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The traditional birth attendant 
and the law 

Acceptable to the population, accessible in sufficient numbers where they are 
needed, capable of absorbing training, cost-effective, traditional birth atten
dants afford the surest means by which the health of mothers and babies can 
be improved in many areas of developing countries. Yet all too often their 
position with respect to the law remains anomalous. 

A recent review (1) indicates the impressive 
progress achieved in the use of traditional birth 
attendants as a resource to extend the coverage 
of the health service. Formal recognition 
through registration, certification, licensure, 
or some other means, is rising : 82% of 
countries in the world now have training pro
grammes as against 37% in 1972. There has 
also been a shift in thinking on the question of 
whether traditional birth attendants should be 
regarded as a stop-gap, providing health care 
until sufficient numbers of nurses and mid
wives become available to replace them, or as 
important and permanent community health 
workers-the view to which many govern
ments are now inclining. But in spite of the 
acknowledgement by governments of the es
sential good sense of harnessing the potential 
of traditional birth attendants to national 
health strategies and in spite of the abundance 
of literature on the training programmes them
selves and the plethora of recommendations 
for future action and improvement, extraordi-
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narily little attention has been given to the 
important policy or legal issues involved. 

As traditional birth attendants are beginning 
to be trained for expanded roles in primary 
health care, the question of legal status and 
liability becomes more urgent. Who is liable 
should anything go wrong-the government, 
the supervising physician or paramedical, the 
traditional birth attendant herself? What hap
pens in the case of death or injury as the result 
of negligence, incompetence, omission, or a 
plain breach of the criminal law as might arise 
when abortions and female circumcision have 
been performed? Is the position different, de
pending on whether the traditional birth atten
dant has been trained or not? If the traditional 
birth attendant is a government employee, 
what is the situation concerning employment 
protection? If she is to be a private practition
er, will she be trained and authorized to prac
tise by the government? And to what extent 
does authorization carry with it the right to 
prescribe and administer drugs? 

The above is no check-list, merely an indi
cation of some of problems that could arise in 
the foreseeable future. I have discussed them 
with health officials in various countries in 
Africa: they admit that there are dangers in 
neglecting to resolve them. "We are aware", 
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said a doctor from Kenya, "that if something 
went wrong and someone chose to take a case 
to court, there would be chaos. We just cross 
our fingers and hope that no disaster will hap
pen." In Malawi, a training programme report 
mentioned that traditional birth attendants 
were uniformly happy to know that their work 
was recognized and legal and that they were 
not in danger of being imprisoned for carrying 
it out. In fact, these traditional birth atten
dants, although " recognized" by the govern
ment, enjoy no legal protection. Such protec
tion is reserved under nursing and midwifery 
legislation for specially recruited and trained 
village midwives. As in so many other 
countries, traditional birth attendants practise 
outside the law. Where laws affect their prac
tice, they are mostly restrictive. 

A few countries, for example, Lebanon, 
Egypt, and the Sudan, have expressly legislated 
to prohibite the traditional birth attendant's 
activities, but predictably such a policy has not 
been successful in eliminating them from the 
health scene. Traditional birth attendants de
liver approximately 60-80% of the babies in 
developing countries, and, since they are often 
the only accessible and acceptable source of 
assistance in childbirth for the majority of 
women in rural areas, they will continue to re
spond to the demand for their services whether 
their actions are deemed illegal or not. Pro-

As traditional birth attendants are 
beginning to be trained for expanded 
roles in primary health care, the 
question of legal status and liability 
becomes more urgent. 

hibitive laws are almost incapable of enforce
ment. Their very existence indeed makes "an 
ass" of the law. The prosecution of hundreds, 
or thousands, of traditional birth attendants is 
hardly a realistic proposition in any country. 
Prohibition in law merely has the effect of 
making control of traditional birth attendants 
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more difficult, and pushes them into clandes
tine practice, endangering the health of moth-
ers and babies. · 

Why is it taking so long for health ministries 
to face up to the need to clarify the legal aspects 
of traditional birth attendants' involvement in 
primary health care programmes? I believe 
that the reluctance of the authorities to be 
drawn on the issue stems from the following 
causes: 

the ambivalence of governments to the tra
ditional birth attendant programme and 
their disinclination to commit themselves 
totally to it; 

the opposition of the medical, nursing and 
midwifery professions to proposals to grant 
legal status to the traditional birth atten
dant; 

alarm at the complexity of the subject, since 
a decision to legalize the activities of tradi
tional birth attendants is fundamentally 
political rather than legal, having to do 
with how resources are to be shared in 
society and with attitudes to Western mod
els of medical care ; 

the absence of an appropriate forum in 
which medical-legal issues can be di
scussed. 

There may still exist, behind the official pol
icy, a lingering wish to phase out traditional 
birth attendants and replace them by trained 
community health workers. 

The Role of Law and the Contribution 
of Lawyers 

Governments have an obligation to main
tain the health of their populations. Laws 
regulating the practice of medicine are uni
versal. They are essential both to provide the 
medical practitioner with legal protection and 
to protect the public from unqualified medical 
treatment. From this basic premise stems the 
argument that legislation is required: 

to ensure that traditional birth attendants 
are trained adequately and are legally au
thorized to provide health care; 
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to allow traditional birth attendants to un
dertake specific procedures for which they 
have been trained; 

to set standards of care; 

to protect the community, in particular 
mothers and babies, against substandard 
care; 

to protect the traditional birth attendant 
against civil action and prosecution. 

Unfortunately, notwithstanding the in
creased emphasis given in successive World 
Health Assemblies since 1977 to the impor
tance of health legislation as a means of im
proving the health of populations, the contri
butions that lawyers can make, internationally 
and nationally, to the development and imple
mentation of primary health care policies are 
still largely ignored. 

This omission is as much the fault of the 
lawyers themselves as of health administrators 
and planners. Lawyers, as a professional group, 
have tended to ignore the opportunities in the 
field of health for their skill and expertise (2). 
And the medical profession, traditionally a 
jealous custodian of all matters pertaining to 
medicine and health, does not encourage law
yers or other "laymen" to involve themselves 
in the creation of health policies. Lawyers are 
only called upon at a much later stage to draft 
the legal texts whose substance has already 
been agreed. 

At last, this mould is beginning to crack. 
Lawyers and doctors are having to put their 
heads together, as an increasing number of 
"medico-legal" issues emerge that demand 
their joint attention. The development and 
implementation of the International Code on 
the Marketing of Breast-Milk Substitutes, drug 
regulation, and the management of new bio
medical techniques such as in vitro fertilization 
are good examples of areas in which medicine 
and law are cooperating to explore solutions 
for the good of the community. The legal 
aspects of training and utilizing non-medical 
health personnel present a worthwhile topic 
for medical-legal dialogue and a challenge to 
the creative lawyer, responsive to questions on 
health and social welfare. 
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Identification of Laws 

The immediate task for lawyers is to identify 
and review the various laws, regulations, de
crees, case-law (court decisions) and bylaws 
which affect the legality of traditional birth 
attendant programmes. This may be difficult 
since invariably the legal status of the tradi
tional birth attendant is not covered by just a 
single statute or code: a variety of laws may 
need examination, and some laws may conflict 
with others or with stated national health pol
icy. The principal legislative framework for 
traditional birth attendants is the laws govern
ing the practice of medicine, nursing, and mid
wifery. They define the roles and functions of 

Traditional birth attendants exist and 
are often the only trainable health 
care providers available. 

health personnel in general terms and perhaps 
in detail (3). Together with other statutes such 
as public health laws, pharmaceutical and drug 
laws, and hospital statutes, they generally pre
vent the traditional birth attendant from per
forming specific functions. Normally, there is 
no express prohibition-it is from the inter
pretation of the law, what it is understood to 
imply, that the legal status of the traditional 
birth attendant can be inferred. Acts legalizing 
indigenous medical practice may or may not 
include the practice of traditional birth atten
dants (4). 

Nursing and midwifery statutes are the prin
cipal source of (restrictive) regulation of the 
traditional birth attendant. In only a few 
countries-for example, the Philippines, Li
beria, and Mexico-have these types of law 
been amended so that traditional birth atten
dants are expressly authorized to perform 
specific health care functions, provided that 
they are registered, trained, certificated, and 
supervised. In the case of Liberia, authoriza
tion is provided, not in midwifery legislation, 
but in public health law. In some instances, 
national health and development plans set out 
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the government policy on traditional birth 
attendants and thereby provide a cogent argu
ment for bringing legislation into line with 
them. Certain specific methods of providing 
care may be covered by distinct and separate 
laws: for instance, the family planning role of 
the traditional birth attendant may need re
view in the context of drug and contraceptive 
legislation, abortion laws, and pharmacy and 
poisons acts. Family, customary, and religious 

"We are aware that if something went 
wrong and someone chose to take a 
case to court, there would be chaos. 
We just cross our fingers and hope 
that no disaster will happen!' 

laws may also have a relevance to what the 
traditional birth attendant is allowed to do. 
Customary laws in particular invite scrutiny; 
they may give traditional birth attendants im
munity from oppressive legal limitations on 
their work, done in accordance with the cus
toms of their community (5). 

The case for identification and review is 
urgent, for traditional birth attendants exist 
and are often the only trainable health care 
providers available. The confusion surround
ing the question of their legal status can only 
discredit traditional birth attendant pro
grammes, and communicate to these health 
workers and their clients the government's 
lack of complete faith in the quality of care they 
can offer. If laws are not brought into line with 
policy, clients may be led to believe that the 
care provided by traditional birth attendants, 
even when they are trained and supervised, is 
no more than second-best. It should not be 
seen as such. 

