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PEEFACE
 

Unapplied knowledge is knowledge shorn of its meaning.
 

A. N. Whitehead
 

Because two-thirds of the world's population lives in developing 

regions* where present poverty levels determine not only the pattern 
of 

for the majority of mankind, researchmedical servic6 but the future 


into public health projects of these countries is of grave importance.
 

But any health-related inquiry such as this anthropological-sociological
 

investigation in the Central African Republic is of even more critical
 

indeed, it is the
importance to the human condition of the common man. 


expressed bias and intent of these researchers that this data -­

regardless of its value to the archives of the behavioral sciences, and
 

whatever the professional, social, political, or financial advantage it
 

must first and foremost be used
 may bring any individual or nation --


as a tool to promote human charity and compassion. Succinctly, it is
 

our hope and aim that this report be used to save lives and improve the
 

quality of many more.
 

See Donald J. Bogue, Principlcs of Demoaraphy. (New York: John 

Wiley, 1969), P. i6. 
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INMRODUCTI ON 

This is the report of a study carried out by a two..medber University of 

Pittsburgh USAID/OCEAC team in the Centrel African Republic (CAR). It is a 

two-month investigation in early 1972 to study the spectrum of health in one area 

cf the country to learn the health needs of the people, thieir beliefs about 

disease and its etiology and treatment, the function of health services, and the 

cultural matrix in which this health care system operates. A full description 

of the methodology is included in the fullowing section. 

The investigation was ccnducted in the Birnbo Pilot Zone, a health sector
 

designated by the Central A.rioan governent as an experimenta] health model
 

in which a viable health cc.re delivery system nay be devised for tha entire
 
country. Located near the nation's cc.pital. i3angui, the pilot zone makes a 

sweep around the city to the east, north, and south. Coverinr an area of 3,580
 

square kilometers (1.6 percent of the surface of the country), it has a populatio,
 

of almost l,000 inhabitr.nts (0.6 percent of the country's total popvLation). I 

includes two dispensaries, four first aid pcsts, cnl a nobi.le tei-m "ith a total 

paramedical staff of 17. A chart of the exper.li:ntal zone can be seen on the 

following pages. 

The setting for this research is a 'Lan-lcckeddeveloping country'" which is 

located Just ahov, the eqiaTcr and has a poulcticn of 1.7 million. It is a 

couztr , as one sh-tll later see, Thbat provides $'2 worth of health services par 

person anrually ane fias one ph.siciai for 34,000 people.' MI A full discussion of 

this will b- uider the section on LODLR DrInY 0, 11EALTI CAPE &E.VICES. 

h are referring to a country with -rude birth r-tc ov- r 30 per 1000 
and p-or capita in.-ome cf Lndcr '20C. Corco.z.tant iruas-,es inclade ]ow 
likeracy level, predordinantly -ural ,;ith dn.rinunt occuvationr in f i'Kng, labor 
and service cccupzttiows, inidei~ate com-iun critic- nd tx'an,rol'taAonn] 

here wie . of 

dewv lojzmont , li[.itcd -'P,1'iLL_ Milrillt , r ac( vtte c nnqTt "c,,. rfr iec ricity 

an fuel, aru -- ru, -t rerul --- poor red-ci.3 cr,r,. flce bor.d J. Dotu''s 
Prjncljl2s of uro~rrapy (!!(ew York : Jonn J!Ilcy ard Corn, 1969), es-. ,.16. 

See piges 13)-A and 10F,-,, for clrrts and further uisCUsion o: thcse filurtes. 
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This is a tropical country vere pa;-asites are an endemic problem. It is a 

place where cornunicable eiseases like measles, whooping cough, tetanus, and polio 

have not yet been'conquered. It is a country where malnutrition, tuberculosis, 

gastroentcritis, and pneumonia are embedded in the way people live, and the 

people's lack of resources and education. All of these problems are heightened 

by migrations to the cities where homes are crowded, food is even more scarce,
 

and one is removed from the emotional support of friends and neighbors. This
 

research was organized to aid with these and otler heolth problems. Thus, afVer
 

reviewing the methodology u ed for this pilot study, the researchers will provide
 

a general backgound on the Central African Republic, an ethno-raphic health tour
 

through one of its villages, a discussion of this cultural milieu as it relates
 

to the selcetion of health practitioners to cure disease, a perusal of the
 

health care system and conclude with recommendations for active public health
 

progrcvis and research.
 



ii a 

PILOT ZONE OF BIHBO
 
CENTRAL AFRICAN REPUBLIC
 

Nuuiber of 
Number of Square Density 
Villages Population Kilometers Per 1017 

Dictrict of Kpale 72 8,263 2,700 3.0
 

District of M'Poko 45 5,720 880 6.5
 

TOTAL 117 13,983* 3,580** 4.7
 

Source: Dr. Sylvain Joliebois, La Zone Pilote ee Blimbo - 1971. 

eThic reprennts .6 pcrcent of the VopuJatlon. 

** This represents 1.6 percent of the total square kilometers of CAR. 
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1EUvfLHODO LOGY 

This was the initial behaviora! science rusearch component of a five-year
 

public health education ploject under a contract by the University-oI"Pittsburgh 

for USAID/OCEAC. Basically, it was a six-week case study within the bimbo Pilot
 

Zone of the Central.African Republic to study tha general health status of the
 

people. Vor precisely, it was a.pilot study in one vi2Thage, served by one
 

dispeasary and one aid post, to.ascertain the environmental and .ultural milieu
 

of 	the people as related to their particular hcalth.needs, -vailahle. ha1th 

resources, and the utilization of traditional and Western redicine, plus.an
 

overview of the delivery of health care servi:-es.
 

Although the investigation was conducted from early February to late Varch, 

1972, research plans began to take shape in the Fall of 19,1 -whena behavioral 

science research tea,. from rhe University of PtTsburgh was selected. It 

originnlly consisted of one master's candidate in ep-deniologv, three doctoral 

candidates in medical. anthropology and one doctoral ftudent in .redical sociology, 

all of whom were to be supervised by a professor of anthropology in public health.
 

It 	was originally outlined to these researchers that the four sorial science
 

e
pilot zones of the knowledge, ettitudes, and actual health practices- of the peoP--' 

to deternine food habits, envircnmcntal ranitation, personal hygiene, health educat' 

child care, health p-actices-, and beliefs srroundint disease etiology and. cure. 

These research tears, onc of whicl. would concentrate its efforts in Chad ani the 

other in the CAP, would elso attemp: to gather basic health-related anthropological 

data on the ki:ship 3ysten, political and economic orgarization, urbanization, and
 

patterns of influence.
 

Li..e the supervisor, tLe cpidemlologist v.as to divide his -i:ne between the 

two countries, doin .brsic epidemiological survey and investigation of the health 

care delivery system. Thi3 was envisioned to take two months. Furthermore, 

the team was to prepare the r-2port so t mt i-u mi;ht b e used as a "bL'sis for ongoirtg 

research and for finfLl evaluation. An adequate syseem of contimued data collection 

allowing for contiruou3 indigenoorv input will be de-eloped] that can be used 

throughout the pruUrm.ard thereafter. The techniques ,i!U be so developed as to 

lend themnselves to systems analysis. 

* 	 MamorandirL to Team Supervisor and team rnerbers, regarding Data Bvnk Teem Plan, 
OCEAC Project, from Dr. H. Payrona Primas, Jr., Nove.ber 15, 1971. 
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The research objectives were both general and ambitious. In an effort to
 

explicate a more specific methodology and design appropriate questionnaires, the
 

research team did background L:esearch on the two countries to learn as much as
 

possible about their geography, demography, political situation, economy, cultural
 

groups, health system, and health disorders. There was a dearth of information
 

of these two nations, much of uhich was outdated and unreliable. Therefore, there
 

were three external limitations to designing a more rigorous methodoloLr:
 

(1) background materials were insufficient, (2) research goals, as earlier
 

defined, seemed ambitious, and (3) the allotted research time restricted data
 

collection on major medical parameters which night be included in a comprehensive
 

health study. However, the research tii.e was extended to three months.' 

Therefore, in anticipation of a revised research design, it was decided that 

the most flexible research plan which encompassed as many health indices as possible 

was the best approach. Thus, the five members of the team devised an open-ended 

set of guideline questions, designed to elicit any usefiLl informabi,,n in the area: 

of food habits, maternal-child health, environmental sanitation, personal hygienec,
 

health practices and beliefs, and the health-care system. Accompanying these were
 

checklists to aid observations. These guideline questions and rchecklists can be
 

seen in the first appendix. Both of these instruments drew heavily from an
 

anthropological tradition which focuses on the case study of one area. 

In the interim, the team was notified that Chad had not opened its doors to 

researchers. The student component of the team embarked for Africa January 9, 1972. 

and arrived in angui, CAR, January 11, 1972. The entire team subscquentJ.y met 

asked about the intenF; V.with various personnel in the N!in:: ztry of 1K-leth and were 

plans for research, but it was not until the end of January that the necess".ry 

bey-:;cwritten permission was obtained from the Ministere do in Sante Publiue to go 

the barriers of the Bangui city limits to begin research. Hovever, at this time,
 

one team member had left; three others, including the supervisor 3eft Feb'usry 2. 

Mr. Garth Ludwig and Mrs. Susan Prosehing, doctoral students in , edical anthropoloag 

and medical sociology respectively, elected to remain through Marcn. 

Mr. Tudwig and Mrs. Porsching decided to capitalize on the strengths of both 

deliverydisciplines and augment the cu.tural focus with soire inquiry into the 

of health care services. Ur. Philippe Ngenefio, a medical assistant aho h-ld been 

chosen as the Central African homologue to the University cf Pitlrb-rgh/UAID/CEAC 

http:necess".ry
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And byfield director, was assigned by the director to assist with this work. 

inhabitants, 28 kilometersearly February, the rural village of Yaiboro with 140 

from Bangui, had been selected as the primary focus of research. 

This village was selected for several reasons. After discussions in January 

with government and international agency health officials, the University of
 

Pittsburgh field team, and medical missionaries, Yamboro appeared to be reasonably
 

zone. At the request of the
representative of a rural village in the pilot 


field director, the researchers chose a village that was served by the Bimbo
 

Dispensary. This particular village was geographically compact and delineated,
 

and it was of average size for villages near the dispensary whose populations
 

ranged from 31 to 608.* I3oever, infornation about Yamboro cannot be generalized
 

completely to villages deep in the bush or in the city, since health and customs
 

are different in those areas. Since the village chief was amenable to investigation
 

Yamboro became the central focus for this case study for the next six weeks.
 

One sometimes thinks of a case study as a focus on one individual, but it can
 

also refer to the study of a group, an institution, or even a whole community. The
 

iniderstan(f the total configuration ofessential idea is that one is trying to 

factors that affect a certain topic; it is a holiatic attempt to analyze behavicr
 

from a variety of perspectives, concentrating on one basic theme. It seemed to be
 

the optimal approach for several reasons. A case study can irclude all types of'
 

research ---surveys, observations, depth interviews, open or closed-ended interview
 

schedules, documents. and the like. Actually, this type of research lends itself
 

It secmed to be the most profitable
to any research tool or combination therein. 


methodology where this type of datL was being collected for the first tire, where
 

time vas limited, and where the Goal was to bring in a broad spectrum of' data.
 

had only six to eight weeks of actual research time,Because the researchers 

and because there was little cultural information as it pertained to health, they
 

focused the study on several broad levels: :1) semi-structured, focused intervic'-­

* 	 From Pesultot de l'Enquete Demographique ft Sanitnire da-s lesVillages de la 

Sous-Prefecture completed Jn 19,71. Of the 29 villages rsprcsented in this mtu'2y 

the cverage nurber of inhabitLnts was 166. Only one village had over 376'
 

inhabitants and 10 i;ere under 100.
 



Methodology (continued) vi"
 

of representative key informants in Yamboro accompanied by observations,
 

(2) focused, structured interviews of patients and health personnel at the Bimbo
 

Dispensary and Sakpa first aid post, (3) analysis of available gcvernment and
 

technical documents which pertained to aspects of health and sanitation, and
 

(4) unstructured, focused interviews of various physicians and international
 

sanitary engineers to gain understanding of the health care delivery system in
 

the Republic and the experimental zone, to learn about the sanitation projects
 

currently underway, and to further ascertain the trend of future developments in
 

this Central African country.
 

All of this research was intended to provide qualitative data, relevant to
 

action programs and policies to upgrade the health conditions of the people
 

within the pilot zone. Furthermore, it was developed and analyzed with the
 

specific task of aiding development of health education for the people. 

Social science research in a developing nation carries social ethical and
 

methodological considerations; it should be aimed at helping as many persons as
 

possible and it requires tools that give wide-range analysis. Rigorous
 

quantitatcive e.piric)_ research of the kind often preferredl today is used primarily 

in the industrial, affluent regions of the Irorld where one is less restricted 

with time, money, ani intent. However, in a region where basic sanitation is 

provided for only the educated in the cities, where disease is ubiquitous, where
 

protein deficiencies are common, and vhr-e industry is in an embryonic stage,
 

perhaps it remains the moral oblijation of the researcher to use his tools in the 

most expansive way possible to achieve not only depth and breadth in his analysis, 
but draw practical conclusions which are of concrete assistance to these emerging 

countries. Such research is not meant to be impressioni-tic, but to give
 

coverage to a broad specTrum of behavior and offer suggesticns frcm vhich one can
 

not only benefit in knowledge, but in direct aid.
 

Extensive survey researcH, the tool most widely hailed in the social sciences, 

is impractical fcr many reasons in Central Africa. It requires precise population 

reports for adequate sanpling ---- sxnpling which can be shown to be nathcmatically 

representative of the total group. Self-adiidni 'tered interview, schedules are 

impossible because only five to 10 percent of the adult population is literate.
 

Home interviews require reppcrt estaolis"ilent because the people are not used 
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_ one
to such inquiries and, since most Central Africans speak French pas bea 


must work in the native dialects which can easily render distortions unless the
 

interviewer is highly skilled.
 

Also, :home' must be explicated since it may refer to a nuclear or an
 

extended family, a monogamous or polygynous household, and because some relatives
 

may be absent or distant relatives and friends may dwell within. Concomitantly,
 

the term 'respondent needs redefinition since home interviewing might involve
 

consensus of family and/or neighbors in varying numbers. Furtheemore, precoded
 

answers are difficult to anticipate and use in the gathering of cultural and
 

behavioral informa.ion because so little is currently known about these populations.
 

Survey research is not designed to absorb the nuances of social pressure or change.
 

And, often it is insensitive to extraneous phenomena that may eventually be critics11
 

in one's analysis of the problem, and it does not allow for great detail. Also,
 

survey research can be superficial and lack of knowledge of culture and language
 

makes interpretation and question phrasing extremely difficult, thus increasing
 

the potential problem of superficiality and inaccuracy.
 

the other hand, may include sone surveys where it is practical
Case studies, on 


They can also gather qualitative materials, discover insights for future research,
 

and help build designs for future research and programs. it can establish the
 

groundwork for historical research to identify where change is rapid, 
where
 

patterns persist, and which customs become rutated or extinct. Most of all,
 

it allows for elaborate descriptions which are important in understanding the
 

It can also
cultural milieu and flexible health care system of the pilot zone. 


be used as the basis for more precise investigations when population and health
 

In summary, it is an ideal pilot methodolc.
statistics are more reliably reported. 


for a developing region and is a relatively inexpensive method of gathering
 

ethnographic--health data.
 

There were several limithtions with this specific research plan. All
 

interviewine had to be conducted in Sangho, the native tongue of the villagers
 

as well as most of the people in Bangui. Even research in the capital has
 

necessitated asking questions in native tongues, not French, the official language 

of the country. This presented several difficulties: (1) the researchers wore 

the nvture of the projecttwo languages rcmoved from their mcther tonCue, (2) 


required that the translator have rnedical knoviledge as well as language skills, 

and (3) the time spent in interviewin- was tedious ani lengthy -- often a
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morning's work to finish Just 10 to 15 questions. The methodological literature is
 

replete with criticisms and cautions in transfering from one language or symbol
 

system to another. However, this research team was extremely fortunate in having
 

Mr. Ngenefio, who had completed the highest level of paramedical training plus
 

a year of medical school in France and had come from a Sangho.-speaking community.
 

Without this unique combination, much information would have been unavailable. Evei
 

so, there may be some distortions.
 

Furthermore, the Sangho language has only a few hundred basic symbols; most
 

of the language consists of metaphorical, picturesque idioms which require time­

consuming elaboration of each question and often re-questioning after an answer
 

had been given. Also, since the researchers were interested in learning how the
 

people perceived their own health conditions and sanitation programs, they met
 

unique obstables. Because of the basic animistic life-chance orientations,
 

there was little future tense used in Sangho vocabulary. Pnd, because only specifiu
 

past events were important to these people, it was found that they grouped most
 

past occasions into different categories or time zones than one does in the United
 

States. For example, few people knew their age -- they would not even guess or
 

approximate it. They tended to think only in very short-term future -- for just
 

a few days. Although they put beads around a baby's waist to insure growth, they
 

did not think in terms of several weeks, months, or years, nor did they use terms
 

such as "weekly," "monthly,' "frequently,' 'often," or 'sometimes." However, they
 

had elaborate ways of measuring past 'eternal" time, but felt that present,
 

concrete time was quite subject to change or mutation as was discussed under
 

Sickness and Disease Etiology. Therefore, the observer had to be the evaluator Of
 

time as it related to health habits.
 

Since interviewing took much longer than originally anticipated, it meant
 

that just ten key informants were interviewed from Yamboro. All adults, these
 

interviewees were chosen to be representative of the various statuses and occupati..
 

in the village. These six men and four women included the village elders and
 

traditional health practitioners. In addition, eight adult interviews were conductc
 

at the Bimbo Dispensary, along with interviews of the Bimbo and Sakpa paramedical
 

staff. Also, the researchers interviewed a medical assistant from a Bangui dispen­

sary, a French physician, and three WH0 technical advisers and the Central African
 

homologues. The information from these sources was further ccntrasted with
 

informal interviews with American medical missionaries who worked both near Bangui
 

and deep in the bush.
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Another specific limitation was the research time lost when the village chief
 

had an accident on his motorized bike. Since it was he who relieved the village
 

informants from their usual cultivating and household duties to talk with the
 

interviewers and reassured them of the research intentions, it slowed the interview
 

schedule down for over a week. Because this accident occured the afternoon of the
 

first formal intervriew with the chief, it was feared that the research night be
 

blamed for the accident. However, since a week had been taken to establish rapport
 

with the villagers and tneir chief, and because of the short research timce available
 

the researchers were reluctant to choose another village for investigation. Also,
 

this seemed to be a unique opportunity to observe the pattern cf health care
 

utilization. And, although some time was lost, it did provide first-hand observatir
 

of the sick role.
 

Still another limitation of this research is that such questions which ask
 

about .attitudes and behavior can elicit "ideal' responses. However, in order
 

for this to occur, the informant must have some idea of what the interviewer expects
 

Actual good health practice seemed to be so unknown that the researchers did net
 

feel this detracted from the accuracy of the replies. All answers were arrived at
 

through consensus, for respondent' in the village but Ling meal-t nct only one 

person chosen for the interview, but several of his or her friends and relatives 

listening and commenting on the questions. In fact at all interviews there were 

between eight and 25 additional villagers in attendance, along with their 

children. Since the researchers noted that most of the adults in the village 

attended at least one interview, it is felt that the majority of the 140 inhabitant­

were represented in the study. Furthermore, therc was no hesitation, embarassment, 

or reluctance to answer any of the questicns, even those which are "delicate by 

standards in the United States -- except those having to do with male and female 

puberty rites, a practice recently made illegal but still assImed to be widely 

practiced. And the researchers found that the replies from this 'village forum" 

corresponded directly with replies matched by sex and approximate age to those
 

interviews which wire conducted in private at the Biribo Dispensary. Because of thi
 

agreement between the spoken replies and the observed practices, the researchers
 

feel that the date is worthwhile for future prngrnm decisions. 



XMethodology (continued) 

In order to further aid the public health educators in Central Africa, 

over 20 rolls of 35mm colored slides were taken for use in African health 

training projects and university education. About 10 rolls of Super 8mm film
 

was also taken for similar purposes. In addition, 10 botanical specimens which
 

were used for traditional medicaments were brought to the Univcrsity cf Pittsburgh
 

Department of Pharmacognosy for identification and possible drug research. c.nd
 

contacts were made in Central Africa for continued plan collection if laboratory
 

research is to be undertaken.
 

Although it is impossible to statistically manipulate the data to demonstrate
 

its reliability and validity, the researchers feel that the data provides a valid
 

basis for planning future public health education and continued research. It
 

explains the health habits of the people in a variety of settings and offers the
 

baseline for continued evaluation of the health status of the Central African.
 



AN INTRODUCTION TO THE CEFTrAL AFRICAN REPUBLIC.
 

A. Area, Geography, Climate
 

The Central African Republic (henceforth called CAR) is the nineteenth
 

largest country of Africa. Almost the size of Texas and claiming an area of
 

238,000 square miles, it is the geographical hub of the continent. It is
 

bounded by the Republic of Chad on the north, the Republic of Sudan on the east,
 

the Republic of Cameroun on the west, and the Republics of Zaire and Congo
 

(Brazzaville) on the south. Close to the equator, most of the territory lies
 

betwleen 3 and 11 degrees of northern latitude. It is alio a landlocked country,
 

300 miles from the sea at its closest point.
 

Geographically the CAR consists of a vast rolling plateau with an
 

average altitude of 2000 feet. In the north there are broad, open savannahs,
 

but as one proceeds south the savannah gives way to gallery forests, then to
 

an equatorial rain forest in the extreme southwest. There is wild game in the
 

Republic: grazing animals inhabit the savannah while gorillas, chimpanzees and
 

other arboreal creatures make their home in the rain forests. Fish, crocodiles,
 

and hippopotamuses abound in the rivers.
 

There is an immense river system in the CAR inasmuch as the country is a
 

watershed for the Chad basin to the north and the Congo basin to the south.
 

Unfortunately, many of the rivers are not navigable for long distances. Even
 

the large (."z -ui 'iver .,hich §cr::z the iouter' 1.ound&ry is co-c ercielly
 

navigable year round only south of Bangui. There is a wide network of roads
 

servicing the country, but only 3600 miles have all-season nur.' ces, the
 

remainder made of laterite construction. A railroad line connef.ts Bangui and
 

Berberati, and crossing the bcrder into the Republic of Cameroun, connects with
 

the Cameroun Railiray to the Douala seaport 300 miles south. An international
 

Jet airport is located at Bangui, the capital, and thig city is a major trans-


African air stop. Small plane service also connects hard-to-reach regions.
 

Because of its close proximity to the equator, the climate of the CAR
 

is generally characterized as hot and humid. Average monthly temperatures
 

range from a low of 66-71 degrees F. to a high of 85-93 degrees F. Diurnal
 

variations are slight, between 15-20 degrees F. There is both a rainy season
 

and a dry season. The rainy season extends from August through December with
 

a shorter rainy season cccurring also in April and Iay. The dry season exterdr
 

from January to March and again in June and July. Short, violent thuaderstors
 

are illustrative of the former wheras sunny shies, heat, and dust are prevalent
 

http:connef.ts
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in the latter. In the rainy season the drenched, red laterite soil makes
 

travel almost impossible on non-paved roads. An important feature of the dry
 

season is the dramatic drop in river levels and the stagnation of streams, both
 

of which are major water sources for drinking and bathing for the ppople of the
 

Republic.
 

B. Population, Demography*
 

The population of the CAR is estimated at almost 1.7 million for 1972,
 

vith an additional 6,600 non-Central African residents, mostly French. Although
 

the Republic is growing, the population density still remains quite low. The
 

area of CAR is 623,000 square kilometers, averaging 2.3 inhabitants per square
 

kilometer. This sparse population ranges from a low density of less than one
 

person per square kilometer in the eastern sectors of the country to, in rare
 

instances, 10 per square kilometer. (Bangui, the nation's pital, has special.
 

population density problems: some areas of the city, according to WHO experts,
 

record as many as 26,000 inhabitants per square kilometer in regions of heavy
 

in-migration from northern Africa.)
 

About 40 percent of the population is under 15 years of age, yet only
 

25 percent are in school -- with most of them leaving after only a few years
 

in elementary school (See Table 1). In fact, only one percent receive their
 

baccalaure'at; only a handful go to college. The literacy rate is between five
 

and 10 percent.
 

About 90 percent of the labor force is still in agriculture"* and the
 

average per capita gross national product is $120. There-is noticeable
 

unemployment and an under-employed labor force in the urban centers. With
 

minimally-educated youth flocking to Bangui, this may become more serious as it
 

is now estimated that 4.2 percent annually migrate to the cities. Aggravating
 

Unless otherwise specified, the population statistics come from the 1971
 
World Population Data Sheet, Population Reference Bureau, Inc., August,
 
1971.
 

** See the FAO Production Yearbook, 1969, and the ILO Labor Projections, 1971.
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this even further, the number of employable males over age 15 has risen by
 

one third since 1960.*
 

Lucation is controlled by the Ministry of Education, and a public
 

school system, built on the French model, has been established with elementary,
 

secondary, and technical schools. Recently, Jean-Bedel Bokassa University
 

was founded in Bangui.
 

The average life-expectancy is 37.5 years with an estimated birth rate
 
e' ., . ' 

of 45.5 par-c.ietj estimated death rate of 25.5 peoent, and an estimated annual
 

increase of 1.9 percent.** (For this population, there is one physician for
 

about 34,000 people.)
 

The capital of the CAR is Bangui, numbering 250,000 inhabitants. The 

only "true" city of the Republic, its population spreads along the banks of the 

Oubangui river. It is a river port and the hub of the nation's economy, 

possessing the Republic's major airport, its main road system, the main manufac­

turing center and administrative center. The city is mushrooming with new 

migrants every day and has grown enormously, numbering only 83,000 persons in 

1960. Galloping urbanization of semi-educated people often means pauperization 

like the nineteenth-century cities of Europe and America. 

C. The People, Language, Religion
 

There are five major ethnic groups in the Republic. Two of the main
 

groups, the Baya-Mandjia and the Banda, occupying the western and central regions
 

respectively, account for two-thirds of the population. A smaller group called
 

the Sara inhabit the northern regions by the Chad border while a larger population
 

of fishing people, known as the Oubangians, occupy the banks of the Oubangui and
 

Mbomou Rivers to the south. A fifth group, the M'Baka, are located in the Bangui
 

area and also further southwest. This last group, making up some seven percent
 

of the p6pulation, has supplied all three CAR presidents. Small, isolated
 

clusters of pygmies also live in the forested regions of the southwest.
 

Each of these ethnic groups has its own language, but in addition, all
 

speak the Sangho dialect, named for a small, riverine group along the Oubangui
 

See Donn6:!s sur la situation dermiograp enR uege icaine dcbu,ui1ueCentra,% 
1o66. ]{aut-Corrmissariat au Plan et h l'Assistance Technique. Direction de l_ 
Statistique Gencra].let Documentation, Etude No. 2, F6vrier, 1967, p. 57. 

** Ibid. p. 27. 
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TABLE 1 - POPULATION
 

School Attendance
 
Central African Republic
 

Elementary Secondary 
We School* School 

5-10 79,608 
Males 

11-15 29,929 4,729 

5-10 43,354
 
Females
 

11-15 14,280 1,139
 

5-10 122,962
 
Both Sexes 

11-15 44,209 5,868 
TOTAL BOTH SEXES: 167,171 5,868 

Source: Estimation du taux de Scolarisation par ae au ler Janvier,
 

1971, Ministe'ede Education, Republique Centrafricaine.
 

*Of the total in secondary education, 1,358 are in technical schools.
 

N.B. 	Using a population estimate of 1.7 million with 40 percent of
 
the population under 15, approximately 25 percent attend echool.
 



The People, Language, Religion (continued) 
 4 

River. Sangho has become the lingua franca or the national language of the CAR,
 

although French, which is spoken by a small minority of the people, remains the
 

official language./
 

The religious picture of the CAR is diverse due to a great deal of missionary
 

activity since the late nineteenth century. Various estimates of denominational
 

strength, not always agreeing, have been given. A 1966 survey states that 68
 

percent of the population claims adherence to some form of Christianity, 4O
 

percent of whom are nominally Protestant and 28 percent Roman Catholic. Of the
 

remainder, five percent are said to be Moslem and 27 percent animist. The
 

reliability of these figures may be open to question due to the phenomenon of
 

synchretisn, However, Christian missionaries conduct many church-operated
 

clinics and a few hospitals, most of which are located in the interior.
 

D. Ifistor!, Government
 

The CAR was formerly Oubangui-Shari, one of the four territories of 

French Equatorial Africa. Relations between France and this central African 

country nnn ho trnrP(- hnrk to 1880 when Frnnce estnhblished an nut-nost nt Banpu 

for the purpose of exploring the land to the north. By 1906 Chad was joined 

to the newly forined colony. In 1910 Oubangui-Shari became one of the terri­

tories of French Equatorial Africa, a federation not dissolved until 1958 when 

Oubangui-Shari, the Republic of Congo (Brazzaville), Chad, and Cabon became 

autonomous members of the French Community. Even as early as 19)46 reforms in 

the French Constitution gave increased autonomy to these overseas territories 

and conferred French citizenship on all inhabitanti of black African dependencieu. 

Voting inequalities were removed in 1956, providinrr for a greater degree of 

self-government. Then followed the establishment of the French Community in 

September of' 1958. On August J3, 1960, the Central African Republic became an
 

independent nation.
 

SThe first president of the Republic was Barthelemy Boganda who founded
 

the MESAN political party (MESAN - Social Evolution Movement of Black Africa). 

He was followed in office by his nephew, David Dacko, and under his rerime, 

MESAT occupied all 50 seats of the National Assembly. In January of 1966 

General Jean-Bedel Bokassa took office and has been Head of Government ever 

since. Besides dissolving the National Assembly, he issued a constitutional
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decree which placed all legislative and executive power in the hands of the
 

President. He continues to rule by decree and is assisted by a Cabinet of
 

Ministers.
 

Administratively the Republic is partitioned into 14 prefectures which
 

are in turn divided into two or more sub-prefectures.
 

E. Econoy. Industry
 

The economy of the CAR is basically agricultural. Subsistence crops
 

include manioc, sorghum, millet, and groundnuts. Cash crops, mainly cotton and
 

coffee, are important export products. Diamonds also rank high in export
 

production, representing in 1961; some h2.9% of the CAR's total exports. Wood
 

from the extensive forests in the country is an-important product for export
 

earnings and diamond production is expected to increase; cotton and coffc.e are
 

both surpluses on the world market.
 

Cattle are estimated at 500,000 to 600,000 head and sheep at about
 

80,000 head. HM.roever, stock-raisinG ern only be c!rried on in a few regions
 

where the tsetse fly is not prevalent. The result is that the country does not
 

supply enough meat and additional animals must be ipported from Chad and
 

elsewhere (5000 tons a year). Forest groups and southern people obtain some of
 

their animal proteins from hunting and fishing. However, wild game which was
 

once abundant has become so depleted that hunting has had to be controlled.
 

There is some light industry which is primarily located in Bangui and
 

which consists of diamond refining and processing plants, notably textiles,
 

beverages, and plastic products. A hydro-electric plant is located at Bouali
 

Falls and supplies electricity for the city of 73angui. In matters of trade
 

France is the CAR's largest customer (40 percent) with the U.S. second (25 percent).
 

France likewise provides most of the imports to the CAR, almost 55 percent, these
 

mainl.y being machinery, electrical equipment, textiles, mineral products, and
 

transportation equipment.
 



6 AN INTRODUCTION TO YAMBORO VILLAGE, CENTRAL AFRICAI REPUBLIC 

Yamboro, the site of the research found in this report, is an old,

traditional 
village in the southwestern part of the CAR, located about 25 
kilometers due west of the Bangui, the capital. 
It lies on the edge of the
 
equatorial rain forest and is surrounded by tropical vegetation and immense
 
tracts of timber-
 The setting of the village is striking and appears to have
 
been placed right in the midst of a forest clearing.
 

At a former time Yamboro was located one kilometer eastward but was moved
 
to its present location about 50 to 60 years ago. 
The older location is now all
 
but covered with jungle regrowth. The village can thus be said to enjoy some
 
antiquity in contrast to many of the newer villages which are burgeoning near
 
the vicinity of Bangui.
 

Becaus'e of its close proximity to the capital, Yamboro is easily accessible
 
by modern transportation. It is situated on the M'Baiki Road, one of the major

paved trunk roads leading out of Bangui and serving this region of the Repilblic.

Trucks, automobiles, motor-bikes, and bicycles frequent this road and expose the
 
village to many of the modernizing influences emanating from the capital city.
 
Neverthclss, thc appaxrance of many people walking, often with heavy foodstuffs
 
loaded on their backs and heads, bespeaks the traditional character of this
 
region as a whole and the village in particular.
 

