral system.
TBAtrainers were taughtto improve theirtechnical
knowledge of the management of obstetric and
neonatal emergencies, and were familiarized with
participatory teaching methods for adult education.
Practical, low cost, easily constructed visual mate-
rials were developed to facilitate TBA participatory
training.

In the evaluation phase of the project, the
impact of the interventions was evaluated and the
monitoring and evaluation systems were estab-
lished in the health services and communities
involved.

Preliminary data show anincrease of 396% in
TBA referrals of complicated obstetric casesto the
hospital. Neonatal mortality in the hospital de-
creased from 38 per 1000 live births in 1989 to 32
per 1000 live births in 1992. The traditional birth
attendants report better acceptation by the hospital
personnel, who are beginning to welcome the
participation of TBAs during the in-hospital births of
their referred patients. In the health centers and
health posts the information registered in the clini-
cal charts of prenatal, postnatal and neonatal care
has improved. Additionally, an increase in skills
performed by health personnel during prenatal
clinical exams has been observed.




2. BACKGROUND

Recent information on the pattern of infant
mortality in Guatemalaindicates that approximately
50% of all infantdeaths occurduring birth or before
the third month of life. Using as a base the infant
mortality rate (IMR) of 73.4 per 1000 live births
reported in Guatemala in 1987, the aggregate
intrapartum/neonatal mortality rate for the country
can thus be estimated to be greater than 36 per
1000 live births. In 1989-1990, INCAP conducted
research in 26 hospitals located throughout the
country, including the Quetzaltenangohealth area.
A maternal mortality rate of 200-230 per 100,000
live births was found.

Especially in rural areas, babies are usually
delivered and receive post natal care in the home.
Traditional birth attendants assist 60-70% of all
births in Guatemala. This percentage approaches
90% in some of the rural highlands where perinatal
mortality and morbidity are highest. Since the ac-
tual institutional capacity of the Ministry of Public

Health and Social Assistance has the capacity to
attend only approximately 20% of births, the TBA is
a key element in all programs designed to reduce
peri-neonatal and maternal mortality, especially in
rural areas.

To address the needs for better maternal and
neonatal care, INCAP beganworking in the depart-
ments of Quetzaltenango and Sacatepequez in
1988. Initial activities were aimed at determining
the specific causes of mortality in these popula-
tions, aswell as thelimiting factorsin the care given
to obstetric and neonatal cases by the healthcare
services (hospitai, health centers and posts, and
TBASs). As a result of the studies undertaken,
models for obstetric and perinatal care were devel-
oped and tested.

This paper outlines the main findings of these
studies and the key aspects of the interventions
implemented.

Institute of Nutrition of Central America and Panama



3. INITIAL ASSESSMENT

I. STUDIES OF MATERNAL AND
PERI-NEONATAL MORTALITY

A. Case-control study of
pen-neonatal mortality

Methods

A case-control studywas performedto identify
the determinants of pen-neonatal mortality at the
community level From four health distnicts in the
highlands of Quetzaltenango, atotal of 120 cases
and 120 controls participated in the study A case
was defined as a baby who was born dead or who
died in the neonatal penod, a control was a baby
who was born alive and did not die in the neonatal
period (28 days) Both cases and controls were
obtained from the civil registries of the municipali-
ties of the communities The persons responsible
forthe cases and controls were interviewed intheir
homes

Results

Asphyxia, accounting for 42% of neonatal
deaths, was found to be the principal cause of
mortality in the intrapartum penod and during the
first day of life The pnmary causes of asphyxia
were abnormal fetal presentation and prolonged
labor

Other causes of neonatal mortality, from the
2ndtothe 28th day, were sepsis (34%) followed by
low birthweight, prematunty and related complica-
tions (20%)

Pen-neonatal mortality, by age category was
estimated as

15 1% stillbirths,

41 2% day 2 to day 28 of life,

43 7% n the intrapartum peiiod or
on the 1st day of life

B. Maternal mortahty study
Methods

Factors related to the deaths of women who
died due to obstetnc causes were examined The
civil registnes were examined of all women of
reproductive age (15-49 years) who died in the
Quetzaltenango Health Areain 1989-1990 Data

on the deaths of all women who died in 1989 and
1990 were obtained from the civil registnes of the
municipalities Family members close to the de-
ceased were Interviewed to determine the cause
of death Whenthe deathoccurredinthe hospital,
the clinical history (patientchart) was reviewed Of
all the deaths of women in reproductive age, 100
were cases of matermnal mortality and 61 were due
directly to obstetric complications