A global review (6) of traditional birth atten
dant programmes in 1981 revealed a number 
of contrasting legal situations in different 
countries as described in the following para
graphs. 

• Traditional birth attendants are illegal. They 
have no right to practise under any circum-
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stances and can be prosecuted and punished 
if they do so (Lebanon, Sudan, Syrian Arab 
Republic, and Turkey). 

• Traditional birth attendants are prohibited 
by law from practising in any locality where 
a trained midwife is available (Philip
pines). 

• Traditional birth attendants have no legal 
status but may practise in their respective 
communities (Nigeria, Rwanda, Zaire, and 
Zambia). 

• The practice of traditional birth attendants 
is regulated by the health agency and a regis
ter is kept. They are recognized but not 
accorded full legal status. This arrangement 
is one increasingly adopted by developing 
countries (Belize, Brazil, Chad, Colombia, 
Costa Rica, and Guatemala). 

• The traditional birth attendant is accorded 
full legal status and granted legal authority 
to undertake specific functions under pre
scribed conditions (Liberia and Mexico). 

Within each of these broad categories, con-
siderable variations are found, with some blur
ring of the distinction between one category 
and another. The methods adopted by individ
ual countries for regulating traditional birth 
attendants are as diverse in kind as they are 
ambiguous in law. The relative meanings of 
such designations as "recognized", "regis
tered", "certified", and "licensed" are not 
always clear and differ from country to 
country. The prosecution of traditional birth 
attendants is virtually unknown, either because 
such action would be culturally unacceptable 
or because of the large number of practitioners 
and the lack of any other health resource. 

A review of the law in any country is a major 
undertaking that may place an impossible 
strain on scarce legal resources within the min
istry of health, while lawyers working in other 
government departments such as the ministry 
of justice may not be available for the task. Nor 
may government lawyers be sufficiently famil
iar with the underlying socioeconomic and 
health problems or possess the requisite sensi
tivity to a subject-matter that has so many 
different facets, including developmental as
pects. University departments might be better 
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able to manage the identification and review of 
the legislation, since the faculties of law, social 
science, and medicine could work together on 
the task, reporting back to a government
appointed committee on the gaps between the 
law and actual practice and presenting their 
recommendations for law reform. Such an 
arrangement, apart from its convenience, pre
sents a rich opportunity to university depart
ments to develop multidisciplinary research 
work, which should sensitize students to the 
urgent developmental needs of their own 
country. 

Key Issues 

Some key problems need to be resolved in 
each country, in any policy or legislative move 
to expand the roles of traditional birth atten
dants in primary health care, and to give them 
legal status. 

Training 

Many regulations state in a rather general 
way that traditional birth attendants may per
form tasks for which they have been trained. 
Appropriate training can, of course, expand 
their role by enabling them to master new 
techniques, such as the distribution of contra
ceptives, family planning education, the giving 
of injections, immunization, minor surgery, 
screening for high risk, and the diagnosis (for 
referral) of such conditions as toxaemia of 
pregnancy, anaemia, and malnutrition. Train
ing can also help to eradicate harmful practices 
such as abortion, female circumcision, and 
certain dangerous traditional treatments as
sociated with pregnancy, childbirth, and infant 
care. New tasks can be gradually assigned to 
the trained traditional birth attendant by alter
ing the content of the training programme and 
by continuing education. The latter is, in any 
case, a requirement for the updating of the 
traditional birth attendant's skills and the 
monitoring of how she is coping in her new 
role. It also provides some safeguard against a 
relapse into bad practices. 

Legislation might link continuing education 
with registration, supervision, or the renewal 
of a license to practise. The knowledge that 
traditional birth attendants are legally required 
to submit to regular retraining is another way 
of raising their status in the eyes of the corn-
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munity and of providing commumt1es with 
evidence that the care of the trained traditional 
birth attendant is safe and good. The use of 
trained and experienced traditional birth at
tendants as trainers themselves can also help to 
upgrade their position or at least maintain it 
when the intervention of modern medicine 
threatens to lower it. However, legislation on 
training boards and certification procedures 
should avoid too detailed a description of the 
curriculum and should preferably allow for 
future modification of the conditions for re
cruitment, teaching, and licensing, as the situ
ation demands. 

Registration 

Registration is the listing of trained, and 
sometimes untrained, traditional birth atten
dants in a register kept at a local health centre, 
a state registry, or a provincial registry, or all 
three. Some countries attempt to register all 
traditional birth attendants, whether trained or 
untrained and whether willing or unwilling to 
receive training. It is clear that certain basic 
information on traditional birth attendants is 
essential for the effective planning of policies, 

The legal status of the traditional 
birth attendant is not covered by just a 
single statute or code: a variety of 
laws may need examination, and 
some laws may conflict with others. 

and requirements concerning the maintenance 
of the register could be incorporated in the 
legislation. Unlike the registration of nurses 
and midwives, registration does not normally 
license traditional birth attendants to practise, 
nor does it necessarily afford them recognition 
or legal status. 

Recognition 

Recognition is basically nothing more than 
an acknowledgement by the government of 
the existence of traditional birth attendants as 
health practitioners. It does not grant legal 
status. It may be a conveniently vague term to 
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use in the crucial stage in the development of 
primary health care policies, when govern
ments are still undecided about whether to 
phase out the training of traditional birth 
attendants or to intensify it. But it will not 
serve as a permanent designation unless legis
lation specifically indicates its meaning in the 
context of legal authority and liability. The 
term should be properly defined or its use 
discontinued. 

Licensing 

Normally, licences are regarded as official 
authorization to practise or perform certain 
acts. The granting of a licence to a traditional 
birth attendant could be based on a predeter
mined set of standards that may require peri
odic updating. In some countries, licensing 
depends on an evaluation of the traditional 
birth attendant's record and an annual exami
nation following retraining. A system oflicens
ing, subject to certain conditions, might be the 
best means of setting standards and exercising 
control over activities of traditional birth at
tendants. It can also act as an incentive to them 
to seek training, since possession of the licence 
distinguishes the qualified from the unquali
fied practitioner. Effective health education in 
the community could result in clients prefer
ring to seek assistance only from the licensed 

Customary laws in particular invite 
scrutiny; they may give traditional 
birth attendants immunity from op
pressive legal limitations on their 
work, done in accordance with the 
customs of their community. 

traditional birth attendant, further emphasiz
ing the benefits of training and licensure. Any 
legislation would need to set out in detail the 
conditions of licensing. 

Supervision 

Good and regular superv1s1on is essential 
not only to keep the traditional birth attendant 
under the control of the health authorities, 
but to increase her knowledge and skills and 
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cement the bonds of trust with local com
munities. Evaluation of programmes for these 
health workers around the world has revealed 
major problems-poor communication, inad
equate transport, geographical isolation, illit
eracy, culture-clashes, and differences in atti
tude between the various groups involved 
-which have proved to be obstacles to effec
tive supervision. The literature abounds with 
examples of totally unrealistic requirements 
with which neither the traditional birth atten
dants nor their supervisors can comply. These 
need to be reviewed and reformulated to res
pond to the real situations and available re
sources. 

Apart from the method of supervision to be 
adopted, there remains the thorny problem of 
legal liability. Doctors, nurses, midwives, and 
other health workers may be reluctant to super
vise traditional birth attendants if there is not a 
clear statement of where legal responsibility 
lies in the event of breach of instructions, mal
treatment, or mishap. Again, some countries 
have attempted to work out arrangements to 
deal with such problems. In Costa Rica, a com
plicated system has been developed to make 
the physician in the rural health centre re
sponsible for any difficulties that ensue after a 
woman has been declared fit to have a home 
delivery attended by a traditional birth atten
dant. The mother is supposed to be visited 
regularly by a registered nurse, but the system 
has not been successful because nurses are oft
en too busy to make such visits. There must be 
a mass of experience on how to manage the 
supervision of traditional birth attendants, 
which could be usefully shared among lawyers 
working with health ministries on new regula
tions. 

Referral 

While identification, trammg, registration, 
licensing, and supervision are essential to en
sure safe care by traditional birth attendants, it 
is just as important to facilitate access to more 
sophisticated medical care in the case of high
risk patients. A common theme emerging from 
the many case studies of traditional birth atten
dant programmes is the lack of adequate refer
ral systems. The necessary facilities such as 
transport may not be available, and, even if 
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they are, the traditional birth attendants may 
be reluctant to use them because their self
esteem and status in the community may be 
threatened if they have to defer to more highly 
qualified medical opinion. They and their 
clients may even mistrust the technical com
petence of the modern health service delivery 
system. Legislation needs to respond to these 
difficulties rather than, as is frequently the 
case, exacerbate them. 

Remuneration 

Remuneration is an important and sensitive 
issue with a significant bearing on accountabil
ity and legal liability. There has been a change 
in the type of incentive offered to traditional 
birth attendants for agreeing to training and 
undertaking an expanded role. The most com
mon incentive used to be the UNICEF mid
wifery kit, but this may now be supplemented 
by stipends and in certain instances uni
forms. 

