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TBA Project. Intervention Phase. April 2017. 

Natron Healthcare Project. 

 

Part 1. Core residential TBA training. 

(This is one section with other sections for meetings with government workers, other NGOs, and 

community meetings, and family planning for men, with assessments) 
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Part 1. Core residential TBA training.  

 

1. Concept. 

 

 In an area with high mortality and morbidity, we did not trust the concept that all births could take 

place in a clinic or hospital setting with a trained health worker. The remoteness of some areas and 

lack of transport infrastructure means that, until the foreseeable future when roads and government 

finances can be stretched to very generous funding, women will continue to deliver in poor 

conditions, and be at risk. The existing system is criticised, probably correctly, as being of very 

basic help to these women, but they do feel comfortable with the village TBAs and often trust them 

more than government healthcare workers. Many feel that educating illiterate women to be better 

informed and skilled is challenging. We believed that it was possible, with good educational tools, 

but ultimately we had to seek evidence of change as well acknowledge failures. It has always been 

our intention to integrate with government systems and work alongside other NGOs. We do not 

intend to build clinics ourselves nor have a presence other than educational 

 

There had been two other training interventions for the two villages: the first in 2015, with a three- 

day (six sessions) training. And a revision session, ascertaining what was remembered, in early 

2015 

 

The present intervention followed a baseline study in November 2016. (See other report) 

 

2. Aims and objectives 

Our aims were to  

Reduce maternal mortality  

Start a process whereby family planning could be formally used by a traditional society 

where great importance was placed on numbers of children, even to the detriment of the 

children’s health, against a background of malnutrition and community food shortages. 

 

The objectives were to:  

 Facilitate better relationships and trust between TBAs and GMWs. 

 To have better and quicker identification of at- risk pregnancies by TBAs and 

confidence to refer them to primary care or hospital 

 To start to use the Flying Medical Service plane for emergency evacuation 

 To build upon the FMS antenatal care, to include Hb monitoring and a post-natal 

check. 

 To monitor any uptake of family planning by  partner agencies including the 

government services 

 To try to monitor deaths, or near misses  

 

3. Baseline study. 

  

In November 2016 a 23 point-questionnaire was given to the communities with both men and 

women present.  

This was assessing present knowledge, ideas from the community of causes of death for women, 

attitudes to family planning and whether they wanted or would accept further knowledge.  

 

We hoped that we were sowing seeds in their minds to germinate and encourage community 

discussions to free up their thoughts and stimulate ideas and wishes for more education.  We 

realised that just to open discussions was an intervention in its own right. (See separate report) 
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4. Preparation and logistics: 

 Permission from the DC office, DMO and Longido District Departments. 

(See other paper). But also, apart from their interest and “blessing”, we obtained a 

letter of welcome from the DMO asking for safe passage for us.  

 Transport. In this area one needs strong 4 wheeled drive vehicles. One needs 

camping gear as there is no accommodation in these two villages.  

We had to have a second vehicle for our ambitions on this visit. The vehicle we 

used was owned by a member of the Lutheran church at Mtu Wa Mbu, and had an 

older experienced driver, himself Maasai. And although people were hoping for rains 

because of the threat of drought, we were lucky that we didn’t have them and tracks 

were still passable .  

 Venue. The Lutheran Mission at Ketumbeine had just completed a new compound 

and venue for the women’s artisan cooperative (Naapok beading centre). We were 

offered rental of this to be a safe venue, with a huge, modern shaded platform as a 

teaching area, water, a shower and a toilet, also two traditionally built adobe huts 

where they could all sleep. It proved ideal. In addition the presence of these Maasai 

women was very friendly; there was cross fertilisation of ideas. The smooth concrete 

floor proved to be able to act as a horizontal teaching surface as it took chalk well.  

 Interpretation and language. 

All sessions were in Maa. Kiswahili was not used. The teaching given by PA was 

interpreted in small sentences by RS. When sessions had two Maa- spoken, 

facilitators, PA asked for translations afterwards only, so as not to interrupt flow of 

ideas and participation.  