Administratively Yamboro is considered part of the L'Cmbella-1I'Poko
 
Prefecture, the Bimbo Sub-Prefecture and the Kpale Commune. 
There is frequent
 
contact between the Sub-Prefecture and the village in matters of health and
 
administration. 
Yamboro is the fifth village as one travels west from the Bimbo
 
administration center (about 14 kilometers) wrhere the Bimbo Dispensary is also
 
located. 
The village of Sakpa, the location of an elementary school and a
 
(secourist) aid post, is eight kilometers from Yamboro and six kilometers from
 
Bimbo.
 

The village of Yamboro is situated in a relatively flat area and can be
 
described as a compact village. 
 T.ro rows of houses hug both sides of the M'Baikt
 
Road which passes through the village, the southern half claiming the greater
 
part of the population of about 1i1O persons. 
 The chief's house is situated on the
 
southern side as 
is also the village "store", but the small Catholic church is
 
located on the northern sJde. 
The village is exactly one kilometer long, and
 
many of the houses along this stretch are no more than five to 10 neters apart.
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From the road itself the houses are set back about 30 meters and extend again
 
another 20 to 30 meters before the Jungle-growth begins. There are approximately
 
50 housesites in Yamboro not including many other constructions such as cookhouses,
 
graniers, latrines, and chicken coops. 
A rich tropical flora grows in the village.
 
On almost any hopise site a great variety of plants and trees are to be found
 
including the palm, papaya, banana, mango, and avocado. 
Many families grow a
 
variety of herbs which they use for cooking and medicines. /Vending stands are
 
also to be found close to the highway where various fruits, root vegetables and
 
firewood are sold to passers-by. The "farms' of the villagers are located in the
 
deep undergrowth, often a distance of many hundred meters behind the village.
 

There is a Pygmy village approximately 500 meters from Yamboro which is
 
situated in the heavy forest and which is traversed by a path from the southern
 
flank. The Pygmy inhabitants, numbering only about 21 men, women, and children,
 
appear to be quite acculturated and wear some of the traditional clothing of the 
region. In addition to their hunting lore they have taken up agriculture. 
There is a symbiotic relationship between Yamboro and the Pygmy village. 
In
 
return for the meat of animals, the Pygmies receive cigarettes and other goods
 
such as household products and clothing. Likewise some of the native medicines
 
of Yamboro have their source in the Pygmy materia medica. From all outward
 
appearances there seems to be no social intercourse between the two villages.
 
The chief of Yamboro is the jurisdictional head of their village; they are
 
considered to be "his' Pygmies. 
Even when visiting them he wears his official
 
uniform. 
But despite this aspect of social distance both Pygmies and the
 
inhabitants of Yamboro share the same water source, and recently one of the
 
Pygmy women married one of the men from Yamboro.
 

Life in Yamboro appears to the Western observer as one of casual relaxation.
 
But it is the fluidity of movement and the relative lack of lost motions that
 
belie the intense amount of activity that is almost always going on. Much of
 
this activity is done while sitting or resting on one's haunches. Men (and
 
many women also) are busy in their farms during the morning hours of the day.
 
The village comes to life early, about 5.30 A.M. 
At noon the major meal is served
 
and the afternoon is devoted to a variety of household tasks and general
 
relaxation. 
By 8:00 P.M. the majority of the inhabitants are asleep in their
 
huts although there will be a few who sit and converse by the side of a fire.
 
At 10:00 P.M. not a sound is to be heard except the shrills of wildlife in the
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bush. There is no electric lighting in Yamboro; kerosene lanterns provide what
 

To see the village at night
illumination there is available after the sunset. 


is like looking at fireflies against a dark screen. There is a refreshing quiet
 

in the village that is strange to Western ears. Even during the day the village
 

is not noisy. There are sounds of children playing or crying, the banging of a
 

pestle against the mortar, an occasional dog yelping after receiving a kick,
 

Yet life
and the muted conversation of villagers going about their activities. 


is not so routine that there is not an occasional break to the continuity./Should
 

some visitors or scientific researchers cone to see the chief, a whole bevy of
 

inhabitants will come to the scene. Children will stop their playing and women
 

will leave their cookhouses to gather around the veranda of the chief's house
 

to hear the conversation. Indeed, the veranda is the "social center' of the
 

village; here one learns what is new and from here gossip travels throughout the
 

village and to other villages along the M'Baiki Road as well.
 

It is impor6ant to realize that Yamboro is not a village to itself. It
 

exists only by virtue of the larger state and to understand the pattern of life
 

within the village, it is necessary to also understand its relationship to the
 

Republic. Many of the products within the village come from the markets of Bangui
 

as also the village foodstuffs find their way to Bangui markets. Cash crops from
 

Yamboro may ultimately enter the international trade network, and a person
 

drinking coffee in Paris may have in his hands the legacy of this small village
 

A few radios in the village bring in exposure of several
in Central Africa. 


different influences, and transportation to and from Bangui by auto and motor-bike
 

is the prerogative of a few fortunate Yamborites. As will be made evident later,
 

Thus, culture
modern health services have affected the village in many ways. 


change has come to the village in many forms. Western ways are not unfamiliar
 

and some are even emulated. But it is important to note well in which ways and
 

on what levels these changes have made intrusion.
 

For this reason, and also for the purpose of understanding the present
 

cultural patterns of Yamboro village, there follows a description of the practices
 

and behavior as recorded by the researchers. This socio-cultural perspective will
 

give an intelligible framework and meaning to the nealth behavior of the people
 

For no health behavior can be analyzed in a vacuum. The
of this village. 


knowledge, attitudes and practices of any people in how they view matters of
 

health and how they carry out health delivery services find their roots in the
 

To this paramount matter of the
cultural soil of the milieu in which they live. 


cultural base of the people of Yamboro we now turn.
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VILLAGE POPULATION
 

The population of Yamboro is listed at 114 persons.* This includes 43 men, 

43 women, 25 boys, and 35 girls.** The census figures for this area, which had 

been kept for only three years, showed a net growth of 16 persons through birth 

and marriage to the village since 1968. In that same time period there had 

been seven deaths, none of which were children. Likewise, 14 persons had left 

the village for other reasons -- usually to seek employment in Bangui, sometimes 

for marriage. Village informants stated that it had been "much larger" in 

former times, but we were unable to secure any numerical estimates. 

In a population pyramid, represented in Table 1, there is an interesting
 

configuration which graphically demonstrates this out-migration of adults, ages
 

15 to 40, to the city. The weight to the right of the graph in the upper-age
 

limits shows the polygynous nature of the marriage customs. The Child-Woman
 

Ratio which includes those 15 children under four years and the 35 women in
 

the child-bearing years of 15 to 49 is .43 which is not high for developing
 

regions (about half of them have had a child in the last four years). The
 

Dependency Ratio -- children 0 to 14 years -- stands near 30. Neither of
 
adults 15+ years II 

these figures, however, are generalizable to the global situation of CAR; the 

Dependency Ratio, often a substitute for an approximate Crude Birth Rate (CBR) 

demonstrates a much lower birth rate than we would expect in Central Africa. 

However, using figures from the entire Experimental Zone of Bimbo, we again
 

tried to estimate the CBR for this region. This result was 37,*** still quite
 

low when one considers that most African nations are above 440. A still more
 

The source of these figures was the Bimbo Sub-Prefecture Census, September
 
21, 1971.
 

** An adult is considered to be age 15 plus; children fall into the age 

categories of 0 to 14 years inclusive. 

*** These figures which came from Resultat de l'Enguete Demographigue et 

Sanitaire dans ls Villnres de la Sous-Prefecture de Bimbo, compiled by 
Kenneth Vinayagaim, Inspccteur O.M.S., 2 Avril, 1971. Thse numbers 
included 3049 adults and 1794 dependent children from 29 villages. 
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YAMBORp') rOPULATIOX: PYRAMID.
 
1972
 

AGE MLE FE;L
 

65 + 
6o - 64. 
55 - 59 
50 - .4 
45 - t..
ho - 4-4 

35 - 39 
30 - 24 _______ I 
2520 -29- 24 -]I 

15 - 19 
1o - t __ 
5 -9 

0101 

ISRMBER
 

*Source: Bimbo Sub-Prefecture Ce,sus, LSeptember 21, 1971.
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sophisticated measure, the General Fertility Rate, which determines the births
 
per 1000 among the women in fertile ages, was not possible because we lacked
 
discrete age limits for the Bimbo sub-prefecture. Further elaboration of pop­
ulation problems in CAR hs been discussed on p.ge 2. 

Mean and median ages for Yamboro (See Table 2) are not actually very
 
descriptive. It is interesting to note, however, that one man was 71 years old;
 
four persons (2.8 percent) were over 60 years of age, and 23 (15.9 percent)
 
were over 50. Three children (5 percent) attend school, and nine adults
 

(nearly 10 percent) are literate. 

The ethnic composition of Yamboro is dominantly made up of the M'Baka 
group;* the few remainder belong to other major CAR ethnic groups. Overwhelmingly,
 
the inhabitants of Yamboro are nominally Roman Catholic, but their syncretic
 
religious orientation will"be discussed in the section on religion. 
The only
 

two exceptions are one Protestant and one Moslem.
 

* Yamboro ethnic groups include: 135 ?'Baka, 3 Banda, 2 Baya, 1 Ali, 1 Tale, 
1 Mandvia, and 1 Cameroun. 



TABLE 2 - VILLAGE POPULATION
 

CENSUS STATISTICS OF YAMBORO
 

-	 Chief: Londo PascalPrefecture: 	 l'Ombella M'Poko 

Tribe: M'Baka
Sub-Prefecture: de Limbo 


Commune: Kpale
 

Dates RESULTS OF CENSUS
 
No. Exemp­

-
ofsu 


F Boy 	 Taxed tions Gifts
 
Census 	 M Girl Tote 


33 40 30 25 128 23 7
16-1-1968 


33 40 34 26 133 20 6 7

7-5-1969 


7
39 43 33 20 135 23
10-11-1970 


21-9-1971 43 43 33 25 144 26 7
 

Note: Thorough checking of the official records of Yamboro Village at the
 
1972, there are a total
Bimbo Sub-Prefecture reveals that as of February 18, 


of 67 males rather than 63; also there are 75 females rather than 76. Thus,
 

the village reports a decline of 2 pervons since September 9, 1971. The cur­

rent total is now 142 persons.
 

Statistical Tabulations of Yamboro Village
 

A total of 65 males (2males, no ages reported)
MALES: 


Median age: 33 years MaAn !S: 31.5 years
 

A total of 70 females (5 famales, no ages reported)
FEMALES: 


Madian age: 33 years Me_an ae: 28.9 years
 

A total of 135 males and females reporting ages
MALES AND FYMALES: 


Mean age: 30,2 years
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ECONOMICS AND SOCIAL STRUCTURE 

The P-conomy
 

The economy of Yamboro is essentially a household economy of horticulture
 

whose primary motive for production is subsistence. But it is not a self­

sufficient economy and probably was not one even in pre-colonial days. For
 

years different ethnic groups in the Central African Republic traded with each
 

other for needed supplies, the Oxban,-ui River Uroups Lein, the rediators of tlis
 

trading system. Even today the village of Yamboro depends heavily upon
 

products it does not itself produce, and Bangui is the major market for the
 

products. Among the food resources brought into the village are beef, fish
 

(Chad), rice, salt, sugar, peanut oil, sweet potato, and maize. Other commonly
 

purchased resources are soap, cloth, tools, kerosene lamps, shoes, cosmetics,
 

cooking utensils, and liquor.
 

The basic means of livelihood is farming or horticulture. The vast 

majority of village adults are engaged in cultivating and harvesting a defined 

number of crops, the most important being plantains, taro, yams, sugar cane 

and pineapples. These are grown in "farms" which are located in the bush 

within - distance of the village. as at".,alh.inG As in .izny parts of Africa and 

Yamboro, "slash-and-burn" agriculture is the farming technique by which 

nutrients are added to the soil. By this method an area of land chosen to be 

the "farm" is set on fire, the charred timber enriching the earth. After the 

ground is broken, cultigens of various crops are planted so that crops may be 

harvested on a rotational basis which will ensure a constant food supply. 

Nonetheless, the wet season is always more lean of food than the dry season 

because of the proclivity of more plant species to mature during the latter 

season. A plot of land is used maximally only one year and is then allowed to 

fallow for five years before re-use. The horticulture system is therefore 

shifting and requires new areas of land to be fired and cultivated each year for 

maximal food returns. 

- 4ost of the crops are used for the purposes of subsistence but a significant 

amount is sold in entrepreneural fashion to inhabitants of the village or to 

passers-by who are attracted to the vending-stands by the side of the road. 

Some of the villagers will take foodstuffs into the markets of Pangui for 

purposes of selling. The economic system of the village thus operates on a 

strict "cash-and-carry" basis, even the chief paying for the native palm 

wine he drinks. 
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One important variant in the system has been the introduction of a cash­
crop at Yamboro: coffee. A small number of the villagers engage in the culti­
vation of coffee beans, and their apparent success (they are among the most
 
affluent in the village) may cause an accelerated trend in this direction.
 
Coffee planting is the only occupation at Yamboro which is able to hire workers
 
from within the village. 
Once or more a year the state trade union comes into
 
the village with weights and scales and deals for the coffee on a cash basis.
 
The coffee is then exported to the international market. Some tobacco is sole..
 

Other minor subsistance pursuits include hunting, fishing, trapping,
 
livestock raising, and wood collecting. Hunting is pursued in the forests which
 
surround the village. Wild game includes gazelle, antelope, wild pig, and
 
rodents, all of which are taken by guns and snares. 
Nevertheless the major
 
supply of meat must be imported into the village, usually beef from either
 
Bangui or Bimbo. Fishing, a woman's task, involves the technique of several
 
women standing across the width of a stream furiously scooping at the water
 
with pans; the purpose is to literally propel the fish out of the water on to
 
the bank. Fruitbats, a delcacy in Central Africa, are trapped by setting
 
specially-built snares at the tops of fruit trees. 
 The raising of chickens,
 
intimated earlier, is done on a small scale as is the raising of goats. 
Both
 
of these activities are minimal and are supplementary rather than basic in
 
Yamboro food production. A few families cut timber for firewood and sell them
 
to customers who pass on the highway. 
Likewise there are some families in the
 
village who produce palm wine, utilizing a distillary which is located just
 
out of the village.
 

There are virtually no arts or crafts to be found in Yamboro. 
Basket­
weaving and pottery are non-existant. One of the few crafts remaining is the
 
traditional method of weaving the thatched roof from reeds. 
More and more the
 
village is relying on the importation of utensils and modern products from the
 
markets of Bangui. 
 Besides the almost daily traffic of a few of Yamboro's
 
inhabitants to the city, there is the occasional visit of Arab merchants who
 
come to the village to sell their wares. 
All of these activities underline
 
the network of relationships which are increasingly linking Yamboro to the
 
larger state. Against this purview must the economic system of the village
 
be seen.
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Occupations and the Division of Labor
 

Division of labor by sex at Yamboro is clearly delineated. Men are
 

expected to support their families by engaging in traditional activities
 

such as horticulture and crop cultivation. Hunting is likewise a male pursuit
 

as are the specialized tasks of housebuilding and roof thatching. The new
 

cash crop economy of coffee-cultivation is specifically a male occupation.
 

Politics and local government as well as the organization and nianagement of
 

religion at Yamboro are also in the hands of the men.
 

Women's work centers around the care of the family and the home. Women
 

are responsible for cooking, cleaning, washing, procuring water, and caring
 

for children. Indeed, a woman's "kitchen" is so identified with her essential
 

being that for a man (other than her husband) to eat from her pot is to be
 

construed as making an improper advance toward her. One never sees a man
 

helping in any domestic work; to do so would make him an object of shame and
 

humiliation. A woman may be seemingly burdened with a heavy load while her
 

husband is carrying nothing. Nonetheless, there are no recriminations for
 

the lines between the sexes and their expected roles are clearly set. In
 

contrast, however, a woman's role is riot so rigidly defined as that of a man,
 

and she will on occasion assume what appears to be the province of the man. 

Many of the women in fact cultivate their own farms and are represented in 

the Sub-Prefecture records as having this profession. If a woman is ill,
 

it is usually her sister who will come to her aid, although it is admitted by 

the villagers that in extreme circumstances a man may do such tasks as washing 

the family clothing.
 

Children are trained early in life for the sexual roles they wvill 

inherit upon adulthood. Girls from the age of eight and upwards participate in 

many duties associated with women: carrying water, washing, preparing food, 

and caring for siblings. Boys learn to help in cultivation from about the 

age of ten. 

- Although informants mentioned that all men of Yamboro worked in the 

village, it was observed that a few have jobs in other locations. One young
 

inan, the chief's son, is employed at the nationalized forest industry a couple 

of kilometers fromz Yamboro. It was also learned that there is a grow;ing 

movement of y6ung people to Bangui in search of specialized ltbor. Indeed, the 

Government has sponsored a youth corps to teach improved agricultural methods. 



The son of one of the most prosperous villagers drives a car for the President 

of the Republic. Reasons for this trend to the city were mainly that of money,
 

although it should be admitted that prestige also is a likely motivation.
 

TABLE 1
 

OCCUPATIONS REPRESENTED AT YAMBORO VILLAGE AS RECORDED IN TIM 

SUB-PREFECTURE OFFICE IN Bl'MO 

Total in 
Occupation Occupation Sex French Title 

32 Cultivator male Cultivateur 

22 Cultivator female Cultivatrice 

20 Housewife female Menagere 

4 Planter male Planteur 

I Hunter male Chasseur 

1 Religious instructor male Catechiste 

1 Labor supervisor male Chef Cha~'tie 

1 Laborer male Mandevore 

C2 TOTAL 

Specialized occupations at Yamboro are virtually non-existant as the 

above table indicates. With the exception of the catechetical instructor, 

who instructs the village children in the Catholic faith in the afternoons,
 

all the other occupations share in some phase of the food production. This
 

obvious lack of specializations, in a developing nation which is increasingly
 

emphapizing specialized occupations, gives added support to the trend away from
 

the village to the city.
 

Property, Wealth, and Status 

The principlc governing property (real estate) at Yamboro is communal 

participation. All land conceptually belongs to the village and is parceled 

out for use to faiiilier of the village. A man can therefore choose his own 

arco for cultivation as long as it is not being used by another. The same 
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principle is operative for all residential property within the village proper.
 

The only exception in the latter case is that a man is more than likely to
 

build his home in the vicinity of the village where his kin group is located.
 

Private property therefore pertains only to those possessions which are used
 

strictly within-the family domain itself.
 

Wealth is difficult to measure at Yamboro inasmuch as all but one of
 

the informants were unable to give.answers on the question of annual income.
 

Such a response is understandable because subsistence agriculture cannot always
 

be reduced to monetary figures. One of the planters admitted to receiving
 

150,000-200,000 C.F.A. francs (*600-800 U.S. dollars) as the annual proceeds
 
from his coffee crop, a figure that is well above the national per capita
 

income level. He, however, is not representative of the average income of
 

Yamboro. Otherwise, wealth differences must be estimated on the basis of
 

personal possessions (such as radios, mot-rbikes, etc.), plural wives, and
 

occupation. According to this measuring device, it can be estimated that about
 

10 percent of Yamboro families are in a wealthier category than others.
 

Wealth and status often go hand in hand in the village, but nge and 

position are also variables that make up the equation of status. The status 

of the Chief is singularly higher than of any other individual. His house is 

larger and taller and includes one of the rare concrete floors to be seen in 

the village, his latrine is completely enclosed in a wooden structure that can 

be locked, he possesses the only shower stall in the village, and he possesses 

the greatest number of wives (four). Respect for the Chief likewise is consonant 

with his status, and his well-being signifies the well-being of the village 

itself. The power of the Chief is considerable, and all activities of the 

village are mediated through his hand. It is therefore not coincidental that 

his status extends to members of his own family. High status at Yamboro is
 

also accorded to those who occupy political authority and to those who are
 

traditional medical practitioners.
 

Political Structure
 

Yamboro is governed by a simple and yet effective political mechanism
 

which involves six men. These may be summarized as: The Chief, two judges,
 

and three policemen. The duties of the Judges are to aid the Chief in
 

arbitrating disputes in the village; they are, in effect, counselors to the
 

Chief. The policemen are inhabitants whose duty is to bring the guilty party of
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village transgressions to the presence of the Chief. 
But they also participate
 

in the arbitration of the litigation, and together with the Chief and the
 

Judges, make up the village court.
 

African Justice has traditionally operated on the basis of consensus,
 

and Yamboro is no exception. In the process .ofa litigation, the persons
 
involved are brought before the court and questions are asked of each. Opinions
 

from the members of the court then go through a hammering-out process until
 
a common decision is reached, agreed on by all. Oftentimes a punishment will
 

be meted out by the court such as the requirement of a payment to the injured
 

,party or a task to perform within the village. However, it is strongly
 

preferred that all disputes be handled on the village level rather than involve
 
the more modern political structures of the state.* 
 But more and more there is
 

an awareness that recourse to the latter is possible.
 

The office of the Chief is traditionally passed from father to son.
 

Usually one of his sons who possesses the quality of "strong eyes" (i.e. is
 

intelligent) is chosen as the next Chief. 
But there is no rigidity to this
 

custom and exceptions may take place. In the event that a Chief has no son,
 
the other members of the village court will choose a member from the village
 
for that position. 
Whatever choice is mode, the new incumbant must first be
 

legitimized by the government of the Republic.
 

* And all interviews were conducted in a like fashion with several villages 
listening and verbally agreeing with the replies. 
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SANITATION AND ENVIROTME ITAL HYGIE1E*
 

In gross terms Yamboro gives the impression of being a tidy, well­
kept village. There is a semblance of order; that is, houses all face in
 
the same general direction, the latrines are behind the dwellings as are
 
refuse mounds, chicken coops, and graniers. The earthen compounds in the
 
foreground of the houses generally give the appearance of being swept. 
At
 
first look the village is pleasing to the eye.
 

/However, all this belies many significant problems of sanitation that are
 
easily discernible to observation. Upon closer inspection there is excreta
 
(mostly animal) scattered widespread throughout the village which attracts
 
multitudes of flies. 
Fruit peels abound in haphazard bunches, rotting
 
where they have been thrown. Dogs run hither and yon as do chickens, often 
on the verandas of the dwellings where food and cooking utensils are laid.
 
Pigeons especially make A nuisance of themselves, looking for grain, being 
shushed off the verandas but not before they have crawled around into many
 
of the po~s and pans. 
 And after careful scrutiny one sees the ubiguitous
 
spoor of rats, the latter being probably one of the biggest health problems
 

of YEnboro. 

The inhabitants of Yamboro certainly are cognizant of cleanliness but
 
vith the connotaticn of aesthetics rather than for reasons of health. Indeed, 
one of the most used of household accessories is the broom, fashioned out
 
of reeds and tied together. 
 The women are often seen sweeping the dirt and
 
refuse from their houses and then gaLhering this refuse for distribution on the 
refuse pile behind the house. Not infrequently the earthen compounds in front 
of the houses are swept to give the area an aura of cleanliness. But
 

To understand the scope of lack of basic sanitation, we have reviewed the

April, 1971, study of Kenneth Vinayagam, WHO Sanitation Engineer and Expert
in his repoart, Resultat de l'Enquete Demorranhique et Sanitaire daris lesVillages de "t I-e irbo. 'The results o' this study of 29
villagcs on the !' 3,L i heoii -uhich ba, Icaily dcrc ribcd the an.unitLion 
prob].e-aI If'r 4 ) !i;v i.')j L ,j'. deo(A nri.[t C;iLe] t ,it,vol l ;, lrix ncus, nd
refus"e x't"o'- ',P,'"l ecl i u. ,pec ±I] ea LI nro'. 'Itt' 3Oitri '; U' e i,o()'ly
constru Lod, ncX-rt,,l & U ; , rrely Lt. y, i;uidOrwi:;t, rwivi'u cov(,'eid; theVast maor'LL'i ot' vl.1 0 

' (over 90 prcenL) wert- :irdly, I£ not spo ]eCI, and
lacked mci ,r' jj-rtl al-l sup ,s irid protr'cL'(" t]v ''ie ; a. Itlo'igh between 10
and 20 pcrccrt clrtjr'(d to burn theit garbri:c :105t of it was placed in a-hallou hole for later burial or incineration and x1inch was jilt,'L
indiscrimn.iviuly discarded. Yaiboro was included in this study. 
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sweeping alone appears to be the sole activity in this category of house­

cleaning, there being no washing or scrubbing of the dwelling itself or of
 

its fixtures.
 

The villagers stated that very little refuse was left over from meals
 

(most often the unused food from the noon meal is saved and eaten in the
 

afternoon.) Such refuse, if not eaten, is ideally buried in a hole behind
 

the dwelling. But it was observed that the ideal is not always the practice;
 

food refuse is frequently tossed on the refuse mound which is located only a
 

These mounds begin as large cavities dug
short distance from the house. 


from the earth, but over time accumulations of refuse give this area a mound­

like appearance. Flies and other insects are abundant here as are, quite
 

naturally, rats.
 

The chicken coops, in which feces droppings go through to a board floor
 

below, are said to be cleaned once a month. They, however, do not give the
 

The pigeon roost, located on the compound
impression of frequent cleaning. 


of the chief's house and rising on a pole some three meters from the ground,
 

Many people
almost always had an abundance of droppings on the earth below. 

frequent this area as it is the center of the village. Only once was it 

observed that these droppings were swept up. 

The latrines, which have been previously described, are cleaned only in 

the sense that the earthen mound above it is brushed occasionally. Otherwise 

no disinfecting agent (or deodorant) is placed in the hole. Various methods
 

of cleansing oneself after using the latrine are found throughout the village.
 

Most often old clothing or old paper is utilized, although corncobs are
 

observed in the chief's latrine. In the bush it is reported that leaves are 

used. There is no sexual discrimination in the use of latrines, nor apparently 

in using another famiily's latrine. The usual pattern, however, is to use 

that latrine which is set aside for a certain block of kin. Although one 

latrine had a lid nearby, none were ever covered.
 

Insect infestation at Yainboro revolves basically around (a) flies and
 

(b)mosquitoes. Flies are ubiquitous throughout the village and are a nuisance. 

Mosquitoes are seen at times during the daylight hours (mostly on the inside 

walls of dwellings), and more prevalently at the water source. However, they 

reatest danger after sunset; many informants complained ofconstitute their 

being bitten at night. Some of the families (coincidenLally older in age) u-e 

"moustiquaires" or mosquito netting as a preventive technique. A special 

KPAIPALA KPA,indigen''is t2chnique for mosquito prevention is to burn a leaf, 
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over a fire in the house, the smoke acting as a repellant. It is said to work
 

effectively.
 

The tsetse fly is not feared in Yamboro-as it is not commonly found in
 
this region. Sometimes it follows the herds of cows which are driven along
 
the road, but its appearance is 'rare. It is also reported to be more common
 

in cold weather than warm weather.
 

Rats, even by the villagers' admission, are a severe health problem.
 
Many of the people showed wounds from rat bites on the hands, arms, feet, and
 
face. One young man developed a fever from such a wound and was treated by
 
an infirmier who came out to the village. 
Others simply wrap up the wounds
 
with leaves or an old piece of cloth. The incidence of rat bites is almost
 
a nightly occurrence, the wounds occuring during the sleeping hours as the rats
 
are foraging for food. 
Nor are these rats small and timid. One of the
 
researchers slept overnight in.one of these native houses and personally avows
 
to the cat-sized dimensions of these rats who run with bravado all during
 
the night throughout the dwelling. 
 Sometimes indigeneous-made traps 
success­
fully kill a rat or two. In such cases, the rat is thrown to vultures; they
 

are not eaten. 
Mention should also be made of the respiiatory problems which can develop
 

during the sleeping hours. The experience related to previously by one of the
 
researchers was made the more uncomfortable by, a lack of ventilation in the 
house due to the window and door being closed and a kerosene lantern throwing
 
out a musty odor. 
Coughing was heard all,'the night from one of the inhabitants
 
who lived in this dwelling. In the same fashion, the grinding of manioc
 
powder by women in cookhouses produces a noticeable lint in the air which is
 
taken into the lungs, along with the smoke from nearby fires.
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THE WATER SOURCE
 

Yamboro:has no well or fountain from which to draw water, but the people
 
must instead traverse to a water source some 15 minutes walk from the village
 
through the bush. The qualification should be made that a well was dug at
 
Yamboro in 1966 but after three years of use it went dry. 
To what extent this
 
well was used and how greatly it affected the life-style of the village during
 
this period of time is difficult to say.
 

The water source presently used is a major stream called the SABAKA which
 
branches off into two smaller tributaries respectively called SO and the SABO. 
All are approximately the same distance from Yamboro, about 15 to 20 minutes, and 
at least three to four paths, located at the northern extremity of the village,
 
make thetr way through the bush to these streams. There is another stream
 
called the JANINGA which is located near the site of the old village but which
 
is rarely used except for fishing.
 

Of the three streams which make up the water source, the SABAICA is the most
 
used with the SO next in popularity and then the SABO. 
At each one of these
 
streams water is taken for drinking purposes and cooking. Likewise, each
 
serves as 
an area for bathing the body and for laundering clothes. It was
 
reported that during the rainy season the people do not drink from the SABAKA,
 
most probably because this is the major stream and the rushing current makes
 

the gathering of drinking water a difficult task.
 
Since the research for this report was done during the dry season, the
 

description of this water source will naturally reflect the drier conditions
 
when little if any rain falls. A well-worn path through the bush leads to 
steep descent, at the bottom of which lies a stream. 
This steep hill is perhaps
 
the most difficult part of the task of portaging water back to the village and
 
is potentially dangerous during the rainy season. 
The stream itself is only
 
a half a meter to three meters wide, and at its widest extremities it resembles
 
more a pool than a stream. The water's depth varies from three to 12 inches.
 
The bush is dense here, so very little sunlight is available; further, there are 
many flies and mosquitoes. There is very little movement of the water, a
 
slight current only where the stream narrows. Twigs, leaves, and other
 
fallen matter are abundant on the surface of the pools. Some of them are
 
obviously stagnant. There is some evidence of human feces nearby.
 

The villagers activate a basic strategy in utilizing their water source.
 
At one part of the stream, where a wide pool has formed, the laundering of
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clothes is done. Upstream,a few meters they bathe themselves, especially where
 

the current of the water reveals some activity. Further upstream at another
 

pool they gather water for drinking. The entire gamut of all of these
 

activities is accomplished in an area totaling approximately 30 meters.
 

It is important to observe that all activities at the water source,
 

besides fulfilling obvious essentials to the life of the village, provide also
 

a major social function for the people. Here there is an outlet for social
 

interaction, for gossip, and for sharing news. It is a time of intense
 

conversation and playful antics. Indeed, it is a matrix out of which issues
 

much of the meaning of life for the people of Yamboro.
 

Vessels for collecting water are usually of two kinds. A large, medium­

wide pan is used for storing water which will later be used for cooking or for
 

washing utensils or for bathing children. For drinking water a large
 

transparent bottle is used. Water from the stream is scooped into both of
 

these vessels with a small cup; then the vessels are placed upon the head of
 

the women for portage back to the village. In the case of the large bottle,
 

sometimes it is carried in a woven basket strappea to the back.
 

Because some of these above-mentioned activities are carried on
 

simultaneously, i.e., laundering, bathing, gathering drinking water, many
 

women come with their daughters to the water source as a group. In such
 

fashion, daughters aid their mothers both in the laundering and in carrying
 

back the water. Usually a young girl will begin carrying water when she is
 

six to eight years old.
 

It was reported that water is procured from the stream at least once a
 

day, sometimes twice a day (morning and afternoon). Because of the great use
 

of water in the village, this seems entirely reasonable. It further precludes
 

water standing around for any length of time in the house, a fact born out
 

in the questioning of the villagers.
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HOUSING AND HOUSE FURNISHINGS
 

The houses of Yamboro are all of the same basic construction: mud huts
 

with thatched roofs and earthen floors. The manufacture of these houses is
 

relatively simple and is carried out by the family itself with at times, help
 

from one's close kin. Strong saplings from the forest are wedged into the
 

earth to form upright supports for the walls and the gabled roof. Other
 

small saplings are tied horizontally for further support and to form a mesh
 

effect for the muddy clay which is applied to make the walls. Thatched reeds,
 

woven by hand, are then laid upon the roof supports.
 

There is usually one entrance to the house, a door made of wooden planks.
 

Often there will be no more than one or two windows, and these are usually
 

closed by a wooden block which fits sn,- into the window frame. Many of the
 

houses feature a small porch or veranda, simply constructed by a few poles
 

with an overhang of thatched reeds which extends over the doorway. Frequently
 

one finds much of the cooking equipment and even the fire place on the porch.
 