With the increasing use of traditional birth 
attendants in family planning and the distri
bution of contraceptives, the question of com
pensation has become more pressing because 
these health workers usually depend on re
wards in money or in kind from their clients 
for deliveries and abortions, and they suffer a 
reduction in income when the numbers of 
pregnancies are reduced. Family planning pro
grammes using traditional birth attendants 
have evolved various approaches to the ques
tion of remuneration: 

a retainer from the government, irrespec
tive of services performed; 

a stipend from the community: 

payment based on performance: 

payment (in money or in kind) by clients 
for services or supplies that the traditional 
birth attendant receives free or at a nomi
nal price from the programme. 

Now that the policy of so many countries is 
to provide health services free of charge, the 
problem of the private fee-charging practi
tioner must be resolved. 

Incautious intervention by health authori
ties in the system of remuneration for tradi
tional birth attendants may severely disturb the 
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relations they have with the communities they 
serve and to which they belong. Their value to 
primary health care lies in their well-estab
lished position in the social, cultural, and eco
nomic setting. Great care must be taken, when 
the amount and kind of incentives and rewards 
are decided, to achieve a correct balance be
tween the traditional birth attendant's place in 
the community and her involvement in the 

The prosecution of traditional birth 
attendants is virtually unknown, eith
er because such action would be cul
turally unacceptable or because of the 
large number of practitioners and the 
lack of any other health resource. 

primary health care system. In addition, legal 
problems arise with regard to employment sta
tus, welfare benefits, and insurance where the 
traditional birth attendant is remunerated by 
the central or local health authority but not 
officially regarded as a state employee. 

Approaches to Law Reform 

These, of course, are only a few of the legal 
issues that need examination when the regula
tion of traditional birth attendants is under 
consideration. There are many others (7), some 
common to all countries, some particular to 
one or more countries or to areas within 
countries. These may include, for example, the 
imposition of appropriate penalties when 
breaches of the law occur; how to deal with 
criminal acts, abortion, and female circumci
sion; the special case of emergency; the diffi
culties of deciding what standard of care is 
required of the trained traditional birth atten
dant; and the institutional mechanisms to be 
established to regulate their training and to 
p~ovide them with a forum to present their 
vtews. 

The key to legislation on the traditional 
birth attendant is flexibility. The object must be 
to eliminate frustrating ambiguities and avoid 
barriers of an institutional nature that impede 
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the progress of integration of the traditional 
birth attendant into the health care system. It 
will be wasteful and can only do harm to have 
one inflexible system replaced by another. 

Ideally, before action is taken to change the 
law or amend regulations, efforts should be 

The most common incentive for the 
traditional birth attendant to undergo 
training used to be the UNICEF 
midwifery kit, but this may now be 
sul?plemented by stipends and 
umforms. 

made to ensure that representatives of all the 
groups affected are consulted. Laws work best 
where they are understood by and have the 
approval of the people. Community participa
tion in health care decisions is particularly nec
essary where the regulation of traditional birth 
attendants is concerned, given its sensitivity at 
the local level. It is prudent to take note of the 
views and experience, the hopes and concerns 
of the recipients of care, as well as of the tra
ditional birth attendants themselves, their 
trainers and supervisors, and the health care 
professionals. It may be possible, in some 
countries, for representatives of community 
health groups to have a voice at higher level 
-as in Sierra Leone and Senegal, where tra
ditional birth attendants have grouped them
selves into loosely formed federations that can 
be represented on health councils. Certainly, 
where laws and policies affecting traditional 
birth attendants are under review, a multidis
ciplinary, intersectoral approach is called 
for- health planners need to consult not only 
legal experts, but also anthropologists, socio
logists, educationists, community develop
ment workers, and other appropriate spe
cialists. 

If traditional birth attendants are to achieve 
their full potential in primary health care, it is 
essential that the legal restrictions on their 
activities be identified and replaced by realistic 
and flexible facilitating laws. Traditional birth 
attendants are key resources and require legal 
recognition of their role. They are the point of 
entry to a health care system (whether tradi-
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tional or formal) for the majority of women 
and children in developing countries. Their 
legal recognition may also be regarded as an 
action contributing to the improvement of the 
status of women in society, for they provide an 
example of how women's work in the informal 
sector is inadequately acknowledged and re
warded by the authorities. 

The decision to expand their role and accord 
them full legal status, a matter of national 
health policy, is a political one. Once it has 
been taken, the law becomes an important fac
tor and can make a significant contribution. 

0 
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DISCUSSION 

Discussion 
Galba Araujo 

-The ethnomedical system can 
be used in primary health care 

Dr Owen's paper on the traditional birth attendant 
and the law is a model of forensic expertise cover
ing a problem facing many developing countries. 
As she says, although traditional birth attendants 
are nowadays often considered as permanent com
munity health workers essential to primary health 
care, little attention is being given to the legal 
aspects of their work. This is an important omis
sion. If the traditional birth attendant is considered 
to be a government employee, authorized to prac
tise and permitted to prescribe and administer 
drugs, her activities must be carefully regulated and 
supervised and punishment given for malpractice. 
In this situation the medical and legal professions 
will have to work in close harmony in order to 
achieve protective legislation for all concerned. 

In many developing countries, however, tradi
tional birth attendants are not recognized, and 
there are no laws regulating their activities. Thus 
they are not practising outside the law. I believe 
that Dr Owen's classification of Brazil as a country 
in which "the practice of traditional birth atten
dants is regulated by the health agency" and in 
which " they are recognized but not accorded full 
legal status" to be partially true, but the "health 
agency" concerned is not the Ministry of Health. 
Recognition comes from sporadic maternal and 
child health programs undertaken in different parts 
of the country and not from a government agency. 
Thousands of traditional birth attendants practise 
without recognition from any maternal and child 
health program. Indeed, they exist in every corner 
of Brazil, have existed since the beginning of our 
history, and will continue to serve for many years to 
come. 

We who live in Brazil and work closely with 
traditional birth attendants would state that our 
national health programs recognize a parallel 
health system, an ethnomedical system, which can 
be adapted for use in primary health care programs. 
Such programs call for the involvement of all exist-

Dr Araujo is Professor of Obstetrics, Ceara Federal Uni
versity School of Medicine, Fortaleza, Ceara, Brazil. 
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ing health personnel, both formal and informal, at 
the community level. They are at present in the 
planning stage, and their aims are: 

to identify and utilize all existing health person
nel; 

to provide simple, limited training that stresses 
hygiene and recognition of the high-risk pa
tient; 

to provide means for referral of the high-risk 
patient to secondary or tertiary health centers; 
and 

- to provide continued training and supervision 
of all activities. 

The ethnomedical system, in which the tradi
tional birth attendant plays a key role, functions in 
all rural areas of Brazil. Our traditional birth atten
dant is a woman who helps another woman during 
labor and delivery. She is present to assist a friend or 
neighbor or relative by caring for her family, by 
providing moral support, by wiping the woman's 
brow and, finally, by "catching" the baby upon its 
release from the birth canal. A local name for a 
woman who serves in this way is aparadeira-liter
ally "catcher". She is not a professional; she accepts 
no remuneration; she is performing an act of char
ity. She does not prescribe or advertise, is not 
aggressive, and does not manipulate her patient. 
She is usually illiterate or semiliterate, but this does 
not mean that she is unintelligent. 

Data collected from 100 randomly selected tra
ditional birth attendants registered in local mater
nal and child health care programs showed that a 
typical one would be in her late forties, married, the 
mother of nine children, and a woman who has 
helped her friends and neighbors at delivery for 
10 years or more. Unlike the faith healer (another 
important person in the ethnomedical system), 
whose remedies, treatments, and healing prayers 
must be handed down to succeeding generations, 
very little obstetric knowledge is transferred from 
the traditional birth attendant to her daughter. It is 
thought that the reason for this is that giving birth 
to a child is accepted as normal, something to 
expect, a part of life. It is not an illness and there
fore needs no treatment. Consequently there is very 
little special knowledge to pass on. Any wise, 
patient, elder woman who has borne children of her 
own is capable of being a traditional birth atten
dant. 

299 



ROUND TABLE 

The faith healer, however, treats abnormal con
ditions-physical and mental illness, injuries, 
etc.-and, to guarantee continuity, treatment for 
these conditions must be learned, remembered, and 
transferred to a successor. Within this ethnomedi
cal structure each rural community has its own sys
tem of quality control, which eliminates the less 
capable and patronizes the more efficient. Here 
again, treatment is an act of charity and no fees are 
charged. These people are not professionals and are 
therefore not licensed. 

Traditional birth attendants also exist in the 
towns and perform the same functions as their rural 
cousins, but urban areas do provide sophisticated 
technology, and here a second level of midwifery 

Giving birth to a child is accepted as 
normal, something to expect, a part of 
life. It is not an illness and therefore 

· needs no treatment. 

develops that transcends the traditional level. This 
group is composed of women who have worked in 
maternity hospitals or doctors' offices or who have 
been trained by members of the medical profession 
and gone into business for themselves. They have 
watched professionals performing vaginal exami
nations, episiotomies, dilations and curettages, per
ineal repairs, and so on and feel that they can do the 
same things equally well. In this case they may do a 
delivery for a friend. The friend tells another 
woman. The second woman then seeks the trained 
midwife's services-"much less expensive than the 
doctor"-and a pseudoprofessional is born. From 
this stage to the performing of abortions is a move 
toward clandestine medicine. This person can be
come dangerous, and in no way could her services 
be described as "traditional". She is practising 
medicine illegally and could be prosecuted. 

On a third level is the nurse assistant, a woman 
with some formal education who has been ade
quatdly trained (usually by the staff of the hospital 
where she works), abides by a code of ethics, and 
provides obstetric care for normal deliveries in low
risk patients, always in a hospital and always under 
medical supervision. Laws regulating the perfor
mance of these women exist as well. 