 Identifying community leaders and Maa-spoken people who could influence 

ideas and knowledge. We had good relationship with both chairmen in the two 

villages. They did not speak English, but were Swahili/ Maa spoken. They did not 

come on the residential course. Our interpreter/ project manager (RS) was herself a    

local Maasai and is now an accountant. As such she was an aspiration to the TBAs. 

There was a nursing assistant who worked at the Ketumbeine Lutheran clinic and 

who had used contraception, who attended for a day with us, with a small payment, 

to work with RH on attitudes for family planning. 

The lead missionary doctor at Ketumbeine had trained young, local, schooled Maasai 

to be clinical officers. One who attended at our Ketumbeine workshop was very 

useful, was noted by the TBAs and clapped in appreciation when he could speak to 

them and was an example to them.  

At Longido hospital there was an outstanding senior nursing sister who worked in the 

delivery unit. She took them that day for a second session on family planning- 

methods this time. 

Another Maasai woman, who works with a Canadian, Longido–based NGO, took a 

session with them, again in Maa, to introduce, for the first time ever, we believe, 

FGM. 

 Pastoral care.  
Small things can make or break a course. Attention to details to ensure comfort is 

appreciated. Examples were: someone with toothache to be given pain killers and 

antibiotics; people arrived with no soap to wash themselves or their one set of clothes 

and so soap for all was purchased; adjustment of bedding to their comfort. Four 

women experienced severe travel sickness coming from the villages, so PA found a 

personal supply of travel sick pills, then dished these out carefully to prevent the 

outing to Longido hospital and their return journey not to be a disaster, 

Care of the centre. How to use a toilet, and “don’t drop stones down the hole”.  

As an outing for them, an evening visit to a nearby boma where camels had been 
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introduced as alternative milk supply.  

 

5. Teaching tools and techniques used.  
 

Most of these were prepared in detail before the course, and taken with us into the field, where 

virtually nothing was to be bought/ created, or designed- except stones! 

All laminated cut-outs were previously used in the field and had been acceptable. They are designed 

by Andrew Knight, an experienced health educator and his wife, from photos we have made in the 

field and then simply drawn and coloured using local style of clothing and  where the people have 

bland, pleasant faces, not showing much emotion, so that they can make their own story lines or we 

can use for our messages. They can be Velcro’d onto cloth, or stuck onto a blackboard.  

 Laminated Cut-outs of village leaders 

 Scorpion 

 Laminated plane 

 Laminated TBAs (“cocos”.), and various sized pregnant women.  

 Various laminated children, healthy and sick 

 Cut-out cardboard “doll”, that could stand and her clothing as a school girl, Maasai 

wife, accountant, or doctor/ nurse. Small ones for each group to play with. 

 Chalk 

 Pencils 

 Large paper 

 Post-it papers 

 Soap and scrubbing brush and water. 

 Glitter 

 Placenta of red cloth , tights and Velcro 

 Supply of Mid Upper Arm Circumference tapes, ( MUAC)- one for each 

 Hb testing equipment ( “Copack” tests) 

 Razor blades 

 A sphygmomanometer to demonstrate.  

 Role play 

 A small stuffed pillow with hard “ball” of cloth and a larva rock to act as a foetus 

under a long shirt.  

 To break monotony:  jumping exercise 

 To break monotony: catch the placenta! 

 Groups of three for discussions 

 Small stones to vote with.  