Results

Hemorrhage caused the largest percentage
(45%) of matemal deaths, followed by sepsis (35%)
and pre-eclampsia/eclampsia (15%) Mostcases
died In the postpartum penod Of postpartum
hemorrhage cases, 74% died in the first 24 hours
afterdelivery Ofthese, 52% died inthefirst6 hours
postpartum

In sepsis cases, the illness lasts from several
days to aweek, allowing more time for intervention
In 71% percent of the cases of maternal mortality
that occurred In the community, the TBA was
present at the time of the mother’s death

IIl. SERVICE PROVIDERS

The care given In obstetrical and neonatal
cases was evaluated at all levels of the process
the Department of Gynecology and Obstetrnics and
the Neonatal Unit of the Quetzaltenango General
Hospital, Health Centers and Posts, traditional
birth attendants, and parents The considerations
methods and main results of the studies per-
formed are presented below

A. The traditional birth attendant.
In-depth interviews with the TBAs

Methods

The study population was defined as all the
trained and untrained birth attendants in four rural
sub-districts and in the Quetzaltenango City sub-
district A sample of 10 trained and 10 untrained
birth attendants was selected from each of the
sub-districts A total of 20% of the practicing birth
attendants were included in the sample (n=100)

Each of the birth attendants participated in a
one-on-one in-depth interview oftwo {o three hours
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duration in her home. The interviews were tape
recorded and later transcribed. The responses
obtained were then classified and analyzed.

Results

Some of the most important findings of the

traditional birth attendant study were:

1.

The TBAs generally considerthatthe objective
of prenatal care is “to assure the mother that
everything is going well” (90%), rather than to
“detect high risk events or conditions”.

The majority of TBAs (85%) could not explain
why a woman should receive a tetanus vac-
cine.

Only 5-10% of TBAs demonstrated an under-
standing of the concepts of detection and man-
agement of “risk” in relation to events such as
fetalmalpresentation (transverse, podalic), pla-
cental retention orhemorrhage. Inthe majority
of cases, the TBAs know that some situations
are “dangerous’”, but in general they do not
havetechniques topreventand manage these
events. Good or bad results are frequently
attributed to “luck”, “the willof God”, or “the evil
eye”,

Forty-one percent of the TBAs report using
intramuscular injections of oxytocin to “give
strength during labor”. This practice results in
significantly higher perinatal mortality (Bartlett,
1989). Other harmful practices associated with
a higherrisk of perinatal morbidity and mortality
include: (a) vaginal examinations, (b) having
the woman begin pushingintheinitial phase of
labor, (¢) inadequate cutting and care of the
umbilical cord such as the use of powders and
pomades on the stump, (d) inadequate care of
the newborn, (e) lack of adequate attention to
newborn’s temperature, (f) lack of encourage-
ment to immediately initiate breastfeeding.

A significant language barrier exists because
20% to30% of TBAs donot speak Spanish and
very few health professionals (1-2%) speak
indigenous languages. Translations during
training sessions are the responsibility of the
health promoters and TBAs. Given that the

quality of the translations is not controlled,
there is no guarantee that the transmission of
information is accurate.

6. The majority of TBAs (78.1%) feel that the
healthcare services do not give sufficient sup-
port to either patients or TBAs. Few positive
comments were expressed in relation to the
attention given to patients by healthcare per-
sonnel. The TBAs frequently reported mal-
treatment and scolding from healthcare per-
sonnel. Coordination between untrained TBAs
andthehealthcare system s virtually nonexist-
ent. Some TBAs neither consult nor report to
healthcare services.

7. The TBAs are not supervised by healthcare
personnel onaregularbasis, andalmostnever
in homes or while they are attending a birth.
This is generally due to a lack of human re-
sources as well as a lack of transportation and
travel allowances.

8. TBA's arereticent to refer their clients to other
health services. The referral is seen as a
“failure”, implying the loss of payment for the
birth and often maltreatment ofthe TBA and her
patient in the healthcare services. In addition,
the TBA has reservations about the ability of
the healthcare system to resolve the problem
for which the patient is referred. Further com-
plicating the situation, when a patient is re-
ferred, it is often too late to allow a positive
result such that the mistrust of the system is
reinforced.

9. The TBAs participated enthusiastically, speak-
ing readily and openly with the interviewers
about their experiences and problems. Ac-
cordingtowhatthey said, however, they donot
share the same level of trust with healthcare
personnel, as they fear criticism and scolding.