On a fourth level is the registered nurse, who has 
taken special postgraduate training in obstetrics. 
These women are college graduates and are usually 
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found in government health services or teaching 
in nursing schools. They do not practice obstetrics 
per se or deliver babies on their own. In this aspect 
they differ from their European and North Ameri
can nurse-midwife colleagues. A code of ethics 
and a Regional Nursing Council regulate their 
work (1). 

Years ago as a student in one of the medical 
schools in Brazil, I practically lived in the teaching 
maternity hospital connected with the school of 
medicine. Vaginal delivery with the patient in the 
horizontal position and no anesthesia was the rule 
for normal deliveries. Obstetricians used forceps 
for difficult deliveries and performed cesarean sec
tions only as a last resort. Episiotomies were rare. 
The hospital offered midwifery training. Students 
were invariably older women with children of their 
own, who received diplomas after successful com
pletion of the course. These women, almost always 
urban-based, went on to set up their own practices 
and even advertised their services through a sign on 
the front door proclaiming their diploma status. 
They usually maintained contact with one or two 
physicians whose assistance they sought when they 
were unable to perform the delivery themselves. 
Again, at that time, very few Brazilian physicians 
specialized in obstetrics, and those who did were 
mainly professors. The physician of the time was a 
general practitioner, who would care for the few 
cases of toxemia and obstetric patients with cardiac, 
diabetic, or other such complications, while the 
trained midwife took care of the deliveries. Many of 
these women had a large clientele and became quite 
famous. The few physicians who dealt in obstetrics 
performed the prenatal care, but when the time 
came for delivery it was done at home by a midwife 
who only called the physician if problems arose. 

This was the situation when I graduated from 
medical school in 1941. On my return to Brazil after 
four years of postgraduate study in the USA, I found 
the same conditions prevailing. I assumed the 
directorship of a maternity clinic in my home town 
and continued training midwives and distributing 
diplomas. In about 1946 word came from the Min
istry of Education that we could no longer offer 
diplomas to women who lacked formal education. 
We continued to train them, however, and offered 
certificates in lieu of diplomas. About this time 
obstetrics was becoming a medical speciality, with 
Brazilian physicians following the Western medical 
position of complete control of pregnancy and 
delivery. The trained midwives disappeared and 
midwifery courses disappeared as well. Their work 
in the maternity hospitals was taken over by 
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nurse assistants, because the normal process of 
delivery had become almost pathological and now 
required anesthesia, antibiotics, and high-level 
nursing care. 

During all these rapid and radical changes in 
urban obstetric care, the rural traditional birth 
attendant continued her serene and uncomplicated 
existence, helping her neighbor at delivery and car
ing for the woman's family. Her existence was 
ignored by the medical profession and by the formal 
health services. But she continued to exist, and, we 
thought, contributed to the high rate of infection 
found in many women referred from rural areas. 

I decided to investigate, and after working close
ly with traditional birth attendants I realized that 
we of the medical profession were indirectly re
sponsible for the infected women coming to us 
from rural areas. We were, and are, at fault for not 
providing better working conditions for the tradi
tional birth attendant, for not providing an efficient 
referral system whereby she could send her high
risk patient to a secondary- or tertiary-level health 
center, for not teaching her to recognize the high
risk patient in the first place. The infectious cases 
coming in from rural areas were endogenous-the 
result of retained placental material, etc.-and not 
exogenous, the bane of our hospitals, and due to 
too-frequent vaginal examinations and manipula
tion during labor by our students and residents. 

If controls and restrictions are placed on the tra
ditional birth attendants, Brazil will be unable to 
cope with the problem. The medical profession in 
Brazil has come to realize that it cannot offer highly 
technical obstetric care to every woman. It is far too 
expensive and there are not enough hospital beds or 
doctors to accommodate the number of pregnant 
women. Finally it has come to believe that normal 
delivery can be performed safely and hygienically 
in the home by trained midwives. The swing back 
to normal, natural deliveries is slow but persistent. 
Some still believe that only professionals can per
form deliveries. We who believe otherwise have 
learned much from the traditional birth attendant, 
and respect is mutual between our parallel groups. 
We have learned to teach our students less invasive 
delivery and, above all, to use the vertical position 
for the mother. Perhaps this is the most valuable 
lesson among the many that we have learned from 
our traditional birth attendant. May she continue 
on her inoffensive, uncontrolled, unregulated 
way. D 

1. COdigo de Etica de Enfemragem [Code of ethics for nurses]. 
Brasilia, National Council of Nurses, 1977. 
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J. K. Harfouche 
-A simple registration scheme 
may suffice at primary level 

Dr Margaret Owen's article is comprehensive and 
tackles in a systematic manner all the basic issues 
relevant to the subject. My comments are centered 
on some of the constraints that prevent health 
authorities' legitimizing the involvement of tradi
tional birth attendants in the formal health system, 
although it is to be hoped that these problems will 
be surmounted before long. 

Midwifery-the art and practice of attending 
upon women in confinement-is as old as man
kind itself. The traditional birth attendant, prob
ably the oldest prototype of birth helper, is now the 
subject of attention in face of the marked shortage 
of qualified personnel to meet the health needs of 
the poor, especially in the developing countries. 

The entry of the traditional birth attendant-a 
relic of the ancient past-onto the modern health 
scene has given rise to some confusion in the minds 
of health policy-makers, legislators, educators, and 
professionals. 

In some countries, the "natural" suc
cessors to existing traditional birth 
attendants are being trained as vil
lage midwives or community health 
workers. 

At first she was seen as an untapped resource, a 
woman who, with a certain amount of training, 
could be integrated into maternal and child health 
services. It was then thought that her role could be 
expanded to include family planning activities. 

The third, and current, concept is to further 
expand the role of the traditional birth attendant by 
encouraging her to become articulated with pri
mary health care (1). The word "articulated" is 
carefully chosen to imply a loose, informal, and 
flexible linkage that enables her to preserve the 
distinctiveness of her role. It is to be contrasted 
with "integration", which implies a rigid linkage, 

Professor Harfouche is Professor Emeritus of Maternal 
and Child Health, Faculty of Health Sciences, American 
University, Beirut, Lebanon. 
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with government pay and protection and accoun
tability to the system. 

In this stepping-up of roles misconceptions have 
evolved, mostly through looking at the desired end
result without devising a framework for systematic 
implementation at the local country level. 

The questio~ of how best to fit the traditional 
birth attendant into the formal health system has 
yet to be determined. Pilot studies by individual 
countries to this effect are needed. Imported blue
prints are usually ineffective. Operational schemes 
should be carefully worked out, tested, and adjusted 
to ensure the feasibility of functional articulation 
with (or integration into) the local primary health 
care system. Legislation would be prominent 
among the relevant issues to be considered. In this 
context, I fully agree with Dr Owen that teaching 
and research institutions can make a unique con
tribution. 

Cost-effectiveness estimates, measuring pro
gramme output in relation to the cost of input 
(human and material resources), are much needed 
to induce health ministries to adopt a positive pol
icy towards the traditional birth attendant and to 
legitimize her involvement in primary health 
care. 

The effectiveness of traditional birth attendants 
in health care programmes continues to be a 
controversial issue. The few evaluations that have 
been performed focus on family planning activities 
(2), but virtually none of the maternal and child 
health programmes have been evaluated to deter
mine improvement (or deterioration) in the perfor
mance of these women in sanitary delivery prac
tices and in reducing the incidence of neonatal 
tetanus, or in referring mothers to health clinics for 
such services as antenatal care. 

Family planning programmes that have been 
evaluated differ widely in cultural setting, size, time 
of initiation, and implementation. Thus the results 
are not altogether conclusive (2) and cannot serve 
as useful guides to what a well-planned and care
fully implemented programme for traditional birth 
attendants might achieve today. 

In the light of programme experience and exper
imental studies, one might classify the stated views 
on the wisdom of utilizing traditional birth atten
dants as family planning workers under three 
headings (3)-the optimistic view, the sceptical 
view, and the intermediate view. 

The optimistic view sees the traditional birth 
attendant as a potential innovator or "change 
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agent", uniquely placed both physically and socially 
to communicate the family planning message to the 
most hard-to-reach audience. Unfortunately inter
national experience does not yet offer much sup
port for this view. 

The sceptical view sees the traditional birth 
attendant not as an innovator but as a firm oppo
nent of innovation-a determined conventional
ist. Supporters of this view argue that dependence 
on the traditional birth attendant epitomizes an 
underdeveloped society that has yet to achieve mas
tery over the natural environment. Being the pro
duct of this milieu, the traditional birth attendant 
identifies with its values and applies the commu
nity's traditional yardstick in determining what is 
expected of her. 

The intermediate view-probably the more pru
dent and realistic view-sees the traditional birth 
attendant as having a potential contribution to 
make, which should be neither overlooked nor 
exaggerated. While national policies recognize the 
potential of the traditional birth attendant, they 
also acknowledge her shortcomings. Since she 
would require adequate training, supervision, sup
port, and remuneration, the government would 
have to make a considerable investment without 
rapid visible results. Convincing evidence would 
therefore be needed to justify an official commit
ment to the utilization of traditional birth atten
dants in the formal health system. 