The porch is likewise a favorite respite for the people to eat and relax,
 

and it is not uncommon to see many of the inhabitants of Yamboro on their
 

porches sitting on small stools or on the earthen foundation. The people
 

spend very little time inside their homes.
 

Houses of the Yamboro type lost about three years. When they finally fall 

victim to the elements and insect infestation, they are allowed to crumble 

while a new dwelling is constructed nearby. Throughout the village there were 

numerous new houses under construction. At the time of this report 47 houses 

were inhabited. 

Some of the houses are larger than the others, obviously because of the 

differential in family sizes. A larger dwelling enables one to screen off more 

rooms within the house which is how rooms are divided. The screen is a piece 

of cotton cloth suspended down from a timber at the joint of the wall and the 

roof. The main room often has nothing more than a table and a few chairs. 

Some household supplies such as pots and pans may be found there along with 

basin or jar of drinking water. Food supplies are usually stored off the floor 

on one of the roof timbers because of the problem of rats. The other rooms of 

the house are bedrooms and may or may not contain a bed and mattress, depqndant 

upon the affluency of the owner. Many people simply sleep on a reed mat on the 

earthen floor. Clothing is kept in a box or barrel; there are no storage 

closets. Although many families possess kerosene lamps, some rely only on a 

fire or a firebrand to see after dark. A radio is considered a lixury and nine 

were counted in the entire village. The walls inside the home are for the nost 
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part unadorned with at most a small religious (Catholic) picture or two. In
 

sum, house furnishings in Yamboro represent only the barest essentials needed
 

for life as it is lived on the village scale.
 

Many of the dwellings have either attached to them or close nearby a
 

separate "cooklouse" which functions as a supply room for food and cooking
 

utensils. They are built in the same manner as previously described with the
 
exception that the roof is usually flat. The ubiquitous porch is likewise
 

attached and here the cooking is done. While the possession of a separate
 

cookhouse is a personal choice, it is always found at a dwelling where a
 

polygynous family lives. In such a case the cookhouses flank the home, often
 

the number of cookhouses equating the number of wives in 'he family.
 

Many of the families have their own personal latrine which always is
 

located some eight to ten meters behind the house (some even further back in
 

the bush). A total of 16 latrines were counted in the village. These are
 

constructed by digging a deep hole in the earth about three to five meters
 

deep and building a slight mound at the zenith of the hole. Frequently a
 

matting of reeds in the form or a barricade is placed around the latrine for
 

the purposes of privacy, but many latrines were without any such protection.
 

It is considered purely personal whether the structure is there or not. The
 

life of a latrine is estimated at two years or longer; if the family is large,
 

then two years is perhaps maximum. When no longer in use, the latrine is 

covered up and a new one built.
 

Other structures found in Yamboro are graniers (storage huts for tuberous
 

roots, plantains, and fruits), chicken coops, open bins for the storage of
 

coffee sacks, and a pigeon roost. The latter is located in the chief's com­

pound and has a large pigeon population. There are at least a half dozen
 

chicken coops scattered throughout the village although the chickens are allowed
 

freedom to wander as they may. Also it is not uncommon to find in the
 

foreground of many houses temporary bins made of small wooden planks in 
which are placed coffee, pepper, manioc, and at times tuberous roots. This 

serves as a dr-jing prooeas hefore finpl rtornge. 
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Clothing is not in overabundance at Yamboro, most of the population
 

having only two or, at the most, three changes of clothing. There is usually
 

one "good" set of clothes which is worn at more important events or when
 

traveling to Bangui. But much more in use is the day to day set of work
 

clothes. The latter for the men usually consists of a pair of western cotton
 

trousers, white under-drawers, and a shirt with collar and buttons. Hats are
 

rarely in use. Men's shoes are of many varieties: French-made leather (rare),
 

plastic (common), sneakers, and sandals. Socks are not frequently worn except
 

for more festive occasions.
 

Women's clothing is distinctively non-western and has the typical West
 

African flavor of a long wrap-around skirt which is ankle length, a short­

sleeved blouse, and a mid-riff apron (which is also used to portage a small 

infant on the mother's back). The major difference between the women's work 

clothes and their more formal attire is that the latter does not show nearly 

as much wear; also on more formal occasions they will wear a bandana on their 

heads and a pair of sandals. On all other occasions, they go bare-foot.
 

Children up to the Lini, of adolczccnce oftcn wcur only a short-sleeved 

shirt and a pair of shorts if they are boys, and a blouse and short skirt if 

they are girls. Infants and small children under three are frequently seen 

naked. Pre-school children never wear shoes. 

Clothing is worn three or four days consecutively (sometimes longer)
 

before being changed. Even if the clothing has become soiled or stained, the
 

basic pattern is not to change until the day set for laundering. It is not
 

unusual to see a mother wipe her child's nose or wipe clean a child after a
 

bowel movement with her dress. She will also use her dress to wipe her hands
 

during food handling. 

Laundering is usually done oncc or twice a week at one of the streams
 

close to the village. This task is accomplished by soaping the clothes and
 

beating them briskly on the large rocks in the stream. After they are rinsed,
 

they are carried back to the village and hung on lines or horizontal poles to
 

dry. If no Jines are available, the clothes are laid upon the ground or draped 

on the roof. Most often, when clothing is laundered, the entire family's 

ensemble is done at one time. Young girls, eight years old and upward, 

frequently aid their mothers in this task, but when they reach the age of 

eleven, they may be assigned the chore of doing the washing themselves. 
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However, it is not uncommon to see young, unmarried men at the stream washing
 

their own personal effects. Only the Chief had clothes which were ironed.
 

Personal hygiene by and large revolves around washing the body and
 

the hair which is also done at the water source. Such a person will stand
 

nude (or partially clad) in the stream and soap his body down and follow this
 

procedure by a rinse. The same type of soap is used for washing the body as for
 

laundering the clothes: a large alkali-based bar soap purchased from the store
 

or traveling Arab merchants.
 

Men sometimes bathe from a pan in the morning before going to their work
 

and mray or may not bathe at the stream in the afternoon. There appears to be 

no set pattern; rather, this falls into the category of personal choice. It
 

is likewise difficult to discern any pattern whereby women wash their bodies
 

on a regular basis although some claim to bathe twice a day at the stream. It
 

is certainly probable that women bathe more frequently than men inasmuch as
 

they spend much more time at the water source than do the latter.
 

The bathing of infants occurs much more systematically than others of
 

the village population. Infants are bathed at least once a day but some
 

mothers claim to do it as often as three times a day. The task of bathing the
 

child may be done by either the mother or an older sister. A pan of cold
 

water is secured with soap; the child stands in the pan and is quite thoroughly
 

cleaned. An old cloth is sometimes used to dry the child.
 

There is no strong evidence that hands are washed previous to eating or 

to preparing of food although this procedure was reported to be the common 

practice. On the contrary, women went from one chore to another - touching 

children, shredding leaves, preparing the fire, cutting plantain, etc., ­

without rinsing the hands at all.
 

The cleansing of the hair likewise appears to have no set pattern. Some of 

the people stated that the hair was washed at every occasion that the body was 

bathed. But this was not observed to be the case. In fact, some elaborate 

hairdos on the women were kept intact for several weeks. More often than not 

mothers were seen picking lice out of their children's hair; this practice is 

a common procedure at Yamboro. The cleansing of the teeth is not at all 

practiced in the village, and many of the middle-aged and older inhabitants were 

observed to be missing many of their teeth. In general, adult teeth are 

yellowish in appearance and the gums are often black. 
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Concern for personal appearance however, is a definite aspect of the
 

life-style at Yamboro. Oil is used by both women and children for application
 

to the body. Such oil is either purchased from the market at Bangui or else
 

is extracted from the inside of the nut of the palm fruit (called NZIKA).
 

Sometimes a green vasoline, brillante, is applied to the baby's head after
 

bathing. Women often spend much time pleating their hair into the popular
 
"needle-like" style seen all over this region of the Central African Republic.
 

But this definitely seems to be much more a preoccupation of the younger
 

adolescent girls than of the older women, the former changing their hairdos
 

two to three times a week. The influence of modern ways is likewise evident
 

in the application of a small pen for eyebrows.
 

The piercing of girls' ears for the purpose of adorning themselves with
 

ear-rings is a common practice in the village. Ihen a female infant is four
 

days old, the mother pierces the lobe with a needle (no medication is applied);
 

a piece of cloth rin:;ed in hot water is placed in the puncture and when the lobe
 

has healed, earrings are then worn.
 

The practice of piercing the septum for wearing a nosering has died out 

although the older women of the village still bear the mark of a pierced 

septum. Likewise, scarification and body tatooing is no longer a viable custom 

as in the former days. Some of the older inhabitants were observed to have 

scarification marks on their faces, but none of the younger were so adorned. 

One young married woman displayed a very elaborate tatooed mural on her mid­

section. However, the villagers who performed this work of art are now dead. 

The old customs of beautification have therefore bejn replaced by more
 

modern symbols, probably the most significant being the: importance now given 

to clothing. The Catholic religion has also contributed the necklace cross, 

worn by many of the women. There is, however, one ve,'tige of a former custom 

which'still survives: a narrow-stranded cord worn by swall infants around 

the waist whose purpose is to enable the child to walk soon and grow strong. 

It is also thought to be a protection against evil.
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Kinship 

One of the keys to the comprehension of Yamboro society is an understanding
 

of the strong kinship system pervading this village. Indeed, much of the social
 
behavior, its meaning and motivation, lies obscured unless this facet of social
 

interaction between kinsmen is brought to light. Kinship not only creates strong
 

alliances between people of like blood but it also dictates the types of behavior
 

including duties and obligations, which such people must perform toward each other.
 

At Yamboro the kinship pattern is what anthropologists would call patri­

lineal, that is, descent is figured through the male line. A child, whether male
 

or female, is thereby considered to belong to the father's group of kin. There
 

are eight of these male-oriented groups, or patri-clans, in Yamboro. One clan
 

especially, the Bobezere clan (the clan of the chief), is so much larger than the
 

others as to be called dominant. It, in fact, has more members than all the
 

other clans put together. This is significant inasmuch as it means that a large
 

proportion of the village is closely related. This fact likewise enables one to
 

grasp more clearly the power structure and the lines of influence operating within
 

the village.
 

The principle of exogamy is also operative at Yamboro, with all females of 

the village marrying out and all wives of the men brought in from other villaget. 

This principle is absolute with a strict prohibition against intra- and inter-clan 

narriages. Therefore, a wide network of relationships is established by virtue 

of the fact that the village's women are scattered in the nearby environs and 

even Bangui. These relationships involve not only alliances with affinal kin 

(the new families of village women) but especially the power of the father's kin 

group to call back the daughters to Yanboro for specific occasions.* 

The patri-lineal principle is also important in that it situates those
 

locations within the village where people are to live. Generally speaking,
 

members of a clan will reside in that part of village where their clan is
 

located. Sons, in fact, will build their homes right next to their father's
 

This truism can be illustrated by an incident which occurred during the 
research. When the chief of the village was hurt in an accident and was 
incapacitated, all of his married daughters came back to the village to 
carry out their obligations toward him. On other occasions, sometimes for 
no other reason than to visit, village daughters were seen spending the 
night at Yamboro. 
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home which is termed virilocal residence. Such residence rules facilitate and
 

strengthen the kinship relationship, which as stated previously, is replete with
 

many mutual obligations.
 

Even to the point of inheritance, is the male-orientation principle
 

pervasive at Yamboro. At the death of a father, all of the former's possessions
 

go to the oldest,son who then distributes them as he wishes to the remainder of
 
the siblings. The oldest son likewise is considered to carry on the father's
 

line or lineage.
 

The naming of a child is again the father's prerogative. Some children take
 

their father's name but at Yamboro it is much more common to name a child after 
an "event". Frequently girls and sometimes boys are named after a relative who 
has died, which, in the symbol system operative among these people, can mean
 

that the deceased has been reincarnated.
 

Marriage 

Marriage at Yamboro is one of life's expectancies and almost all young
 

people become married. There are restrictions concerning marriage with any near
 
kinsman (see above) which makes the choosing of a mate an adventure outside of the
 

environs of the village. Quite often young men will travel to other villages
 

or to Bangui, and young women manage adequate exposure of themselves through
 

frequent visits to Bangui or by being seen by men who stop off in the village for
 

a drink of palm wine.
 

Girls at Yamboro marry az about the age of 15 or 16 and men at about the age
 

of 20. The important fact is not the age per se (see howr the question of "time"
 
is dealt with later in this report) but the development of the young woman and
 

man respectively. At age 15 the girl has had her first menses and her breasts
 

are fully developed; she is considered marriageable. At age 20 the young man has
 

begun to establish himself economically and is ready to begin a family. It is
 

the man who initiates the marriage; this he does by choosing his worman after
 
which he then makes a request of her parents. After a family discussion,
 

permission is either granted or refused. If granted, the two fitmilies then meet
 

together to arrange for the "bride-price". The bride-price at Yamboro is
 

usually around 15,000 C.F.A. if the girl is a virgin (d60 U.S. dollars) plus
 
some alcoholic beverages and some animals. The matter of the brideprice is 

important because the marriage is not considered valid until the former is psid 

nor under any circumstances can a girl leave her parent's home until this matter 
is resolved. The marriage ceremony itself is only a family get-together, not a 
village affair. The husband simply brings his new wife into the new home he
 

has built.
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There are four polygynous families at Yamboro, families in which a 
husband
 
has two or more wives. Aside from the chief who has four wives, two of the men
 
have three wives apiece, and another has two wives. This custom, which has a
 
long history in Africa, is based on economics and prestige. It is not coin­
cidental that the above mentioned men are the most prosperous in the village*
 
and all except one occupy positions of authority at Yamboro. In these plural
 
unions, it 
was reported (and there is no evidence to the contrary) that the
 
relations between the wives were very harmonious. If such a problem developed,
 
the troublesome wife would be removed. Neither is any of the wives given
 
authority over any other; all authority is considered to be the domain of the
 
husband. Sexual relations in such polygynous unions is regulated by an equitable
 
principle in which the husband moves from room to room, spending two days with
 

each wife.
 

Divorce at Yamboro is rare but it is a viable option for a man in the event
 
his wife does not bear him children. Quite often, if a woman does not bear a
 
child within the first two years of the marriage, her situation is precarious.
 
Divorce is alsc an option if 
a man's wife is adulterous or becomes a prostitute.
 
To affect a divorce, a husband need only present his cause to the village judges
 
and by consensus of the latter gain his freedom. 
There are no papers to file.
 
A woman is also allowed this same procedure, and if agreed upon by the judges,
 
she returns to her father's home. Remarriage is quite common at Yanboro as many
 
spouses die early of various diseases or because of childbirth. It is indeed
 
rare to find an older single person. An understanding of the rigors of living
 
alone in 
an economy and social structure as that of Yamboro underlines this
 

truism indelibly.
 

The Family
 
Family life in the village bespeaks of solid, enduring relationships. Not 

only is sexual division of labor clearly delineated but familial roles are 
likewise clearly defined. The husband is the authoritarian par excellence 
within the structure of the family. 
However, this is not an alienating principle;
 
the wife and children are endeared to him in a multitude of imys, and he is 
highly re- ]pctcd. Similarly lhen men speak, women lisLen. Women are said to 
"have no opinions" on many things for to make decisions is the province of the men. 
A woman's douiin is her home and her children; there she finds her role and the 
meaning of her life. 

Relations between parento and children at Yamboro arc replete with affection.
 
There It,very little discipline of children in a negative sense. Aside from some
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stern commands, a short but pointed pat on the buttocks was the only discipline 

observed. Quite to the contrary, parents are most amiable to their children,
 
especially the father and the young infant. Mothers often fondle and caress
 

their babies. Often while the mother is working the baby is secured tightly to 

her back by a midriff apron that extends around the child and is tied at the
 

mother's waist. Sibling relationships are warm and congenial, a brother or
 

sister frequently given the assignment of caring for the smaller child.
 

Especially evident is amiability between members of the same clan. 
Cousins not
 

only eat together but at older ages share common chores with each other.
 

Though love for children is manifestly observed and the ability to produce 
children the expectation of every wife, nevertheless there is no conception of
 

family planning at Yamboro. Informants found it impossible to answer the 
question concerning the number of children they would like to have. Cognitively
 

it was without their frame of reference. "Only God can give children" was the 

rejoinder although this by no means infers an ignorance of the mechanism of
 

pregnancy. It rather infers that children are conceived of in more supernatural 

terms than mechanistic terms, and the lilting belief of some that the spirits of 
deceased ancestors are incarnated in children give added meaning to this type of 

orientation. 

Sexual behavior at Yamboro is naturalistic with no manifest inhibitions
 

or strong moral codes. There is no sex education, all children being expected
 

to learn such facts for themselves at an early age. Indeed, the naked exposure
 

of small children running about the village causes no concern. Even at the 

water source where bathing takes place adults will uncloth themselves in the
 

presence of the other sex. 
Women at Yamboro do not bare their breasts as was
 

traditional in former times; perhaps here the influence of modern ways in the 
Central African Republic and of the Christian Church have been the pervasive
 

factors. But they are not with any sense of embarrassment in nursing their
 

children and do so even in public assemblies. Pre-marital sexual experience does
 

not appear to be common in the village, and ideally the village frowns on such
 
behavior. But it is admitted that it can happen and does so with some frequency
 

when young people go to school in Bangui. There is, however, a strong sexual 

taboo on intercourse between husband and wife for a considerable time after the
 

birth of a child. Various points of termination concerning this taboo were 
given, for example, "when the child begins to walk" or "when the child begins 

to walk fast"; it can be estimated that these points of reference equate roughly 
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to a period of 12 to 16 months after the birth of a child. When asked if the
 

husband has intercourse with any other woman during this duration, it was
 

suspected that this might be the case.
 

Girls at Yamboro are reported to begin their menstruation at the age of
 

13 or 14. It could not be ascertained whether a female initiation rite was
 

associated with menses, and the subject was avoided by informants or denied.
 

But it was stated that a young girl is taught how 'to stay" when she has her
 

first menses, the reference being to how to conduct herself in front of others
 

and not to leave their presence when menstruation occurs.
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Malnutrition is a great health hazard in much of middle Africa.* 
However,
 
we observed no obvious protein-calorie malnutrition in Yamboro, and the health
 
personnel at the Bimbo Dispensary reported almost no malnutrition due to lack
 

of food in the Bimbo Pilot Zone. However, nutritional deficiencies due to the
 
ravages of parasitic invasions are a constant threat to the entire population of
 
these areas and can easily result in death for young children. Thus, as one
 
reviews the food intake of these people, one must realize that one can have a
 
good diet and still be on the brink of starvation - completely depleted by disease.
 

Core Diet
 

In Yamboro, cassava (manioc) is the principle staple. This starchy root,
 
which is shredded, pounded into flour, dried on the open earth, and cooked into
 
a paste, is served with every meal during both the wet and dry seasons.
 
Supplementing this staple is taro, another tuberous root which, like manioc,
 
is cultivated both for its roots and leaves. 
 Of equal importance to manioc is
 
the plantain, evidenced by the ubiquitous roadside stands at most villages near
 
Bangui. 
Along with a starchy dish, which is served with a highly-peppered sauce,
 
is often added shredded leaves, fried lightly in palm oil. 
This mixture is
 
sometimes s-pl,erirented Irith pennute4. (Traditiontil-y, the sovthern people of
 
C.A.R. who base their diet on these starchy tubers, reject the cereals of millet
 
and sorghum.) 
 The food value of these items is noted in Table I. 

Protein
 

Meat is, at least in small quantities, a part of their regular diet although
 
they have it about four days a week. 
They often put whole pieces of manioc or
 
rice into water with the meat and cook it, often for several hours. Although they
 
buy some beef at the Dimo market, south of the village, they eat much gazelle
 
supplied by the Pygmies. 
Meat is also fried with peanuts. (Patients interviewed
 
at the Dimbo Dispensary enjoyed meat less often each week, probably because many
 

had to purchase it in the more expensive city markets.)
 

In the larger urban markets meat (some beef, gazelle, antelope, etc.) is
 
grilled on open fires and sold. Besides seeing the usual high degree of insect
 
infestation around this meat, we noted that much of it was 
served rare or still
 

* See Jacques M. May, The Ecoloy of lin Middle Africa. (New York:
 

Hafner Publishing Company, i9b5), espcially pp. 20'T-2h1 for discussions of 
the Central African Republic and Chad.
 

* See the checklists in the Appendices that were used to gather noue of this 
information.
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pink. Except in the case of fried meat, however, the Yamboro residents seem to
 

enjoy their meat well done. The villagers also enjoy pork, but commented that it
 

was 	usually too expensive. Goats, of which we counted less than a dozen, freely
 

roam the village and are not used for milk. They are roasted over a spit for
 

ceremonial festivities only. In fact, our village has no milk, cheese, or butter
 

products whatsoever. Sheep are banned from their diet by tribal taboo, as are
 

certain game animals for the women. Chickens, whose leanness evidenced their own
 

food foraging, are raised for their eggs and meat. But eggs are considered a
 

special food* - in fact, they are sometimes eaten when rotten.
 
^&A ... pigeons are raised in the chief's compound, they are infrequently
 

eaten - and are taboo food for the women. Fruit bats, considered a delicacy, are 

trapped in.nearby palm trees while the gazelle, antelope, wild pig, buffalo,
 

monkeys, and wild birds are hunted in the bush with guns or snares. Fven large
 

game like the elephant and hippopotamus have been captured for food, although not
 

in recent years. On hunbing trips, the men also.have eaten crocodiles, snakes,
 

squirrels, dogs, and small rodents when other game was unavailable. Although
 

many mice and rats (some as large as cats) have been ob-;erved at night, the 

villagers denied eating them.** Women are expressly forbidden crocodiles,
 

monkeys, and pigeons; pregnant women are not allowed to eat wart hogs or snakes.
 

Fresh fish from the nearby Ubangi and M'Poko Rivers and their tributary streams
 

are 	caught by the women, but they are not in plentiful supply. Me capitaine,
 

a large white fish in the Ubangi, is sometimes scarce because fishermen get
 

higher prices for it in the Congo than Bangui. Both fish and meat are dried and
 

smoked for use during the rainy season. 

Insects are another good source of food energy and protein, as Table I
 

demonstrates. They are eaten nob only after being cooked or dried but are eaten
 

raw 	as snacks while one walks along the road to market or down to the stream 

for 	water. Termites and ants are dried and cooked; during the beginning of the 

* The villagers' generous gifts to us included pineapples, eggs, and, on the 
final day of our interviewing, a large, plunp chicken. This, we felt, was 
evidence of relative scarcity and/or delicacy of these items. 

** 	 It is interesting to note, however, that public herlth students in Bangul 
told us that rats were never a problem in the overcrowded regions of the 
city because they were used so frequently for food.
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rainy season when caterpillars are plentiful, they are roasted. 
However, one
 
medical missionary commented that she had seen several people choke to death on
 
the fuzz of the caterpillar. 
Although grubs often supplement African diets, the
 
residents of Yamboro find them distasteful.
 

Fruits, Vegetables, and Other Foods
 

The greens of the taro 
and manioc constitute the primary vegetables and,
 
whenever available, wild mushrooms. 
When in season, bananas, papayas, pineapples,
 
and mangoes are widely consumed. Mlaize and yams add starch during the rainy
 
season. 
Peanuts, sesame seeds, and palm oil are purchased in nearby markets.
 

Sugar and salt (either rock or uniodized), because of high cost, are rarely
 
purchased in the city market. 
Advanced cases of goiter was observed in three
 
women (2 percent of the total population) in Yamboro; this is a frequent problem
 
throughout C.A.R. as Table 2 indicates. 
 Red pepper and other herbs are used to
 
season many dishes.
 

Yamboro residents raise coffee and sugar 
cane as cash crops. Water, however,
 
or an infrequent Mocaf beer or homemade palm wine serve as beverages. 
Although
 
cash is scarce, even soda pops are occasionally purchased.
 

Analysis of Food Intake
 

What does this diet actually tell u.,9 Taking into consideration the 
population profile, climate, and activities, the estimated calorie need for the
 
average Central African adult is 2050.* 
 This should include 55 grams of protein.
 
Therefore, this diet first indicates that there is no gross malnutrition in the
 
village. Although the villagers said there are a few times during the rainy
 
season when they have no food 
 for a day or two, this caloric standard seems to
 
be usually 
met. Although a good nutritional study would necessitate full diet 
and medical evaluations along with biochemical microscopic tests,** we can still
 

* Food and Agricultural Organization of the United Nations, Rapport au

Gouvernement de Ja Republique Ceritrafricaine, No. lh50, Rome, 1962. 

** An excellent and fully comprchen.sive nutritional study for C.A.R. and Chad 
might be mod]elcd after thc. ICNDIH method. See the Ihnmuirnl for fhItritionalSurvey (fntc1'(Ic])rt,,rcitnl Coiizmittec on Nutrition for 1ationltl Defense,National 1 s,tL tutes of Hc, ith,PLethcsda , 11,1y .and), 1963, p. 32 . Also,before such rescorch, one :;hould contact Dr. M. flartineaud at WHO in Yaoundc,Cameroun, who finished a nutrition study Ini C.A.R. early this year. 
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NUTRITIONAL DEFICIENCIES IN SELECTED AREAS 
CENTRAL AFRICAN REPUBLIC 1960 

Nos. in sample 

7it. A defic. 

Vit. B defic. 

Vit. C defic. 

Bouar 
Area 

11894 

4.8 

3.0 

3.1% 

Berberati 
Area 

1,150 

4.3% 

0.39% 

0 

Bambari 
Area 

450 

11.5% 

9.1% 

0 

Nola 
Area 

196 

7.6 

2.5 

0 

Bangassou 
Area 
1955 

79 children 

50.74% 

52.39% 

22.32% 

Babinag 
People 

619 

2.9% 

2.4% 

0.33% 

?rotein defic. 5.2 3.4% 12.8% 0 73.41% 0 

'oiter 

1b (80%) 

26.3% 

67.0% 

21.2. 

100.0% 

24.8% 

100.0% 

1.6 

68.4% 

24.04% 

? 

0.33% 

74.8% 

Source: Situation alimentaire et nutritionelle 
Rapport au Gouverncment de le Republique Centraficaine 
FAOj No. 1450, Rome, 1962. 
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suggest that the known resources probably meet average protein needs, but are
 

This is evidenced by the incidence of goiter,
deficient in vitamins and minerals. 


evidenced in Table 2, there is probably insufficient Vitamin B and C
and, as 


along with even more obvious lacks of Vitamin A. To support this, we noticed
 

that several villagers expressed fear at the prospect of blindness - sometimes
 

a result of eye disorders due to Vitamin A deficiency. Checking the records at
 

the Bimbo Dispensary in the last week of March, we noted 12 cases of conjunctivitis
 

in the 264 new patients (11.5 percent) represented." But we are quick to point out,
 

that without the proper nutrition study, this is conjecture only.
 

Furthermore, most Central African hemoglobin rates are low, as mentioned
 

by various American and French medical personnel in the country; this anemia is
 

due in great-measure to the heavy load of intestinal parasites and prevalence of
 

the sickle cell trait. Although malnutrition is more overt in the deep bush
 

country in the northern, eastern, and western sections of C.A.R. (see Tables 3
 

and 4), one can equate Yamboro to Nola, represented in these findings where
 

Although the C.A.R. medical personnel substantiated
malnutrition is rare. 


our analysis from their own experience and observation, we must be constantly
 

aware that the high complex of disease present in most Central Africans typifies
 

them as undernourished. (Medical experts in the country talked of over 90
 

percent of the population suffering from major intestinal infections. Malaria,
 

of course, is endemic.) Thus, meeting a caloric intake of 2050 is not enough;
 

the body must be free from disease in order to absorb these nutrients, and, in
 

the case of any illness, needs even more. Consequently, due to this toll taken
 

by disease, the Central African can only work a few productive hours a day as
 

we evidenced ubiquitously - the sluggish pace is not only a cultural and climatic
 

tempo - it also has to do with a complex disease-nutritional imbalance.
 

Furthermore, given the proximity to Bangui, with the influx of people 
into
 

the city, there will be increased demands on the game and fishing resources. 
Also,
 

wheresince the Bimbo :;ul, ]ruCecture it; car.xar r' a:; '-c'. !icul ex.criental zone 


UNICEF sanitation facilities are being constructed, one can expect infant 
and
 

early childhood mortality rates to drop markedly. This population increase
 

Such small samples usually tend to underrepresent such phenomenon.
* 
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TABLE 3 - DIET
 

FOODS CONS WMD 1ER £A;I'A ?ER rAY IN SELECTED AREAS 
CENTRAL AFRICAN REPTBLTC 1960 

Bouar Berberati Bambari Nola 
oc 548.9 Gr. 453 Gr. 489 Gr. 
 34;.7 Gr.
 

9.2 Gr. 
 1.4 Gr. 
 -- 7.1 Gr. 
rn -- 37.8 Gr.same seeds 
 53.7 Gr. 
 8.9 Gr. -- 0.7 Gr.urd seeds 
 5.1 Gr. 67.3 Gr. 12.1 Gr.
im nut 3.7 Gr. --
Im oil 
 6.1 Gr. -- 4.0 Gr.
-mndnut seed -- 23.9 Gr. 4.3 Gr. 23.3 Gr.cundnut oil 
 0.5 Gr. 
 3.8 Gr. 
 1.9 Gr.
at (fresh) antelope 9.1 Gr. beef 43.9 Gr. 

19 Gr.

beef 7.3 Gr. ant. or moukey 24.9 Gr.at (dry) antelope 1.6 Gr. alliL-tor 3.5 Gr. beef 17.9 Cr. ant. or moukey 26.0 Gr.


sh (fresh) 3.5 Gr. 9.9 Gr. 2.0 Gr. ;.-4 Gr. sn (dry) 0.7 Gr. 
 3.6 Gr.....
 
llets (sissengo) 6Q.4 Gr. 
 5.b Gr. -­
eens 37.7 Gr. 48.3 Cr. 
 -- 92.0 Gr.
antain 
 3.9 Gr. 99.9 Gr. 253.0 Gr.

shrcoms 30.8 Gr. 12.7 Gr. 10.9 Gr. 
 4.3 Gr.

PcYa 

-... 24. 1 Gr. 
trus fruit 
 ..... 3.3 Gr.il .... 0 3 Gr. 

So-. rce: Situation alimentaire et nutritionelle
 
Rapport au Gouvernement de le Repuilique Centrafricaine
 
FAO, No. 1450, Rome, 1962.
 



TABLE 4 - DIET
 

DAILY PER CAPITA CALORIC EQUIVALENTS OF DIETS IN SELECTED AREAS
 
CENTRAL AFRICAN REPUBLIC 1960
 

Bambari 


n. 2,288 

Gr. 50.1 

Gr. 16.8 

Gr. 38.3 

Gr. 423.0 

Gr. 0.227 

mgm. 	 15.0 

mgm. 0.37 

mgm. 0.54 

mgm. 7.3 
mgm. 207.0 
UI 1,960 

8.9 percent 

15.2 percent 

75.9 percent 


100.0 percent 


Nola
 

n. 2,106
 
Gr. 	 52.9
 
Gr. 25.3
 
Gr. 	 32.3
 
Gr. 388.0
 
Gr. 0.242
 
mgm. ?
 

mgm. 0.66
 
mgm. 0.73
 
mgm. 12.6
 
mgm. 435.0
 
Ui 4.,300
 

10.3 percent
 
13.9 percent
 
75.8 percent
 

100.0 percent
 

Nutrients 


Calories 

Total Protein 

Animal Protein 

Fats 

Carbohydrates 

calcium 

ron 


Vitamin B1 

7itamin B2 

Vitamin PP 
7itamin C 

*itamin A 


?ercentage of Calories:
 

Proteins 

Fats 

Carbohydrates 


Bouar 


n. 

Gr. 

Gr. 

Gt. 

Gr. 

Gr.

X !W. 

mgm. 

mgm. 

mg. 
mgm. 

Ut 


2,400 

28.0 

4.2 

35.2 


479.0 

0.807 

12.2 


0.54 

0.23 

14.2 

96.0 


1,893 


4.8 percent 

13.4 percent 

81.8 percent 


100.0 percent 


Berberati 


n. 2,103 

Gr. 35.0 

Gr. 15.9 

Gr. 39.8 

Gr. 385.0 

Gr. 0.331 

Ugm. 4.9 


mgm. 0.4 

mgm. 0.3 
mgm. 14.7 
mgm. 66.0 
Ut 3,200 

6.8 percent 

17.2 p:r=nt 

76.0 percent 


100.0 percent 


Source: 	 Situation alimentaire et nutritionelle
 
Rapport au Gouvernement de le Republique Centrafricaine
 
FAO No. 1450, Rome, 1962
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in and around the Yamboro region will result in increased food needs within the
 

next few years and a greater dependen.cy ratio will ensue. Specifically, Yamboro's
 

nutritional problems are due more to illness than food shortage. However, one
 

still needs to look at the whole ecology of nutrition and food production for
 

this area.
 

