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Abstract 

Beliefs and practices of 81 birth atten­
dants (39 trained and 42 untrained) re­
garding antenatal care have been studied 
by using a pretested interview schedule. 
The need for regular antenatal check up 
was recognised by 88% of trained and 
64% of untrained birth attendants. The 
importance of tetanus toxoid administra­
tion was understood by 90% of trained 
and only 54% of untrained birth atten­
dants. Referral for 5 common complica­
tions of pregnancy was not considered 
necessary by 10-36% of trained and 
21-47% of the untrained birth attendants 
(p = < 0.05). The beliefs and attitudes 
of trained birth attendants are in agree­
ment with modern scientific thinking 
which makes a strong case for training of 
birth attendants in improving the quality 
of antenatal care and in reducing morbi­
dity and mortality. 

Introduction 

I n developing counlries, limited re­
sources and shortage of trained personel 
precludes hospital confinement for all 
women. Ninety per cent of deliveries in 
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India (Gordon, 1964), 80-90% in Indo­
nesia, 7'5% in Thailand and 50% in 
Malaysia are conducted at home by birth 
attendants which is in sharp contrast to 
the situation in the developed countries 
where most deliveries are conducted in 
the hospitals in the presence of trained 
personnel (Maria and Lily, 1972). The 
lack of regular antenatal care and un­
availability of trained birth attendants dur­
ing the time of confinement are important 
factors responsible for the high maternal 
and perinatal mortality in most develop­
ing countries. Even though the traditional 
birth attendants (TBA'sH may lack 
knowledge and skills from scientific point 
of view, they are acceptable to the com­
munity because they are easily available, 
perform tasks which are not considered 
'dignified', speak the local language, have 
cultural identity and are less expensive 
than trained personnel (Chen, 1977). 

For a long time, the developing coun­
tries will continue to depend on the ser­
vices of TEA's in providing care during 
pregnancy, confinement, post partum and 
neonatal periods. One of the logical ap­
proaches used to improve the quality of 

tTraditional birth attendants-A person 
(usually a woman) who assists the mother at 
child birth and who initially acuired her skills 
delivering babies by herself or by working with 
other traditional birth attendants-(Maria 
1972) 0 
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care during these periods would be to 
train the TEA's so that they can perform 
the expected tasks while still retaining the 
positive attributes which make them ac­
ceptable to the community. 

Government of India, first initiated 
training programme for birth attendants in 
1952. This was not availed of by a large 
number of TEA's (Dutt, 1962). In 1977, 
a programme of short term training for 
TEA's was organised in an attempt to 
train 0.6 million TEA's for as many 
villages in the country. One of the pre­
requisites for the planning of a successful 
training programme is to identify the 
existing beliefs and attitudes which may 
have a bearing on the outcome of preg­
nancy (Jesudason, 1979). 

The present study was undertaken in 
one community development block of 
Haryana State, India to identify the exist­
ing beliefs and attitudes of trained and 
untrained birth attendants regarding care 
during pregnancy. 

Methods 

A backward community development 
block of Haryana state in North India, 
with total population of 112,000 living in 
158 villages was chosen for the study. 
People are poor with small land holdings, 
literacy is low and 23% belong to 
schedule caste (under privileged). Hous­
ing is inadequate with mud walls, 
thatched roofs, poor ventilation and insu­
fficient lighting. 

Deliveries are conducted by the birth 
attendants at home. Less than 10% of the 
women deliver in the hospital or a health 
center. Facilities for regular antenatal 
care are available in 20 of 158 villages 
but women from outside these villages do 
not utilise these facilities and depend 
upon TEA's to provide antenatal care. 

Thirty-eight villages were randomly 

chosen for the study so as to be repre­
sentative of the 158 villages in the block. 
Birth attendants were identified by con­
tacting informal village leaders, women in 
the village and government health func­
tionaries responsible for providing health 
coverage to the village. All the 81 prac­
ticing birth attendants were studied (birth 
attendant population ratio = 1: 522). The 
birth attendants who were selected for the 
study were active. They were conduct­
ing 10-50 deliveries per year. 

An interview schedule comprising of 
open ended questions was prepared and 
pretested. The schedule comprised of 
questions concerning antenatal care and 
management of complications during 
pregnancy. The questions were framed, 
keeping the learning objectives of the 
training programme for TEA's in mind. 
The questionnaire was pretested. The in­
terview schedules used during pretesting 
were not included in the final analysis. 
The interviews were conducted at home 
in a friendly and familiar set up. The 
questions were non-judgemental and non­
threatening. The interviews were con­
ducted in vernacular using the local dia­
lect. On an average, each interview lasted 
45 minutes. The interest of birth atten­
dants was sustained throughout the inter­
view. 