Considering the limitations of the traditional 
birth attendant and the conditions in which she 
works, it would be difficult to enforce any law reg
ulating her practice. Enforcement requires admin
istrative measures, adequate personnel for super
vision, and above all a strong health programme at 
the primary level. For example, in Lebanon repres
sive legislation strictly forbids the traditional birth 
attendant to practise, and no licences are issued to 
midwives who have not successfully completed the 
prescribed course of training (Article 3 of the Law 
on the Practice of Medical Professions of 26 De
cember 1946, amended 10 August 1955). However, 
the law is poorly enforced, and the traditional birth 
attendant practises outside it, attending about 40% 
of deliveries in periurban areas and over 70% of 
deliveries in rural areas. Only a criminal abortion is 
likely to bring her to the attention of the health 
authorities. 

Behind the reluctance of health authorities to 
legitimize traditional birth attendants is a lingering 
wish to phase them out and to promote hospital 
delivery. 
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Ideally, traditional birth attendants should be 
supplanted by fully trained midwives, or substi
tuted by auxiliaries. In some countries, the "natu
ral" successors to existing traditional birth atten
dants are being trained as village midwives or com
munity health workers. In others, owing to lack of 
information about their numbers and whereabouts, 
traditional birth attendants are believed to be head
ing towards extinction. For example, in the 1940s, 
the dqyas in Egypt were legally recognized and 
licensed on the successful completion of 6-12 
months' training. The promising ones were em
ployed as assistants in maternal and child health 
centres. In 1969, the Ministry of Health changed its 
policy; all licences were revoked and the training of 
dqyas was discontinued. This policy was based on 
the assumption that they had become redundant 
since large numbers of qualifed midwives and assis
tant midwives had become available. Recent field 
studies, however, indicated that while plans at the 
national level were under way to liquidate the dqya, 
health personnel in the field fully recognized her 
importance and considered her indispensable to the 
maternal and child health programme. The dqyas 
and health personnel at the primary level had man
aged to evolve a modus vivendi entailing not only 
peaceful coexistence but truly cooperative relation
ships. 

Laws regulating the practice of traditional birth 
attendants should not be adopted in entirety from 
another source but adapted to local health man
power needs and the developmental level of the 
health system. While applying the principle of re
stricting the practice of midwifery to qualified mid
wives, a period of grace is necessary, and the exclu
sion of unqualified traditional birth attendants in 
bona fide practice must be gradual until the quali
fied substitutes are already available with the re
quired budgetary allocations. 

I fully agree with Dr Owen that in legislating for 
the traditional birth attendant it is better to aim at 
flexibility rather than resort to rigidly institutional
ized and structured patterns. A simple local regis
tration scheme may suffice as a regulatory mechan
ism at the primary level. The identification of the 
traditional birth attendant through her clientele, 
her colleagues, the local municipal council, and 
other community leaders and the fact of recording 
her name, address, personal status, and activities 
are very likely to make her conscious that the health 
agency is concerned with what she is doing. The 
maintenance of a list of traditional birth attendants 
at the primary level of the health system also tends 
to generate additional regulatory measures. It can 
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serve as a basis for training, supervision, and the 
award of a permit or a certificate, to be revalidated 
at periodic intervals as deemed necessary. The 
involvement of the local community leaders and 
the traditional birth attendants themselves in set
ting out what ought to be done to help mothers and 
children attain better health will serve as a moti
vating force for self-improvement and as a more 
effective safeguard than any decree or legislative 
measure. D 

1. Inter-regional Consultation on Traditional Birth Attendants, 
Mexico City, 10-14 December 1979. Geneva, World 
Health Organization, 1980 (document HMDjNUR 
/ 80.1). 

2. Population reports, series J. No. 22, May 1980, p. 441. 
3. SIMONS, ). IPPF medical bulletin, 9 (5): 1 (1975). 

Elton Kessel 
-What is urgent is the 
professionalization of the 
traditional birth attendant 

Dr Owen has provided a useful statement concern
ing the legal implications of the involvement of 
traditional birth attendants in the extension of pri
mary health care. However, the fact that the legal 
status of these practitioners in most countries 
remains ill defined is not a matter of great impor
tance. The situation reminds me of the advice given 
by Mahatma Gandhi to medical students who quit 
the university in support of India's independence 
movement. The students continued to attend lec
tures outside of the university but a delegation 
asked Gandhi how they would be able to practice 
medicine, for without a degree from the university 
they could not be licensed. Gandhi's response was 
simple: "You do not need a medical license to 
practice medicine in the villages oflndia". Having 
practiced myself for three years in a rural area of 
India without a license, I can appreciate the rele
vance of Gandhi's observation. 

The reason for this situation is that the villagers 
lack the resources or knowledge to bring a suit 
against any health practitioner, and even if this 

Dr Kessel is Deputy Secretary-General, International 
Association for Maternal and Neonatal Health, Chapel 
Hill, NC, USA. 
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were possible, there is little hope of collecting any 
damages. Moreover the service provided by tradi
tional birth attendants is more in the nature of a 
favor-assisting in an event that is in any case 
inevitable-which by custom is rewarded with a 
gift rather than a fee for service. The villagers have 
no felt need to imprison their traditional birth 
attendant. Such thoughts come only into the minds 
of practitioners in organized medicine who care for 
the poorly managed and delayed referrals of tradi
tional birth attendants. 

As mentioned by Dr Owen, the traditional birth 
attendant might retain her pattern of private prac
tice, she might become a community health worker 
under the supervision of organized village leader
ship, or she might become a paid employee of a 
peripheral government clinic. The latter arrange
ment is rare, except when her duties are changed to 
that of a health assistant rather than a practicing 
midwife. The legal implications of each situation 
are different but there is no urgent need to specify 
them more precisely. What is urgent, under all cir
cumstances, is the training and professionalization 
of the traditional birth attendant. To the extent that 
the clarifying of legal status could facilitate this 
process, it would be valuable. 

The view that quality health care will result from 
the training and licensing of health workers is 
erroneous. Adding hierarchical patterns of super
vision will not correct the error, especially for per
ipherally located services in which supervision 
almost inevitably breaks down. This applies to all 

The villagers have no felt need to 
imprison their traditional birth atten
dant. 

health workers, including traditional birth atten
dants. Without an ongoing process of professional
ization, their knowledge and practice after training 
will tend to deteriorate with time in spite of accu
mulated experience, and no consensus concerning 
standards of care will emerge. 

The needed process is not basically different 
from that which makes professionals responsible in 
any endeavor. They must become involved in 
obtaining information from which they can im
prove their skills, while at the same time estab
lishing their reputation among peers. It is a process 
of "epidemiological surveillance and peer review" 
which is universally applicable to all health work-
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ers. The process is based on human nature. We are 
all sensitive to the opinion of our peers and enjoy 
their acclaim for a job well done. 

The process of professionalization is easily recog
nized where quality care has been achieved. In the 
medical profession, the clinicopathologic confer
ence and perinatal mortality committee of major 
hospitals are examples of review of treatment and 
its outcome by peers to establish a professional 
conscience. Every day of work of exposed individ
uals in the profession is consciously or unconscious
ly guided by the knowledge that their next act might 
some day be reviewed by peers where subtle infer
ences of praise or condemnation are a powerful 
force to maintain excellence. 

This process of p~ofessionalization is poorly de
veloped in the health bureaucracies of developing 
countries. The process for maternity care should 
start by establishing perinatal mortality committees 
in university hospitals. The same peer review pro
cess must continue down the referral chain to 
groups of trained midwives working in the same 
geographic area, meeting regularly to review each 
other's performance. In the process, every trained 
midwife must learn how to conduct a peer review 
session for traditional birth attendants in her juris
diction. This involves gathering information from 
the traditional birth attendants regarding such 
indices as rates of referral (and appropriateness of 
referrals), perinatal mortality rates, and rates of 
successful referral to the trained midwife for ante
natal care. Differentials in pregnancy outcome 
among women receiving antenatal care and those 
not receiving such care should be reviewed. These 
indices should be presented in a comparative man
ner at regular group meetings of the traditional 
birth attendants to start the process of profession
alization at this level. It is this process that can 
change practice by reinforcing training to conduct a 
clean noninvasive delivery and refer high-risk 
mothers to secondary care. 

To the extent that this process is successfully 
implemented, the traditional supervisory role, 
which so frequently degenerates into one resem
bling a policeman interrogating a suspect, will be 
replaced by one of colleagues concerned for quality 
care. Without this process, it is difficult to see where 
the energy will come from for primary health 
care. 

Any contribution the legal profession can make 
toward institutionalizing the process of profession
alization of all health workers, especially traditional 
birth attendants, will greatly advance our efforts. 

D 
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Vijay Kumar 

-it might be more realistic to 
regard them as intermediaries 
between 'the community and 
the health workers 

Mortality and morbidity among women of child
bearing age, infants, and preschool children conti
nue to be unacceptably high in the developing 
countries. In addition, there is an increasing con
cern for the welfare of women as a part of general 
development. In 1978, primary health care as the 
way of delivering health care was endorsed by 134 
countries at Alma-Ata. The value of the contribu
tions of traditional health practitioners is now 
increasingly accepted. For these and other reasons 
the debate on the policy to be adopted with regard 
to the traditional birth attendant is very relevant. 

Although the policy in many countries regarding 
traditional birth attendants continues to be ambi
guous and there is strong opposition among doc
tors, nurses, and midwives to granting them legal 
status, the stark reality is that most of the deliveries 
in developing countries are still conducted by the 
traditional birth attendant at the home of the preg
nant woman. The confidence that these practition
ers enjoy within their community cannot be easily 
ignored. 