B. The community:
Interviews with community members
who have children

Methods
Four communities each with more than 1000
inhabitants and four with fewer than 1000 inhabit-
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ants were selected in each of the four rural sub-
districts. These were accessible communities rep-
resentative of the sub-districts. In the urban area,
three low income neighborhoods were selected at
random. In each community or neighborhood, a
sample was systematically taken, interviewing a
total of 200 mothers and 200 fathers of families.

Results

The most outstanding aspects of the study on
knowledge, attitudes and practices in the commu-
nity are:

1. The majority of the mothers and fathers (80%
and 96% respectively) identify some situations
as high risk (example, breech or transverse
presentation, hemorrhage, and retained pla-
centa) because of their association with a
higher probability of deathin the mother and/or
the baby (60-100%). When asked to identify
the most qualified or competent resource for
managing these conditions, the majority chose:
the hospital or doctor (60-70%) and the TBA
(15-30%). Doctors were believed to have “bet-
ter knowledge, medicine and equipment”. In
practice, however, and despite this opinion,
patients and family members often refuse to
be referred to the hospital.

2. The community frequently expects the TBA to
manage high risk problems in the home. The
reasons mentioned forthe unwillingnessto be
referred to health centers or hospital include:
“people die there (27%), women will be oper-
ated on or sterilized, the language barrier,
maltreatment (20%), long waiting periods (20-
30%), economic considerations, lack of trans-
port (8%}, and husbands who didn’twant male
doctors examining their wives (17%)".

3. Regarding how the acceptability of being re-
ferred could be improved, parents stated that
healthcare personnel should: improve the qual-
ity of the medical attention (30%), improve the
socialinteraction (27%), and informthe people
what services are available in the healthcare
establishments (23%).

4. Half of the mothers and fathers interviewed
knew about the use of oxytocininlaborand the
justification for its use. Of those interviewed

who had previous knowledge of oxytocin, 25%
had received oxytocin injections during the
most recent delivery.

C. Healthcare services of the
Ministry of Public Health

Methods

Various diagnostic studies were performed
related to the care given to obstetric and neonatal
cases in the healthcare services in four health
centers, 19 health posts andinthe Quetzaltenango
General Hospital. These include:

1. Evaluation of technical knowledge regarding
the management of obstetric and neonatal
cases. This evaluation was given to all
healthcare personnel (n=68)in four health dis-
tricts. The responses were analyzed by district
and by profession. A more specific test was
given to the gynecology/obstetrics residents
and the neonatology residents of the Western
Guatemala General Hospital.

2. A test of attitudes of healthcare personnel
towards the TBA (n=68). A questionnaire with
open-ended questions was administered to all
healthcare personnel in four health districts.

3. Observation of prenatal care in health centers
and posts (n=42). No postpartum or neconatal
cases were observed because no such pa-
tients presented at the health service centers
during the time of the study.

4. Chart review of pregnant patients (n=321),
postpartum patients (n=38), and newborns
(n=28) in the four sub-districts.

5. Evaluation of the efficiency conditions as de-
finedby WHO, was carried out forthe Matemal-
Infant Programin four health centers, 19 health
posts and in the departments of Gynecology
and Obstetrics and Neonatology of the hospi-
tal. The people responsible for the services
were interviewed using a questionnaire to evalu-
ate the characteristics of the personnel, physi-
cal resources, materials, standards, logistics,
education and other aspects of the healthcare
services.

™An Intervention to Reduce Malernal and Neonatal Mortality™
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6.

Interviews with the people responsible for the
TBA programs (n=8).

Results and Conclusions

1.

An approach focused on the detection and
management of high risk is not used in either
the hospital, health center or health post.

Formal institutional standards forthe manage-
ment of high risk cases need to be developed
at the hospital level. In the health centers and
posts, the personnelrequire greater familiarity
with the Ministry of Public Health’'s standards
for the detection and management of high risk
cases.

Healthcare personnel at all levels require fur-
ther training in the management of obstetric
and neonatal complications. The “newborn”
stageis notrecognizedortreated as a high-risk
period thatrequires vigilance and special inter-
ventions. Itis, however, the period most critical
characterized by the highest mortality rate per
unittime during infancy and requiring vigilance
and special interventions.