·Observations 

There were 42 trained and 39 untrained 
birth attendants. The trained birth atten­
dants comprised of higher number of 
younger women (p = < 0.05) who were 
educated and from upper castes when 
compared to the untrained group (Table 
I). 

Forty-four per cent of untrained and 
19% of trained birth attendants believed 
that the ideal time for marriage of girls 
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TABLE I 
Characteristics of Birth Attendants 

Trained birth Untrained birth 
attendants attendants 
(n = 42) (n = 39) 

No. Percentage No. Percentage 
Caste 

High 21 
Low 21 

EducatiO'Ill 
Nil 26 

5 13 
5.8 3 

Age 
< 50 years 34 
> 50 years 8 

was below 16 years of age. According to 
40% of untrained and 24% trained birth 
attendants, women should conceive with­
in 2 years of marriage, otherwise she is 
likely to be sterile. One third of the birth 
attendants believed that pregnancy should 
not be disclosed to others, including the 
health workers because of the fear that 
some one might caste an evil eye on the 
expectant mother which may lead to a 
miscarriage. Ninety one per cent of train­
ed and 54% of untrained birth attendants 
thought that pregnancy could safety be 
declared by the end of the second 

(50) 7 (18) 
(50) 32 (82) 

(62) 38 (97) 
(31) 1 ( 3) 
( 7) 0 

(81) 23 (59) 
(19) l6 (41) 

trimester. The need for better quality and 
increased quantity of food was not recog­
nised by a majority of birth attendants. A 
total of 54% feared that improved nutri­
tion of the pregnant women was likely to 
result in larger babies thereby often in­
creasing the duration of labour and com­
plications (Table II). 

All the birth attendants depended on 
month of last menstrual period for calcu­
lation of expected date of delivery. If this 
was not remembered by the mother, 80% 
of the trained and 64% of untrained birth 
attendants were confident of predicting 

TABLE II 
Advice Given by Birth Attendants 

Trained birth Untrained birth 
Advice attendants attendants 

(n = 42) (n == 39) 

No. Percen- No. Perc en-
Ideal age of marriage for girls tage tage 

Below 16 years 8 (19) 17 (44) 
Above 16 years 34 (81) 22 (56) 

Contact health personnel during pregnancy 
Before second semester 38 (91) 21 (54) 
After second semester 4 (9) 18 (46) 

Diet during pregnancy 
Increased food intake 16 (38) 13 (33) 
Normal or less food 26 (62) 26 (67) 

-
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the date of delivery by palpation of tla.e 
abdomen (by assessing height of the 
uterus). 

More than 50% of the birth attendants 
thought that they could accurately predict 
the sex of the baby. It was believed that w 
if the mother was cheerful, had good �~� 

appetite (specially for sweet foods), �l�o�o�k�-�~� 
ed healthy, if conception occurs during �~� a:: 
full-moon period or if the foetus occupies �~� 

predominantly the right side in the abdo­
men, the baby would be a male. On the 
other hand, if the mother was emaciated, 
had pigmentation on the face, was con­
stantly affiicted with problems like vomit­
ing, aches and pains throughout preg­
nancy and if foetus occupied left side of 
the abdomen predominantly, the likeli­
hood of birth of female child was very 
str ong. 
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20 40 The need for regular antenatal care o 
was recognised by 88% trained and only ' 
64% untrained birth attendants. Most of I 
the birth attendants who recommended §! �~�~�~�~�~� 
antenatal care were not familiar with the e 
importance of urine examination, B.P. 
measurement, and palpation of abdomen. c=J 
The importance of administering tetanus �~� 
toxoid during pregnancy was understood 
by 90% trained but only 54% untrained Q 
birth attendants (Fig. I) . �~�-�~�~�~� 

When asked about 5 common complic­
ations of pregnancy (oedema, bleeding, 
convulsions, early rupture of membranes ==== 
and stoppage of foetal movement), �~�-
10-36% of the trained and 21-47% of un-
tr ained birth attendants did not recom-
mend referral of the mother to the 
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hospital. They relied on measures like 
massage of the abdomen or home reme­
dies. Many regarded them as self 
limited problems of minor or no con­
sequence (Fig. 2) . 