Before discussing the legal aspects, it is _relevant 
to consider important policy issues. These must 
vary from country to country and for that matter 
from region to region. A realistic policy can be 
proposed that takes into account the specific health 
needs of the area, the health manpower available, 
the resources, the constraints, and the behaviour 
pattern of the people with respect to utilization of 
health care. It would be irrelevant to talk of tradi
tional birth attendants in a country where most of 
the deliveries are conducted in the hospitals or 
health centres by professional personnel. Equally 
absurd would be to recommend hospital delivery in 
a country with limited resources and manpower 
and the traditional practice of home delivery. Ac
cording to the situation, governments can bring 
together the administrators, health professionals, 
social workers, lawyers, and people from the com
munity to enunciate a clear and workable policy 
with regard to traditional birth attendants as pri-

Dr Kumar is Head of the Department of Community Medi
cine, Postgraduate Institute of Medical Education and 
Research, Chandigarh, India. 
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mary health care workers trained to provide mater
nal and child health care in the community. 

On many counts a global policy with regard to 
the traditional birth attendant may be difficult to 
formulate and even more difficult to implement. 
She is not an individual with uniform educational 
background or training. According to the situation, 
she can be a member of the family, a relative, an 
untrained village woman, a trained birth attendant, 
or a midwife. In some countries there are many 
traditional birth attendants and most of them are 
illiterate. This makes uniform training based on 

The stark reality is that most of the 
deliveries in developing countries are 
still conducted by the traditional birth 
attendant. 

a standard curriculum a difficult proposition. Tra
ditional birth attendants usually enjoy the respect of 
the community they serve. They function on a part
time basis and may or may not expect cash remun
eration for their work. In essence, it might be more 
realistic to regard them as intermediaries between 
the community and the health workers rather than 
as fully fledged health workers themselves. Policies 
should therefore be flexible and designed to obtain 
the maximum benefit from their potential for im
proving the welfare of the community rather than 
threaten this deep-rooted and well-established in
stitution through overzealous attempts at standar
dization. 

The development of a policy is worth while only 
if there is a serious commitment to implement it, 
and this involves a number of considerations: 

- the identification of further training needs and 
a plan for instituting courses for a large number 
of traditional birth attendants; 

a flexible job description that takes into ac-
count the background of the traditional birth 

attendants, the resources available, and the ex
pectations of the community; 

the use of innovative techniques in training 
programmes; 

methods of updating the skills of traditional 
birth attendants; 

a plan for ensuring essential supplies for the 
traditional birth attendants, with special con-

305 



ROUND TABLE 

sideration for those who are serving the needs 
of the weaker sections of society; 

methods of raising the social status of tradition
al birth attendants, who are sometimes socially 
stigmatized; 

the creation of referral support mechanisms. 

In the training of traditional birth attendants it is 
necessary to devise techniques to overcome the 
problem of illiteracy. The principal aim is to per
suade traditional birth attendants to discontinue 
harmful traditional practices. Some of these include 
clandestine abortions, female circumcision, the re
jection of colostrum, the application of infected 
material as dressing on the umbilical cord, and the 
imposition of food restrictions on the mother at a 
time when her requirements are actually greater 
than normal. At the same time useful traditions 
must be preserved and promoted. These include 
breast-feeding and preventing strangers and poten
tially infected people from entering the confine
ment area. 

Because of the confidence the traditional birth 
attendant usually enjoys in the community, many 
governments are actively considering the possibili
ty of expanding their role. It is increasingly recog
nized that she might be in a position to motivate the 
family to accept methods of family planning that 
encourage child spacing and limitation of family 
size. This would be important in curbing unaccept
ably high population growth rates at national level 
and paving the way for rapid national develop
ment. 

In many countries, the social status of the tradi
tional birth attendant is related to the way in which 
she conducts the delivery and the care she gives to 
the mother and baby during the postnatal period, 
which includes many sociocultural inputs to the 
family. Frequently her income (in cash or in kind) 
depends on this service, on the management of 
complications of pregnancy, or on the induction of 
abortions. Therefore her immediate response to the 
id~a of acting ~s a promoter of family planning 
m1ght be negauve or even hostile. An even more 
important consideration is the attitude of the com
munity towards the traditional birth attendant as a 
promoter of family planning, and this will depend 
on the values of that community. A carefully 
thought out programme that does not threaten her 
economic survival, that provides incentives for her 
efforts in family planning, and that handles the 
issue in a sensitive manner can lead to a measurable 
success. On the other hand, lack of attention to this 
and other basic issues can lead to the alienation 
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of the traditional birth attendant from the commu
nity and threaten the confidence she enjoys in her 
traditional role. 

The use of the traditional birth attendant as a 
primary health care worker must not be considered 
as the provision of second-rate care. If properly 
implemented the policy can improve the welfare of 
women and children. Specifically, women should 
be protected from dangerous practices like illegal 
abortion and female circumcision, from neglect 
during crucial and vulnerable periods, and from 
substandard care resulting from poor training of the 
traditional birth attendant. At the same time, the 
practitioner herself must be protected from unfair 
social actions on the part of the community and 
from prosecution by professional health workers 
who wish to suppress the traditional workers. 

As a first step, it is prudent to involve interested 
scholars from different disciplines to review the 
provisions in the existing laws of the country per
taining to traditional birth attendants. They will 
investigate important issues such as the acceptance 
of traditional birth attendants as health functionar
ies (formal or informal), their registration, accredi
tation, or licensing, the differentiation between 
trained and untrained practitioners, the laws re
garding the prescription and use of dangerous 
drugs, the laws governing abortion and female cir
cumcision, and the incentives that can be offered to 
traditional birth attendants for their services to the 
community. A careful and comprehensive search is 
likely to reveal the existence of relevant laws under 
different headings. These may need modification 
and rationalization, depending on the country's 
health policy. 

In many communities traditional birth atten
dants come from the weaker sections of society. In 
contrast to other health workers like the midwives 
or the nurses, they have not organized themselves 
for negotiating their rights and seeking legal pro
tection. Often they are subject to the anger of lead
ing members of the community and to the hostility 
of professional health workers. A mechanism that 
might help to solve this problem is the creation of a 
forum for the traditional birth attendants that 
would provide for some collective thinking and a 
demand for justice. 

The law must be more realistic and not aimed at 
ensuring uniform standards of care and punishing 
the traditional birth attendant for wrong actions. 
The purpose of the law and the role of governments 
is to provide direction and guidance to the commu
nity through the use of a flexible and balanced 
approach to rewards and punishments. The latter 
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can be invoked in a primary health care setting 
largely through actions like social ostracism, the 
imposition of fines, loss of registration, and in 
extreme cases imprisonment. Traditionally, tradi
tional birth attendants have been accountable to 
the community they serve. This must be zealously 
preserved. At the same time the law must provide 
protection for the competent and honest practi
tioner. D 

Elizabeth Leedam 
-Of all health workers, 
traditional birth attendants are 
the least in need of protection 

The strength of the traditional birth attendant is 
that she is an important person in the cultural and 
social life of the community in which she lives. Her 
weakness lies in her traditional practices, which 
may endanger her clients. With suitable training 
and supervision these dangers can be reduced and 
her potential used to improve the health of mothers 
and babies. But is she ready to have legal status at 
the present time, implying that mothers may safely 
use her services during childbirth? Dr Owen thinks 
so. I feel that such status would be premature. My 
conclusions are based on the extensive research 
findings and documented case studies made avail
able to me in preparing a background paper on 
traditional birth attendants for the WHO pro
gramme in maternal and child health and family 
planning. 

There has probably been less knowledge, more 
secrecy and greater misunderstanding about the tra
ditional help given during childbirth than in any 
other sphere of health. Cultural, religious, geogra
phical, and physiological factors all play a part and 
make the practices in each area unique. In some 
cases no-one at all is allowed to be present at the 
delivery. More frequently a relative or neighbour, 
usually a woman, is chosen either by local custom or 
by the family. If the mothers think that this helper 
has special skills she becomes the accepted person 
to attend all deliveries in her immediate vicinity. 
She is then known by a specific title, such as dai or 
dqyah, which roughly translates as midwife. 

Miss Leedam, formerly a staff member of the World 
Health Organization and now a consultant on nursing, 
lives at Lindfield, Sussex, England. 
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The term "traditional birth attendant" was used 
by WHO in 1972 when collecting information 
about these practitioners in response to a request 
from the 1970 UNICEF/WHO Joint Committee 
on Health Policy that a study be made to assess the 
work and value of simple types of auxiliary health 
worker at village level with a view to seeking alter
native methods of health care delivery. 

The study showed that the traditional birth atten
dant was "usually an older woman, almost always 
past menopause. . . illiterate... with no formal 
training . .. no legal recognition . .. unregistered ... 
paid by the family or not at all ... had other work 
for her livelihood". Her role included everything 
connected with childbirth and her practices "were 
reinforced by rituals .. . included giving herbal infu
sions . . . applying heat or pressure to the abdo
men ... internal interference through the birth ca
nal". The cord was cut with anything that was to 
hand, and rarely clean, and the stump was dressed 
with materials which varied from ashes to cow 
dung. Her role often extended into the intracon
ceptual period and she "gave advice on infertility ... 
procured abortions ... carried out female circumci
sion . . . conducted ceremonies at marriages". There 
is no doubt that many of her practices were harm
ful. Nevertheless "at the local level there was no 
interference with her practice . .. her services were 
based on humanitarian principles . .. she was more 
than a source of physical help ... a reassuring figure 
familiar to all . . . learned by experience the proper 
approach to village people". This profile is just as 
accurate today as it was 10 years ago when it was 
compiled. 