Ecology of Nutrition 

As has been explained in a previous section, Economics and Social Structure,
 
nutrition is intimately connected to the economy of the region. Yamboro's food
 

economy is based on home-grown food and barter. Succinctly, this is subsistence
 

farming. Agriculture is primitive; women dig a few manioc holes in nearby fields
 

or close to their homes and casually nurse a few plantain and banana trees.
 

Crops are rotated, but there is no fertilizer, irrigation, machinery or even
 

animal-drawn equipment. In fact, the traditional "slash-and-burn" method of 
clearing and enriching the soil is used. The only tools are crude hand hoes. 

The cash crops are coffee and some tobacco. People in ne. rby villages raise 

peanuts.
 

As it has b.c~n pointed out, the soil types of Ccntral Africa arc topical; 

the topography consists of shallow, rolling plains with frequent water networks 

which are often dry for half the ypar. So, given the reasonable crop rotation
 

and the amount of available cultivatable land, improved agricultural techniques ­

even animal-drawn equipment and improved seed - could substantially change the 

food production levels. 

However, C.A.R. is at least 300 miles from the sea and its main cash crops 

are already produced throughout Africa; these very crops (cotton, peanuts, coffee, 

cocoa) are also part of the most precarious price markets In the world. 

Consequently, profits could quickly be disqolved in high transportation costs or
 

low-yield price markets. 

The people of Yamboro are fortunate not only to have some cash crops along 
with their food crops, but they are further lucky to be within a five-minute 

walk of a Pygmy villafe with which they have a quasi-symbiotic relationship.-

These forest-dwelling people, with a reputation as agile hunters, have an 

exchange relations;hip with the chief, with whom they trade additional game for 

cultivated foodstuffs. Also, Yaunboro is located on a heavily-traveled hardtop 

road where cash trade is brisk, so the residents can market their surplus food 

and bring in that which they need, even in the rainy season. 

http:dependen.cy
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Although increased productivity of foodstuffs for internal consumption and 

increased productivity of new cash crops for export has been indicated, the 

Government has severe budgetary restrictions in both developing the necessary 

administrative structures for such development and making such social or agri­

cultural services available. However, rural youth activities aim to keep the 

young population on their farms and demonstrate improved agricultural procedures. 

"Operation Bokassa," furthermore, is designed to bring more land undercultivation 

with improved mechanized techniques. It is the expectation of the Government that 

an expanded population will also increase agricultural employment, which is now 

thought to be under par. 

At present there are no food industries in the country, but a citrus juice
 

plant will be built within a year or two. There are some experimental food
 

stations, sponsored with international assistance, including scientific fish and
 

poultry farms in Bangui.
 

To summarize, the ecology of nutrition, coupled with the earlier analysis 

of diet, adds another dimension to good nutrition. Besides curbing 

communicable diseases, there is grave need for improved education, perhaps 

especially technical education, before diet can substantially be improved.
 

Meal Routines
 

Although in many discussions of African eating habits, two meals - early 

morning and late afternoon - are mentioned, in Yamboro residents claimed to eat 

three. However, during our early observations, we found that the early morning 

"meal" consisted more of snacking on fruit, discarding the peelings or pit on the 

ground. The big meal comes about noon, when the manioc and accompanying dishes
 

are prepared. The food is cooked in large cast iron pots over outdoor fires on
 

clear days; during the rainy season, the women cook in their mud-brick,reed­

thatched-roof homes. As one can expect, many accidents occur with young children, 

and household fires are frequent. After the food is cooked, it is piled on one or 

two large serving plates and set on the ground for the extended family to enjoy. 

In Yamboro no preference for food is given on the basis of age or sex; it was 

equally shared.*
 

* 	 Some missionAries noted that in areas ithere the men are given preferential 

food access, the women often hide food for themselves and their children. 
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Thus, the family scoops the glutinous manioc and other foods from the communal 
serving dish with their hands. Water is usually served in glasses or mugs.
 

There are few utensils - usually Just one large spoon for stirring. Although
 

the villagers remarked that they washed their hands before eating, this appeared
 

less common in practice than even the American seven-year-old who rushes in
 
from his play to gulp a peanut-butter sandwich. The critical difference, however,
 

is that intestinal infections abound in this environment.
 

In this tropical climate where insects are omnipresent and insecticides
 

are virtually non-existent, the people seem not to notice the ubiquitous swarm
 

of flies at every level of food preparation - the drying of manioc, the pounding
 

of flour, the serving of cooked food, and finally the swarms in and around the
 
storage containers. One can easily understand that, in this village where no
 

latrine is covered, communicable diseases, are common.
 

After the meal, left-over food is put in a container (sometimes - but not 

usuaily - covered) or left in the cooking pot for anyone who wishes more food in
 

the afternoon. There is no refrigeration. The dishes are washed in the large
 

cooking pot, still encrusted with the boiled manioc or plantains. The water for 
this purpose is cold. unboiled and unfiltered; there is rurply nny sonn. Disbr 

are then placed in another pan to drip dry, vith an additional throng of insects 
gleefully skating over the remaining food particles. Ground manioc or other flours 

along with dried fish and meat, is frequently seen uncovered outside in the sun. 
Everything is prey to vermin. 
For longer storage durations, coffee and tobacco
 

in cloth bags under large open shelters, covered only by reed roofs. Pigeons
 

roost right outside the chief's front door; chickens have open coops but wander
 
at will - even standing on the mortar as the women attempt to grind meal. Roots
 

and fruits are kept in storage huts. Dogs and goats further complement this
 

menage, for all animals mingle freely with the people both in and out of their
 

huts.
 

Infant Nutrition
 

Infant nutrition, although discussed under maternal and child rearing
 

practices, is also important in understanding the general food patterns of
 
Yamboro's M'Baka people. Babies are nursed, thu women explained, on demand until 

they learn to walk or near their second birthday. Powever, we observed several 

two and three-year-oldn going to their mothers for milk. In any event, weaning 
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was a gradual, gentle process. In addition to the mother's milk, the child is
 
given a cereal made of maize at three months. Meat is given as soon as he has
 
teeth. At one year they add cooked plantains to his diet and, by the second
 
year or time of weaning, he is given all adult foods.
 

Sumar
 

Although the villagers of Yamboro appear to have an adequate diet, there
 
may be scarcities in the future. 
Closely connected to good nutrition, is having
 
a body that is free of disease so that it can absorb the necessary food nutrients
 
and an agricultural base that can provide needed supplies. 
At this time, the
 

Yamboro residents have neither. 
However, as Tables 2 and 4 indicate, not all
 

people of C.A.R. are even as fortunate as those in Yamboro; there may be only
 

undernutrition in certain'regions, but there is gross malnutrition in others.
 

In this area of Africa, sickness is the norm, and the incessant morbidity results
 

in premature mortality. The intercurrent of parasites 
- in the blood, intestines,
 

genito-urinary troct, and skin - plus the chronic-degenerative diseases and
 

mineral-, protein-, and calorie-deficient diseases result in a lowered energy
 

level, physical and mental malfunctioning, and lowered productivity. 
Some gastro­
intestinal damage in childhood affects absorption forever. 
Consequently, it is
 

difficult to adequately aczess nutrition. 
 It is probably most accurate to say
 

that at least sub-clinical malnutrition is 1-resent.
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Like other developing countries, the burden of ill health in C.A.R. falls on
 
young children. Most deaths occur in children under four, for diarrhea and
 
related maladies are as common as the flies, water, and dirt from which they come.
 
In 	questioning the Yamboro villagers and patients at the Bimbo Dispensary, we
 

found that about a third of the mothers had lost at least one child in infancy.
 
But these great killers and disablers of children need to be understood not only
 

from the standpoint of their clinical pathology, but from an explanation of the
 
physical and cultural environment in which they are raised. Also, once we
 

understand the situation which breeds these illnesses, we need also to understand
 
the efficacy of treatment for it is precisely these attacks of diarrhea, mal­
nutrition, and pneumonia in which the physician has the most difficulty giving
 

supportive therapy. 
Even 'ifmedical care is available, to treat such diseases
 
and send the patient back into an environment which perpetuates the ill health
 

seems both inefficient anC, to some people, immoral. 
As 	we stated earlier, the
 

problem in C.A.R. and most of the world is not just medical knowledge, but how
 
to deliver medical knowledge to the people. This includes the full gamut of
 

health education to the masses. It is precisely in the case of childhood
 

diseases where this concept becomes so agonizingly acute. Succinctly, maternal­

child health is thus important in C.A.R. because most people are under or
 

malnourished, and 95 percent are said to have had severe diarrhea problems.*
 

Therefore, since we have hypothesized that the Central African Republic
 

is surrounded with the causes of perpetual illness -- poverty, ignoraice, poor
 

ventilation, filth, and flies 
-- let us look at the cultural setting for mothers
 

and their children to see the many glimmers of hope in alleviating these problems.
 

* 	 This estimate was given frjequently by WHO and UNICEF personnel we contacted 
during the course of research, and emphasized again and again by French and 
indigenous medical personnel, as well as missionary personnel both near Bangui
 
and deep in the bush.
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Fertility and Conception*
 

Child care actually begins the instant the child is conceived, for if the
 

mother is malnourished or disease-ridden herself, it is immediately going to have
 

impact on her unborn offspring. In fact, a W0 physician and a few of the medical
 

missionaries comment-1 that one currently-limiting factor to increasing the birth
 

rate is female sterility from veneral disease and secondary infections from para­

sitic infections. Fertility rates .are further limited by tribal taboos which
 

forbid intercourse between husband and wife while the mother is nursing. This
 

custom, although ideal in practice, can be said to be true in much of Africa.
 

Another limitation on fertility might be the cycling procedure in polygynous
 

households. As was earlier pointed out, the husband rotates his contact with
 

'various wives by staying two days with each of them. When one considers the
 

taboos against intercourse with menstruating women or those lactating, this
 

limitation of contact may further serve to marginally inhibit the fertility rate.
 

On the other hand, the rate may climb, for the President gives awards to
 

mothers with rany children and annually even publicly decorates the nother with
 

. 1' her h.cu.ch-,d.
the,.s c,.L .in 	 lco, a- ,.c ald, this den-.ia of scxual 

access is ideal; in fact, the midwife at the Bimbo clinic commented that lactation
 

is 	usually stopped when the mother realizes that she is again pregnant. We
 

cannot be sure of the degree to which such continence is practiced.
 

As Yamboro typifies, the Central African desires children. They are not only
 

wanted to further the lineage, add to family prestige, or increase the family pro­

ductivity, but they are wanted as objects of love. After marriage, it is necessory
 

that the wife produce a child as soon as possible. Otherwise, she may be divorcedl.
 

After her first-born, there is less pressure on her to bear children although
 

they are stili greatly trea;ured. In talking with educated Cc~atraJ Africans this
 

necessity to prorbi- i*,rit r-t child was also critical to a marriage. Sterility 

is thought to be only a female problem, but our villagers in Yamboro did realize 

that there might be a clinical or physiological cause. In fact, the chief has 

* 	The population of C.A.R. may be characterized as young and expanding. It has 
a high birth rate (CE) e,;tiiattd at 46%, a death rate (CDR) 24X and an annual 
population !icreabC of 2A. he C.A.R. does not have complete registration cf 
vital statitc:;, o the CHI[ 'nd CDB are UniLed Nations e;tinates in working 
paper 38 (LSA/11/W,., February .,2, 19(1). The population increase is thus 
based on those calculations. In human terms, this mcans that the usual C.A.R. 
wife will have between five and seven live births. 
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traditional medicaments for such conditions which the women seek if they are
 

having trouble in conceiving, but he refused to share his secret with us.* Thcy
 

may also wear a thin string cord around their waist as a fertility charm.
 

As one can imagine, there was no attempt to control birth in the village.
 

Pregnant vomen were admired, just as the forthcoming children were highly desired,
 

although the literature on Africa stresses desire for male children, our villagers
 

said they had no preference for a boy or girl. However, educated Africans 

expressed concern at the prospect of having to feed, house, and educate too many
 

children. In the literature on tropical Africa, primitive birth control (usually
 

coitus interruptus), crude medical or herbal abortion, and even infanticide are
 

mentioned.! *However, we found no evidence of any of this. But contraception seems
 

to 	be still employed only in the brothel or by the teenage school boy wlo "looks
 

right and left." In fact, in talking with educated C.A.R. health persormel, we
 

found no knowledge of the "pill" the "loop", the diaphram, vaginal contraceptives, 

or 	douches. They knew only of condoms which were sold in local pharmacies. 

However, as the family moves from the traditional African polygamous extended
 

type to the urban, monogamous nuclear unit, we can expect them to employ zontra­

ception. At this time, there are no family planning programs in the country ard
 

only a few physicians from which contrac,.)tion can be secured.
 

One additional dimension is perhaps relevant here. In talking with educated
 

Central Africans, it was noted that they felt that, although it was necessary to
 

have that first child as soon as possible, the men scornfully noted that it was
 

really the women who always wanted more and more children; only men are "capable" 

of "thinking" about such matters as food and education expenses.-Y'" In fact. as
 

was pointed out earlier, there is a clear deliniation of roles of sex. However,
 

we 	must accentuate the idca that not only does this division of labor apply to
 

duties, but to appropriate domains of thought one thinks or makes decisions upon.
 

* 	This was one of only a few incidences of secrecy about traditional medicines
 

that we encountered in our study.
 

* 	 See J.C. Caldwell, "Africa," in Bernard Berelson, et.al. (eds.) Family 
Planning and Population Programs: a Review of World Developments, Chicago,
 
1966.
 

**' Furthermore, it was felt and expressed by both educated and uneducatd 4fricans
 
that women were physically and emotionally weak.
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Female Lumooro reuldents and cliziic patients, at the Bimbo Dispensary, both
 

reiterated, the notion that there 
are -some matters which'they "do nrt think"; inother words,, there are certain matters about'which they make no decisions. 
This
 
cultural variable needs further elaboration with' respect to decisions which 
peculiarly male or 

are 
female:, but one might hypot'hesize that 'this attitude will 

change as more African women are educated.
 

Pregnancy 

The first pregnancy onctrT . about age 15. When we questioned the Yamboro

residents about their knowledge of how conception takes place, one woman replied
 
that "God gives the child." 
 But this must not be construed to mean lack of cause­
and-effect knowledge. 
Quite the contrary, the villagers 
-- even young girls 

were quite aware that "looking right and left" could result in a pregnancy before 
marriage and did not condone premarital sex. 
In fact, although sex education
 
seems to be observation, the pre-pubescent girl is 
aware of her sexual
 
restrictions.
 

The village women recognize pregnancy as occuring when menstruation ceases
 
and their nipples turn black. A licensed midwife* comes to the village every

couple of weeks to visit both pre- and post-partum mothers as well as young

children. She weighs the children (checking malnutrition) and gives expectant

mothers and pre-schoolers nivaquine against malaris 
at ea!2h visit. The women 
of Yamboro stressed that they go to the dispen3ary only in case of bleeding or
 
extreme pain during their pregnancies, but a few said they now go to the Bimbo
 
Clinic for one examination by a physician, 
 (Appropriate laboratory tests are
 
done at that time, including bloodtest for malaria). They perceived the licensed
 
midwife as functioning to offer childcare advice only since she did no deliveries.
 
Pregnant women in the village continue their usual cultivating and household
 
activities --
including carrying heavy loads of water or plants throughout their
 
pregnancy, although they ccmmented that they should curb Their activities the
 
last two months. 
 (The licensed medical midwives stressed that one of their
 
hardest tasks is to eacourcge the women to lessen activities which may induce 
hemorrhaging.)
 

The traveling licensed midwife has a special diploma from one of the C.A,1. 
 'shospitals. 
 In 1Dimbo, her primary job was to educate the women; she performed
no deliveries. 
 However, the traditional midwife gains her expertise through
observatJon and experience. 
She often har'no schooling whatsoever, as was
 
true in Ymboro.
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Sexual intercourse is allowed by custom until the seventh month. 
However,
 
there are certain food taboos; pigs, catfish, and snakes. These are not eaten
 
out of fear of aborting the fetus.
 

Childbirth
 

In C.A.R. babies are born in one of two places; a hospital or a mud hut.
 
While some are also delivered at maternity centers scattered through the country,
 
the vast majority are born in the village hut with a local, indigenous midwife in
 
attendance. 
 (See Table I). This traditional baby-aeliverer learns through
 
experience and the women in Yamboro expressed much confidence in her. 
When asked
 
if they feared childbirth, they laughed and noted that maternal and infant death
 
are rare 
(this is not accurate since about a third of our interviewees had lost
 

a child).
 

The birth takes place in the family home where the woman is assisted by
 
female relatives and neighbors. Men are not allowed to be present during labor
 
or delivery. The village midwife commented that labor with the first child is
 
"long" (i.e. if it "starts in the morning" it is delivered "that night"), but
 
that long labors with later children usually designate a problem for which she
 
is trwiopOrid Lo Dangui's General Hospital.* however, before she is taken to the
 
city, traditional imedicincs are used to induce further contractions. The local
 
midwife adninisters a medicine made from the root of a DOKOROMBA plant which is
 
shaved into fine pieces and added to unheated water for drinking. This same
 
drink is administered if the placenta is difficult in being delivered. 
There
 
are no special messages, exercises, or other medicines for labor.
 

During the birth, the delivering mother squats on the.ground with a
 
relative or friend holding her under the arms for support. The midwife sits in
 
front of her, instructing the new mother in pr-oper breathing techniques or in
 
the case of breech births pul.iig the baby. She employs no instruments. This
 
midwife.commented that she washes her hands before assisting at the birth,**
 

Note the jump from the village hut with indigenous midwife to a specialist at
 
hospital. 
 In a developing country, this may be inefficient use of personnel
 
or services.
 

** However, one midwife we interviewed requested soap so she at most probably
 
rinses off her hands In the contaminated, parasite-infested stream water used
 
for bathing and drinking.
 



TABLE 1 - MATERNAL-CHILD HEALTH 

Maternity and Pediatric Consultations 
Central African Republic 

No. of 
Cases 

No. of Con-
sultations 

Average No. 
of Units 
Par.Women. 

Pro-natal 36,400 178,000 4.9 

Mother Post-natal 33,000 67,000 2.0 

Deliveries 22,974 .. 

No, of 
Cases 

No. of Con-
sultations 

Average No. 
of Units 

Child 

Infant 
0-1 year 

Child, 
2-4 years 
inclusive 

83,500 

96,500 

336,700 

374,300 

4.0 

3.9 

Source: Statistics Sanitaires Rapport Annuel, 1968. (Direction de la 
Sante Publique, Service Technique, Republique Centrafricaine). 
This is the most recent report from CAR's Ministry of Health. 

Based on an estimated 1968 population of 1.5 million and a 
crude birth rate of 46 percent, there were a total of 690,000 
births that year. However, this report shows that only 22,974 
were born aided by medical personnel; only 3.3 percent had the 
help of modern medicine. 
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but 	no sterile precautions are employed. The umbilical cord is cut with a 

piece of palm*** (although knives are available, this was preferred) and the
 

baby is washed in cold water, then wrapped in a piece of cotton cloth. During
 

this process, the delivering woman does not cry out or let tears fall, as
 

we noticed even in the hospital; she remains stoic.
 

If the baby fails to initiate respiration or stops breathing, the midwife
 

drops him in cold water several times until breathing begins. After the cord
 

is cut, she applies crushed banana leaves to it in order to aid the healing.
 

If the mother starts to hemorrhage soon after birth, the village midwife puts
 

the leaves of another medicinal plant, KONGOBORO, in water over a fire, then
 

has the woman drink some of the liquid and sit in the remainder. However,
 

when the bleeding is severe, the hemorrhaging woman like the woman in an
 

excessively long labor or one who failed to deliver the placenta, is taken to
 

the 	hospital in Bangui.
 

After the delivery, the mother is washed off and the placenta along with
 

the umbilical cord is buried. Only the new mother of the child can bury
 

this, although it does not have to be in a special place. She resumes activ­

ities ac soon as Possible while relatives and neighbors assist in the interim.
 

The parents welcome all children into the family -- both boys and girls,
 

the albino, the lame and deformed, the physically and mentally handicapped, and
 

those from multiple births. Although infanticide or masked forms of it have
 

happened in the past few decades, and we were told are still practiced deep in
 

the bush, Yamboro villagers had a special song to welcome twins and incantation
 

to keep them healthy. It is felt that twins split the strength that would
 

ordinarily go to one child; therefore one must seek good health for them. In
 

a region where babies are often born underweight, where multiple births occur
 

prematurely, and the environment is a breeding ground for germs and worms, one
 

can 	understand this assumption. It is not difficult to see why malnutrition,
 

pneumonia, a-d diarrhea are three of the maor causes of sickness and death
 

in tropical children.
 

* 	 In the C.A.R. mortality records discussed later, one can note that a large
 
percentage of the birth trauma cases included an infected umbilical cord.
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In the case of maternal death, the child is taken to a sister of the mother
 

who will nurse and raise him. Otherwise, the child is given tepid water (unboiled,
 

unfiltered) the first day after birth or simply waits until the mother's milk
 

comes in. If the mother has difficulty producing enough milk, the midwife puts
 

the bark of GBAN in unheated water for the mother to drink and press against
 

the breast. To make the mother's milk "stronger", they also take oil from the
 

fruit of the palm and mix it with NDOKA, a small tomato-like plant, which is
 

served to the mother as a warm soup. If there is sufficient quantity of milk,
 

one need not worry about quality for it is uniformly good. However, these
 

medicaments indicate that there probably is a nutrition problem for the nursing
 

baby.
 

As was mentioned, there is supplemental nutrition to the mother's milk which
 

includes a maize cereal a% three months, boiled plantains at 12 months, and table
 

food, including meat, as soon as the child has enough teeth. (The midwife at
 

the Bimbo Clinic explained that she sees no kwashiorkor around Yamboro but does
 

see it deep in the bush. She administers vitamins to all young children on her
 

route but supplies additional UNICEF fishmeal, cheese, and powdered milk in only
 

those areas where there is great nutritional need.)
 

In the Bimbo 'ouf -'refecture th; bi,;est he.-thl'ro-le:-s for infants are para­

sites, respiratory infections, and diarrhea, respectively. However, the transition
 

from the mother's breast to the family dish -- which, if abrupt and ritualized,
 

can be deadly -- did not seem to provoke problems. Children are nursed upon
 

demand until they can walk. They are weaned in case of pregnancy and most
 

mothers set the third year as the cessation time for nursing. Sometimes they
 

rub the bitter fruit of the KDONGO on their breasts to give a sour taste to the
 

milk or place a leaf over the nipple to remind the child that milk is not
 

available, but this is not the harsh practice it seems. We saw children nursing
 

on demand -- even interrupting the household duties of their mothers to do so -­

until they were four. However, more study of this practice is necessary to
 

understand fully their diet.
 

Toilet training, likewise, seemed gentle and occurred well into the second
 

year. During infancy, a stringj material from the inside of the banana stem is 

beaten and put in the sun to dry before being used as diapers. These are an 

easily disposed of in the family latrine -- but they are difficult to make and 

not changed -- or worn -- ao often as desirable.
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As we noted under personal hygiene, clothing is not changed often. Although
 

the baby is bathed daily in cold water, he may go naked or wear just a shirt.
 

Sons also wear a cord of tiny beads or thin rope around the waist as a charm to
 

ward off evil and help the child grow faster. Clothes are not washed any more
 

frequently for babies and young children than adults; it is not unusual to see
 

a child in the same thing for several days. Lice on older children are common
 

as are various skin disorders. This lack of clothes is often due to poverty; in
 

fact, some villagers do not even hal~e blankets for damp or cool nights. Children 

sleep on the reed mats on the dirt floor of their homes or on a wooden slat bee
 

a few inches from the ground; babies sleep tucked in the arms of their mother.
 

Father and mother sleep together on a mattress or a slightly elevated bed.
 

Mosquito netti-ng isn't used very frequently. And, as already mentioned, children
 

and women never wear protective shoes - even though the dirt and mud are as
 

parasite-infested as the rivers.
 

The baby is carried on the mother's back until he can walk. Then he is 

rarely more than a few feet from her -- even in the fields. Movements of the 

mother and father toward the children are slow and gentle; it is like watching a 

ballet in a rural setting. Children are rarely scolded and almost never 

corporally punished; this is never harsh. Only once did we see children actually 

being punished -- four preschool-age children had cros.3d a busy highway and were 

being herded home with their mother who wielded a long stick. They cried ve­

hemently but she simply tapped their bottoms symbolically, as she walked behind 

them. She did not scold them further after they returned home and they immediately
 

went back to their play. This was unusual in two respects: the physical pun­

ishment and the tears. At no other time, except in the injection room at the 

clinic, did we ever see a child cry -- not even babies. If babies or toddlers 

start to fuss, they are lriaediately offered their mother's breast. 

The term "children" is of recent historical origin and one not common to all 

cultural grous. In Yamboro, it can probably safely be said that this distinction 

between child and adult is also fuzzy, for the child is taught his scxually­

delineated roles as soon as he is old enough and strong enough to handle the task. 

Even four-yenr-old girls are seen pounding the pestle against "rain while their 

mother take,; , brief rent. Assutuing these tasks seemed to largely be voluntary 

and was often nLatiated by the child. G-wnes replicated adult activity from the 

carliest yearn.
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But the childhood diseases are not new and there are many ways of dealing
 

with them. Mud is applied to the cheeks of the child with mumps; the moist inside
 
fibers of the NDAKANDOKU stem were crushed to emit a clear liquid that is applied
 

to the eyes of children suffering from measles, or eaten to relieve dysentery; the
 
pulp of the woody BONGOO is crushed into a fine powder and applied to boils to
 
draw out the pus; burns are bound with crushed banana leaves. In the case of
 

respiratory problems, the village midwife who also acts as nurse for toddlers
 

crushes NZINGO or shaves the root of the KPOSSOKOfLDA and applies either of them
 

to the chest of the one with breathing difficulties.
 

Smallpox vaccinations are given routinely to both children and adults every
 
three years, but there is little immunization available otherwise. Even DPT and
 
polio immunizations are rare. Yet childhood diseases -- even those readily
 

controlled through innoculation -- have high incidence, as one can see on the
 

table of C.A.R. Morbidity statistics. Furthermore, besides disease, accidents,
 

burns from cooking fires, and rat bites add to the toll of permanent or temporary
 

disabilities; rabies are not uncommon.
 

However, given this background of illness and privation, these children are
 

raised in a warm family group which gently eases them into the adult routines of
 

life. We were unable to learn about any puberty rites Yamboro might employ, but
 

we were told that male and female initiation rites are still a custom in much of
 

C.A.R.*
 

In any event, through a gradual process of working beside the adult, the
 

child learns to take his place in the social structure of his ethnic group.
 

Increasingly, the young people are going to the city. 
The people of Yamboro
 

encourage their children to seek education and urban employment; they feel that
 

to "learn a specialty" will give their offspring more financial reward and social
 

mobility.
 

There is some controversy over the extent of these practices. However, female
 
"circumcision" or clitoridectomy is usually performed by the village chief or
 
medicine man at puberty. The clitoris is tied, cut, or burned off and some­
times this is accompanied by a "defloration process." The wound is usually

dressed only in leaves and the result is often severe infection -- sometimes
 
death. Male circumcision is also practiced and carries the same connequcnces
 
of infection.
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YAMBORO SYIM3OL SYSTEMS 


The workings of any culture are more clearly seen in what can be called the
 
symbol Htem. Simply speaking a culture can be defined as a set of control
 

mechanisms or recipes for the governing of behavior. These recipes for living
 

are what man needs to find his bearings in the world. But these recipes not only
 

guide his behavior; they also give meaning to his behavior. No member of the
 

human species lives pointlessly or chaotically. On the contrary, man is a
 

meaning-seeking creature, and it is becau'se human behavior has meaning that we
 

can speak of the symbols of a culture. (Symbols are all words, gestures, activitiei
 

whatever that give rmeaning to a person within the context of his culture). A
 

symbol system, therefore, emphasizes the ordering and meaningfulness of life in
 

contrast to the non-symibolic, instinctive behavior of the lower animals.
 

Yanmboro culture has such a symbol system. It is unique, integrated, and 

functionally related within all its parts. To this point in our report we have
 

emphasized the external manifestations of this symbol system, that is, we have
 

described holistically the practices of the village. But now it is necessary 

to explore the internal meclhnisirs of their symbol system, the motivations and 

dynamics that give meaninf, to the whole. In a word, we need to analyze the matter
 

of knowledge and attitudes.
 

In every culture two categories especially are the springboard for the 

internal mcchunisms that (,,ive rise to knowledge and attitudes, namely, language 
and religion. Lan,,uage - because it is the cultural symbol which establishes for 
man his cog-nitive behavior. Through the eyes of language he "sees' the world. 

Religion - because this symbol desilnates for him how the world is to be ordered 

and further, the value system by wlhich he is to live in the world. 

The discussion of these two aspects of the Yamboro symbol system will give 

significant insigLhts into an under:standing, of the village's health behavior. 

Indeed, without thin understanding we will miss valuable clues as to the reasons 

for the knowledge and attitules that presently constitute what health and illness 

mean to the average Yamboro inhabitant.
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On the empirical level the inhabitants of Yamboro speak three languages,
 

namely, M'Baka, Sangho, and (to a very minimal degree) French. M'Baka is the 

mother tongue of the villagers and the symbol of their ethnic distinctiveness.* 

All children of the village grow up with a thorough knowledge of this language 

und assoclate it with the deepest roots or their culture. For example, their 

names, the kinship system, native medicines, songs and ceremonies -- all that 

is most meaningful in life finds Its association with the mother tongue. On
 

the other hand, the Sangho dialect,-the national language of C.A.R., is also
 

fluent in Yamboro. For all matters of trade, barter, health care and inter­

course with the state. Zangho is the accepted means of expression. Children
 

therefore learn Sangho at any early age, bi-lingualism being taken for granted.**
 

French is rarely spoken in the village, and only a few of the inhabitants have
 

any command of it; what knowledge they do have is minimal. Inasmuch as the
 

French language is taught in the Central African Republic school system, the
 

French speakers are basically those who have learned it at school.
 

But language is much more than simply communication. Being a symbol itself,
 

it is the resource for many meaningful symbols of the people who use it and
 

speak it. ror one th, languago etructurc.; the ways by which a pcrson loohw
 

at and evaluates his world.*** It forms for him his entire cognitive behavior,
 

the means by which he perceives reality. Through the eyes of his language,
 

there is formed for him the way he will evaluate the environment, other people,
 

and himself. It is quite obvious therefore that this has many implications for
 

* 	 Almost all African tribal groups are known as such by their linguistic
 
affiliation. Linguistic differences signify group differences even though
 
the groups may be related genetically.
 

** 	 Sangho and M'Baka are not mutually intelligible. However, they do share
 
many features of cognition which will soon be made evident.
 

* Studies in ethno-linguistics have repeatedly shown that a language structures
 
the world of reality for its speakers. Hoijer writes, "Peoples speaking
 
different languages may be said to live in different worlds of reality,
 
in the sense that the larguages they speak affect to a considerable degree,
 
both teir sensory pcrceptios and their habituAl modes of thoughit."
 
See 11.Ioijer - 'The Relation of Language to Culture", in S. Tax,
 
Anthropolo Today, Chicago, 1962.
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health behavior and health education. For if the basic conceptions of life
 
are mediated through language, then two different languages will oppose each
 
other not simply on the basis of phonics or vocabulary, but on the higher
 
symbolic level of conceptions. 
 And it is on-this level that health attitudes
 

and behavior are critical.
 

Let us demonstrate this with a case in point. In traditional Africa the
 
concept of 'time' is viewed much diffc
 --ret thA ,g ;...U A. ,.-
For the African, 'time' is not conceived in terms of mathematical quantities 
nor is it perceived as a calendrical unit. 'Time' is rather conceived as an 
event, a happening. Only when an event is transpiring is 'time' said to be 
taking place. There is thus no emphasis at all upon calendars, upon age,
 
upon the hour of the day, or upon some future goal that must be done at some
 

future 'time'. 
 Indeed,.in contrast to the future-time orientation of
 

western peoples, traditional Africans are pa t/prcsent-time oriented.
 

All of the abo~re was verified at Yamboro. When people were ashed their 
"age", they responded with either a blank look or replied that they didn't
 

know (Even the chief had to pull out an identification card from his wallet 

to verilfy his birLLndatLe). bhen asked how many times a weer tney vasnea their 

clothes, the question had to be re-phrased many times because neither Sangho 

nor M'Baka have a word in their vocabulary for "month" or "week". Indeed, some 
of the villagers are using the appropriate French term in their own language 
in order to cope with this alien concept of 'time' meaning a matheatical 

quantity. Frequently this problem of ascertaining ages can be gotten around 

by suggesLing an 
'event' and asking whether the informant remcmbers it; but 

this is a tedious process. 