 A visit by docs with an ultrasound  to show, with a local pregnant woman, lie of 

baby and placenta  

 

6. Training modules  

A. Themes: 

 Scorpion signs. In order to alert promptly signs and symptoms in the care of pregnant 

women, PA wanted to have a symbol or sign that was equivalent to our western medicine 

“Red Flag”, that was rather meaningless in Maasai culture. From a variety of pre- designed 

animals, including snake and lion, a scorpion was chosen. This laminated small picture was 

immediately seized upon by the TBAs; small stones were flung on it as they recognised that 

one had not to hesitate, but act to make sure the danger to the pregnant woman needed more 

help than the TBAs could offer.  Over the first three days, we would identify eight and 

compile them into the scorpion list.  
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 Communication with Government health workers and midwives (GMWs). This was the 

other underlying theme, throughout. One of the areas of agreement by both GMWs and the 

TBAs in the baseline questionnaires was that with only 1/12 representative GMWs speaking 

Maa, and none of the TBAs speaking Kiswahili, there was serious communication 

breakdown if there was a referral. This, with a perception from the TBAs that they could be 

“sneered at”, was a barrier to TBAs bringing in at-risk women. We started to develop a 

communication card with names of illnesses, problems etc, and pictures so that it could be a 

communication tool, to diminish frustration on both sides. 

 

B. Curriculum/ Modules: 

Introductions and trying to get PA to remember and articulate their names! 

 

Feedback from the questionnaires they did in November and what the GMWs said too.  

 

Presentation of the scorpion sign- and they have to react if they see at risk pregnancy and to help us 

find good ways to communicate with the GMWs, and making a picture dictionary.  

 

a) Antenatal care: the presenting patient.  

 Can they tell the date of the last period? – Probably not. They know that they can 

feel the fundus at 12w supra pubically. 

 Are they healthy? And well nourished. All given a MUAC band.  The point 210mm 

was over marked, so even if the TBAs couldn’t read the numbers they understood 

the significance. One demonstrated the following day to late- arrivals, how to do it.  

 Fear for the very young child- mother, and increased risk of stillbirth or premature 

baby. 

 Fear for those with previous bleeding, older mothers and those with many children. 

 

b) Antenatal care: mid trimester 

 Hb testing and importance of iron. 

 Revision of fundal heights. They seem to understand this well. Descent of head at 8 months 

seemed recognised too. 

 Lie of baby.  

 Ultrasound demonstration very successful  

 Where is the placenta and could they massage it to another position? NO! Stuck! Placenta 

seen on the scan.  

  

c) Antenatal care late pregnancy. 

 Should a breech try to be turned? They could all try to do this and knew 7 +m a good time. 

Alerted to dangers! And they shuddered! 

 Transverse lie at risk. Needs referral  

 Twins a risk and discussed especially if first was breech. Should be referred 

 Ante partum bleeding, and if placenta was too far down ( see above) 

 Eclampsia. And pre eclampsia. Discussion of this that they recognise well , calling it 

“illness of pregnant women”. The word we use was thought to be useful. Role play of fits. 

Blood pressure machine shown. They need urgent referral so a scorpion sign. 

 Anaemia again 

 

d) Preparation for birth 

 Whose responsibility to prepare clean and boiled cloths, soap and razor? Maybe all women 

should be trained to be responsible? 
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 Hand washing again, in much more detail. Glitter to demonstrate, that even when I used 

good technique, some was left under my watch strap.  What were they to do with their arm 

bangles, some of which were too tight ever to remove? They said they would have to scrub 

them. Agreed their responsibility to obtain and use a brush. 

  

e) Intrapartum care. 

 Position of mother. Supported and squatting, on all fours, on side, all used, and they role- 

played this for me. Sometimes an assistant massaged back of woman at the same time. 

 Wiping babies face 

 Put baby to breast immediately 

 Cutting cord, with a new razor after pulsing stopped. Not urgent. Disposal of the razor 

safely. 

 Placental delivery: wait, breast feed more. Gentle massage, do not use force. Refer if still 

bleeding one kanga full of blood.  

 Kangaroo nursing for all , not just the premature 

The next session they were asked in groups to say what was right and what was wrong with a 

picture of Intrapartum care, and they all got the faults.  

 

f) What are their fears of hospitals and GMWs?   Discussion. 

 Sneering attitude 

 Communication problem. If translator needed: expensive. 

 Difficulty of carers to have accommodation. 

 Expense for transport 

 Positions of delivery- are they expected to have their legs strung up in the air (lithotomy 

position)? 