One can hardly blame governments 
for hesitating to pass laws to protect 
workers who have for years been 
causing harm to mothers and babies. 

These traditional birth attendants do not need 
legal status. They have behind them a force of tra
dition that is often stronger than law. As Dr Owen 
points out, even when governments make their 
practices illegal they continue to flourish. 

There can be no doubt that Dr Owen never 
intended governments to give legal status to the 
traditional birth attendants just described. She was 
referring to those who had been given some formal 
training. 
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The 1972 WHO study was followed in 1973 by a 
consultation held at WHO Headquarters, Geneva, 
at which the concept of training was fully explored 
and endorsed as a useful approach to extending 
maternal and child health care services to under
served populations. Guidelines were drawn up and 
extensively distributed. These were very compre
hensive and it was hoped that each country would 
develop its own individual programmes after iden
tifying its own needs and resources. Some countries 
have done this. 

The content of the programmes has varied, as too 
have the teaching methods. Some programmes are 
good and include excellent practical experience. 
There have been innovative approaches to teaching 
such as songs, "touch, taste, and smell" techniques, 
and illustrations-all designed to reach the tra
ditional birth attendant at her level. Unfortunately 
many of the programmes were little more than 
didactic courses, based on abbreviated versions of 
the midwife's own training programme or trans
lated verbatim from the guidelines without regard 
to their appropriateness. 

The duration of the courses also varied from a 
few days to several weeks or months. In a few 
countries traditional birth attendants return after a 
suitable period for further training, but generally 
training is confined to a single course. This is be
cause of the difficulties in identifying them, per
suading them to come for training, the overwhelm
ing numbers to be trained, and the limited re
sources available. 

These training courses were never meant to pre
pare a new category of health worker ; they were 
intended to correct some of the more harmful prac
tices of the untrained practitioner. However, Dr 
Owen considers that these courses justify legislation 
similar to that for doctors to protect the public 
from quackery and unqualified practice. It must be 
stressed that even the best of the training pro
grammes cannot as yet be considered as preparing a 
practitioner for the delivery of babies without 
undue risk to the mother. 

The concept of training traditional birth atten
dants for use in the health services is not new. As 
long ago as 1921 a British missionary midwife in 
Sudan, Miss Wolff, initiated a programme to train 
these women and use them in the health services 
she was providing. In 1937 a League of Nations 
conference on rural hygiene in Far Eastern 
countries, held at Bangkok, made recommenda
tions for the integration of traditional birth atten
dants into rural health services. For nearly 30 years, 
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from 1940 to 1969, it was the official Egyptian 
policy to train traditional birth attendants. In 19 50, 
Liberia started a training programme, and in 1952 
UNICEF was providing kits for trained practition
ers. Family planning services soon realized the 
potential of traditional birth attendants as motiva
tors and distributors of contraceptives, and from 
1960 there was increasing use of these workers in 
this way. 

Many rural health services had already been fol
lowing the example of Miss Wolff and training and 
using traditional birth attendants in a variety of 
pilot projects, some of which were extended into 
national programmes. Many of these projects were 
not documented, but more recent detailed studies 
show that training and utilization of traditional 
birth attendants has been successful, provided they 
are supervised and given support. They hav~ been 
able to detect and refer high-risk patients. Where 
they have been taught hygiene and cleanliness there 
has been a demonstrable reduction in deaths from 
neonatal tetanus. In some areas traditional birth 
attendants are bringing their clients to antenatal 
clinics, and in one or two countries they have been 
allowed to conduct their own deliveries in the rural 
maternity homes. 

Where supervision and support is lacking, or 
where the training has been poor, there is no evi
dence that training traditional birth attendants does 
any good. But neither is there any evidence that it 
does any harm. 

There are those who argue that it is not worth 
while training traditional birth attendants at all, 
because the major causes of maternal and neonatal 
mortality and morbidity are not ones that they 
could do anything about. Others who have initiated 
and carried out successful programmes are con
vinced of their benefits. 

Dr Owen is obviously among those who are con
vinced that training and using traditional birth 
attendants should be encouraged (as indeed am I), 
and she considers it urgent that they be given legal 
status. However, my own view is that until some of 
the controversy surrounding this issue is resolved 
and the future of traditional birth attendants is 
more definite it would be premature to press gov
ernments to legalize their practices. One can hardly 
blame governments for hesitating to pass laws to 
protect workers who have for years been causing 
harm to mothers and babies, albeit unwittingly. 
Governments that have initiated training pro
grammes are possibly doing all they can at present. 
Those that still have doubts might become even 
more entrenched in their opposition if pressed to 
pass legislation. 
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Many countries already have legislation, both 
restrictive and permissive, covering the activities of 
traditional birth attendants. Dr Owen has described 
this very fully in her article. The legislation to 
which she takes exception-the laws that make 
these activities illegal and the midwifery legislation 
that restricts deliveries to midwives and doc
tors-was based on legislation from developed 
countries and passed prematurely; the countries 
concerned did not have the manpower resources to 
make such laws appropriate. 

The irony is that the legislation Dr Owen pro
poses for traditional birth attendants makes both 
these mistakes. She cites as her model the laws 
regulating the practice of medicine, based on those 
in force in Western countries. She would legalize 
traditional birth attendants for carrying out activi
ties for which they have been trained-inter alia 
delivering babies. This would mean, presumably, 
that those who have not been so trained are acting 
illegally when they deliver babies, although they 
have been doing so for years. Because there will not 
be enough trained traditional birth attendants to 
cover all the deliveries for a very long time, the 
untrained ones will have to go on doing so. Is this 
situation any different from the present one in 
some countries where midwives are given legal 
sanction to deliver babies but traditional birth 
attendants are not? 

Nowhere in her article does Dr Owen specifical
ly state that she would advocate giving legal status 
to traditional birth attendants to deliver babies, but 
if this is not included, and she is referring only to 
the extended duties, then the situation becomes 
impossible. She would be suggesting legal status for 
the traditional birth attendant's extended role with
out giving legal status for her basic role. 

To avoid passing laws that might become inap
propriate in the near future, it would be advisable to 
make a forecast of how the work of traditional birth 
attendants will probably evolve. The most likely 
development lies in maternity care. (It could be 
mentioned here that the Sudanese government 
took over the training started by Miss W olff, 
extended it, recruited younger women, and created 
a category of village midwife.) Present legislation 
for midwives in many countries is sadly inappro
priate and in others completely lacking. There is 
need for action here, and any new legislation or 
amendments to existing laws should fully consider 
the roles of all members of the maternity health 
care team, including traditional birth attendants. It 
is the development of appropriate services that is 
urgent, not the passing of legislation to protect one 
type of worker. 
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Perhaps the future of the traditional birth atten
dant is to become a useful community health work
er with special concern for mothers and babies, 
forming part of the primary health care approach in 
a country. Dr Owen has pointed out the problems 
associated with the training and use of traditional 
birth attendants-daunting examples of the diffi
culties involved in transferring technology from 
the developed countries to the less developed. 
These problems exist to a greater or lesser extent for 
all primary health care workers, and surely legisla
tion for the whole primary health care approach 
should be more urgent than legislation for one type 
of worker. 

No-one would question the need for legislation 
for primary health care at the present time. If this 
were designed to protect the populations rather 
than the workers it might even encourage govern
ments to give more support to primary health care 
activities. Any new laws must be sensitive to the 
needs of traditional cultures while at the same time 
being fully aware of the resources of scientific 
health care. As suggested by Dr Owen, universities 
would be better able to manage the identification 
and review of the legislation and pinpoint the gaps 
between the law and actual practice in order to 
make recommendations for law reform. 

Of all health workers, traditional birth atten
dants are perhaps the least in need of protection. 
They have behind them the force of tradition. The 
possibility of their being sued is so remote that it 
can be discounted. Other than protect them, it is 
difficult to see what could be achieved by legisla
tion on the lines suggested by Dr Owen. 0 

Belmont Williams 
-What is required is not 
legislation but education 

Sierra Leone is governed by two legal systems. One 
is based on the English system with its policemen 
and magistrates, its courts, lawyers, and judges. The 
other is the customary system administered by the 
paramount chiefs, tribal authorities, and chiefdom 
court messengers. In the customary law system, the 
above-named are empowered to try all cases in
volving witchcraft, secret societies, and similar 

Or Williams is Chief Medical Officer, Ministry of Health, 
Freetown, Sierra Leone. 
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phenomena. The traditional birth attendant 
operates under the customary law system and is 
therefore protected from litigation. The difficulties 
identified by Dr Owen in her paper arise when the 
West ern legal system tries to measure the code of 
behaviour and practice of the traditional birth 
attendant without regard to her sociocultural back
ground and outlook. Matters are made worse when 
we try to integrate the two systems. 