Since western medical behavior is inextricably woven to western concepts 

of time - "take these pills 3 times a week" or "do this now so that in the 

future you will have no problem" - it is readily apparent that in mtters of 
health education there are paramiount problems, conceptually, in de,ling with 
traditional peoples. This especially pertains to the category of maternal 

and child health where the pre-natal period and the lactation period are 
figured iii terms of months in wcstern medicine, but amnong traditional Africans 
these are figured in Lermo of events. For instance, the sexual taboo on 

* John Mbiti takes up the fascinating study of the African concept of time 
in his book, African Pllirions Lnd Philoscop)_, Doublcvdry & Co., 1969. 

http:Indeed,.in


Language (con't) 
 .52
 

intercourse between husband and wife after the birth of a child is terminated
 
"when the child walks", which when translated into a western cognitive pattern
 
means about 12-1h months. This inter-play between contrasting concepts of time
 
is vitally important to the health educator who must understand how to communicate
 

on the symbolic level of a language. Nor can it be taken for granted that
 
suggestions, as 
to "future goals' for a village in health education will be
 

understood, much less followed. 
The whole concept of environmental hygiene/
 
sanitation, as referring to the means by 
which illness may be prevented, fits
 
in beautifully with a western future-time orientation. But to what degree it can
 
be made to harnonize with a past/present-time orientation is critical to health
 
education and the implementation of long-term goals. 
 It is therefore instructive
 

to know the problems before ready solutions are sought.
 
Still another difficulty on the symbolic level of language is the fact that
 

a language encapsules the deep-rooted values of the speaker. At Yamboro, for
 

cxwaple, the entire traditional medical system, along with all of its herbology,
 

is ro9ted in the 1'Baka tongue. The values received from this traditional medical
 

treatment are to a great degree protected by the persistence of the language.
 

It may confidently be suggested that with the persistence of the language there
 

will likewise be a persistence of the native medical system. On the other hand
 
it is risky to assume that the introduction of French, with a completely
 

different conception of mcdical behavior, will bring about a sudden shift to
 
western values of health. At Yamboro some of the people have learned the
 
1,rench terms for 'day' and 'hour', but their practice of time is still basically 
African. Some have learned French nanes for diseases, but they do not at all
 

understand western concepts of disease etiology. 
Over a long period of time,
 
the use of French may have a criss-crossing effect on the cognitive pattern of
 

the villagers. But at present it is being far too optimistic to assume that
 
a knowledge of French, however articulate, has brought the speaker into a complete
 
scientific frtime of reference as 
far as health behavior is concerned. 

None of this discussion thus far is to suggest that modern health methods 
cannot find a place In the scheme of traditional African concepts of thought. 

On the contrary, ways and means have been found in other traditicral cultures 
to bridge the hiatus of language and perceptions. But they have successfully
 

overcome the conceptual problems mentioned and have applied solutions that have
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harmonized with native patterns of thought. 
In this connection one of the
 
functional benefits of the African sense of time is the tremendous amount of 
patience that Africans have at government clinics. Long lines of people were 
observed at every clinic -- women with small children, old people, people in
 
obvious pain --
yet the slow moving lines displayed little if any irritation,
 
or impatience, a dramatic contrast to a similar situation in a western clinic.
 

This discussion on language and its association with how one perceives
 
the world has been a necessary entre into an understanding of the cultural
 
base of the people of Yamboro. But just as vital as language is an analysis
 

of Yamboro religion. To this subject we now turn.
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It has already been pointed out that the people of Yamboro are nominally
 
Roman Catholic with but two exceptions in the entire village. Likewise, no
 

one passing through the village will miss secing the small wooden construction
 
that is used for Catholic worship services and catechetical classes. It is 
to be doubted whether h0 or 50 persons could comfortably sit in this building. 
Seats are made of narrow planks of wood which sit on stones; the floor is 
earthen, and besides an altar, the only other decorations are very old religious 
pictures (French) which haie been tacked to the walls. Once a week a priest 

comes from BanGui to hold services for the people, always on a Sunday morning. 
In the afternoons during the week one of the inhabitants of the village instructs 

the boys and girls in the Catholic catechism, the length of training reported to 

be about five years. 

Neverthele;s, an analysis of Yamboro religious patterns presents a far
 
different picture than that just given. Proceedings from the point of view 
that religion is the cultural symbol which designates for a people how the world 
is to be ordered and how riuri ought to behave in this world, we find that religion 
is one of the true dynamics of cultural life. From religion springs the knowledge 
of what is essential and ultimate in lf c's -....­ g and fr,= religion spring 
the attitudes or values by which this meaning is attained. It is difficult 
indeed to comprehend she motivations behind the behavior of traditional cultures 
(including especially the health behavior) unless the religious patterns are 

rigorously exami ned. 

From this 5tndpoint Ytamiboro religion is only superficially Catholic. It 
is fundamentally rin ani mi.t view of life, the traditional African approach to 

religi~on. '* is synchretisin of Catholicism and animism is so blended that in its 
preseant form the externils of Catholicism are readily apparent but the internal 
features are aninintic through and through. This may be demonstrated in the 

following ways:
 

Animism may be defined as a belief in a vitalistic world in which spirits,
 
demons, and other vital forces impinge upon the behavior of man. The 
worldview io therefore unitary in structure, no necessary distinctions 
being made lwivu,,nn natural and supernatural. In contrast with the mechanistic 
view of' life Jn the western world, animism presupposes a strong magical/ 
supernatural view of life. 
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(1) A consistant feature of animistic thought is a world of spirit-beings
 
usually associated with a high God who is the creator. At Yamboro the data 
reveal the belief in a High God who is called Mokomet and to him is attributed
 

the creation of the world. This Mokomet is all-powerful, he cannot die, he knows
 

all and sees all. He is likewise the judge and has power over evil. In addition
 
there are said to be evil spirits who can be dangerous, chief among them being
 

Diablo (here the Christian doctrine of the devil is obvious). These evil spirits
 

reside in the 'country" (the bush), they may especially come in the wind (after
 

a strong wind people may become ill), and if Mokomet should leave the presence
 

of a person, the evil spirits may bother him. On the other hand Mokomet is
 

good, and an ill person may be healed by Mokomet by "thinking on him."
 

(2) In animism dreams can be dangerous because during a dream the soul is
 

considered to wander among the spirits. When questions were asked concerning
 

dreams at Yamboro, one of the people responded with a scream. Further questioning
 

revealed that too many dreams can be dangerous because "your soul is not on you,
 

it has gone away." Some dreams, however, are good; for example, to dream that 

one is travelling in the fields. But other dreams can be especially dangerous 

and are said to be causative of illness. Indeed, it was azrmitted that a person's 

soul (his vital essence) first becomes ill, then illness follows in his body. 

The data from Yamboro also reveal that deceased spirits can approach kinsmen
 

in their dremns and request food, that a deceased person can be re-incarnated
 

in a child and be said to live again, and that morally evil people on death will
 

turn into animals.
 

One of the most feared signs in traditional Africa is the birth of twins.
 

At Yamboro this fear was substantiated. When twins are born a special ceremony
 

is held in which an egg is given to each of the twins, one from the father's
 

brother and on, from the mother's sister. Then a song is sung which is a plea
 

for the good fortune of the children."' The fear in such a multiple birth is that 

the mother and the father are considered to be in mortal danger. It is believed
 

that they 'may dream too much' and become sick and die. Thus the ceremony of 

propitiation and the presentation of gifts (Ube people of the village are also 

expected to contribute some money to the parents). 

* A tape recording of this ceremony was made by the researchers.
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(3) .In animistic thought'th4 universe or environment is considered to be fertile 
and the ,rovider of all the gbod things of life. Therefore the orientation is 
to ,liveInrlharmony with nature, not in hostile opposition to it. By contrast 

the vahues.' f western civilization are hardly commensurate with a sense of harmony 

toward nature. Rather, nature is tokbe conquered, subjugated, and exploited;
 

nature may even be said to be dangerous to one's health and well-being. At 

Yaafb'ro',there is a very poitive orientation toward nature. Mokomet is good 

because he made the animals Rnd put food in,the country for man. A good sign 
is w7hen one sees animals in the country. The forest is good because from it 

comes food and sustenance. A prosperous person ii one who receives an abundance 
of good things from nature. 'Mir emphais upon the fertility of the environment 

is much the sarle conceptiuvly as the idea that women are conceived of as being 

fertile. The two ideas are mutually supporti-re in animism. 

(i) In animism the evmnts of life are often explained in moral terms. Illness 

may therefore be attributed t' iriprop.r moral 0ohavlor, either on the part 

of the person himself or uDon the evil activities of others. At Yamboro this 

example was given: "If a wan toes out to hi-' farm and cuts his hand, it means 
that somebody was not speaking 'good' about him." This is typically animistic; 
causation of the accident is attributed to tLe 'evil intent of another person.
 

Similarly, reprehensible behavior on the part of A'he 'personhimself can bring
 

undesirable results such as bL'coming ill "in hi1 l, or at death he is 

destined to live as an animal.
 

Belief in witchcraft was deniea as being jrecticed at Yamboro. It is said
 

to have been the practice i r'orrier time in whichimen used "powerful medicine's"
 

to become invisible and cause sickness and death. Belief in the "evil-eye"
 

was also denied as taking pJace at the present time (Inthe olien days people
 

placed medicines in their eyes and caused illness by looking at their victims).
 

Nevertheless, the village admitted having medicines against the "evil-eye"
 

which were known only to the o.lder persons.* But it was reported that evil-.
 

speakers still exist; these ea' bad medicines to gain power in which they are
 

able to cause illness by speakirg. It is therefore not coincidental that the
 

"Zamboroideal of a "good man" is a man who speaks right. An evil man is one
 

who cannot speak properly.
 

* We were refused access to this medicine. It was said to be "secret".
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(5) Animistic thought features totems and taboos which are guidelines to pre­

scribed behavior. All the clans at Yamboro have totems or animal symbols in
 

which such animals are forbidden to be killed or eaten. The totem of the
 

chief's clan is the panther which if seen at mid-day is considered to be a
 

dangerous sign. Another bad sign is the rainbow which is conceived to be a
 

snake climbing a tree and then climbing into the sky. Similarly the villagers
 

have strong food taboos for their women. Foods such as snakes, crocodiles,
 

monkeys, rats, and wild boars are forbidden to all females.
 

In summary, Yamboro religion both as regards its worldview and its value
 

system is strongly based in animism. While many of the more elaborate ceremonies
 

which one associates with full-blown animism have obviously eroded through the
 

years because of the introduction of Roman Catholicism, nevertheless the dynamic
 

behind much of the attitudes and behavior of this people has this sense of
 

vitalism. To a great degree this is reflected in the views of health and illness
 

prevalent in the village. Life is perceived in supernatural terms, not in
 

mechanistic terms. For example, the amount of children a family will have is
 

strictly a supernatural decision; it cannot be planned by husband and wife.
 

An evil person can do you harm and cause you to become ill. There are dangerous
 

omens in life, taboos, and bad dreams; all can bring sickness in their wake. All
 

of these statements of animistic attitudes are substantive evidence of the
 

important role religion plays in the health behavior within the village.
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HEALTH EDUCATION
 

Thus far this report has placed emphasis upon the socio-cultural patterns 
of Yamboro village in order to establish a framework for understanding the 
health behavior of these people. Indeed, health behavior or any other type of
 
cultural behavior seen by itself without the remaining cultural patterns that
 
sustain it, becomes virtually meaningless. What is infinitely worse is to apply
 
health education to such a vacuous model. Friction and misunderstanding are
 
inevitably the results. 
The diagram below cogently illustrates how health
 
behavior Is related in an holistic way to all other cultural patterns of a society.
 

A DIAGRAM OF HEALTH BEHAVIOR AS HOLISTICALLY RELATED
 

TO THE SOCIO-CULTURAL CONFIGURATION
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For the benefit of health educatcrs who will want to avoid any "cultural
 

friction" as they implement health education techniques, the following analysis
 

of Yamboro cultural patterns is now presented. This listing of socio-cultural
 

patterns is not pretended to be exhaustive but rather intended to be an outline of
 

the most pertinent patterns at Yamboro as these pertain to health education:
 
I 

(1) 	Cultural Patterns of Water - It should be carefully noted that water plays
 

a more inclusive role in Yamboro village life than in western society. For
 

one thing it is strongly associated with the female role, and the entire
 

complex of water (i.e., procuring, laundering, washing, etc.) is identified
 

early in the female socialization process.. Also, the water complex provides
 

a means of social cohesion and interaction for the village women which is
 

an integral part of.village culture. Although the water source is undoubt­

edly 	contaminated and the boiling of water not practiced, any change in 

water patterns by health educators should take the previous-mentioned
 

factors into account.
 

measures as(2) 	 Personal and Environmental Hygiene Practices - Sanitation 

practiced in western society for the prevention of disease are virtually
 

unknown at Yamboro. What hygiene practices that do prevail are rather done 

for the purposes of aesthetic order and a sense of well-being. Thus 

cleanliness has a different meaning in this village than in a comparable 

village of a western nation. Because of this fact there is a great deal 

of exposure to disease at Yamboro. Some examples are: excreta of animals 

(and at times human) which attract flies, uncovered latrines, rubbage piles 

near houses which attract rats and insects, dysfunctional practices of food 

storage, poor ventilation of houses, the non-practice of washing hands before 

touching food, over-wearing of clothing before laundering, etc. Obviously, 

some of these practices are related to the relative poverty of the village, 

but others are definitely related to a lack of knowledge of sound preventive 

medical techniques. In view of this situation, it would seem that there 

would be no overt friction with existing cultural patterns if modern sanitary 

This 	 is based on the fact that patterns ofmeasures were to be applied. 

cleanliness (although based on a different premise) have already been
 

established in the village. If modern sanitary techniques were tactfully
 

applied, they could build on this existing framework. 
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(3) 	Patterns of Social Structure - It is of paramount importance that health 

educators understand the network of power and influence as these pervade 

village life. High status is accorded those who occupy positions of
 

political power and who serve in such respected offices as traditional
 

health practitioners. Status is also accorded those who possess kinship
 

leadership, who have wealth, and have attaiied an elderly age. (It is to 
be admitted, however, that these status variables may change perceptibly 

as the nation develops in the direction of a modern technology.) The 

introduction of modern health education, therefore, should be channeled 
to harmonize with this traditional network of influence. Failure to work
 

within the "power system", as it is presently constituted, may bring in
 

its wake unfruitful results and even friction. 

(4) 	 Patterns of Kinship,'14arria .knd The Family - Traditional networks 

of kinship at Yaiboro are still strong although the nuclear family is 

emerging as more and more distinct due to a modern cash economy. However,
 

marriage patterns and the social roles accorded to men and women remain
 

as traditional as ever. Health educators should therefore be cognizant of
 

how women are moved out of their village by marriage and new women moved
 

in, how the male is still dominant in all household decisions and in
 

village life, and the strong inter-village and village-city net'vork of
 

kin relations that prevails. All of these rejoinders loom as patently
 

important in setting up a plan of health education.
 

(5) 	 Cultural Patterns of Food - It is instructive for health educators to 

take note of how the food complex touches base with almost all other 

village cultural patterns, including: the agricultural system (still 

basically primitive), the economic system (an emerging cash economy), 

the village-city network (food is imported), the preparation of food 

-(centered on the role of the woman), the religiou.; system (taboos on 
eating certain foods), the environmental factor (food is more plentiful 

in the dry season than the wet season), etc. TVus nutrition and diet is 

a multi-complex phenomenon and is functionally integrated with numerous 

other patterns. Health education must take the whole rnystem into account. 
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(6) Maternal-Child Health Patterns -
Once again it is important to understand
 

the clearly delineated role of wom~n as this pertains to what is expected
 

of her in village life. There are many cultural prescriptions on pregnancy,
 

childbirth, and child-rearing which become more easily comprehensible as
 

one understands the pervading religious beliefs and the world view of the
 

people of Yamboro. A woman in this African village differs in degree from
 

her counterpart in the west, and the factors which influence her are in
 
many ways vastly different. Health educators must be sympathetic to the
 

traditions which she finds meaningful to her own existence.
 

(7) _ean dConceptual Processes - Yamboro thought patterns are still
 

typically African despite cultural change and western intrusion. The
 
concept of 'time' is but one important example. Health educators must
 

be aware that commrunication with Africans is essential on the conceptual
 

level as well as on the level of the exchange of information. A careful
 
analysis of "what this means to the African" should be first undertaken
 

before the implementation of health techniques is applied. This necessary
 

step will save much frustration and expense later on.
 

(8) Religious Attitudes and i3eliefs - Yamboro religious beliefs, even though
 
nominally Roman Catholic, are nevertheless animistic in essence and
 
oriented toward a vitalistic worldview. A vitalistic worldview operates
 

on different prcrmises than a scientific worldview concerning such aspects
 

of health behavior as disease etiology and the birth 'of chil(7ren. Theref'ore,
 

a mechanistically-oriented health educator who treats disease in neutral
 
terms will find himself "talking past" the Central African who looks nb 

disease with moral connotations. It is of paramount necessity to de,%'
 

sDynpathetically (and with respect) with the beliefs and attitudes of 
these villagers whose religious system has helped them to adapt to their 

environment with some success these many past years. 
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All cultural groups and societies throughout the world have adapted to the
 
problems of illness and disease by selective cultural means which can be called
 
a medical system. 
Whether for the purpose of preventing illness or for curing it,
 
or both, these medical systems vary greatly in their scope and their behavior.
 
The variables encountered in geographical location, disease etiology, the incidence
 
and epidemiology of disease, health practitioners, to name a few, all mesh
 
together to create the indigenous medical system.
 

It is our purpose to describe the traditional medical system, or health
 
delivery services, of the village of Yamboro. 
Before beginning this task it
 
should be understood that this description comes at a point in time in the history
 
of Yamboro when many cultural changes, including the introduction of modern
 
medicine, have affected the health behavior of the village. 
Therefore it goes
 
without saying that even tfle traditional medical system of this people has
 
undergone change. 
Indeed, it is almost impossible to speculate what exactly
 
constituted Yamboro's health delivery system before the first cultural contact
 
in the 19th century. 
The data collected is thus a description of extant beliefs and
 
practices, somewhat vestigial of what once was a full-blown traditional health
 

system.
 

In saying this, however, it should also be emphasized that the traditional
 
approach to health is still quite viable at Yamboro and will persist for a while
 
to come. 
Even though the people make use of modern medical facilities at the
 
Sakpa aid post, the Bimbo dispensary, and the hospital at Bangui, nevertheless
 
they also utilize the traditional herbology of their own native system. 
They
 
likewise seek medical advice from the traditional health practitioners of the
 
village who are highly respected. 
 In a word, they find validity in the traditional
 
system Just as they find validity in the modern system.
 

Above all the assumption must be made that the people of Yamboro are
 
Intensely interested in their .health and 
;ell-being. They desire freedom from
 
illness as do all peoples. The descrip' _.'their medical system that follows
 
is their way of attempting to achieve t .aal.
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TRADITIONAL HEALTH PRACTITIONERS
 

The delivery of health services at Yamboro is essentially the function of
 
what are termed 'traditional health practitioners."* There is no secrecy or
 
mysticism at all surrounding these practitioners. 
Not only are they public
 
functionaries who operate freely in the social life of the village, but they
 
made themselves readily available for intensive interviews by the researchers.
 

There are three such practitioners at Yamboro: 
 two men and one woman, all
 
adults. The approximate ages for the men are about h8 and 70, for the woman
 
practitioner, about 55 to 60. 
 The younger male practitioner is also the chief.
 

Villagers have a voluntary choice as to which of the practitioners they will
 
call upon at a time of medical need, but quite frequently the medical problem
 
itself will help guide their decision to prefer one over the other. 
 The general
 
patterns for utilizing the services of the traditional practitioners may be
 

described as follows:
 

(a) The inhabitants of Yamboro will seek out the woman, who is the village
 

saf~e--fL1___. (mid-wife), for illnesses tnat pertain to infants or children. 
Her special expertise focuses on pregnancy, childbirth, and post­
partem care. 
 (11er role has already been extensively described in the
 
section on NAT'RIIAL/CHILD HEALTh1).
 

(b) 	The elder mnale practitioner is called upon for specific symptoms in the
 
region of the chest or swellings on the limbs. 
 Ile is also most likely
 
to be called upon by a villager if a sudden, acute illness should develop.
 

(c) Villagers will go to the chief for those symptoms which develop in the
 
stomach, and he is especiolly sought out by 0 men who desire to become
:

pregnant but have been unsuccessful. As mentioned previously, only he
 

knows the medicine for the latter problem.
 
The chief also has 
an auxiliary role in that, besides being a practitioner,
 

he is likewise a "divinator' . As a divinator he is considered to possess the power
 
of diagnosing an which the wordsillner;s, in of one of the other practitioners, 
makes him "a more powerful practitioner.' Divination at Yamboro carries with it
 

* 
As will be pointed out later there in much fluidity in the Yamboro medical
 
system. 
A family may choose to use its own particular remedies rather than

call the practitioner. 
There is much freedom here.
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the connotations of magico/supernatural powers because the divinator is said to be
 

able to counter-act the evil-speakers and their bad medicine. However, due to
 

acculturation and the erosion of many manifest animistic practices, the role of
 

the divinator at Yanboro is probably best seen in the light of diagnosing illnesses
 

rather than according to the emphasis of dealing with evil powers, this latter
 

aspect more vestigial than operative.
 

To become a practitioner at Yamboro there is no necessity for first under­

going either a vision or a ceremony or an initiation. One becomes a practitioner
 

through a training procedure in which a father instructs his son in the art of
 

traditional medicine, for a practitioner can only teach his own son. He will
 

usually choose one of his sons who "has strong eyes" (i.e. one who learns quickly)
 

to follow in his steps. There is no formal age when such a trainee begins his
 

apprenticeship nor is there a prescribed length of time for apprentices to undergo
 

instruction before beginning their own practice.* The instruction itself revolves
 

around learning the particular herbs which make iup the materia medica and for which
 

symptomologies the appropriate herbs are used.
 

Each traditional practitioner at Yainboro prepares his own medicines which are
 

plants and herbs usually found some distance from the village in the forest. Since
 

he is responsible for the entire treatment, when called upon by a villager, both
 

the preparation and the application of the medicines is in his domain. Thus, he
 

oversees the process from beginning to end.
 

The practitioner will usually work out of his own house, but sometimes he
 

will go to the home of the patient. Most of the patients are from Yamboro but from
 

time to time an inhabitant from another village in the vicinity will come for
 

treatment. Obviously some practitioners enjoy reputations for treating specific
 

symptomologies that transcend the village level. Payment for services to a
 

practitioner are 100 C.F.A. francs (in American dollars under$.50) if the patient
 

is from Yamboro and 500 francs (U.S. dollars: $2) if from another village.
 

However, payment is made only if the patient is helped by the treatment. All
 

practitioners at Yamboro, in addition to their medical role, have other occupation1s:
 

coincidentally, all three are cultivators.
 

* One of the practitioners began his training at the age of 16-17 years. 

http:under$.50
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ILLNESS BEHAVIOR 


The sick role at Yamboro is defired as the inability 
of a person to perform
 

Thus it was reported that if a person was not seen at
 his ordinary social roles. 

This assumption was then
 

work in the morning, it was presumed that he was sick. 


verified by going to the person's house and seeing him 
in his bed or lying on a
 

The sick role is made supportive by the attention given the ill person 
by
 

nat. 

At Yamboro it was observed that there was a
 other members of his family or clan. 


not isolated but is
 
great deal of empathy for a sick person; such a person 

is 


sit in sympathetic silence.*
his close relations who

rather surrounded by 

By the same token a person may experience some discomfort, 
but if it does not
 

Many people who
 
confine his activities, he is not regarded as being truly sick. 


had rat bites, for instance, simply bandaged them with 
leaves or cloth and went
 

the mumps was allowed to play
about their ordinary routine. One small boy with 

with other children, the only treatment being a mud pack ap'plied to both neck 

glands. Often a person with a low-grade fever will go about 
his work with no great
 

Thus, at Yamboro, as in all cultures of the world,
 concern about being ill. 


may be that this village the people
illness is culturally defined. It stated in 


process of araptation that
 
to live with so nany symptoms through the

have learned 

culture is regarded as discomfiture at
 

what may be regarded as illness in another 


personally debilitating, and is
symptom becomesYamboro. Nevertheless, if any 

the sick role then goes into effect. 
the experiencing it,

considered so by person 
awere the most likely occasions that 

The question was asked concerning what 

were as follows: women at menstruation 
person would become ill. The answers 

all day the is danger of getting
ill; person who works in sun in 

sometimes become a 


one after birth; older people

most vulnerable time is month

sick; for a child the 

erpiricol observations on the
 

are high risks for illness. Thesewho become cold 
seek the associatiacthe people do out 

part of the villagers offer valid proof that 
of preinisei 

between behavior and subsequent illness. But at the sane time their set 

concerning disease causation differ so radically 
from western medicine that
 

a period of some three weeks, at no time was he 
During the chief's illness, 

ever 1#hft a ne'lber of his ftimily. Whether at the hospital or at the
 

were his bedside.children, and clansmen near
village, his wives, mother, 
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cognitively they do not discern many other types of behavior as illness-producing,
 

e.g. drinking water from a stream. This subject will be more extensively treated
 

later.
 

The concept of the 'sick role' is not so simple as it first seems, for one
 

needs to define health and illness in a cultural and cognitive framework. Health
 

is any state in which the person believes himself healthy; illness is also self­

defined. However, as we have just seen in the case of Yamboro, it usually needs
 

further reinforcement and legitimation by one's family and friends, since the sick
 

role necessitates ne-lect of one's duties and dependent behavior for the purpose
 

of gaining health. This passage from health to sickness to the state of the
 

patient depends upon the institutionalized dictates of society. Succinctly, in
 

any culture one learns what sickness is and how to be sick; some cultures further
 

define ywh one becomes sick and how to regain health.
 



SICKNESS 67 

So first we must understand the Central African's perception of illness. In
 

former sections on LANGUAGE and RELIGION, one gained some insight into the African's
 
"#construction of reality" and the life-giving forces which operate through these
 

two symbol systems. The Central African sees health, sickness, and accidents not
 

as natural phenomena which happen to only a part of the body, nor as random 

behaviors, but as a sign of aggression by the devil, Diablo, or the spirits. To
 

review some of their syncretic religious tenets, one recalls that to the villagers 

of Yamboro, the God, Mokoimct, knows all in man's minds, has power over evil, and 

can help a person get well through prayer.
 

A "good man" is one who works diligently, speaks honorably of others, is faith.­

ful, and recognizes appropriate taboos and misdeeds. Stealing, for example, is a
 

singularly ominous sin which often results in illness. 
Accidents reflect misconduct 

Although there is no active witchcraft in the village, the residents acknowledged
 

that if a person eats certain foods 4nd then spcaks badly of another% person, he
 

is capable of making that person ill. But, in such cases, the chief, who also acts
 

as divinator, is able to ward off curses that one person might inflict against
 

another.
 

Furthermore, one must understand the philosophical orientation in animism.
 

There is no distinction between mind (or soul) and matter (or body) as in
 

Western philosophy; power and substance are inextricably bound together.* There
 

is no separation between the natural attributes of the body or environment and
 

the supernatural. They all blend together in one highly-personalized universe
 

where substance connotes power Just as power connotes substance. Specifically,
 

there are two groups of spirits responsible for ailments: nbn-human and hurian.
 

The non-human spirits reside in animals, plants, even the rivers, rocks, soil, and
 

wind. So if a totem animal is accidentally killed, the responsible person will
 

have to be punished for his conduct 
-- perhaps through illness or an accident. 

Human spirits, which are both dead and alive can also render sickness. Dead 

ancestors, whose personalities sometimes change after death, may continue to express
 
e . d!Lqll.tauure on their relatives conduct. 

This may be explained with cannibalism which has reoccurred in recent years in 
CAR. The heart, or brain of the victim is eaten so that the strength of the 
adversary's soul may be absorbed along with the food. It connoten power 
(mind) as well as substance (matter). 
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The belief in the soul, which we earlier mentioned, is not a "part" of man
 

but is intertwined in the "whole" of man; it constantly interacts with the spirits.
 

It is believed that the soul wanders during dreams and that one is then in danger
 

a great fear of losing one's
of losing it. Likewise, during sickness, there is 


soul which would result in death. God, it is believed, also keeps away the mal-


Thus, one can say that the
evolent spirits and helps keep the soul in the body. 

concept of illness is not loss of certain bodily functions (which is understood 

the sptom of the disease), but soul loss. Consequently, we can furtheronly as 

Some
 say that one of the greatest factors of Central African disease is fear. 

For illness, besides acting as a premonition for total soul even die from it. 

loss, is also a dimunition of strength -- energy which is felt to ebb continually 

from birth to death. During illness one at least temporarily loses some of this 

'vital force' ihich keeps one not only spatially in harmony with nature, but also 

time is always kept intact, "concrete time"temporarily, for although 'eternal 

This also helps to can be broken, interrupted, or changed in the everyday world. 

and the keen sense of past events.explain the lack of future time orientation 

Thus, Lho CC11t1±. (JU ..iO1 0,1C Wou l ass% in Yamboro -uhcn a person falls ill is 

not How did he become sick?" but "Why?" 

example, theTherefore, in order to convince a person of danger -- for 

snail in the HI'Poko River -- demands that heexistence of the bilharzia-carryiing 

perceive not only the seriousness of consequences for bathing in the river, but
 

to that disease. But we must also be cognizanthis own personal susceptibility 

is one of extreme optimism; if hethat the African's metaphysical orientation 

We saw this often when the villagersleads a moral life, he is well-protected. 

fear of infant and maternal death, as well as shistosomiasis, malaria, and
denied 


of much disease even at Yamboro.
other infections although there was evidence 


not a negation of life, but an affirmation of
Sickness, for them represents 

illness is only a mutation which carries temporary destruction of some
Vitalism --

again be aaspect of bodily function which will be remedied if and when he can 


'good man." Thus, illness is deviance. At least it symbolizes deviance.
 

will mean primary attainment of spiritualConsequently, actions in the sick role 

well-being in order for the physical well-being to follow. Sickness can thus be
 

of such
unlerstood met,phorically as the purge or punisihnent and the course 

mobylette, has syphillis, or dies of malaria)aniahment (whether one falls from a 


is thouht to be out of his hands.
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At this point we might ask, when will the Central African engage in preventive
 

health practices? This, too, can be answered on the basis of perceived threat'to
 

the 	moral values and expectations of the person. He may offer prayers before
 

harvesting a plant for food to appease it for disrupting its life; he will
 

acknowledge salient taboos out of fear of becoming ill; he will avoid sie:ns which
 

warn of death such as hunting at noon out of fenr of -or-ing n pon-ther; he will si2. 

the 	'Song of Children" to ward off the evil spirits of twins who are often born
 

prematurely; he will tie a cord around the waist of his ,newborn to insure rapid
 

growth, he will burn leaves to ward off nocturnal mosquitoes in his hiome. For ihe' 

is a pragmatic, as well as a religious, man.
 

But there is little or no preventive medicihe in 'tae Yarflloro medical systen,
 

as this term is understood in the western scientific context.* That is to zayy,' " 

there is no overt activity to guard against or prevent the invanion/of germs or 
the contagion of germs. / I ' 

This, of course, does not mean that there is no preventive health behavior
 

of a more general nature. By a thorough analysis of village cultural patterns,
 

many subtle preventive measures on both the manifest and latent levels begin to
 

emerge. Indeed, it can be suggested that some of these preventive measures are
 

therapeutically functional. The following list is illustrative of how 'reventive
 

health behavior works itself into the adaptive process cf a traditional village
 

such as Yamboro: 
 ' 

(1) There are taboos at Yamboro against eating certain foods',during
 

pregnancy which may prove to have therapeutic value.**
 

(2) There is a taboo against sexual intercourse during the period of
 

lactation which may be considered functional. Such a prohibition curtails /
 

pregnancy on the part of the mother when her milk is vitally needed by her infanb.
 

(3) The mortality and burial customs of Yamboro forbid anyone'but the family
 

to touch the body of the deceased which is certainly sound medical behavior,
 

especially if the deceased has died of a communicabTe disease.
 

* Alexander Alland in Adaptation in Cultural Evolution (Colunmbia Urniversity Pree, 
New York), 1970, states that much of what we would define as preventive
 
medicine lies outside indigenous medical theory.
 

* 	 Alland also suggests that taboos and prescriptions for women during apd after
 
pregnancy have medically positive effects on fertility and survival.
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(4) On the cognitive level of the villagers, the practices of a child
 
wearing a waist cord and the ceremony for the twins for the protection and well­
being of children and parents, is certainly preventive health behavior inasmuch
 

as these are prescribed ways to prevent illness.
 

(5) At times certain foods are avoided because they are known to exacerbate
 
sickness. For instance, if a person has a stomach ache, a food called KANI
 
(made of shredded leaves and mixed with other foods) is not eaten because it is
 

known to make one more ill.
 