The present study highlignts a number 
of harmful beliefs amongst the traditional 
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birth attendants which may be respon­
sible for unfavourable outcome of 
pregnancy. The beliefs amongst many 
birth attendants that girls should marry 
before they are 16 years of age and 
should have thier first child within 2 
years of marriage in order to prove that 
they are fertile is quite harmful, as the 
risk of high incidence of low birth weight 
and perinatal mortality of young mother's 
offsprings is well known (Khatua et al, 
1979 and Ghosh et al, 1977). The implica­
tions of first childbirth at young age from 
the point of view of ultimately a large 
family size and on mother's health are 
equally serious. By using live examples 
of adverse outcome in pregnancy at a 
very young age in their own villages, the 
TEA's can be convinced about the mini­
mum age for marriage to be 18 years. 
They should advise about the first preg­
nancy at an age when the risk for the 
mother and the foetus is small. Another 
example of a harmful belief amongst the 
TEA's is the advice they prefer about food 
intake during pregnancy. Many of them 
believe that food should be restricted be­
cause increased intake leads to excessive 
growth of the foetus and a big baby means 
prolonged labor and difficult childbirth, 
which may bring a bad name to the 
birth attendant. Training programmes 
must emphasise the risks of having a low 
birth weight baby. Experience of an 
adverse outcome in a premature baby 
reported by some of them can be used in 
reinforcing this point. Another approach 
can be used to explain that eating more 
during pregnancy brings extra strength 
to the mother which prepares her better 
to tolerate labor pains. It is important 
to emphasise that some inconvenience 
during labor is much better than the in­
convenience and the risk of bringing up 
a low birth weight baby. Learning ob­
jectives of training programmes for birth 

attendants should be framed on the basis 
of this knowledge. Training programmes 
aimed at changing these beliefs and im­
parting necessary skills are likely to 
reduce the high maternal mortality, peri­
natal mortality and complications of preg­
nancy. 

The confidence with which the TEA's 
predict sex of the unborn child is likely to 
increase her acceptance in the community 
because she is a source of encourage­
ment to the family if she predicts the sex 
of the unborn to be the same as desired. 
If the sex of the baby does not turn out 
to be the same as predicted, it can be a 
great disappointment to the mother and 
lead to unnecessary emotional trauma. 
If the sex predicted is not what the family 
desires, they sometimes resort to expen­
sive rituals and treatments in an attempt 
to change the sex of the baby. Usually 
the help of an indigenous practioner is 
sought who often prescribes herbs and 
tablets. These may harm the mother and 
her unborn child. 

The beliefs and attitudes of trained 
birth attendants were in agreement with 
modern scientific thinking in a larger per­
centage than those of untrained birth at­
tendants (Table II, Fig. 1). These dif­
ferences make a strong case for training 
of birth attendants. Besides the advantage 
resulting from training, the other positive 
attributes of trained birth attendants were 
(a) their educational background, (b) 
young age and (c) higher caste. These 
factors may have contributed to their be­
ing more receptive to new ideas and 
rational thinking. While devising train­
ing programmes, illiteracy, old age and 
the backgrou:qd of poverty of birth attend­
ants must be kept in mind because these 
factors if not properly attended to might 
undermine the ultimate success of train­
ing and it'S impact. The positive attributes 
of TEA's which are responsible for their 
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social acceptance as a birth attendant 
must also be appreciated by the trainers. 
These must be preserved so that the 
birth attendants continue to perform their 
traditional functions and effectively com­
bine these with modern scientific prac­
tices. Chen (1977) has identified 14 such 
traditional tasks performed by the TBA's. 

The harmful beliefs and attitudes of 
birth attendants in the present study will 
help in devising a suitable training pro­
gramme for them. However, they have 
maximum applicability in . the region 
where the study is conducted as the prac­
tices are likely to vary in different coun­
tries and in different regions of the same 
country depending upon the prevalent 
local customs. For designing relevant 
learning objectives and successful train­
ing programme it would be important to 
determine the local beliefs and practices 
as has been recommended by an expert 
group of WHO. 

It is important to train TBA's to remove 
harmful beliefs and practices responsible 
for high morbidity and mortality in deve­
loping countries (W.H.O. 1979). Im­
portant learning objectives for the train­
ing of TBA's include (a) early diagnosis 
of pregnancy (b) provision of antenatal 
care through regular check up, nutrition 
advice, tetanus toxoid administration and 
advice regarding prevention of anemia 

by encouraging regular intake of vitamins 
and iron and (c) identification and refer­
ral of high risk group including those 
women who have developed complications 
of pregnancy. Training of TBA's is a 
challenging job because the women in 
active practice are illiterate, old and 
under-privileged. 
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