In the practice of midwifery, both the obstetri
cian or traditional birth attendant sometimes have 
to recoil in defeat from the hostile forces that are 
operating. In this recoil, both seek remedial meas
ures. The obstetrician, with his scientific back
ground, can isolate these forces and institute meas
ures to control them, and it is on this basis that the 
ethical rules governing his practice are made. The 
traditional birth attendant, on the other hand, has a 
different approach, both for herself and the mother 
with whom she is dealing. The hostile forces are 
isolated into various reasons such as acts of God, 
evil spirits, witches, broken taboos, and displeasure 
of ancestors, and customary law acknowledges this 
approach. To illustrate this point we can use a 
typical case of obstructed labour in which the obste
trician identifies the hostile forces as a large baby or 
small pelvis or malpresentation or malposition, and 
he performs caesarean section to remedy the situa
tion. If he fails to do this and the mother or the child 
dies or the mother develops a vesico-vaginal fistula, 
he may be sued for negligence punishable by 

Most of the traditional birth attend
ants are the wives of paramount chiefs 
and tribal leaders. Most are also very 
influential women in their communi
ties, and any adverse legislation 
would be resisted. 

English law. The traditional birth attendant, con
fronted with a similar problem, would blame the 
patient for refusing to confess infidelity, witchcraft, 
broken taboos, displeasure of ancestral spirits, or 
acts of God, for she is operating in a society which 
recognizes these beliefs. The most severe cases of 
obstructed labour must therefore have been caused 
by the powerful spirits and as such require extreme 
measures to deal with them sometimes even at the 
risk of the death of the mother or child, and the 
whole community and customary law are behind 
her. 
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Traditional birth attendants cannot be regarded 
as a stopgap in view of their long traditional back
ground. In any case, they are accepted permanent 
members of the society in which they live and 
practise, and this is an important issue regardless of 
any laws. Training should be upgraded according to 
need, as dictated by the socioeconomic conditions 
operating at the time. 

Any legislation affecting traditional birth atten
dants must start by identifying their training, ex
perience, and function. 

In Sierra Leone the women's secret society (bundo 
or sande) is the point around which all female ac
tivities revolve. The leadership of these societies is 
a prestigious one, conferring on the woman other 
leadership roles in the political, social, and cultural 
life of the community. She acts as the obstetrician 
and gynaecologist, surgeon, physician, peadiatri
cian, and midwife, as necessary, and for each of 
these roles she receives a reward sanctioned by 
customary law. This remuneration varies from 
place to place and from tribe to tribe. 

Training is required to attain this prestigious 
position, and in a typical setting the traditional 
birth attendants are the only midwives found in 
practically all the villages in Sierra Leone. They are 
normally supervised by the niso or sowe, who are the 
more experienced female leaders in midwifery, and 
there may be several such supervisors in a given 
community. These are in turn supervised by the 
prestigious leader, the majo or digba. This hierarchy 
is recognized by the community. The first problem 
created when the traditional birth attendants are 
brought into hospitals and health centres to be 
trained is that their ranks are nullified. They are 
given the same certificates to go back and practise. 
The second problem will be when we try to use 
monetary economy to remunerate the trained tra
ditional birth attendants. Should the ordinary tra
ditional birth attendant be paid as a niso or sowa or 
majo or digba? It would be interesting to see how a 
law could be framed to take this gradation of skills 
and hierarchy into consideration, especially as the 
training to become a traditional birth attendant is 
by apprenticeship. 

An important point is that most of the traditional 
birth attendants are the wives of paramount chiefs 
and tribal leaders of the rural areas. Most are also 
very influential women in their communities, and 
any adverse legislation would be resisted. 

Acceptability by society apart, traditional birth 
attendants are needed most of all in areas where 
there are no physicians or professional nurses to 
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supervise their actlvttles. With the training pro
grammes now in force, and the fact that the selec
tion of prospective trainees is carried out by their 
respective communities, they are governed by the 
laws that operate in those communities, both tra
ditionally and culturally, within the context of the 
national code. 

Training has been highlighted. Its importance is 
covered by the article but it is doubtful whether 
many readers engaged in family planning will agree 
that abortion is harmful since most countries have 
legalized it. In a traditional so~iety the criteria for 
procuring abortion by the majo, who is the senior 
woman, are very strict. Abortion is available to the 
very ill and to the burdened multipara whose first 
(and even second) child is already having chil
dren. 

On the question of supervision, one must be able 
to prove that there is supervision, that there is 
someone periodically looking at the care being de
livered by the traditional birth attendants and that 
the techniques are approved. From the ethical 
point of view we must be certain that the traditional 
birth attendant who is now working within a sys
tem of care does indeed understand her own capa
bilities. 

The traditional birth attendant is taught the 
importance of the early identification of abnor
malities in pregnancy and labour and the need to 
refer such cases to institutions where there are 
skilled personnel to deal with the problem. It is 
therefore unfortunate that after undergoing quite 
considerable difficulties in getting the patient to the 
hospital, the traditional birth attendants are usually 
not well received by the doctors and nurses. This is 
most discouraging to the traditional birth atten
dants, and as a result they bring patients to hospital 
only as a last resort. The need for all health per
sonnel, whether professionals or auxiliaries, to 
know and appreciate each other's roles and respon
sibilities cannot be overemphasized. 

Traditional birth attendants are already recog
nized by 80% of the country's population, and it is 
really the Western-trained personnel who have 
failed to recognize them. Recognition should carry 
with it authorization and the right to prescribe 
within the limits of their skills as defined in their job 
description. 

Registration and licensing raise the major prob
lems of categorizing skills, training, and hierarchy. 
A rough survey in Sierra Leone (1) has shown that 
there is a traditional birth attendant in every 3 miles 
of the country, that is, a pregnant woman needs to 
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walk only 3 miles to get to a traditional birth 
attendant. This shows that there is a large number 
of traditional birth attendants in the country, and 
their identification, training, registration, and re
muneration must all be cost prohibitive. 

While it is accepted that identification, training, 
registration, licensing, and supervision are essential 
to ensure safe care by traditional birth attendants, 
one must ask under which law are they to continue 
to function-the Western judicial system or cus
tomary law. If they are to operate under the Wes
tern system, we must accept the fact that they must 
be phased out in future because their code of prac
tice, their ethics, and their views do not conform to 
the rigid rules under which the physicians and 
nurses governed by the Western legal system are 
practising. This in turn would require training 
of health personnel in huge numbers to fill the 
vacuum that would be left by the traditional birth 
attendants. In any case, the more highly trained 
personnel will not stay in the remote villages nor 
will funds be available for such a venture. The 
alternative method would be to continue to train 
the traditional birth attendants in aspects of mid
wifery in which they are deficient, such as the germ 
theory of disease, the cause of obstructed labour, 
and the identification of high-risk patients. These 
trained traditional birth attendants would be sent 
back to work in the villages and there be governed 
by the customary laws. Lawyers with experience in 
customary laws may help in codifying these laws 
and so improve this section of the legal system. 
Additional remuneration of the traditional birth 
attendants could be made for any additional tasks 
they perform in their expanding role, such as child 
health care and family planning. 

In conclusion, it must be seen that what is 
required is not so much legislation as education and 
a change of attitudes on the part of whole commu
nities. It must be remembered that many of the 
present generation of doctors and lawyers were 
probably delivered by traditional birth attendants 
and that their mothers, sisters, and aunts are prob
ably traditional birth attendants now. In addition to 
this it must be realized that belief in the supernat
ural cuts across all strata of African society. Lambo 
(2) discovered this feature in over 80% of Nigerian 
students in the United Kingdom and in over 60% of 
the senior staff of University College Hospital, 
Ibadan. Similar research in America among African 
and Indian students by Pasachoff and eo-workers 
(3) has shown that university education has little 
effect on the practice and taboos learnt in the fam
ily circle. Even some students undertaking scien
tific training retain their magicomythical beliefs 
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and it is from this population that we are expecting 
legislation to be drawn and enforced either as 
lawyers, doctors, or politicians. Such laws, when 
enacted, would be for the international community 
and .would be largely ineffective in the country of 
on gm. 

* 
I am grateful to Mr Olu-Williams, Director of 

Clinical Studies, and Or T. K. Kargbo, senior obste
trician and gynaecologist, for their valuable contri
butions to this article. D 
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Developing skills and earning income 
How do you engage in income-generating activities in a developing 
country when you are illiterate and have no funds or collateral for loans 
and no experience in accounting or management? A series of pamphlets 
now available describes successful income-generation projects devel
oped by and for low-income women. The purpose of the pamphlets is to 
share lessons learned in small-scale projects and to encourage other 
innovative schemes. Two examples are given below. 

The Markala cooperative: a new approach to traditional economic roles . 
Collective work groups are common in Mali; however, joint ownership of 
resources is very unusual, especially with non-relatives. Nevertheless, 
20 women established and registered a cooperative and within six years 
were operating a successful business based on the production and sale 
of dyed cloth and laundry soap. This pamphlet includes lessons on the 
necessity for immediate, tangible benefits for participants; the impor
tance of a balance between self-reliance and adequate levels of outside 
financing and technical assistance; and the need for bookkeeping and 
management skills as well as production skills. 

Village women organize : the Mraru bus service. The women of Mraru, 
Kenya, faced with the fact that the clinic and market were 12 kilometers 
distant and bus transport was rarely available, bought a bus and oper
ated their own service. For a handful of rural women with no regular 
incomes, in a country where few women own property, it was a chal
lenge to collect enough money for the down payment on a vehicle and 
then persuade a bank to lend them the balance. lt took six years from 
daydream to reality with a daily bus service, dividends for the share
holders, and profits invested in a small general store. The women 
demonstrated that successful projects and organizations have paid 
staffs and are simply designed on traditional structures. 

The publications have been funded by a number of charitable organ
izations and are available free of charge from SEEDS, 107 West 82nd 
Street, New York, NY 10024, USA. 
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- From AID resources report, September /October 
1983. 
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