(
/,,)ndoubtedly, 
many more examples of preventive health behavior could be 
t-f4-i-.d if a longitudinal study could be conducted. Nevertheless, it is still 
evident that preventive health techniques at Yamboro are more incidental than
 
planned. 
Indeed, the medical system of the village is considered to revolve
 
around curative practices, not preventive practices. The traditional health
 
practitionerj themselves admitted that they had no preventive medicines, only
 

curative ones.
 

From the viewpoint of health education, therefore, the conclusion hardly
 

needs to be underlined that preventive health behavior, in the scientific frame
 
of references, is lacking. If planned procedures of sanitation and hygiene are
 
considered to be important variables in preventing illness and maintaining health,
 

they will have to be linked to moral issues which demonstrate an understanding
 

of the total cognitive framework.
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DISEErIOLOGY
 

Since the biggest disease 
problems of the Central 

African Republic are
 

communicable, it is essential 
to understand not only 

how people live and behave
 

and how they acknowledge 
illness and perceive 

the sick role, but 
also what they
 

Ie have already discussed 
that certain
 

of disease. 

understand to be the 

causes 


communicable diseases, 
like mumps, minor colds, 

respiratory difficulties, 
and even
 

littlesome parasites are so 
common that they are 

almost not even defined 
as illness by
 

that people paid 
were so frequent 

Bat insect bites also 
the villagcrs. and They live with disease so much of 

to them unless they became infected.
attention 

that only the
 

illness that would incapacitate 
most Westerners --


their lives such loss of strength that they cannoo
 
causewhich actuallyconditionsmore heinous in answering two 

were interestedHence wesickness.evcn considered fromwork are of transmissiontheir perceptionto understandare centralquestions which most dreaded diseases? 
do they consider the

Mflatin medicine:stancea Western 

What understanding do 
they have of the mode 

of transmission of these 
diseases?
 

The villagers and the 
patients interviewed 

at the Bimbo Dispensary 
seemed
 

ot, .. ,-11, amnoebic dysentery and malaria. Some 
:i' 


1 
This correlated strongly
 

mentioned the respiratory 
difficulties of the elderly. 


with the concerns of 
the health personnel 

who also further listed 
gonorrhea, other
 

these answers were often 
a
 

However, 
parasitic diseases, and 

whooping cough. And,
 
tho elderly were concerned 

vith blindness. 

ofof age, since iany during cookingfunction childrenand youngof yomen-- burnsare frequent

although occidents 

falls from bicycles, 
und numerous other injuries 

incurred durin[g working 
or
 

(The actual incidcice 
of di.hease in CAR
 

they did not mention 
these. 


hunting -- and 1LOPBIDITY.)under MORTALITYmain sectionthe nextdiscussed inwill be diseases, but also 

These answers, however, 
reflect not orly specifically-feared 


the degree of association 
between certain symptoms 

and a specific disease.
 

a continuing problem, 
yet this ig considered only
 

the enormouTuberculosis, for exnmple, 
is 

two things:
primarily reflected 

age'. Their answers 
a problem of old and the symptoms they 

to live with daily
have learned 

numbers of disea:;e. they 
only the promotion,notmearns

Thus, health education 
as illness.'acnowledge but it also means that 

to Lhese people,
ond reotoration of hoolth 

maintenance, sanitation can be 
environmenitalof health as 

they be given new definiiions 

improved and increased 
education can be given 

them.
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Disease Etiology 	(continued) 


Since these communicable diseases may be transmitted by man and through 
the
 

environment, we tried to ascertain their understanding of disease 
causation,
 

trying also to elicit any type of preventive measures against 
these vectors of
 

that they might employ. As we mentioned earlier, the Yamboro chief
transmission 

lie knew that mosquitoes carry malaria, that
 understood certain'disease etiology. 


the tsetse fly is responsible for sleeping sickness and that 
snails in stagnant
 

water carry bilharzia. He also understood that mumps, measles, whooping cough,
 

However, even he did not fully
and gonorrhea, were carried from man to man. 


For example, when
 
understand the transmission of parasites from the water or soil. 

he boiled vrter, he replied that the secourist and mobile-unit infirmier 
asked if 


felt that boiling was unnecessary
but hehad instructedI the:, %.Lainst"bad water, 

or precipitate to the 
if one let the dirLy partiqles float to the top of the water 

and dirt could all'be understood -- but not the
bottom. ITe snail, insects, 

that are too small to be seen. However, as we shall see in our 
microorganisms 

is perhaps due to the general level of 
discussion of the health personnel, this 


health people and the villagers. The concept of 'germs"

education by both the 

is probably quicxiy transiormed into the spirit world.
 

there has been some health education at a mass level both from

Thus, since 

persons have awareness of some
the health personnel and over the radio, some 

clinic mentioned the importance
hygenic measures. For example, several women at the 


to keep from getting ill *in the stomach." But
 
of covering food 	against flies 


the result of 'bad food,
usually gastro-intestinal discomfort is assumed to be 


ray be true, since some parasites come from uncooked
 
especially "bad meat." (This 


magical orientation
had a very sir..plirtic, someiihatmeat.) However, most people 

dirty water causcs rashes,
 

to the method of 	transmission. For example, many think 


cold nights bring on chills, mosquitoes cause volts on the skin,

especially Yaws, 


a used
 nose and chest for pneumonia, drinking from 
the wind blows air into the 


leads to foot aches,
 
cup causes goiter or teeth problems, and going barefoot 

injury, or elephantiasis. 

A couple of interviewees (especially those from villages near the Biabo 

had been giving heulth instruction
where Kenneth Vinayagam' s studentsDispensary 


that flies touching feces causes
 
along with the new well.; and latrines) know 

'something." These, and otheiS, think that the way to heep flies away from feces 

away.' However, the stonc locations at 
is to defecate in the streams, 'to wash them 

and loundry.
by many villages for drinking water, bathing,

these streans are used 
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Disease Etiology (continued) 


In
 
When we reflect on these findings, there 

were a few interesting results. 


a country where malaria is endemic, there 
was almost no concept of control or
 

Even the health personnel commented on 
the high cost of malaria
 

prevention. 

Although a few people were
 

suppressants, but failed to suggest insect 
control. 


able to tell us that bilharzia comes 
from standing in stagnant water, no one
 

They further have no
 
associated it with their own nearby streams 

or rivers. 


Although smallpox vaccinations
 
understanding of the various vaccination 

programs. 


have been given to everyone and many have 
received free innoculations against
 

Since
 
measles and yellow fever, only a few 

receive polio or BCG vaccinations." 


vaccinations are given in the village 
vhere the chief uses his authority to 

bring
 

his villagers together, they often fail 
to understand the preventive nature of 

the
 

In fact, during interviews at the dispensary, 
most persons were
 

injection. 

given to "protect" against

these innoculations were
surprised to learn that 

Thus, more health education is needed 
at the time such
 

certain diseases. 


preventive measures are taken.
 

As we shall discuss, when they become 
ill, they have much trust in both the
 

They arc orintzd
healLh practitioners.and governnment-sponsoreatraditional 
even smallpox vaccinations are thought
 

totally to de facto, curative medicine 


to have "killed' the old disease that 
some elderly villagers remember. They want
 

help against disease and actively 
seek it whenever their strength 

and finances
 

permit it, but first we need to understand 
more how they behave when ill and when
 

they seek medical attention.
 

In the Instituto's
 
Pasteur Institute further provides some vaccinations.
* 
Annual Reports they reported 216 innoculationa 

against diphtheria, tetanus,
 

whooping cough, tuberculosis, and polio in 1969 and 368 in 1970.
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SICK ROLE*
 

We have established that, for a person to become ill, there is not only a 

physical ailment in the eyes of Yamboro residents, but a moral or spiritual malady 

as well. The symptoms -- be they high fever, aches, chills, diarrhea, swelling, or 

whatever -- are not signals for resignation or passivity. Quite the contrary, 

the punishment has already been issued by some force greater than the people and 

they show no malice toward the recipient of these evil forces. It is now up to 

them -- the ill person, his kinfolk, and frie'ds -- to rejct the bad spirits. 

Although the person may initially have been responsible for his illness, he is now 

given full sympathy, affection and respect. His soul -- especially in serious 

illness -- is felt to be endangered and the entire group comes together to offer 

support, to help delive' him from the evil that has befallen him. The ill person 

is exempt from normal role obligations and allowed dependency. He is assumed to 

have the right to care vnd alleviation from his problems. 

Diagnosis of disease, while it does not employ Ilestern technology, is often 

made with precision. The chief, who in his role of divinator determines "why' a 

person becomes ill, also has a rather sophisticated knowledge of tropical disease 

etiology, although the villagers did not. Some illnesses, however, are so common -­

such as mumps, chicken pox, whooping cough, measles, yaws, snake and rat bites, 

dysentery, diarrhea, pneukonia, and pregnancy conplications -- that the villagers 

have traditional mediea';:cnt for thclni which will be discussed under HIERBOLOGY. 

Furthermore, since traveling infirriiers put diagnoses of diseases into small spii'al 

notebooks owned by each pcr;on, he has learned to associate certain symtomotology 

with frequent diseases --- even those demanding complicated diagnostic prccedures 

like veneral disease, malaria, and shistosomiasis. 

But what concerns him is not the theory of disease or its vectors of 

transmission, but rather its ontological cause. For he first asks '1Why?" and not 

often does he ask, "How did it happen?" To understand this is critical to 

The conceptual framefwork for this section comes largely from Talcott Parsons. 
See 'Definitions of lhealth nrid Illness in the Light of American Values,' 
and TIhne.s, and Urban Aie.,erican FViw'1y,' reprinted inTflerapy, the l1odern 

kPico ]'dt (10,S ]n'r,.',ician _ lnr :, Pre Clencoe, 
19'(2. For an exe.li en L sUrvey oi' Lho litervelure on sicl role the r-y, nee alro 
E. Cart,] y (,d. ), , ., i ii_. i Free , 

S .V. lasl and 8] dney Cobb's -rti(les, 'HeIalth lBehavior, Illness Behivior, at'd 
Sick-role iehavi or ,' ParI. J, Archiv ,..; of .nvironmcntil nji l-th, Voluumo 12, 
February, 19(16, )11. i6-26C, and }'rart 11, Archive., of Environmenta] Health, 
Volume 12, April, 1966, pp. 531-5111. 
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understanding how to institute further public health measures in this country.
 

not on the preventive aspects of illness
Consequently, the emphasis in Yamboro is 


but what counts first is reintegration of the moral or
 even through prayer --


"pure' person into the group. The traditional medicines-- those private plant
 

pharmacies held by traditional practitioners and certain 
families to kill intestinal
 

worms, provide bandages for burns, relieve eye strain of measles and deter
 

treat only the physical symptom. Thus, full
hemorrhaging after childbirth --

medical therapy.rite with empirically-derivedmedical treatment combines magic and 

And so, as one can readily see, there is no contradiction in using both 

they may be used
native treatment and that prescribed by a European physician; 

Just as the perceived threat is important to
 simultaneously or sequentially. 


brought in for treatment,
understanding what symptoms and diseaises will finally be 

so perceived consequences are important to unde: tandint" when one will seek the 

thie behavioral science health 
role of patient and treatment. One notes in 1,uch of 

is assuned and that Western medcin,
literature that the efficacy of Western mcdicine 


has 'fa "ed.' These hir'es -­
is usually resorted to after traditional medicine 

- -unat e, -r-r only have many
and perhaps erroneous !IbLLpL10 ..... re--" 


but we found that certain Central

drugs come from native pharmacopocLa,Western 


traditional practitioners -- at least, for
 
Africans had greater faith in their 


look at their perception
like to suggest that onespecific vilnients.AU, So we would 

of treatment.
 

of personal preference for the practitioner as we
It may be a natter 

saw 

over the jnfirmier at Bimbo; it 
when some villagers chose the secourist at Sakpa 


the Bangui
 
may be that they have an empirically-developed understanding that 

i the place to go for tuberculosis treatment and the village
General Hospital 


on such decisions since
 
midwife for infant diarrhea. Finances further impinge 


truck ride into 13angui. Even sex role
 
it costs 120 CFA francs to catch a car or 


care for an ailing

divisions of decision--mninrng nhow that mothcrs decide who will 


for the older child.

infant, but the father det(rmines treatment 


other subtle factors enter the equation -- the bigest one again is
 
Many 

and patients at the Biinbo Dispensary mentioned that 
fear. Several older vi]lagers 

has some degree of truth,die. This fear, whichpeople only go to the hospital to 

There were talcs of kidney stones being removed without surgery 
back in one's
 

all other Western therapy had been tried.home villaige after 

http:vilnients.AU
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since those who enter it have often waited too long for treatment, also signals
 

fear of certain Western medical practices -- e*,pecially surgery and its accompany­

ing anesthesia which may cause dreams. Since the African feels that his soul is
 

off wandering in a dream and can thus incur more sickness -- even death -- he is
 

not readily willing to submit to such therapy. Also, since the hospital and
 

auxiliary units are sometimes thought to be a kind of "storehouse of bad spirits, 

it is critical that they be staffed by people who understand the entire cognitive
 

and psychic franework of the persoii, not just his body. 

Thus, one can understand why so much medicine is practiced in the village -­

not only because of scarcity of inedical personnel, transportation and financial 

difficulties -- but because here is his support netwrork, often that critical link,
 

even in estcrn therapy, to his recovery. Here he finds acceptance and a delicate 

balance of discipline and rermissiveness. Hie is very tightly bound NIth this 

social milieu of which he is both the product and the provider; he needs not only 

the medicinal treatments for his body, but the group and religious support for his 

mind and soul. lie needs not only his own prayers for recovery, but those of 

relatives and neighbors. Here he derives his sense of strength frem his total
 

strength from his illness is replenished from
environment and here the deplete 


the sense of purity as the balance of forces is restored.
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Thus one can understand that treatment is both pragmatic and magical -- it 

is aimed at relieving the symptoms and drawing out the source of infection or 

illness. Thus, as we shall see in the section on lerbololy, the powder from the 

crushed BONGOO tree is applied to the swelling of an infection to draw out the 

pus which includes the evil spirits, for snake bites, slivered fruit of the KORO 

is mixed vi Li water and drunk until vomiting is in(duced, then the same fruit is 

made into charcoal and applied directly to the wound -- both puirge the victim of 

bad spirits ai; the ve1:o". Most traditional home treatments have this dual purpose 

since one is treating both the spiritual and physical ailments of the person. 

But canother intrusion into the treatment or health cure domain must be 

mentioned: the stoicisr. ol the people. Since they live with poor health and are 

undernourihed much of their lives, they learn to accepL more pain, discomfort, 

and fatigue than certain Western pooples. Also, yielding to pain -- even extreme 

pain -- is noL acceptable, so they are socialized to itunore, or at least not 

overtly deront.trate it. Although mothers aLtended to cvCry little whimper or 

call from the.r children w:th rapid and warm response, there were cases of cuts 

and mild burns when the chili's cries were not acknowl edod. They were never 

punished for these outbursts, but tney wrernever posiTively or nejtwive.y re­

inforced in any way. Conscquently, we saw even preschool children being given 

injections with dull nt-edles withoult cven a flinch. The imr)ortant factor is, 

however, that this stoic attitude continues into adulthood and often means 

that a person will toierate pain unLil he is incapacitate] -- and often beyond 

help of modern meclical, skills. 'Th1is; points to the need for much rrtass education 

about the iirportaree of acknowledging early symptoms of d~sense. Thu., 

Yamboro does have its own medical referral system, the proces by whieh therapy 

is sought out in the event of illness. As in western ex]ilures it oucrates on th0 

basis of alternative pathways in search for a cure or alleviation from sickness. 

The process is basiclly three-fold:
 

(1) FAMILY TREATI:11T - At first the sick person tells only his family. 211h 

family may attempt to diignose the syrmtom itself, ruch as in the case of tthe 

fever" (mIIliria) the faily vill apply wtara water on him for a day or so. The 

family may have its own particular remedics oI r medicines, (which they may grow 

near their house or which they isay have pureltued from oLhier people) and treat 
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the ill member if the symptom is recognizable. But if there is no remission of
 

the tllness then the family will seek out more professional help, either the
 

traditional practitioner or modern medical help.
 

(2,3) TRADITIONIAL PRACTITIONER - Rhe family may call for the 'divinator' 
in the event a symptom is puzzling and should be diagnosed. If the divinator 

comes he will also do the treatment. However, if the symptom in question is 

considered to be the particular expertise of a certain practitioner (as mentioned 

in the section undcr 'tTADITION:AL PIRACTITIO1), the family may contact the latter 
instead. Nut another alternative is possible. The ill person maiy be taken to the 

clinic or di-pensar, rather than to the practitioner for treatment. If this 

should happe.n but no relief is Cained, then the patient may be finally brought 

to the traditional prictitioner. 

(3,2) ,OD11:I ]EPICIIE - As mentioned, many villagers may choose to by-pass 

the practitioner and avail themselves of the services of the clinic at once. On 
the other band, they inay first proceed to the traditional practitioner and if the 

treatment i: 51IcceTfu . the nvocess, will end there. But if there in no remissici, 

they will t:r. nLWniost certainly (.o to the clinic for modern treatmc'nt. 
It should be enpha',;ized that there is it lot of fluidity in the village in 

'seeking out nedical aid. huch freedom prevails in the decision-rvi, ing process as 
to what alterniatives are chos:en (It though it was not ascertained how influential 

the matter of kinship is in this decision-making). Very often it would appear that 
the particular rymnptom itself willi dictate what pathway to therapy is chosen. Thi.3 
matter will take on more perspective in the ensuing discussion of the traditional 

medical sy!-t,:l in iih(h certain symptors have an equivalent native treatment and 

other symptoms (do not. 

Perhaps it specinl category of self-care should have been added In order to have 
given i rore conpreh"nsive overview. Often this encompasnes a 1,rcut denl of 
a culture's medica. !,yti'm. Although we hive, included :self-care under 
'family treatmwnt ', we still recognize its importa nce as a viable entity in 
any meldical uystem. 
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Basically, on the basis of (1) perceived severity of acutesymptoms and
 

(2) perceived possibility of cure, he will choose what alternative seems to be
 

the most efficacious medical practitioner. Above all, he is pragmatic; he wants
 
only to know if he will gain relief. Ile is anxious to reestablish not only his
 

physical health, but his social being as a working, moral ,iember of the group. 
It is this total conception of aid -- mutual support and group effect, spiritual
 

atonement and healing, and medical therapy that channels the person back to 

his normal routine of being a 'who1e' person. 

Despitc their p..rs-istant belief in the validity of traditional medications, 

the people of Yamboro at the ,,inie time illustrated a great interest ond respect 

for modern iiedical care. Irleed, it was constantly impressed upon the researchers 

how quickly any of the *jcople would avail themselves of modern treatment, especial] 
in view of the fact that travel to a clinic or the hospital involved considerable 

sacrifice in tine and effort, not to iention the cost of transportation. This 

impression wa:as reinforced by the ubiquitous loig lines of pcople who patiently 

waited in the hot sun outside the clinics and dispensaries all over Bangui and it­

environs.
 

ObV5.'11 I\ !)it- mr ,, rii (- it I Iri I p- Afi~ eoplef? fal ')II~ pri ct oni p pv- 1C)"I vl 

in their traditional methods of healing and are, in fact, demonstratinf, a belief in 
the superiority of rodern medicine by their rendy acceptance of western treatment. 

But it should be :nrde indelibly clear that such a question is pre,"cature and 
suits itself to a western cogrnitive node rather than to t:,, cog-nitive framework 
of the African. The fact of the riatter is, the people of Yamnboro do not place 

tradiLionul ho "ling and ,o,,hcrn, scientific hia]ing in opj],o.,ition. rT' 1 1 y rather 
take from both whatever values in treatment, each ils to offer. In smiv, the 
inhabitant:; of' Yamlboro, lil-:f many trtdition'l peoples; of the vorld, pragmaticare 

in their choice of' medical treatmnt. 'odesirou:v nre they of h,,alh tl,at they 
will opt for vhatever %orls -- no i,,Attcr if they unders tanI the rationale 

behind the tre.ttiatment or not. Ii terature from r,(-iMval antlropology has consistar'.ly 
demonstrated tlht native peoples of all continents will us. both mod(ern and 

traditional neans of health delivery services with no sensc of contradictio;i 

http:consistar'.ly
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Their pragmatism for health 	overrides metaphysical considerations, and
at all.* 

it is this blatant truism that health educators must be keenly aware of. The 

foremost question then is not -- "How does this work?" -- but rather -- 'Does 

it work?"**
 

At Yamboro we iere able to observe first-hand how this pragtatic attitude
 

operated. Shortly after being allowed permission to work in the village, we were
 

notified that the chief was 	 injured from a collision on his motorbike. lie was 

taken immediately to the hospital in Bangui, having sustained vhat appeared to be 

the village fnd traditionala concussion. After two days he wos brought back to 

medicines yore applied to his chet. 11ot improving very perceptibly lie was 

again taken to the hospital where he relmaincd two days longer. Again there was 

no immediate improvement, so he wars removed to the villatge vnere a special lean­

to hut vas prepared for him in the bush. Ili, condition rertaned the stne for 

many days, and he .pent his 	tine sleeping in this hat surrounded by his wives, 

It got to the point. wLere he even asked the researchersmother, and other kinfolk. 


if they had any ivedicinc:; which could help hin.:: After f,everal weeks he had
 

n. f.w -ttns n1thour-hprogres uedLhu , 2 . hc .... d i .... eh ir 'r-rvnlk 

the whole process of hij illness had left him quite weak. 

It is quite appTl3ent by this example that the pragrmatic viewpoint was 

in the chief's rind. ur data from the village and the di~pensaryuppermost 
Another exampleillustrate that it is ui,1ermnost in the minds of others as well. 


is that of a n-an from Ytaiboro who had been having problems with his teeth. lie
 

Harold Gould's article "The 	Implications of TechnologicalSee, for insttnce, 

Change for Colk and Scientific fledicine, Amrican Anthropolorist, Vol. 59,
 
1951, PP. 507-51.6, nd .John Adair, "Physicians, I ledicine en end Their
 

Navaho Patient-; ' in [igo Cadston (cd.), Manti's Imae in 1ed icin'end
 
Anthrop.jlorQy, Io. IV , Internati onel lhiverz iti,('5 PC'c<: Iew York 1963.
 

Even in the Uhilt, 1ttes, to the di,;may (,f th( Ameriran1edlcal Atnsociation, 

there it it pr epoi, , , teat m,, ci nAe, ('hir(,raetory, rund faith 

heali e; -- to m .liti (n ,' I '(i f the many "popul ar' tylpen of hial ing, 

nervJ(,'5 utl Izi d. 

* 	 In response to his rquent the chiof was j;iven roio, powd ered nilk and oome 

powdCred Otup bee IiAi,( lie 1I)peaL'Od to be rmtritlonally weak. 
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had himself purchased a special traditional medicine (from another area) whose
 

purpose was to kill the "animals" that were eating his teeth. But all the while
 

he was using this medicine - which he applied by squeezing a fluid down his 

nostrils -- he was at the same time visiting a dentist in Bangui. Evidence such 

as this is not contradictory. It is simply pragmatism at work, and those who are 

believers in Dnimism are notoriou,,ly-progmatic.K 

While saying all of this, we do not wish to give the impression that there
 

is no patterning in the way the people of Yasboro utilize their health services, 

whether traditional or nodern. Pragmatism is not such a god that health behavior 

at Yamboro is haphazard and chaotic. Indeed, it will be our purpose in the 

section on the\ VILLAGT, hY1,LAL SYSTI l to elicit what health delivery patterns 

actually prevail. But it ias felt necessary to underline the importance at this 

time as to why the people of the village availcd themselves of modern medical care 

and how they perceived it. In a word, modern nedical core is sought after simply 

because it works. 

It was indeed quite interesting Lo discuves that there was no hostility on 

the part of the traditional health practitioners of the village concerning modern 

medical treatment. Hot only did they not perceive it as a threat, but they used 

these services themselves. One of the old practitioners, in fact, revealed that 

he had been to the S~ukpa Aid Post for an illness in his stomach, to the Binbo 

LJ, , senry for a prlO1J c- vith li i; 1 iver , and to the ho:;, i ttl at -, ngui for his 

hernia. When this wan vts tsked if he had any feelings of antngonism against 

the mrodern practitioner;, or conversely they against him, his answer was simply, 

*They practice their riedicine and 1 practice mine. There is no problem.' Such 

an answer highlights the fact th't in the minus of the villagers there is validity 

to both methods of healing. Doth are considered to be effective within their 

particular provinces because both work. 

John I t Iloli(ohons discusses how"U; ,ind PhilosophK, at length the animist 
pra.,riat, ealy att.-jA.-; to deal %ith the spirit world. The onimist is not a 
myftic but a I praf',1tl t. T'u s, he will not pray to the powers-that-be for 
release From illnes: but will rather attempt to cajule them by whatever means 
pos ible, whether practical or magical, to recover his losit vitality. 
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Such a pragmatic attitude therefore explains why there is encouragement in
 
the village to participate in the modern medical system while at the same time
 

rarticipating in their own traditional system. It likewise explains why the people 
want to participate even more than they currently do in the dclivery of modern 
health services. When asked the questioll, Cotd.d the goverl'rcxnt do to give" ecu 

the village better inedical help?" -the unanimous an-,wer of' 6,'e v:llngers was 
that the tovernmonnt should 1)uid a dispensary at Yat,,boro. We, however, were 
assured that even if they hud their' own di spensary they would continue to utilize 
the traditional medical system as well. 
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The essential function of the Yamboro medical system is to cure and alleviate
 

illness. There is absolutely no emphasis at all in preventing illness as far
 

as the function of the medical system is concerned. The traditional health
 

practitioners, all of whom voluntarily listed the medicines which they used in
 

their practice, stated unequivocably that they had no medicines for preventing
 

illness, only for curing it.*
 

In this section of the report the particular medicines utilized by the Yamboro
 

practitioners will be described and analyzed according to the functions they are
 

said to treat. It should be mentioned at this time that the methodology by which
 

the researchers were able to isolate these medicines was to submit comprehensive 

lists of symptomologies and diseases and to question for each the traditional 

medicine used. This methodology was amplified by asking about native medicines
 

throughout the other interviews, especially the interview on MATERNAL AND CHILD 

HEALTH, which incidentally isolated several additional medicines not previously 

mentioned. Part of the explanation for this is the fact that not all of these 

traditional medicines are necessarily a common fund of knowledge throughout the 

entire village (although a few of them may be), but that some indeed are associated 

with a particular practitioner whore private property they remain. Therefore,
 

a certain practitioner will only speak about the medicines that he or she uses
 

and not those used by others.
 

A total of 14 1 -rbs were reported and shown to the researchers along with
 

the description of thei-r preparation and the symptomologies for which they are
 

used.** Ten of these specimens were later dried, crated, and brought to the
 

Pharmacognosy Department of the University of Pittsburgh. 'Theyare presently
 

being analyzed for possible therapeutic value and potential drug research.
 

* 	 We were allowed access to all the traditional medicines of the village except
 

two: (1) a medicine said to counteract the effect of the evil-eye; (2) a
 

medicine of a highly secret nature which enabled womei, to become pregnant.
 
Both of these medicines have obvious magical connotations.
 

** It is quite possible that these lii herbs do not exhaust the entire materia 

medica of the Ya'jiboro medical .,ystein. The Abron of the Ivory Coast, for exarp.l , 
have 151 plant riedication.. However, it may be conjectured that most of the 
herbs they presently use are on this list. This conjecture is based upon the 
fact that many former medicines, i.e., those used in witchcraft and war, were 
said to be no longer in use.
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'Theparticular medicines that are used at Yamboro are plants or herbs which
 

have a strong association with the traditional system of herbology found in
 

other parts of Africa. No animal parts nor fats nor mineral substances such as
 

clay were said to be used. Likewise, these plant medications are located in the
 

immediate environs of the village, some growing within the village proper and 

others procured by the practitioners deeper in the bush. There seers to be no 

logical reason why a certain part of a plant is used for a particular ncdication 

except that it has been discovered to be effective. : Thus, from the mrndicinal 

herb, GBA!:, the bark is Used; from the herb, NGONA, the leaves are used; from 

BONGOO, a tree, the wood pulp is used; and from DOKO1RO MA, a thorny bush, the 

roots are used.
 

However, there is a logical association between the tIreatment process of the 

herb and the symptomology for which it is used. A few example.,, will suffice to 

demonstrate this. For the treatment of a swelling or a boill, a medication of 

powdered wood pulp 1c applied to the swollen area for the purpooe of drawing out 

the pus. If the symptom is stomach cranps or dysentery, the fiber of a small tree 

is eaten Lo relieve the condition. For those afflictud with respiratory problems, 

the leaves of a small bush are crushed and rubbed on the chest. In the event 

a new mother cannot g ive mill Lfter the birth of her child, the bai k of a tree 

is put in unheated water and drunk. Some of this liquid is also pressed atainst 

her breast. What is quite apparent from these examples is that the medication is 

logically associated with the symptom to be treated. Thus, for symptoms of an 

internal nature, the medicine is ingested. When the symptom is of an external 

nature, the medication is applied externally. 

Nevertheless, it was found that sort' of thuse herbs have a double function. 

The pLevious example of the new mother unable to give milk is a case in point. 

Here the medication was both ingested and applied externally. ,iimilarly, if a 

woman hemorrhages after the birth of a child, she is made to nit in a liquid that 

contains medicinal leaves; but she also drinks some of this liquid. For snakebitcs 

the fruit of a plant call(.d KORO is mixed with wator which is said to make the 

patient vomit the snake poison out. However, this soine fruit is also burned in 

charcoal and applied to the wound. It is tempting to conjecture that thin 

A plausible explanation for this selection process is that traditional peoplcs 
from antiquity have practiced trial and error in regard to choosing medicines. 
By empirical observation they have found that certain substances are thera­
pe, tically effective. 

v 
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Since animism purports
 
double-function of the herb implies 

an animistic meaning. 


all of nature to be filled with vitalism 
including plants, it could be argued
 

communicatedare believed to be 
that the magical/supernatural properties 

of the herb 
it couldNonetheless,

when both applied externally and internal y. 
more strongly 

herb is applied by
particular symptomologies when a 

simply mion that in those 
association.

has both an interna]. and external 
both methods the symp-tom itscf 


should have

to produce a woman's milk

that the medicationone could assumeHence, 
itself is produced internally but received 

as the milkinasmucha doublc-function 

externally.
 

The Ywaboro medical system, like 
many traditional systems of the world, 

is
 

geared to treat sEYmr' tom rather than discrete diseases.x Thus, a pathological
 

or symptom of
 a certain conditioncenters upon
state in indigenous medical thcory 

the body rather then upon a specific 
disease, the latter term inextricably woven
 

say that the pcoplc of Yamboro do
 
to the concept of ,erm theuory. This i. not to 


in those conditions
 means by "disease.what western sciencenot recognize 
such as leprosy, mlaria, neasles, slecping

clear symptoaoloFIC:5,which have very 
~, nte is rccognizCd jr1lediately.

,sta +s.ckne:-, 01 
to isolate such specific

modcern meudicine has helped
the intrusion ofFurthermore, 

the bull. of the pathologicL 
the nore by medji ,l yein'. Deverthcle';,

disea;e3 all 
5 , "yoptc'or ,-xnple: stomach 

treated according to
the vi]lafe aredealt vith in 

As wasboils, headaches, otc.
irritations:,

pains, diarrhea, swellUng , fcver, 
and ',"' ETIOLOGY, the Yamboro people 

in di css3on on " 
made evident 

proce.s of dis;eas;e. Unless the 
udfr:It and the( .clenta fLc causation

do not 
only the symptomswou]d follow that 

state js known, it 
underlyingt p)athological 

hoi the medical system at
is precls(]ybe treated which

of the patholog,Y would 


Yamboro operates.
 
single ,ymptomsdeal withhealth practitioners

By and large the traditional 

the p.itient. A particular symptom,
fle'11y in treatin,

rather than a synd'omc of 
In some ca:;('5 two dirtinct symptoms 

for a particular remedy.
therefore, calls 

soc by the smire medicine aq, for 
aS; iat(ed will be treated

which tire strongly 

nd boil.1. 'lI1re does not
 for both swellings

instan(c, IOIEGOO wMll be ucd 

See the dircusslon by Alexander 
Alland, Jr., A(1cjiattion inCut__r9d lo]ution_
 

* 
pronch to lIeli ca I Ant hyrop.o] ofZ, 1970, pp. 117-128. 
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Nor
 appear to be any additional therapy applied except the medication itself. 


does the Yaniboro medical system give any attention to massages or special emetics
 

In fact, no mention was made of
 as are found in other traditional systems. 


in some surgery nor bone-setting nor any other concomitant techniques which 

Yamboro deal strictlylarge emphasis. The healerstraditional systems occupy a 

with herbs. The only exceptions to this practice were the bathing of the body in 

water in the case of a fever, and the incision on the temple of the head for 
warm 

the treatment of a headache. In this latter case a small cut was made for the 

purpose of blood-letting. Salt was thcn applicd to the wound. 

