
serotype Inaba, biotype El Tor). The infection 
spread rapidly right along the country's Pacific 
coast. On 30 April 1991 the European 
Community provided finance for a six-month 
emergency programme organized by the Institute 
for University Cooperation, Rome, in the district 
of Piura, which has 7.3% of the Peruvian 
population. The programme was conducted in 
two suburbs with 33 982 inhabitants and in ten 
villages where 4022 people lived. Four strategies 
were employed, as follows. 

• Medical assistance was provided, oral 
rehydration salts were prepared, and 
vaccination was given to children under 
the age of five years and to women of 
childbearing age, whether or not they were 
pregnant. 

• Water supplies were rendered potable by 
treatment with 65% calcium hypochlorite; 
dry latrines were built; and water sources 
were analysed microbiologically. 

• Selected individuals received theoretical and 
practical training with a view to the 
education of communities in matters of 
health and hygiene so that they would be 
able to take action to prevent cholera and the 
most common infectious diseases. 

• Epidemiological monitoring of cholera was 
conducted, and an investigation was made 
into the asymptomatic carrying of Vibrio 
cholerae. 

It is now very important to make the transition 
from the emergency phase to prevention and 
control. The continued presence of cholera, 
the existence of asymptomatic carriers of the 
pathogen, and the contamination of the 
environment mean that there is a risk of the 
disease becoming endemic. In the emergency 
phase, priority was given to immediate help by 
international organizations, whereas in the 
prevention and control phase it is the continuity 
of effort that is most important. Often the main 
danger is that international aid is given in an 
isolated way without leading to the organization 
of health care; this produces not development 
but dependence. 

Aid should be built on a basis of knowledge of 
the circumstances of the people who are to be 
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helped, so that the appropriate approach can be 
adopted. Development should be stimulated and 
followed up in order that everyone in the 
community gradually becomes involved. 

It is necessary to stimulate the working and 
organizational capacities of the communities 
being assisted and the national health 
organizations to the greatest possible degree. 
In the present case, the main feature of the 
emergency programme was the collaboration 
between a foreign nongovernmental organization 
and two Peruvian bodies, one private and one 
public, using European and Peruvian personnel. 
This made for immediate work in the field and 
subsequent continuity of effort. The main aim 
was to organize the community so that it would 
maintain vigilance. 

The development of a health system entails 
movement from the bottom upwards (by the 
community) and from the top downwards 
(by the political authority). Without social 
organization there can be no future for health 
activities, as has previously been pointed out (1). 

Small-scale international programmes for health 
cooperation, which have nothing to do with gifts 
of drugs, are the most likely to succeed since 
they can involve socially and culturally 
homogeneous communities. 

Luigi Puglielli 
via Ugo La Malfa, 56/D, 

67051 Avezzano (AQ), Italy 

Corrado Cattrini 
San Biagio Hospital, 
Domodossola, Italy 

1. Shoemaker, B. & Habicht, J.P. Health for all: 
the dream and the reality. World health forum, 
10: 95-97 (1989). 

Educating Nepalese women 
to provide improved care for 
their childbearing daughters-in-law 

SIR-The maternal mortality rate in Nepal is 
approximately 850 per 100 000 live births. Most 
deliveries take place at home and are commonly 
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conducted by mothers-in-law or untrained 
traditional birth attendants. The training of 
traditional birth attendants is vitally necessary 
and, indeed, some progress has been made in 
this area. However, until now no attempt has 
been made to teach mothers-in-law about the 
care of childbearing women. 

In Nepal, mothers-in-law are decision-makers in 
matters of family upbringing and welfare. 
Daughters-in-law carry out domestic activities 
under the leadership of their mothers-in-law. 
Most births in rural communities are attended by 
mothers-in-law, and additional help is sought 
only if they think it necessary. They also provide 
postnatal care. Unfortunately, many of the 
traditional practices are unsafe: failure to seek 
regular antenatal check-ups, cutting the cord 
with unsterile instruments, restricting certain 
foods during the antenatal and postnatal periods, 
and so on. It was therefore decided to organize 
educational sessions for mothers-in-law on safe 
motherhood. The mothers-in-law were 
interviewed in their homes and baseline data 
were obtained. 

The sessions were conducted with groups of 
15-20 in rural health posts. Special attention was 
given to antenatal care, the detection of 
high-risk pregnancy, care during labour and 
delivery, and postnatal care, including family 
planning. Established beneficial practices were 
encouraged, while modifications to harmful ones 
were suggested as tactfully as possible. Because 
97% of the mothers-in-law were illiterate, a 
pictorial aid in the form of a calendar was 
produced, dealing with high-risk pregnancy and 
complications during labour and the postnatal 
period. 

Evaluation immediately after the sessions 
indicated a marked improvement in knowledge 
and attitudes. Evaluations made after six months 
and a year indicated an appreciable retention of 
knowledge and beneficial changes in practices. 
Improvements occurred in respect of antenatal 
check-ups, food intake, rest, the lifting of heavy 
burdens, and tetanus immunization. There were 
improvements in knowledge and practices 
relating to danger signs and risk factors during 
pregnancy, labour, delivery and the postnatal 
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period, hand-washing before delivery, the boiling 
of cord-cutting instruments before use, family 
planning, and other matters. 

Such sessions can undoubtedly lead to reductions 
in morbidity and mortality among childbearing 
women. The adoption of aseptic techniques 
during childbirth prevents puerperal sepsis. An 
awareness of high-risk factors, including short 
stature, severe headache, and bleeding during 
pregnancy, and of the need to call for urgent 
medical attention in certain circumstances, may 
result in women's lives being saved. 
Furthermore, newborn infants can be protected 
against neonatal sepsis and dehydration. 

The need for such care in the domestic setting is 
very great because qualified manpower is in 
short supply, many areas are difficult of access, 
and resources in general are scarce. It is not 
necessary to await the achievement of universal 
literacy before tackling maternal and infant 
mortality. 

Educational sessions are invaluable for the 
development of self-reliance in communities 
where trained health personnel are scarce. 
Mechanisms have to be devised for 
disseminating information on the care of 
childbearing women. The importance of 
educating mothers-in-law along these lines 
should be made absolutely clear to village health 
workers. Planners and decision-makers should 
recognize the value of women's participation in 
matters of health and development, their role in 
the community, and their potential for 
leadership. A manual of approaches to 
community education and training for illiterate 
people, appropriate to the country's sociocultural 
context, should be developed. 
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