Management of childhood pneumonia by
traditional birth attendants®
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In a field trial in Gadchiroli, India, we trained 30 paramedical workers (PMWs), 25 village health workers
(VHWs) and 86 traditional birth attendants (TBAs) from 58 villages to diagnose childhood pneumonia
and treat it with sulfamethoxazole + trimethoprim. Continued training, the development of a breath
counter, and educative supervision progressively reduced errors in case management made by the
TBAs. Over the 3.5-year period 1988-91, 2568 attacks of childhood pneumonia were managed and the
case fatality rate was 0.9%, compared with a rate of 13.5% in the control area. The case fatality rates
for the three types of worker were similar. The TBAs were superior to the other workers in terms of
their availability, outreach, access to neonates, and cost. Satisfaction with the VHWSs, TBAs, and PMWs
was expressed by 85%, 69% and 18% of users, respectively. In the intervention area the mortality rate
attributable to pneumonia among neonates declined by 44% (P <0.01) while the total neonatal mortality
fell by 20%, presumably because of the involvement of TBAs in the control of acute respiratory infec-
tions (ARI). If adequately supported by the health system, TBAs can successfully manage childhood
pneumonia in villages at the lowest possible cost and with a high degree of community acceptance.
TBAs and VHWSs are the most suitable community-based health workers for ARI control programmes in

developing countries.

Introduction

In 1990, acute respiratory infections (ARIs) caused
33% of global mortality among under-5-year-olds.®
Bacterial pneumonia, which can be treated with anti-
microbial agents, accounted for most of these deaths
(I). WHO recommends case management as the
main strategy for reducing child mortality associated
with such infections (2). This involves a simple stan-
dard plan for the management of children having a
cough and/or respiratory difficulty, resulting in the
early diagnosis and treatment of pneumonia.® Field
trials have shown convincingly that the strategy is
feasible and effective in reducing child mortality
(3-6). Many developing countries have drawn up
plans for introducing national ARI control pro-
grammes, and WHO, UNICEF, UNDP and ap-
proximately 60 countries recently resolved to launch
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a global programme using case management as the
main strategy (7).

Because of the shortage of physicians in rural
areas, ARI control programmes have to train non-
physician health workers in case management (7). In
previous field trials, paramedical workers (PMWs)"
and village health workers (VHWSs) have been train-
ed to provide this service in villages (3, 5, 6). In a
field tridl in Gadchiroli, India, traditional birth atten-
dants (TBAs) were trained in the case management
of pneumonia (4). The present article assesses TBAs
as providers of case management in ARI control and
compares them with other types of community-based
health workers.

Subjects and methods

The field trial was carried out in Gadchiroli, a re-
mote underdeveloped part of central India, by the
Society for Education, Action and Research in Com-
munity Health (SEARCH), a voluntary organization.
Extreme poverty, a female literacy rate of only 11%,
and poor means of communication characterize the
area. In the villages, health care is provided by tradi-
tional healers and private medical practitioners as
well as by government paramedical workers, of
whom there are 2 per 3000 people.

A census and a baseline survey were conducted
in an intervention area of 58 villages and in a control
area of 44 villages with populations of 48 377 and
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