The health centers and posts frequently do not
have the most basic equipment necessary to
perform adequate physical exams (i.e. stetho-
scope, functional sphygmomanometer). The
efficiency level ofthe health services’ Matemal-
Infant Program was 50%, an unacceptable
level.

The system of referral and back-referral be-
tween the health posts, health centers and the
hospital should be improved. In general, the
information registered in the charts is insuffi-
cient for the proper management of high risk
conditions. The information that is collected
could be better used to develop solutions.

Healthcare personnel should be betterinformed
of the work TBAs perform and of their impor-
tancein the community. Sometraditional prac-
tices are considered dangerous although a
scientific justification for their implementation
does exist. For example, cauterization of the
umbilical cord and birthin the squatting position
are two medically sound techniques practiced
by the TBA but poorly regarded by health ser-
vices personnel. Of all the healthcare person-
nel, nurses have the best understanding of
TBAs and their work.

The graduate nurses who train TBAs require
specialized training in the detection and man-
agement of high risk obstetric and neonatal
cases, and in educational methods for teach-
ing adults. The educational materials used to
train TBAs should be adapted to the level of
scolarity of the TBAs. The nurses expressed
concern about the ineffectiveness of the train-
ing course for TBAs and about the lack of
adequate TBA supervision.

Institute of Nutrition of Central America and Panama



4. INTERVENTION

STRATEGIES

A. BASIS FOR THE INTERVENTION

Positive findings

In evaluating the obstetric and neonatal care,
factors that may contribute to improving the care
given to this population group were identified:

1. The community recognizes the TBA’s capac-
ity in the management of low risk cases and
also recognizes that the hospital is the appro-
priate center for referral in high risk situations.

2. The TBAs recognize the importance of main-
taining a good working relationship with the
healthcare personnel and of having their sup-
port. The healthcare system recognizes the
importance of the TBA as the first level of
attention.

3. TBAs and healthcare personnel at all levels
expressed aneed and interestin more educa-
tion on management of obstetric and neonatal
complications. The need for strengthening pro-
grams at the local level and improving the
delivery of healthcare services to mothers and
children is recognized.

The first step in the intervention consisted of
analyzing and discussing the study findings with
the hospital and district personnel. A plan of action
was developed with the participation of the health
services personnel, and responsibilities were as-
signed.

The aim of the intervention is to avoid death
when disease is already present. This approach
was adopted in view of the difficulties currently
faced by the health care system:. insufficient
resources to deal with high risk factors which
require complex, long term interventions ie. illit-
eracy, low birthweight, grand multiparity etc. The
reasons why women at risk were not selected,
utilizing the traditional focus based on multiple
maternal risk factors, are the following:

- Accordingto studies from Guatemalaand other
developing countries, more than 70% of women
present one or more of the risk factors identi-
fied by WHO/PAHO/CLAP. This implies that
more than 70% of births should be attended in
more complex centers. The institutional ca-
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pacity of the Ministry of Public Health and Social
Assistance of Guatemala only permits atten-
dance of 20% of the nation’s births. Therefore,
if alireferred pregnantwomen did seek hospital
care, they could not all be attended.

- Complications and deaths also occurinwomen
who do not present risk factors. The sensitivity
of somerisk factorsis low, especially in obstet-
rical complications such as hemorrhage or
pre-eclampsia, and neonatal sepsis.

- The specificity of some risk indicators is low.
As aconsequence, women classified as atrisk
may be false positives. Ifthese cases accepta
hospital referral and tum out to be low risk
cases, the referral system loses credibility in
the eyes of the community.

- A high percentage of women in rural areas do
not have a favorable opinion of the hospital
services, and thus regardless of the obstetric
risk, they prefer to give birth in their homes.

This study identifiedthe mostcommon causes
of death in mothers as being: hemorrhage, sepsis
and pre-eclampsia. The most common causes of
peri-neonatal death were asphyxia secondary to
malpresentation and prolonged labor, sepsis, pre-
maturity and low birthweight. The focus of this
intervention is the early detection of these condi-
tionsinorderto provide immediate care atthelocal
level before referral to the hospital.

Specifically, the obstetrical complications to
which highest priority for care should be given
were: premature rupture of the membranes, pre-
mature or prolonged labor, malpresentation, twin
pregnancy, previous cesarian section, pre-
eclampsia, hemorrhage, and signs of postpartum
infection. Newborns with signs of sepsis, asphyxia,
low birthweight and prematurity also warrant high-
est priority care. With the TBA, the health centers
and posts, and the hospital, the detection and
management of these cases was emphasized.