Our data do not reveal any specific religious ceremony in association with 

the treatment process. Nor does there appear to be any enforcement of taboos or 

on the part of the healer with his patient. It undoubtedly
confession techniques 

revealing 'Lo ob-served the process of divination at work,
would have bo,, have 

illness of the chief. Our
but this opportunity was denied us because of the 

face value by thethese traditional medications aro taken atconclusion is that 

they are intended - to cure and alleviate
people for the purposes for which 

th'xt modern medicines atre taken in the
It vill be made evident later ondisease. 

same 3procedure. Th[.Mdoe-, not at all vitiate the fact that traditional practitiOne) 

hether traditiont" 
are held in high esteem and in affection. In fact, all healers, 

status. But the medications themselves appear
or modern, are treated with high 

',ith magical overtones.to be neutral and not at all charged 

Y110R0 ANDBOTANICAL DESCRIPTIONS OF PUDICINAL IIEEBS AT 

PROCESSDESCRIPTIONS OF THE TREATHENT 

1. BEDGOUROUNGOU0 

5 by 14 Inches, grows in groups of three
Dcncrirtiion: This largeleaf, about 

on a half ineh stem. The shiny side of th. l oaf in a dark olive Thcregreen. 

seems to be no distinctive smell or taste. 

Tr tment: 
resi u(-e.1; 

'line leaves are burned in 
lip4Icd to th,, chest with 

a 
a 

pan over a hot 
cloth and vine 

f'ire. This charred 
ntrapipinf( for people 

with high 1,vern. 

the v13lagc of Yamboro.
" These are the M'J1aka names, the natie language of 
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2. BONGOO
 

Description: The shaft from this tree is over an inch thick and light grey­

green in color. The fiber, which is used for the treatment, is similar to
 

pine but harder.
 

Treatment: The pulp of the wood is crushed into a powder and applied to any
 

swelling or boil with a cloth cover. It remains on the wound for five days
 

to draw out any pus.
 

3. DOKOROMBA 

Description: This thorny bush, like the others, is a bright emerald, tending
 

toward daik olive green. 

roots of this plant are shaved into fine pieces with a sharpTreatment: The 
knife and put into unheated water to drink. It is given to women who are 
having i, difficult and long labor in order to speed the delivery of the ba_. 
This may also be used if the placenta is slow in coming. 

.GBAN 

This 10 to 15 foot tree with large, dark green leaves, growsDescription: 

water. The sap from these steins burned the skin upon contact.
near 

Treatment: The bark of the tree is put in unheated water and drunk by any 

new mother vho cannot give milk after the birth of her child. Some of the 

liquia is aiso pressed against her breast. 

5. KONGOBORO 

Description: Dark green leaves from small bushes.
 

Trcatment: If a woman starts to hoinorrlhae after the birth of her child, 

leaves are put into water over a fire, sitmered a short while, and placed 
this solution. She also drinks someunder the womin so that she can sit in 

of this solution.
 

6. KPAKPALAKPA* 

Description: Dark green leaves. 

Treatment: These dark green leaves are burned inside the home to create smoke 

which is to ward off inonquitos. 

7. KPOSSOKOUNDA 

Dsc~nr /!t[ Thcse vines which Crow through bushes and trees come in longtho 

of scveracl ieet. 

Treatnrnrt: The root is shaved and mixed into a mush with the hands. It is 

given to an infant or child who has a dysentery problem. 

T'Ihi's Js the only herb in the list which in of a preventive nature. 
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8. NDAKANDOKU (also called GANDOKU) 

Descrition: Like all plants collected in this region, its leaves are also 
is used for the treatment, comes indark green. The shaft or stem, which 

greenlong sections of several feet from a small tree. The stem is a pale 


white fiber center. It tastes somewhat sour.
with a soft, porous 

are used, u.-ually about half an inch inTreatment: &ly old, rrtture stems 
the brnr' is reoved the fiber nnd juice nre eaten inmediatelydianeter. After 


to relieve rtc'ach and dv_ critery. (This plant is wiccly used in C.A.R.
Dainr 
In fact, a paw-medieni l'rofcssioial who worked with us, and who waas raised 

in the norhcrn region of Lhe replUb! c, took sonoe home one day to an ill son. ) 
In the case of enerAcs, the 'inside fibers are crushed so that the liquid may 

eyes of such children.be squeezed from the stem and put into the 

9. NGOKA 

Description: These small leaves grow in a cluster about 3 by 6 inches. The 

top of this dark olive leaf is shiny and it has a slight arola and a somewhat 

bitter taste. 

water. One immediately drinksTreatment: The leaf is crushed and mixed wjth 
it to relieve rectal irritations. 

10. NZI11GO 

These small bushes with bright green leaves yield small-sized
Description: 

nuts during the rainy season.
 

Treatment: The leaves arc crushed and rubbed on the chest for any child irith
 

respiratory probleins. 

ten specimens were submitted to the Department of Pharmacogncs:Note: The above 
of the University of Pittsburgh for analysis. The following four herbs which 

to be included in this collection.are described were unable 

11. DOROBRE 

The roots of this plant are shredded until the liquid runs. The fluid is 
to kill" the animals whichthen dropped from a leaf into the nasal passage 

cat the teeth. 

12. KOIRO 

This herb, which is used for snakbitr'-, comes from the pygmies and is found 

deep in the foreut. The fruit from thin plant is shaved, mixed with water, 

and given to the patient so that he vomits repeatedly and the poison is "made 

to come out.' The fruit is also burned In charcoul and applied to the snake 

wound.
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IHerbology (continued)
Materia 4edica: 


13. 	14DOKA
 The fruit is 

This is a small tomato-like plant 
which grows in the village. 

A a soup-like subltance.to form 	 " oil and mushed together 	 n er
 

mother drinks this liquid 
in order to make her 

amikstro
mixed with palm 

I
14. 	 PDONGO 


This is a small red berry 
which is applied to the 

breasts of a mother in
 
taste.a bitterThe berry hasmilk. 

to wean a child fro_m_Ihis- mother's 

voman will also place a leaf over 
the nipple to remind 

the child that 

(A 
order 

to nurse any longer.)not allowcdhe is 
leay which

included hananacosmeticsand botanical 
Other materia medlca 	 felt that this

missionary
(one American medical 

to burn_
applied directly 	 which waswere 

was an extraordinarily 
good burn treatment'i 

end the paln nut, UIZlK[A, 


called plantains, are 
LaL.e bananas,

and used in cooking.
to the bodyapplied of the same.eat 

used 	to combat diarrea, by having the person 



90
 
MORTALITY AND BURIAL PRACTICES 

Mortality and burial practices at Yamboro are completely handled by the villagc
 

with no assistance or supervision by government or health agencies at all. All
 

aspects of the mortality process, including the preparation of the body and the
 

subsequent intern'ent, is the domain of the village. Even if a villager were to
 

die in the hospital in Bangui, his body would be brought back to the village for
 

the complete mortality rites.
 

The only association the government has with the mortality process is that 

the death of a villager is reported. At Yamboro it is one of the duties of the 

chief that he report death to the mayor of the sub-prefecture at Bimbo. Even 

deaths of infants at childbirth or shortly thereafter are supposedly reported.
 

When a death accurs in the village the word is announced in a variety of ways. 

Women are said to weep openly in the village which communicates in a traditional 

way the news to all. The relatives of the deceased are notified by a member of 

the family; for kin folk living far distances from the village, the radio station 

at Bangui will announce the news. 

Death i6 said to be iccognized aL YaKioio when an ill pcrscn docsn't spcak 

anymore or when his eyes are shut and he is cold. He is also reported to be dead 

if his body should become rigid and stiff. Since no health authorities come to the
 

village to officially pronounce a person dead (there are no death certificates),
 

it might be assumed that a person in a comotose condition could accidentally be
 

buried.
 

The preparation for the burial is the prescribed task of the deceased person's
 

family. There are no mortality specialists in the village. By tradition the body 

is first washed with soap, as in a normal bathing, by the parents of the deceased. 

A sponge-like fiber called NIDOKOAO is used for this washing and is then thrown away. 

The dead person is placed upon a tnaL or a bed outside the house for this washing, 

and during the entire process no one but the family is allowed to touch the body. 

After this task has been completed the parents will wash themselves in the stream; 

after three days the entire family will do the same. 

No scents or preservatives are used in the preparation process, but tho nose 

and ear orifices are stuffed with cotton. The corpse is then covered with white 

clothing, which is purchased by the family, and the body placed in a coffin made 

of wood. Also placed into the coffin with the body are some utensils, mainly a 
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knife, fork, and spoon. A special workman is said to make the coffins for the
 
people of Yamboro; the price for an adult coffin is about 3,000 ­ li,00o C.F.A. 
francs ($16 U.S. dollars); for a child's coffin, about 2,000 C.F.A. francs. 
 The
 
coffin is then placed on the bed outside the house and lays in state for a period
 
of 	two days. Peopie from the village and kin-folk file past the body but do not
 

touch the body. 
The burial proceedings begin with a ceremony held at the village church if
 

the deceased was a Catholic. There are prayers for the person and the Catechist
 
leads the vi llagers in 
 these prayers. 7* If the deceased was not Cntholic, there
 
are said to be no prayers. Rather, one of the members of his a
family speaks few 
words in which it is said that the dead person died a Lood death and the speaker is 
not responsible. Then follows a procession to the villagc cemetery which is located 
at the site of the old village, about one kilometer nwtiy.\: lien lead the procesion 

to 	the cemetery, women follow nc.:t, and the ch'"dren 34vt. The dece ;ed person is
 
placed in a freshly dug hole, alout five feet( deep, whc1i has been Our, by 
 the
 
brother of the dcad peron. After the 
 internrent a sli(iht mound jis raised th.i,over 

grave so that the ltter 
 can be loued at a Inter time; or else a -,necial tree is 
planted by the grave for purposes of recognition. At the head of the grave, bottles 
in which flowers are placed, are laid to honor the dead. One grave was observed on 
which the entirc moud vas covered with soft-drink bottle caps. Another lind a very 
elaborate carlspy built over it. It was said that in former days food ras placed 
in pans b:' the grave in order that the departed spirit might have SoMething to eat. 
Such pans were observect by some of the grnves at Yamboro, but it was denied that any 
food was ever placed in them. 

* 	 It was interesting to note that no prayers are ever said in the church for a 
person who is ill, only for those who have died. 

, 	 At least four or more graves were noticed behind houses in the new village, twoof them quite recent. But when questions were ri !sed concerning thin, it waoodnmnntly stated tht it 	 was,,t mni1,1 tu bu,' Itnynr- in th' vi lhgo, only
at 	the sito of th . (.- ,,wLery. 
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MODERN HEALTI CARE DELIVERY SERVICES
 

In a developing country like the Central African Republic, the delivery of 

medical care provides a major challenge. Vast numbers have no access to modern 

health care; for a large majority of the remainder health care is inferior. 

Although the Western world has introduced roany advances of iodern biomedical 

science, whole groups of people still die of preventable and curable diseases; 

others siurvive the;e sn,!e innaldies with physical or int ellcctual i ilairmentu 

because they were unable to secure any treatent at all. Unfortunately, the big 

question of how to brin,- ncdical tonowledgethe mass;e.; is one of theio great 

unmet health needs . Therefore, iniorder to put into beLtcr perspective the 

availability of health crtre services, we shall discuss the basic morbi'ity and 

mortality problems of CAR and expl:n on a f,(neral level the ortzanizational plan 

of deliverin,, health szrviccs to the country, concentrating mainly on the Bimbo 

Experimental "lone outside ]annui 

The stwly of medical care mi/ght well be defined as how to make existin, 

medical al(I jhblic )hvii,0,, knowld',e available to a co munity.* But. rmedlcal care 

is more than that; it i; it vehicle of compassion, the service of one human being, 

for another; it altso im]plioe self help. And, bccau!;e mcdical care In developing 

regions is inadequute due to caroe financial, educatioilrl, and innpo'er resourcE:, 

efficiency of :,ivuiluble care is critical. Ex:pessd snothr wuy, the central Isue 

is: how, cvn e, 'A he':t_ 'v ibe i-' al (are to the £':, .I numberr. ofI i'nsi . . for I_ P t, ;T Olmnlt Therefore, first to rxtt[.'_. ofls'? 1e atre goi ii look 

the global hi -Ath probl ,,es; of CAR sn detcrinin: vIhnt Ntsi c govtruxen t health 

services are Then, the. culturtl a)ri'eCtIv(symbol1,rovided. considering and 

systems we have previously discusued, we shall offer some su(,gestionti for health 

care servicesi 'nd caucittion. 

* See I edleil Crre In Tovelppiri Countrien, edited by ?-aurice King, (Hlirolli: 
Oxfor d Uriesi ea 9i)p. 1:2. Tis excellent book will be uac-d as 
reft-rence f. ,utently in this beet on on lea:lth Care frvicer nn(.- (reti 

indehbt, io itn cu:'ii,',nslorwte tind Injaidihtful auggeotioun for rcatitiq .ood
 
hvi,,lLh prorwan in developitig re(J ont.
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MORBIDITY AND MORTALITY IN CAR 

The mantle of disease in this tropical country is ubiquitous. It touches
 

every man, woman, and child -- some with such a complex range of disease that the 

diagnostician must decide carefully which to treat first. One does not know if 

the child valking along the road with the swollen belly Is octually suffering 

from malnutrition, woriia , or other infectionc. Chances ore great that it invollrei 

at least th',( three. Just touring the city market Ylahes one awIre of the toll 

of these illh, ses , one ciinmot wall: more than n few feet vithout eneCAmLering 

persons with wi t)Wred liid,s, rmmiii, -ores, he:vy cougling, apa tiietic Stares, 

and letharlic gaits. It is not J1't the hot -,,un of this tropical clim',ate that 

rfnders rtm1,e sl]ow-1noving; it is the burden of patra,-.ite,, respirator,; ailments, 

and undernutrition from v:hich most of them suffer. Sickness -- not health -­

is T)'k nora. 

In this country where malaria is endemic, there are periodic outbreaks of 

poliomyeliti ; and spinal r eninfitis. Venereal diseses go largely unchecked. 

Communicatble diseiases of childhood -- now larg,,,ly curtai(ii in the industrializee 

take nuriber leitc rcview of theworld -- it of' draths. To be spec lt, u ,orn 

L,.,, . 'LuLia . 1 'L u', w iwll:L iL deal riate 1:; ,'U pi ,rcvnt i, u(' to diirrhea or 

pieiumoniat, mJliy m.joru wi!1) not live to their footth bIrtmlr''. Tt is thu children 
vho are In the groa-,t i'.ortal da:(,,cr. For tho',, chillrcri fortunate enough to 

livc, they ha.1t'M avrq,,,, life xeXctfmncy of under 110 ye,n,,r. 

As One( can see in tne Tubk[Cs 1 and 2 ' I'ortality CARon %rbldity tiind in and 

at the Phmbo I I ien:, ry , ]triu;i tie (i r;vaem; acount, for 1J 7o't 30 percent of the 

declared incid nco of di:, ' e. flowevr, henlt.l ers;omn'l p.c.enernIly , rreed that 

over 90 perccut habitail ly :;uffcr -u.i'h Ill n ',q. Or t,) ., mr1 :lrlia Jn the bifyge,34 

killer tin d 1ljl i ater. In (,)9')9, In ,1,.eu" In:n-i ute di a l IpriJi ng of' 26,688 stool 

specliens Ir( ,i(r do,, ly-.:lected nnti;n-wid(. v11ill ei.e . 'Yh, ,tudy r've't l'd that 

almost on('-q i ro,'r hri~l stos;inlas 17, imd about. onr-fifth )ItA 111vy(71'A,otIav;1si 

(hook worll).:; '11i11 i; dicabvs the! ex t I,,.- lrevw lv occi of thit 5e dli(.va.,wn. In 1970, 

,h new eanto (to total 101) of trypanonomf asi n wo'e found. Due to the transient 

nature of thos' afflicted, it in difficult to control althouigh chcmo-th.rapy in 

" See Inntitut. anteur 1inpl)ort Annui.-M.9_, Rlopublique Centrafricalno. 
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1. Source: Statistics Sanitaires RaDpnrt Annm-l. 1968. 
 (Directicn de la Sante PubliQue, Service Technique,
 
Reubli;ue Centrafricaine) p. 29-36. 
 This is the most recent annual report, 1hi.h h--s been consolidated for 
purnp es c: t-±s report, was published by the CAR Governnent; even the most current World Health Scatistics 
_nnmal, puWishcd b-, WHO, is based cn 1963 figures. Thi WHO representative in CAR, how¢ever, felt that this 
last anxal raprt -. accurate for 1971 as ;;zll.:as reai-vely 

2. There -:as n. inci4e:ce of cholera, yellow fever, scarlet fever, s,_IJlpcx or typhV3. 

3. ihe incider-e of deaths are very Lisleading; they are based only on those deaths which occurred in hospitals.
 

!.
The total nunber of deaths represented cannot be representative of CAR. This would be only 1.3 per 1,000 or 
.13 percent. This points to two problems: (a) the difficulties in keeping CAR health statistic reports, and
(b) the unavai1aility of health care services for the vast majority of CAR's population.
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1. This is a co=plete report, 
unabridged, except to group V.D. 

cases together. 

Source: Nomenclature - osologie Somaire, (Reports 
Mensuel, 1971), Bimbo Dispensary. 
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Morbidity and Mortality (continued) 


available.* As we noted earlier, some diseases -- such as the common skin para­

are so common that people do not even regard them as illness.
sites, even Yaws --


Tuberculosis (especially respiratory tuberculosis) is primarily, but not
 

However, as evidenced throughout Africa, it
completely, an urban slum disease, 


is on the rise in crowded cities like Bangui. Described as 'galloping consumption
 

it is associated with other illnesses such as helminth diseases, malaria, anemia,
 

and malnutrition. Other respiratory ailments account for one fifth of Che declared
 

ailments; they claim the lives of 10 percent of the population.
 

Nutritional diseases in Table I took the lives of three percent of the
 

declared population. But these gross malnutrition problems -- notably scurvy,
 

-- account for only part of the problem. As we
pellegra, beriberi, and rickets 


pointed out earlier under NUTRITION, there is a malnutrition problem due, if not
 

We found in our interviews of
to 	incomplete diets, to the ravages of disease. 


patients at the Bimbo Dispensary vho lived close to Bangui and w rc un?'ble to 

raise their own food, thus being dependent on the cash economy and poor employment
 

market, were often without the daily meal. The culprit is the high cost of 

protein and vitamin-enriched foods. Obligatory expenses such as rent, clothing,
 

and transportation, limited access to rural-grown foodstuffs, end hi'h food
 

prices means that some of our interviewees go without food 'twro or three times a
 

At the same time, money is spent on alcohol and quick-energy, but low
week. 


Of course, what these and other figures can never measure is
2ood-valued sodas. 


the loss of intellect, especially during the critical periods of infancy and
 

early childhood, and the loss of energy to be a productive member of the labor
 

Thus, it is safe to say that like parasites, 'sub-clinical" or mild-to­force. 


moderate malnutrition is the rule both in the bush and in the city.
 

Whooping cough, measles, and poliomyelitis -- both easily prevented with
 

claimed over nine percent of the total reported hospital deaths.
vaccines --


As 	 we shall see, very few innoculation.Meningitis claimed another three percent. 


no
are given for any communicable di sease except smallpox. In 1968 there were 

reported cases of cholera, yellow fever, smallpox, or typhus, but WHO reported 

that at the end of 1967 there were still h0,000 leprosy cases -- a figure it is 

* 	A.D. Ivagale (Ministre de la Sante Publique et dc la Population) R ort Pur
 

les Activites du 1inist're do lInaant Publique ct de la Population on 1970,
 
le 23 Octobre, 1970, ]angui, No. 00309/CAB, 11inist, re de la SarntV Publique
 

4 
et 	do la Population, Republique Centrafricainc, p. . 
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difficult to update because of unavailable data. Venereal diseases, especially
 

gonorrhea, while not fatal to adults, are largely unchecked. However, newborn
 

infants, again bear the brunt of these infections.
 

which point to a shallow use of trained personnel
Pregnancy compl]-tions --


account for over 20 percent of the total hospital deaths. As we have demon­

1flEALTII, this figure is not surprising -- and undoubtedlystrated in NATENIIAL-CiIILD 
at birth carros a high

far from complete. DUCath to the mother and/or the child 

risk and should be of prime concern to those organizing health core delivery 

As we shall later see, this is of prime concern to the Ministry of
services. 


Health.
 

Accidents happen in all age groups and are mainly a result of falls.
 

It may be signifi-
However, severe burns account for tcn percent of such trauma. 


cant to note the relatively-low declared rate of' chronic-degenerative diseases,
 

and cancer. However, some medicalwhich primarily includes heart disease 

cancer. Perhaps the primary cause ofmissionaries noted that they had seen much 

here a infectionhospitalization or death reprcsentcd was more obvious acute 

although the chronic disease vas present.
 

These figures poJnL to sveraul inconsistencies in our data collection.
 

complete; they in no way
As we have repeatedly noted, the figures are far from 


the country.* lowever, they do show the
 represent the total hcalth situation of 


intensity of many diseases tiargely eliminated in other areas of the world. Also,
 

physician in charge of the
alLhough this annual report 	is five years old, the WHO 


that it was probably a good indication of current

Experimental Zone explained 


were glened solely from health

health problems. Furthermore, these statistics 


described later, and the death statistics came only from

stations, which will be 

In any event, one can see that some good epidemiological
the hospitals. 


investitations are needed.
 

' One really onders about the accuracy of these reports because of the
 
his
the Ilinister of Health, A.D. Ilagale, ininconsistencies. For example, 


report of October , 1970, foutnoted earlier, shows 77 "old' cases of
 

befo're 1970 yet the 2968 report given. only a declared iinciduncetrypno.,,ozIdais 
n__ ]Cprosy cses and I, 9 	 just declared recovered,

of 2. lie al,.o rorttud 6.34 
yet one notes, onl", 65 le rosy victims in th, annual report. And although the 

no yellowI 'ver , it Jn a major heall h concern fnr th-­1968 figures showet 

health plans of the 1.9(O's.
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These figures abstract the suffering of the Republic's 1.7 million people.
 

What do they really tell us? Besides painting a depressing landscape of incessant
 

morbidity and premature mortality, they deinonstrate intercurrent infections which
 

lower hunan energy output levels and produce physical and mental malfunctioning. 

Drawing from earlier discussions on Yamboro and the surrounding region, we can 

of health in the Central Africanthen draw nevcral conclusions about the status 

Republic. 

We can predict hunger in niany areas, particularly within eight to ten 

deep bush. ALL pcople suffer at least 'seasonalkilometers of the city or 

hunger' during the rainy season, viien infant and child mortality will be expected 

to peak. Heavily parasitized persons -- which we hypothesize as the standard -­

need increased dietairy inputs yet the resuLting increased metabolism from fever, 

dnmgc, restrictreduced absorption of nutrients, and possible intestinal tract 

food. Thus, the lethargy and suboptial activityutilization of even scarce 

levels are to be understood.
 

The new roadways, built for economic development, also bring in not only 

migrations of people and a few cash crops, but facilitate ian-vector contacts of 

several different kinds of insect-borne diseases. Thus, the re-occurrence of 

wihich is of concern to the Hinistry of Health, is difficulttrypanosoriasis, 


to trace. Agricultural development, with the introduction of the cash-crop
 

system, teans that whole regions concentrate on only a few products thus lowering 

the mineral and vitarlin intake provided by several varieties of food. it is 

ditches,wcll .nown that irrigation projects and the building of nt.w drainage like 

dense populations of two kinds
those under construction in 1angui , 	tend to foster 


snail. Thus, the two main types of shistomia­-- human and the bilharzia-carrying 


sis, the urinary or vc.,ical and the more severe intestinal bilharzia -- already
 

Thc:,e s'ae water systems incriminated
 very proolunatic -- Wil1 be increased. 

by health authoritie,: are also causally correlated to enteric bacf,"fi.*l infectiors. 

arid polio, as well as providingdiarrheas, cercarial dermatitis-, helminth diseases, 


for mr,]aria, dengue fever, arbo viruses, encephalitis,
suitable breedhi,,rgrounds 


filariasirs;, and the crippling nyc,,toma.
 

',q ve hve seen, it is difficult to isolate one disease from another. They
 

the complex
breed totW-ther and often Uttalch en masse. For example, we have seen 


phenomenon of prasites and resulting malnutrition with secondary long-term
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Malaria, like other such parasites, also gives a greater susceptibility
effects. 


to other infections and can cause women to suffer miscarriages. Sterility some­

times also ensues. Yet, malaria campaigns have not proved totally efficient and
 

even have proved to be a social detriment with sharply increased birth rates,
 

and decreased death rates, played against already sparse food resources.
 

have been condu- ive both to betterment and communityDevelopment programs 

in Bangui, which is severalpathology. Urbanniiztiou of the kind one can sce 

ten years ago, leads to overcrowding, water shortages,suirnations of its population 

and the resulting infectiousoverloading of eyiLting sewage and draining systems, 

in two reports by a 111O Sanitation Expert on thediseases. One can :,oe this 

Kilometer Five and La Kouanua regions of Bangui.* Here one finds that about 95 

percent of the well,; and drinling fountains are contaminated. During the rainy 

season there are -several succeeding days when the weills, latrines, and city 

drainwge canals all overflow and nerge, running together in the streets and into 

the mud-brick ho:es. Poorly- constructed cor2unal latrines, often only a few feet 

a few meters of wells and drainrge selers, arefrom coohing areas and within 

rarely covered. In these saie regions, whcre the sample population alone 

of four families toss their re use into the yard.totaled 20,000 people, three out 

la. i al Z;Afl oz LL,~ live! ilkThc:; C-' '' 

mud huts with reed roofs. Tatteredperi-urban slims of tiny, poor]y ventilated 

blankets act as doors. There is no electricity and food is eaten ii:'mediately to 

Water, fetched from distant, largely-contaminatedelimin ate storage problems. 

be
taps and wells is a.Lmost never boiled or filtered. Water may, in fact, even 

taken from puddles in the streets or yards -- the same places where most of this
 

Flics and other insects are so numerous that
sample population tosses all refuse. 

they blanket food in the openi war'kets even during the dry season. Clothes are 

with human wastes as well as parasites -- an,!
washed in the open sewers -- polluted 


roofs or the ground. Thus sanitation is non-existent both

dried on in,.ect-ridden 


in the country and in the city,
 

badly fed. His personal
So the average Central African in badly housed and 

ofhygiene is the lowest standard, lie is uully without work and the strains 


uprootedness lead to p.sy(,]oso('[jal deprivation and stress. Simultaneously, he in
 

sick. The criticl qiue,;tion, therefore, is how( does one break the cycle of
 

quution of that mag­ignorance, poverty, and sichnesso? But before we attack i 


nitude, )t u0ook at the orgatnikation of health services aow Igeared to cure
 

such malidies. 

These reports by Kenneth Vinayngan, VIllO Sanitation In-petor, :.er' published in
 

BnnLkdi, C.A.R., December, 19[0 (Kilometer iJv)and August, 1971 (La Kouanga).
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Against this backdrop of constant 
disease, the Ministry of Health in 

the
 

We must
 
Republic has an enormous task even 

though the population is small. 


remember that transportation and 
communication is quite primitive 

and even more
 

remote during the rainy season. 
Also, the population is widely scattered 

and
 

largely uneducated. Actually, delivering health services 
is a herculean effort 

the need to develop basic public 
works and infrastructure, which the 

because of 
of this multi­

at this time. Precisely because
of doingcountry is in the process 

specialcare to the CAR is a 
the task of' bringing health 

faceted national groirth, 
PIthough the

for efficient services. 
a unique opportunityand provideschallenge the desire one underestimate

the moment seems dismal, cannot 
health picture at 

the desire of the government
for better health and to 

the part of the peopleon 
technical assistantsthe international 

provide such support. We found not only 

very viling to give


health paraprofessionals
helpful, but the Central African 


spare time to answer our questions and assist in any
 
of their extremely limited 


and compassion is something that, vhile it
 
way thej could. Their dedication 

must be emphasized.cannot be measured, 

health plan for the Republic was drawn up
 

In this vein, a five-year 
r 

same 
curi'reL prL)W6 , 1Wi*l'lS flrom 

under the aUSLLCU$ ui ii i.iiii5Ly oZ Health. The 


two roals: improved

its efforts basically toward 

1975,:: concentrtes1971 to 
health persunnel. "Since wiomen and 

health and training of
maternal-child 

children constitute two-thirds of 
the population and given the high 

infant
 

firstas
mother and child protection ranks the 1inistry's 

mortality rate,' f 


priority.
 
Health is the development of trainingthe Ministry of 

The second priority of 
to work in ruralto gather recruits 

for health personnel, especiallyservices 
set up not only as abeing

the Bimbo 1Lperimental 7,one, which is 
regions. Thus, 

of healthfrom which the formulation
also as a research zone

training unit but 

care services can be generalized 
to the remainder of the country, 

may be critical
 

to the Republic as development of certain health 
policies in the years to come.
 

wa
 
by Dr. Simon Bcdaya-UUarO,Director of Public Hecalth, 

T his plan, draun up 1971/du Plan Quinquennal.dcs Teyrnes D'Actionin hit report, Projetpublished ," Directiond6 la 
de in 1utubli~que et de jl1'opulati0

1975, Mlnistere Contrafricaine.Population, Repblique
Sante Publiqje et de i 

*Ibid., p.l. 
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The Table of Organization for the Central African Mfinistry of Health on the
 

hext page demonstrates the priorities and types of available services, as well
 

as the chain of command. First, regarding the general structure, one should
 

note that the technical experts from various international organizations, includ­

ing WHO and USAID, function on the same level as the Minister's cabinet. This
 

is important since such technical advisers can sometimes effect policy change and 

can certainly help guide the long-range health plans for the country. In the 

very least, they are able to keep aware of the national health programs and 

projections. This will be important for one of our later research suggestions. 

Such international agencies work closely with several units of the Ministry 

of Health. They provide training, actual health services, construction, and 

preventative or eradication programs. WHO provides health consultants, technical 

sanitary advice, and teaching. UNICEF concentrates on infant care, vaccination 

programs, drugs, training, and material resources for model environmental sanita­

tion, hile MIESCO trains further sanitation personnel. The drainage system pre­

sently being constructed in Bzlngui, with appropriate training programs, is being 

sponsored by the UTT Deve1onvint, Propram. FAO concentrates on aricultural and 

related nutritional development. The Red Cross, the German I.TSEIZEDR, and various 

Swiss agencies deliver actual health services, such as the leprosariam near 

Bangui. French and USAID provide further technical and developmental assistance. 

As one can see, all of these provide a training component -- something the 

Ministry actively seeks fromi international health groups. 

Since the hierarchy is self-evident on the chart, wve would like to discuss 

the main divisions: maternal and child health (Affaires Sociales), the urban 

and rural health (Direction de la Sante Urbie et des 'I6pitaux, et Sant Purale 

et Grandes Endemics), and health training (Direction de la Form-aition). As 

mentioned previously, reduction of infant mortality and care of mothers -- so 

prized, as we have already demonstrated -- is of speci'il importance. So far, 

there are few specialized maternity centers in the Bcpublic. Although many 

hospitals and regional health centers can care for maternity patients, the high
 

rate of maternal mortality is of great concern and ways must be found to curb 

the number of deaths, even vhen the mother is delivered of her child at home 

deep in the bush. Even in the Experimental Zone, babies are either delivered in 

the Bangui General Hospital or at home, but it is hoped that the Bimbo Dispensary 
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TABLE 2 - ORGANIZATION OF HEALTH CARE SYSTEM 


CAR Health System Summary
 

Hospital 	 Consul-

Type cf Establishment No. Beds Inpatients Days Cases tations Births
 

General Hospitals 	 2 934 16,048 260,477 69,777 170,003 4,362
 
H1-rlzh Centers 4 502 12,107 117,947 152,662 537,848 4,504

Pr-fecture Hospitals 10 591 12,456 132,750 
 257,G58 493,717 3,668

iizdic: Centers 22 
 586 28,436 112,331 309,510 557,912 4,413

H2alt. Stations 33 S13 31,542 147,110 370,337 734,298 5,767
 
Disronzaries 
 80 -- .-- 697,867 1,595,162 --
First Aid Posts 220 -- .-- 163,337 252,562 --
Private health Centers 37 ill 2,540 31,124 78M660 347,561 260 

TOTAL 	 408 3,537 103,129 801,739 2,099,053 4,686,060 22,974
 

Source: 	 Statistics Sanitaires Rapport Annuel 1963.
 