 

g) Family planning 1. (Attitudes and beliefs) 

 

 Resources here Hosiannah, nurse assistant from Ketumbeine. Also RS 

 What did they use themselves? 

 Small groups to discuss: role of the girl child (cut- out dolls). All 5 small groups of three 

women each chose to dress the schoolgirl in a teacher/ accountant clothing or doctor, not a 

traditional Maasai wife! 

 Small group discussions and presentations  

 

 How many children 

best? 

What is best spacing? When is best age for first 

baby? 

Group 1 4-5 3 yrs 11-12 yrs 

Group 2 8 3 yrs 16 

Group 3 4 4yrs 12 

Group 4 5 3 yrs 15 

Group 5 5 2 yrs 16 

RH 4 3 yrs 24 

Hosiannah 5 She had 8 at 3—7 years spaces ? 

PA 2-3 3 yrs - did not state 

    

 There were interesting comments from this between the groups.  One of the reasons for them 

wanting early marriage and pregnancy was to avoid conception by another man when she has 

been betrothed to another, often older, man and there is a bride price. Clearly this will be on the 

line is she gets pregnant! 
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But the young age was rather shocking for RH and PA. We did not tell them it was illegal in Tz 

for marriage under 16.  

One TBA was very sad and worried if one only had 3-4 children, what would happen to all the 

“lost”, unborn babies a woman had in her body? PA made a tiny, tiny dot (an egg) and said it 

was not a baby just an egg and it died in a normal month’s cycle after about 2 days. 

PA, RS and Hosiannah told them of the methods they had used, personally. 

 

h) Scorpion song 

A session was allocated to them for revision of the scorpion signs. They had to remember all 

this teaching without recourse to note taking. PA asked them to spend time to compose and 

practice a song that they should then sing to PA and RS.  After about half an hour they said they 

were ready , and sang to their song with a lead singer and rousing chorus, that meant “ we shall 

take care of our pregnant women “. All key danger signs were remembered.   

  

h) Longido hospital visit.   

 Last day’s outing. Each way 1.3 hours. Singing to practise their song. Excitement.  All 

cleanly washed with fresh clothes too. 

 Stop when got to tarmac road and PA spoke of the dangers of fast traffic.  

 Very quiet when arriving at the hospital. Although many Maasai women there, our ladies 

really stood out. Hospital staff rather overwhelmed and a bit lost at first. Then space found 

at the back of out-patients. I prompted Olivia (nurse) to welcome them. During the wait PA 

showed them the posters, i.e. hand washing, marital violence (that they were a bit shocked 

about), family planning posters etc. 

 Olivia then found senior Maasai nursing sister Claudia. Warm welcome then and we 

transferred to teaching area off the HIV area. Demonstrated to them how clean she was in 

her fresh green “scrub" gown. She has no rings on, and hair neatly back. 

 Family planning talk no 2, by her with demonstrations of the implant etc. (A rather too small 

and pink dildo for condom demonstration, - they need a black one?  But not as large as 

Marys!). Great interest and attention.  

 Then they sang their Scorpion song. Claudia surprised and delighted, and joined them in 

dancing.  

 Transfer to the lab. Talk by technicians. Saw the same Copack tests that we use- indeed that 

we give to the hospital too! Saw blood in the blood bank and saw a fluid replacement bottle 

with a drip stand. 

 Break for lunch at Tembo guest house.  They wanted a soda, but told that the budget didn’t 

run to that. Water, good beans and rice and salad in large quantities. Tea after.  

 Then talk and demonstration of FGM types with Mary Laizer in traditional Maasai dress, 

and her graphic, very specific, models. She asked their permission to use “abusive” words, 

and they agreed. One older TBA maybe showed disapproving non- verbals, but the other 11 

very intent, listening, sometimes agreeing with Mary. On returning walk to hospital two of 

the women smiled and took me by the hand to say it was very good, so I felt my anxieties 

were unfounded, (another seed of thought planted?). Mary then accompanied us to the 

afternoon hospital visit. 