The interventions proposed in this project en-
courage the most effective and efficient use of
human resources, materials, and the existing in-
frastructure of the Ministry of Public Health and
Social Assistance in this area. They therefore
obtain better results in the care given to obstetric
and neonatal cases. Fundamental to the interven-
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tion strategy is the motivation and training of the
care providers such that they perform concrete
actions with clear, precise goals and objectives.

B. INTERVENTIONS
1. Interventions at the level of the TBA

a. The purpose of this intervention was to im-
prove the technical knowledge of the educators
andto give them more confidence intraining the
TBAs. TBA educators were trained in the
detection andtimely, adequate management of
obstetric and neonatal complications. Partici-
patory educational methodologies adapted to
adult education were used to reinforce the
educators ability to lead groups in a participa-
tory manner. Basic principles of adult education
were taughtin orderto encourage the success-
ful transmission and comprehension of the
messages.

b. Inthe TBA training, the technical content was
simplified and focused on the detection, man-
agement, and timely referral of complicated
obstetricand neonatal cases which presentthe
greatest mortality risk. Harmful practices such
as the abuse of oxytocin and liquorduring labor
were discouraged.

A participatory methodology of adult edu-
cationwas used. The curriculum, methods and
teaching guides sought to encourage the par-
ticipation of the TBA in order to enhance the
acquisition and retention of new knowledge.
Active low cost, easily constructed audiovisual
support materials appropriate for adult educa-
tionwere developed. The methods, curriculum
andteaching guides were developedin coordi-
nation with the healthcare personnel.

2. Intervention at the level of
Health Centers and Eosts

The training of personnel from health centers
and posts focused on strengthening technical prob-
lem solving abilities in the detection and manage-
ment of the matemal and neonatal cases that
present the greatest mortality risk. Management
protocols which serve as a quide to care-giving in

these caseswere also elaborated togetherwith the
healthcare personnel.

3. Actions in the Hospital Departments of
Gynecology and Obstetrics and Neonatol-

ogy

a. Standardization

At this level the care given to complicated
priority cases was standardized. Medical chiefs,
residents and nurses participated in the stan-
dardization process.

b.  Training

Medical and paramedical personnel were
trained regarding the appropriate use and
importance of the protocols for patient care.

4. Strengthening the referral and
back-referral systems

Meetings with personnel from the hospital and
the health districts were held in order to system-
atize referrals and back-referrals and to promote
the best response possible at each level. To this
end, personnel from the health districts visited the
hospital and vice versa.

The TBAs also visited the hospital to become
familiar with its physical structure, to become
better acquainted with the personnel who attend
cases referred to the hospital, and to improve the
relationshipbetween the TBAs andthe healthcare
establishment.

Personnel from health centers and posts met
periodically with persorinel from the hespital in
order to maintain communication about activities
undertaken bythe TBAsandthe communities. The
purpose of these meetings was to emphasize the
importance of respectirig’the TBAs and-patients
referredtothe hospital. These meeting alsb served
to motivate healthcare personnel and contribute to
the successful functioning of the referral system,
thereby improving the image of the healthcare
service in the community.

s |
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5. Support for the establishment of the
Maternity Center at San Carlos Sija,
Quetzaltenango

Technical cooperation was provided for the
establishment of a maternity center. Community
representatives, the health center, the area head-
quarters of the Ministry of Health, and the Obstet-

rics Department of the hospital all participated in |

the development of the center. The principal objec-
tives of the maternity center are:

The in-service teaching of healthcare person-
neland TBAs about the management of obstet-
ric and neonatal cases.

Interaction and familiarization of the hospital
personnel with the people of the community.

Better healthcare services where little access
to specialized services presently exists. Aa

"An Intervention to Reduce Maternal and Neonatal Mortality” ER



5. MONITORING AND
EVALUATION OF THE

INTERVENTION

A monitonng and evaluation system was de-
signedfor all levels of intervention

1. Hospital

Patterns of matemal and pen-neonatal mortal-
ity and of cases referred by TBAs were monitored

2 Health Centers and Posts

The coverage of care provided to obstetric
and neonatal cases was monitored Charts and
technical knowledge were evaluated

3. Community

A monitonng systemwas established forhome
births in the community Information was obtained
by mothers regarding the management and detec-
tion of normal and complicated cases by the TBAs

Information was also gathered concerning the
referral process, the outcome of the referral, and
the delivery

[10]
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6. PRODUCTS

In addition to meeting the objectives of the
project, standards of care appropnate forrural and
poor urban matenals were produced which may be
used in or adapted to other contexts

The technical documents produced include

1 Methodsfortheinhial assessment of matemal-
neonatal heatth in hospitals, health centers and
posts, traditional birth attendants and the com-
munity

2 Methods for the monitonng and evaluation of
interventions in matemal and pern-neonatal mor-
talty at the community level and in healthcare
services

3 Visual matenals for training tradittonal birth
attendants

4 Training manual for educators of tradiional
birth attendants

5 Protocols forthe managementof obstetnc and
neonatal cases for health centers/posts

6 Practical guide for the care of pregnant, post-
partum and newbomn patients in health centers
and posts (poster)

10

11

Chinical history chart for pregnant, postpartum
and newborn patients at health centers and
posts.

Protocols for the management of the prnincipal
neonatal and obstetric emergencies in hospi-
tals

Practical guide for the care of pregnant, post-
partum and newbom patients n hospitals
(poster)

Preliminary results demonstrating an impor-
tant reduction of intrapartum and neonatal
mortality (Sacatepequez)

Posters for healthcare services onthe themes
of

- Respectful treatment of traditional birth at-
tendants

- Respectful treatment of patients

- Respectng patients’ modesty

- Retaining referral sheets and sending back-
referral sheets

YAn Intervention to Reduce Matemnal and Neonalal Mortalty” [11]



7.

LESSONS
LEARNED

In addition to the specific products developed

as part of this project, we have identified a series of
issues to consider in the execution of maternal-
infanthealth programs aimed at reducing matemai
and peri-neonatal mortality.

Thelessons leamedduring the development of

this program include:

1.

To achieve an impact on maternal and pen-
neonatal mortality, coordinated action at all
levels of care is required, including: hospitals,
health centers and posts, and the community
including traditional birth attendants. Compli-
cations such as sepsis and hemorrhage need
attention at the hospital level for optimal treat-
ment. Nonetheless, appropriate management
and prevention of these complications mustbe
initiated at the community level. The clearest
example of the need for the integration of care
is postpartum hemorrhage. The results of this
study suggest that 52% of cases die in the
community within the first 6 hours postpartum.

The technical capacity of healthcare person-
nel in health centers/pasts and in the hospital
must be strengthened inthe area of managing
obstetric and neonatal complications. Compli-
cated cases are often referred as they should
be to health services where more complex
care should be available. Inreality, the neces-
sary care is not always provided leading to
dissatisfaction on the part of the patient and
family. The TBA is thus discouraged from
making referrals and patients do not respond
positively to being referred.

The detection and management by TBA's of
the principal causes of matemal and pen-
neonatal death must be improved since they
attend 60-80% of births in Guatemala. Ninety-
two percent of the mortality directly attributable
to obstetric causes is due to hemorrhage,
sepsis and eclampsia. Of peri-neonatal mor

tality, 96% is caused by asphyxia secondary to
malpresentation and prolonged labor, necnatal
sepsis, and complications associated with pre-
maturity and low birthweight. Despite their im-
portantrole, TBAs are not adequatelytrainedto
detectand appropriately manage such compli-
cations in the community.

The technical capacity of TBA educators must
be strengthened in the areas of managing
obstetric and neonatal emergencies and in
participatory adult education. Such training will
enable TBA educators to better transmit mes-
sages that the TBAs can understand and re-
member. Traditionally, TBAs have beentrained
in lecture style classes using very technical
language and academically oriented informa-
tion. What is required, on the contrary, is
practical training in how to detect complica-
tions and the correct management of these
complications in the community and while the
patient is being transferred to the hospital.

The relationship between TBAs and healthcare

| personnel must be improved by initiating a

change in attitude in the healthcare personnel
suchthatthe work ofthe TBA is respected and
valued. The complaint most frequently ex-
pressed by the TBAs is that when they take
patients to healthcare services they are mis-
treated, scoldedorignored. They maynoteven
be allowed to accompany their patient inside
the health facility.

After such mistreatment, many TBAs
refuse to return with a patient. The chain of
referrals to corresponding levels of care for
complicated cases is thus broken. The TBA
will not approach healthcare services unless
she senses respect and appreciation of her
work and of herself as a person.

Likewise, the treatment of the patientby the
healthcare personnel mustimprove in orderto
facilitate the timely arrival of patients to the
health services available.
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