 Visit to the labour ward.  Two groups. Nurse, Seraphina, very helpful and open, despite 

Swahili spoken. Delivery room at Longido very clean and they should be congratulated. 

Shown the white boots and aprons and rubber matting. TBAs rather jealous of this 

equipment... they had asked me what to do as their own clothes often got very bloody trying 

to deliver in a boma hut, and they should try to deliver the newborn onto their lap to give it a 

good welcome. But… so bloody! They wanted gloves too. Discussed positions of birthing.  

TBA got onto couch to demonstrate. Laughs all round and told they could do as they wished 

to deliver.  Baby to breast repeated, and wait for cord cutting. A couple of patients on the 
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ward seen too.  One was a young girl of 14 who had had a hard delivery, with episiotomy, 

and baby not doing so well.  We spoke about how this was common for a young girl. This 

baby was not kangaroo nursed. Later one of my A4 laminated pictures of kangaroo nursing 

was requested to put up in the hospital to remind staff.  

 

7. Investment 

- Time. (To be inserted) Trainer and translator / facilitator, four days. With 2 days 

preparation total.  

 -Financial (to be inserted). For sure this is no cheap exercise.  Good education is not cheap. 

Apart from facilitation, which should be much cheaper if trained people can do it, cutting out 

translator expenses if one had Maa-spoken trainers, then the major part will be hire of drivers and 

vehicles. If replicable on smaller scales, village by village, boma by boma, then one would loose the 

discussions and interactions.  

 

8. Assessments. 

 

 Pre course: people at Magadini village gave MF unsolicited feedback that their TBAs have 

been much more active to wash hands before deliveries and also seen to be cutting their 

nails (this after last course and revision) 

 During course: clapping when things went well.  

 Immediate. Construction of the scorpion song, as immediate feedback that they retained 

their knowledge over the 3 days .The song was repeated several times in 24 hrs. Also 

immediate was the new verse sung after the Longido hospital visit, extolling its virtues and 

it was good place!* 

 One day after course they could sing to a group of bystanders at Gelai Lumbwa outside Dr. 

Swai’s clinic. After 3 days in Wosiwosi, in front of the women’s group there, the six TBAs 

who had attended the course sang again, with a different lead singer.  

 Proposed. Monthly collation if any qualitative or quantitive data or events over 6-12 

months.( see other paper) 

 

9. Discussion 

Successes 

 Very friendly and good warm smiles and thanks given.  

 Twelve was a good number for good rapport, and small groups. Could be OK with 20? 

 Scorpion sign and the construction of the song-so necessary for memorising our at- risk list.   

 Our facilitation with a fluent Maa interpreter/ project manager 

 Venue and help/ cooperation from the lead doctor and staff Lutheran mission hospital, 

Ketumbeine, and the ladies of Naapok beading centre 

 Transport against the odds! 

What could have been better? 

 No success to recruit from GMWs   a potential teacher. And no success to establish a 

“Teaching the teachers” course that I had offered.  Part of this was due to the funeral of an 

important staff member at the hospital at the time I had scheduled to be there. Although I 

had found and recruited several Maa- spoken health personnel, to help act as resources, none 

were forthcoming from Longido district, despite offers to help with transport. Probably, 

despite cooperation from the staff of district, we needed further direction from someone at 

the top to get this to happen.  It did mean that there was a missed opportunity for TBAs and 

GMWs to work together and break down perceived barriers.  

 Heat!  

 Imminent drought 
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 * Scorpion signs are:  

 

Ante natal bleeding (placenta praevia) 

Postnatal bleeding with 1 kanga of blood 

Breech*  

Twins* 

Transverse lie*.  

Swelling and puffiness , headache  and fits ( eclampsia) 

Anaemia (ie 8.5 Hb  when 8m pregnant) 

Young girls and older mothers with many children. 

Those who are very thin/ malnourished 

 

*NB These three are more specific than we had taught before , ie baby “ stuck”. 

 

 

 Recommendations to be put in another report:  

 

 PA 28/5/17 