(Direction de la Santi Publique, Service Technique, Republique tentrafricaine.)
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will provide maternity beds. To date, only a small amount of pre- and post­

natal consultation and health instruction is given by midwives attached to the
 

clinic. There is need for more specific analysis of this problem throughout
 

the country.
 

The concept of the health care system -- both urban and rural -- in a 

developing nation is bound with the concept of the -referral system.' Simply 

stated, this is thu ideal that patients are to be treated as close to their own 

homes as possible in the cheapest possib.le way. Strictly speahinU, only when one 

unit cannot provide wlmt a patient need;, should he be referred io the next unit 

up in the chain. (MThin assum'eis that prevention is c!'ployKd where ver technically 

feasible and further assumes as much outpatient covenge as possible.) 

Focal to this referral network is the medical ce'nter Which ideally provides 

a family with all the required health services other than those slpecialties of 

the regional hospitn. In the developing world, the crater functions not only to 

cure, but na.so to provent di'sease, espec ially through public hnalth education and 

environntal snnitation prects. These centers provide minor curative outpati eut 

,., i iC.,, Piin- ,i ev'v su aniti,( LoLt a J" Wu-"tual ClI hU .0d'l ka (1'.;c KC2i: 

imunization prograwq, clinicr; for speciatlized dirca'o such as tuberculos is. 

It further gives .limited inii'ti(nt ;ervices along with health education, general 

cnvlrorimnt'il imprcvrnents rerardinig water sources, excreta diU posal, housing and 

marketing condit ions, wages canlpaigns arnin;t locov A Ked comunicnble diseaeo, 

and collects helth s tatisties. Tih cernters n'ce:sitatU all typ ";ol medical 
Ltn
personnel ranging frn those who dress wvluo:is to plrutie,ciI; (WAI5 I [ tan 4ledicaux) 

in lieu of plhysicion:s. Their job descrilt, ions will be dt scu sed later. These 

centers should wi th ngriVLen Itnx' uSlO Cowi~icooprate U W cxt angents, mnity workers, 

and the schools , along with oth.r district health I,; t, and hosnplIal . 

It In from this base that obilc units are ,ent into the ruraL villages whre 

health care In ,noIij ,Irl both to dl ndi trat, d in ,,', Ps well an provi',l -- mstguios, , 

educational and I r munlza ton :uprviceC. T'lun, the dls vZnary and aid post provide 

much jior, a,rvl Ces, t lrgl,.y unter ,uvieve: of thp er:tIJnted opvran arnr; the 

health ('(llt'rn. The dl;imr[U' s provide i w (m1 tlt ent curat iv, care for pop'C 

vicinity and have llrli,' aof a rpntric id unu.ally only nure: ( I er), perhalJ 

laboratory technician, a nidirifc, and a dreser. The aid pont, ofton just a 

http:possib.le


101 Organization of CAR Ministry of Health (continued) 


simple mud hut with a few drugs, staffed by a first aider (secourist) is meinr only 

as a rendezvous point for patients who need injections, new dressings for wounds, 

or other treatment which has been prescribed. Mobile nurses and midwives provide 

the liaison for the populous between the health center, the dispensary, the aid 

post, and the hospital. They dinagnose, treat when necessary, and function as 

general referral ar'ents so that the patient visits the appropriate facility for 

his nalady. With :,pecial maternity center.s, the hospital then ideally should 

function to treat only those who suffer from diseases requiring hilghly-specialized 

surgery, radiotherapy, and complex laboratory investigations. fly J975, it is 

hoped that the IMinlitry of Health will have established 15 regional hospitals, 

45 	 medical centers, 81 health centers and dispensaries, and 20h aid posts. It 

also hopes to establish a state phlarmacy to sell drugr; to needy patients at
 

reduced rstcs.
 

Thu:,, one can see that urban health is directed toward the hosnital, which
 

functions, at least in Planpju, a,, a 
 general hospital, not a specialized health 

unit as just dU-';cr'fed for optinal utilization. Lngui General Hospital has a 
total of bill beds (for a city population of almost 250,000).:: In 1970 it 

serviced 8,502 pationts of which 6,527 were innternity cases. Of the total 
215,115 patient days in the ho13ital, l1,6135 icre devoted to medical and surgical 

care, aind :30, b6o to i Lernity cases. The governrient budget for this hospital's 

personnel co:;ts tot',Led under "300,000 (74,595,000 CFA francs) or l per patient 

day. Fces are chor(,fd those vho can pay, but health care is not denied those 

who have no income. (feo the preflour section of 1:ATUH, IAL-C]1TD 11EALT1t for 

the ho-pJti ] 's rCel0lrO. oil LIaturnal and i nia'rt consultatiorjis.) 

Boutlr (k nc rat hIopital wilh 20 beds services an urban population of 16,000 
plus the ,,urrounding rural region. There are other h(a]lth center:, at Bossangoa, 

Berberati, B.-ilbari, aiid PaTno. These fa ci ities, for a total of lh36 beds, 

support an urlan polulation of over 350,000, plus its nearby rural population. 

As one can -ev in t he CAl lleal th 8y:,tecn ;u. siry on the next page, the country 

h0 a total of 3,5)'( vailable hos-pital bed;. Thlis it' a ratio of one bed for lets 
than 500 rersoxs. "urthlimore, lissuriji the. accuracy oi tlhe:;e f*igures, the people 

of 	CAH 1a Ib, :,a : ] C( I.Lt Ths;e tir.eaw'I'I iV' 2. 	 Ot1jn. 1P req0ctb)e averages 

for develoJ, Inf[' collilLI i btlL ole III(.(iII 3 'l ,,or(e unders tndI ii, of the nature of 

th, co.pl a ni s and eI'f,(:t Lv,. n:;.: ()f' -ervic- to i.,,de any valuatt on. Although tle 

Hiniritry of VenIlth 1hd dC.11ded proJ ection, In thvir C' vc-year p1 un to add two 

* 	 WIpporl.-Aniii'+'1 tuir-' 19"(O, Cntira Iloupitaller (de Ilangul, NinfPi.t-re do la Sante"
h1] l,( et, 11Ii tLi'ifoetlale, Direction (dn6'ale, et Dree iot do la Sant6 
Urbl ile 't 'Ih 116p1 IUix. 
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hO-bed maternity centers, enlarge the Bongassou and Bambari Hospitals, construct 

a national medical laboratory, and improve facilities at Bouar, only small-scale 

financing has to date been arranged. The plan also called for 69 additional 

mobile units -- station wagons, land rovers, anbulances, and some smaller auto­

mobiles -- which would be another large expenditure. 

Since most of the people live in remote areas of the country, rural health 

is of primc concern. Ideally, this should be the pillar of preventable medicine, 

although vhat we have just been discussing is, in actual practice, primarily 

curative care in CAIM at the present tiiwc. 

The division of the Grandes 1'ndeymies plans in this five-year period to 

concentrate its efforts toward polio, yellow fever, and trypanosomiasis through 

routine vnccination&, leprosy campaigns, and progroms to combat yaws, syphillis, 

gonorrhea, shistosomiasis, and other parasitic infections. It plans to wage new 

efforts against tuberculosis. Hence the training of new personnel for these rural 

health pursuits is critical, as are the dovelcpment of' far-reaching vaccination 

programs, as we saw, in our discussion of I,10BTDITY AD O'RTALITY. As we demonstrat. 

ed earlier, althougvh smnllpox in.munization is provided with vaccinations being 

routinely iven every three years, the nuxwber of actual innoculations against 

A cii, ludiOther Com,uilicaLoie d±;..abcJ Seui, Vui-y t.iaii. oli,u t- xa- t 

scope of the vaccination prograrus now carried on under the direction of the 

Grandes Elideries. 

As we have stressed, one of the major concerns of the 11inistry of Health 

is education of health personneJ. At the present, the Republic brings raost of 

its physicians from other countries, although Central Africans striff other health 

posts. This can be seen in the Health P(rsonnel chart on the following page. 

This report, published in the las;t annual report (1968), can be updated to show 

56 physicians, 11 paramedics, 203 nurses with diplomas, and 661 uncertified health 

paraprofessi onals. Using these figures, we find one physician for about 34 ,000 

persons. Thus, it is easY to unde,'stand the grave concern for education. As of 

1971, there were 72 medical studcnts abroad, p.us 10 pharmacy students and wo 

in dentistry.,' However, Dr. iNgaro's five-year plan proposed a need of 811 

* Of tho:m,, 72 ,medical students, 15 were enrolled in the U2SR, 53 In France, 3 
in Bel (Iurm, iid I iln Canada. This was reported by A.D. I1,gale, Minister of 
Health, in li n Wiport.,ur e.n Activit6s du Vlnistere l eI, ,rmnte Publiquc(et 
de iajpojpugtlop|l. .l'(Q, BanjguJ, lo 23 Octobre 19'(0, No. 00309/II . ,Ar/CA . 
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physicians (in such specialties as psychiatry, obstetrics, pediatrics, dermatology,
 

cardiology, radiology, public health, and surgery), nine pharmacists and 
five
 

But the role of physician in a developing country is quite different
dentists. 


he is teacher and facilitator of community
than an industrialized setting --

health projects. 'lie rarely practices. Consequently, it should be the paramedical 

professionals which should concern u.s, for as one can see in our earlier discussion 

of the referral systcr, it is they who diagnose and treat the general population. 

INEITS (L'.Institut T ttional d'Erseirnoment 1'edico-,Corial et de Snnts Publquce), 

which was first orgainized in the late 1960's, provides training for nurses arid 

public health. On the basis of competitive ieclical exams, it admits 20 midvife 

nursing students, 15 social orkers, 10 sanitation students, and 40students, 20 

students in assistant nursing. During the 1971-72 school year there were a 
total of 207 studcntn. Th~s program is currently being auented by USAID's 

recycling progr am. It is the hope of the government that further medical studies 

can be pursued at Jeun Bcdel ohassa University, as well as P111PS. 

of the focus of health planning for the periodNow thaL one has an idea 

1975 aid ul* . Zt .... ........ nr 4- Thi istry of lTealth and itselU11! 111... 


various facets, we can explore in more depth the utilization and description of
 

various health paramedical professionals. 



.ioI4PERSONNEL 


The role of the physician in a developing country is very different from that
 
in developed regions where health personnel are more abundant. 
In Central Africa
 
his job is ideally that of teacher, organizer, supervisor, and consultant; his
 
treatment roles are minor, for here he orients himself toward the community as a
 
whole rather than' toward specific individual patients. In fact, the axiom for all
 
health personnel is that any task 1hich is often repeated -- even though sometimc.s 
complex -- should be taught whenever possible to an auxiliary. The very first 
priority is to get health assistance to as many persons as possible. 
This means
 
the training of many paramedical professionals. Because the major enemies in
 
developing countries are ignorance, 
 poverty, and disease, health por,;onnel must 
be equipped to promote better hygiene, improve housing standards, give education,
 
upgrade agricultural yields, 
 and further public works. Therefore, let us review
 
the health personnel of the Central African Republic with their various job
 
descriptions. (These people wtere part of the staff for the urban 
and rural health 
service of the Grandes Endonies.) 

Medical Assistant (As.if;tant Icdicaux) 

A medical assistant is the general practitioner of a developing country. lie
 
diagnoses and treats the sick 
-- even performs major surgery. 
 lie is also the
 
administrator of the health center when no doctor is available. Furthermore, like 
the doctor, he functions to influence community developnent, instructs his staff 
in doing the more routine medical work, and administers good record keepinl.
 
Optimally, he teaches all possible 
tasks and treatments to other health personnel 
so as to free his om time for complex medical problems, preventative health,
 
and community improvement activities. 

For this job, one must have 10 years of schooling with two to three yearn of 
nurses' training and another two to three years of specialized education. In the 
Central African Republic, like most of Africa, health personnel -- with the 
exception of midwives and social workers 
-- are all men. Considering°:, as we
 
earlier discussed, that men have status over women and specific division not only 
of tasks but of appropriate decisions and areas of thought, it secin-i to be in 
keeping with a viable traditiol. It is quite po:3ible that the community iould 
have difficulty relating to a female physician or sanitarian, although their 
prognatic desire for better health voild p1nhr1.1y obfuscate this sex-division 

identification. 

http:p1nhr1.1y
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HEALTH PERSONNEL IN CAR*
 

1 9 6 8 
International 

Central Technical Total 

Africans Assistant Personnel 

Physicians 2 40 42 

Medical Assistants 
(Assistants Medicaux) 3 - 3 

Certified Nurses 
(Infirmiers d'Etat) 17 41 58 

Practical Nurses 
(Infirmiers Brevetes, 
L ,ens Techniques) .131 . 131 

Uncertified Practical Nurses 
(Infirmiers non-brevete) 419 . 419 

First Aiders 
(Secourists) 

Midwives 
Uncertified midwives 

220 
8 
75 

. 
12 
" 

220 
20 
75 

Sanitarians 
(Ac,ents d'Hv-iene) 

Assistant Sanitarians 

37 2 
2i 
I 

22 
I1 

DenticLs 2 2 
Pharmacists 
Laboratory Technicians 
Radiology Technicians 
Business Administrators 
Administrative Officers 

TOTALS 

2 
I 
4 

19 

1 
-

292 
121 

3 
1 
4 

1,040 

-61

Medical Students Abroad 

Student Paramedica (Infirmiers)
 

in the Medical Institute
 
21 "
 (INEMS) at Bangui 

82
 

Source: Statistics Sanitaire Rapport Annuel, 1968.
 

Direction do la Sante Publique, Service Technique, Republique
 

This is the most recent annual report.
Centrafricaine. 


Some of these figures have been updated by Bernard Benel at 
the Ministry


* 
8 specialists (physicians);
These include:
of Health, as of March, 1972. 


12 pharmacists; 1 dentist;

48 general practitioners; 11 medical assistants; 

27 midwives; 57 qualified nurses (infJrinier d'etat); 58 practical nurses 

88 certified practical nurses (infirmier brevete); 51 
(ag techique); 
nuraing assistants (infirmier assistant); 

381 uncertified practical nurses
 

Qnfi,-niers); and 229 first aiders (pecourists).
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Sanitarian (Agent d'lyiene)
 

Hygiene agents are used at this time basically in the cities. They instruct
 

village and city dwellers in the construction of basic sanitation projects such as
 

latrines and wells, and provide health instruction in the maintenance of pure water
 

and proper refuse disposal. They can be useful in assisting against endemic
 

diseases and may be helpful in tracing contacts of infectious diseases. These
 

men are particularly valuable at times of epidemics and may be useful in gathering
 

cultural and sanitary data for ongoing research. Most of them have had about
 

six years of education with a year of nursing and another year of sanitation
 

education.
 

Certified Nurse (Infirmier d'Etat)
 

'As one can see, many paramedical professionals in developing regions -­
besides the physicians -- can diagnose and treat. They can even prescribe anti­

biotics and do routine surgery. So is the case with the certified nurse, who has
 

passed a special examination after 10 years of schooling and two to three years of
 

nurses' training. Because they are relatively high in the health personnel
 

hierarchy, these paramedics function largely in an administrative, supervisory,
 

and teaching capacity. Because there is a scarcity of trained persons, they may
 
have the bulk of the medical functions in a large health center, but still ideally
 

perform only those tasks which cannot be delegated to another member of the nursing
 

staff.
 

Certified Practical Nurse (Agent Technique, Infirmier BrevetS)
 

These nurses, who are found in all levels of medical facilities throughout the
 

country, provide a variety of medical functions. Not only do they diagnose and
 
treat the sick, but they imay do some training of other staff and even act as the
 

local veterinarian -- inspecting meat that is to be sold in local markets.
 

Ideally, they should be the main supervisor of the records and, in fact, since
 

these paramedical professionals usually direct the various clinics or dispensaries,
 

they also act as liaison between the village chief or representative, to relay
 

birth and death information to the m-jor's office. Besides nursing instruction,
 
these and other nursing personnel need improved understanding of the importance
 

of accurate and complete health records.
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With five or six years of primary schooling, applicants for practical nursing
 

programs receive another two years of hospital training and about three years of 

experience before they take a special brevete examination. After about six years,
 

they may take an additional examination for advanced standing. Some also obtain.
 

special laboratory training.
 

Uncertified Practical Nurses (Infirmier or infirmiers non-brevetS)
 

This category, which constitutes the bulk of trained paramedics in the
 

Republic, is allowed to give all forms of medical and nursing care. Usually
 

attached to small hospitals and clinics, they can also assist with major medical
 

services such as operations. Although many have had only practical, apprenticeship­

type training for a couple of years, some have two years of training in a general
 

hospital after completing a primary education.-


First Aider (Secourist)
 

Previous).y termed garcon de salle, the first aider is the only paramedic in
 

the nursing category who is curtailed in his diagnoses and treatments. He applies
 

and gives all treatments or injections ordered by any of the above categories of
 

health personnel, but he is allowed only to deal with diagnosing and treating
 

minor complaints. Hence, he does no surgery and, although allowed to dispense
 

antibiotics upon the orders of another infirmier, he cannot prescribe them. Ile
 

works autonomously at isolated rural outposts and travels to villages dispensing
 

ordered drugs, giving innoculations, dispensing vitamins and malaria prophylactics
 

to preschool children, and referring seriously-ill patients to other health
 

facilities. Like other health personnel, he is sometimes advised of births and
 

deaths which he records with the infirmier-chef and mayor of his region. 

This health care is provided by a man who usually has two to three months 

on-the-job training in a hospital or clinic and has completed only enough schooling 

to make him literate. At the prucent time, the Ministry of Health is upgrading 

it3 health personnel, recycling them through various training programs, while 

eliminating certain titles or Job descriptions. 

Midwife (Sage-femne, flatrones) 

Although a certified midwife has between six and 10 years of education, alon:
 

with three years of midwifery training, she does few deliveries. Rather, in the 
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tradition of developing regions, her job is to maximize her training and continue
 

with further education projects of her own. Hence, they provide maternal-child 

health classes at health centers and clinics and hold antenatal and postnatal
 

classes in the village. There is no family planning in the Republic at this time.
 

Midwives also give malaria prophylactics to expectant mothers on their routine
 

visits and refer any cases of malnutrition for medical attention. In such cases
 

of under--nutrition, she may distribute UNICEF milk and foods to some families.
 

The natrone (not to be confused with the traditional village midwife), who
 

often learns to deliver babies through some on-the-job training, assists with
 

maternal-child health services and may assisL vith the actual delivery.
 

Social worker
 

Maternal and child health is further aided by the welfare services of the
 

social worker, who has completed primary school, a year of nursing, and a year of
 

social work studies. She often travels with the rmidwife and their duties, con­

sidering the high moternal and infant mortality rates, might be exa.iined more 

closely to see exactly what they can do to directly benefit the village woman and
 

her children. 

As one can see, the educational level of these paramedics does not seem
 

high by Western standards. Yet one cannot overlook their dedication, long hours,
 

and probable efficacy of treatment. Although the trend, from the five-year report
 

by the Ministry of H1ealth, states that it is interested in training more physicians
 

there was little attention paid to the training of large numbers of paramedical
 

personnel. Yet these men and women, who have salaries ranging from ,311 a month
 

to a little over 6:200, are the backbone of the system of diagnostic and trcatment
 

personnel. With the organization of I'EIS and the input of the USAID recycling
 

program, it is possible to continue this pattern of health care whereby it is 
more 

important to extend health care coverage than upgrade the medical standards for jus 

a few pbr:;ons. There is a tendency to want prestigeous health people, especially 

physicians, but this involves large expenditures of money and reaches only a few 

people. Often, the standards of a developing country's Ministry of Health are not 

too low, but too high. Thus careful thought needs to be given to training prorrr-ais 

for large numbers of paramedical personnel -- people u:1io are relatively inexpensive 

to train and inexpensive to keep on the payroll. Therefore, projections should be 

made not only for more surgeons and pediatricians, but more infirmiers. As we shal. 

see in the next section on BUDGET, this is the way in which the CAR will get thi 

most for its health franc.
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The health budget of the Republic, which currently constitutes about 

$3.4 million, mean6 a 'er capita health expenditure of about $2. In looking
 

at the Budget for the Ministry of Health on the following page, we can see that
 

the health expenses are about seven percent of the total national budget for
 

1972 -- the bulk of the ylh6.5 million national budget goes for military and
 

public works expenditures. Thus, we are talking of what is to us in the United
 

States a small amount of money.
 

We have argued throughout this report for a kind of coft.-benefit-analysis
 

approach to viewing the operations of the Ministry of Health, for it represents
 

a significant portion of the Ministry's funds when WHO or another international
 

organization brings in a half-million-dollar drainage system for Bangui or training
 

programs for a special experimental zone in health. For this reason, we would
 

urge that one continually think of how many people are being trained or retrained
 

as each American dollar is spent. Is the aim of these expenditures for the
 

long-term good of many persons, or the long-term good of only a few? Considering
 

the almost-total lack of even rudimentary sanitation and knoirlcdge of basic 

hygiene, how can the greatest numbers of people be reached for the lowest amount 

of money? These, we believe, to be some of the essential questions one needs to 

answer when going into the CAR with health-development funds, for as one can
 

see on the following page most personnel expenditures currently go to high­

level personnel.
 



BUDGET FOR MYNISTRY OF HEALTH, 19701
 
CENTRAL AFRICAN REPUBLIC
 

Percentage
 
CAR U.S. Dollars of Total
 

PERSONNEL 	 FRANCS (1,000 fr. = ) Expens 

Minister 	 2,265,000 $ 9,060 
Secretary of State 1,700,000 6,800
 
Cabinet 4,020,000 16,080
 
Public Heilth Department 10,135,000 40,540
 
Hygiene Service 16,000,000 64,000
 
Medical Assistance 183,000,000 732,400
 
Bangui General Hospital 74,595,000 298,380
 
Bcuar Hospital 6,900,000 27,600
 
Phaimacy and Provisions 3,270,000 13,08G
 
Maternity and Peciatrics 25,500,000 102,000
 
Service against Great Epidemics 60,00,000 240,000
 
nedical Institute 4,185,400 16,740
 
UNICFF Garcge 1,000,000 4,00
 
TOTAL Personnel Expenses: 392,670,000 $1,570,680 64.1% 2
 

TOTAL Current Expenses: 	 219,709,000 878,836 35.0%
 

TOTAL: 	 612,379,313 $2,449,516 100.0%
 

Source: 	 Budget de I'Expercice, 1971.
 
Tome I (Repubiique Cencrafricaine)
 

I. The total CAR budget was 11,649,..75,614 (CAR francs) or $46,597,100 (U.S.
 
dollars). This health budget constitutes 5.06% of the total budget. However,
 
it was raised to 6.8% (U.S., $2,873,724) in 1971 and 7% (U.S., $3,400,000) in
 
1972 so it is rising in both percentage and net terms.
 

2. This figure seems low; tnis often constitutes 80 percent. However, it may
 
point to low salary scales.
 

3. There was no designation for large capital improvements, so this percentage 
seemn high. Jwover, ,ed for n dii, rete breakdown is indicated. 
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THE PILOT ZONE OF BIMBO 

Now that one has some idea of the overall organization of health services 

in the Central African Republic, we can explore the experimental zone in the
 

Bimbo Prefecture.
 

As we briefly mentioned earlier, the pilot zone was established in 1968 and
 

began functioning'a year later. Basically, the plan is to develop a viable health
 

care delivery system which can stand as the model for the remainder of the country.
 

Besides standardizing a medical organization or system, the long-term general
 

goals of the experimental zone are to develop maternal-child health services,
 

concentrating on pre-natal consultations and under-five clinics. Furthermore,
 

demographic and epidemiological surveillance, under the direction of the Grandes
 

Endemies, will be improved with a new system of birth and death recording along
 

with better reporting of communicable diseases. In accord with the general
 

emphasis on maternal-child health and control of trans. ittci'le diseases, sanitation
 

programs -- including new wells and latrines -- will coincide with direct
 

population education in environmental hygiene. An immunization program will
 

add a further preventive health aspect to these endeavors.
 

The health organization can be seen on the follo--ing page in the 

organizational chart for the Pilot Zone of Bimbo. Here one can see that a
 

physician (from WHO) directs the project with a Central African supervisor being
 

directly responsible for the two dispensaries, the four secourist posts, and the
 

mobile unit. The staff in the experimental zone, excluding the WHO physician,
 

is paramedical personnel, including the USAID homologue and the supervisor.
 

The two dispensaries, Bimbo -- from which we conducted our research -.- and
 

Begoua, will soon be in the category of "health centers" when they add some
 

inpatient facilities to their existing plans. Therefore, in trying to evaluate
 

the goals and future activities of these stations, one can think of them in the
 

ideal terms described earlier with regard to the referral system of a developing
 

country which emanates from its health center. At the time of our inquiry, three
 

of the secourist posts were being used; only Fafara was not operational. The
 

mobile team consisted of the supervisor (infirmier), a sanitarian, a social
 

worker, and a leprosy worker (circuit experimental lepre), a literate member of the
 

health team whose main job is to deliver medications to various leprosy victims.
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These people go by car and mobylette (a small motorized bike) to the villages,
 

concentrating mainly on biweekly case-finding and minor treatment in Batalimo,
 

Bimon I, Salanga, Botambi, Boboui, and Yamboro. A river mobile unit was tried
 

in 1969 but turned out to be ineffective. In 1971 these mobile activities
 

provided 26,152 consultations to 10,609 persons (75 percent of the experimental
 

zone population).*-


Consultations at the clinics and first aid posts numbered 115,979 in 1971.
 

This means an average of over three visits per year for everyone in the experimental
 

zone. Maternal-child health consultations, which include an initial examination
 

by a WHO physician, included only 48 women coming in for prenatal consultations
 

for a total of 44h consultations, 83 infants (birth through one year), and 69
 

preschoolers (two to five years). Infants averaged almost 14 visits apiece
 

while other children usually came in only once. Considering the problems of
 

these age groups and child-bearing mothers, the expansion of these services is
 

of prime importance as recognized in the 1971-1975 national health plan.
 

The vaccination program coincides with the 11CII consultations, but the only
 

concrete figures, besides those from Pasteur Institute, were that Begoua
 

Dispensary had given 150 vaccinations in 1971. Public health education is provided 

the villages by assistant sanitarians who help the villagers build wells and 

latrines and teach improved nethods of refuse disposal. The Grandes Fndemies, whic. 
is especially interested in tracking The residual cases of sleeping sichness 
(trypanosomiasis), found lb cases under treatment in the Bimbo region in 1968 ard
 

no new cases in 1969, 1970, or 1971. It seems to be under control in this area.
 

As we can see by these figures, much work needs to be done in gathering
 

further statistics in order to learn the incidence and prevalence of disease and
 

to see which villages avail themselves of help or are benefited by the mobile
 

units. Such investigations would be a good additional research project in the
 

experimental zone to see the efficacy of mobile health care.
 

A very meager effort ii this regard was an inquiry at the Binbo Dispensary 

in late March of this year **to determine who actually comes to the clinic for help. 

This report from Dr. Sylvain Jolieboin, 1HO Counseller Technique, La Zone Pilote 
de Bimbo, 1971. Republic Centrafriccaine. 

* Thin survey,. co:nducted 11arch 23 to 27, 1972, was taken by us at the 3iinbo 
Clinic, noting each patienL's sex, oge (child or adult), diagnosis, rn'..Iaiice 
from home, and mode of transportation to the clinic. 
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This utilization can be seen in the chart on the following page. As one can
 

readily see, the vast number of persons -- 166 out of 262 -- came from the 

immediate Bimbo area. The clinic, which is about four kilometers from Bangui,
 

is actually located at one end of a hardtop road which serves the M'Poko District
 

of Bimbo. M'ost people -- in fact, four out of five -- came on foot. Of those who
 

traveled nine to eighteen miles to Bimbo, only two took motorized transportation;
 

the others -- including the man fro-i Yamboro, 16 kilometers awaY -- walked. 

This chart can be interpreted in a variety of ways, and because the survey was for 

only a short duration of time, one must be wary of the results. However, it 

demonstrates a few interesting points. Note the rise in numbers of patients who 

come from a distance of eight kilometers. These people were all from Kilometer 

Five and said they preferred the Bimbo Clinic on two counts: (1) the chief
 

infirmier was able to cure them and was 'kind" and (2) the city clinics were too 

crowded; one had to wait too long to see a nurse. 

We did not find that people come to Bimbo with a variety of complaints; the 

dispensary was not known to 'specialize.' Nor was one sex or age group more 

represented than another. However, the patients were there primarily for acute, 

severe symptoms for which there wits a perceived treatment. 'Tis would coincide 

with their use of the Western nedicine that -e described earlier. In order to 

further analyze these findings, we need to know exactly how medical care is deliverc 

on the mobile units and vhether or not the people of the irmcdiate Bimbo area are 

'healthier" because of their apIl-rent utilization of tliis medical post. 

Since we can see the paucity of data available even in a rcscarch-oriented 

experimental region, we can see that one of the initial problec-s is to set up good 

records. There are actually three levels of' a comprehensive record-keeping system 

in a developing country: (1) the patients' own recordsh, like those CAR residents 

now carry in their small spiral notebooks, which summnrize their clinical condition 

at a glance, (2) the files and ledger; Jn the hospitals, hcalth centers , clinjc;, 

first aid posts, mobile units, or wherever medical care is delivered, and (3) the 

birth, death, and summarized national health records which can be used for other 

analysis.
 

lie have nready rioted the diSparity and age in national heLith rcord keep]Ing 

which is a res,;ult of scarce resources and untralned Staff. !o let u:r now look at 
the records kept ty two key figures in the biiabo Pilot Zone, the chief nurse at 
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the clinic and the first aider. To better understand this, we need first to
 

describe the facilities and layout of the clinic, which is diagrammed on the
 

following page. Bimbo has a main consulting room which may be entered directly
 

from the outside and from which patients can enter the laboratory for tests,
 

the injection room, or the treatment room for superficial dressings. Noting the
 

daily ledger for the first three months of 1972, kept by the consulting nurse, 

we 	found that he caw an average of 135 patients a day, * six days a week, about
 

one-third of which were either new patients or had come with a new ailment. Only 

these new patients were listed in his ledger, which noted their sex, age,
 

diagnosis, and treatment. But often the diagnosis ' was only a symptom. On the 

many occasions we observed him, we noted that he spent about 30 to 60 seconds with 

a patient, rarely touching them except to check for fever or uncover a wound. 

Each person showcd his little notebook -- his own personal medical record -- which 

recorded earlier dates, ditgnoses and treatments. After consultation, the patient 
is 	 then referred for further laboratory tests, in which case the laboratory 

technician further adds to this notebook once blood or stool analysis is made, is 

told to go to the injection or treatment room, or he is given one day's supply 

of 	pills for his ailment in any available scrap of paper -- another scarce item 

around the clinic. 

The clinic would initially be upsetting to the Western practitioner. Flies 

freely swarm in through the screenless windows, often stopping on the blood 

soaked dressing in the wooden box of the treatment room or hovering around the 

needles in the injection room. Water is transported to the clinic from a 

backyard well, but those attending or consulting patients were never seen to wash 

their hands. In fact, one wonders at the personal hygiene practiced even by 

these health personnel, for only the head nurse at the B1imbo Clinic said he 

boiled and filtered his water at home -- all other altendants interviewed do not. 

The 81akpa first aid po;t, unlike the raised concrete, permanent building which 

housed the Bimbo dispensary, was a lar(ge mud-brick building with dirt floor and 

reed roof. Only its size and the large Red Cross on its exterior showed it to be 

anything othcr than traditional housing. Here the secourist dispenses his drugs 

* 	 This coincides with the earlier figures -- about 2.5 consultations per person 
per year. 
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and advice, again in the midst not only of several patients at a time, but with
 
many insects overlooking the entire procedure. 
The spoon from which he gives the
 
many young children their nivaquine against malaria, was kept in a rusty tin filled
 
with water -- it was used repeatedly without being cleaned. This practice made us
 
wonder about thesterile techniques em:,ployed by the various health practitioners,
 
for if they do not see need to boil water for their families, do they boil it for
 
their patients? 
 One must recall that one of the basic job descriptions of all
 
these health officials is their promotion of public health practices. Whlen asked 
about this, all of them replied that they teach while they treat, yet considering 
the lines at the clinic and the first aid post, along with the short consultation 
time, the researchers wonder how much education can be accomplished. 

The first aider also keeps a ledger with the name, age sex, diagnosis and 
treatment, but too, recordshe, only new patients or those along his mobile route. 
There is not at this time any coordination between the records tit 3iribo and Sakpa; 
both are distinct fron one another. Nor is there a file kept on any individual C't 
either place, for all medical records are found only in these ledgers or in the
 
personal medical notebook of' the ntiont. 'Tiiq, comnlr!......n 
 ... re po-, ble
 
only in so far as the patient can 
remember them. There is one exception to this
 
the records that the midwife at i~:ibo keeps on 
her mothers and young children.
 
She maintains much more detailed accounts of weights and general progress 
of her 

patients.
 

There are a few general comments which the researchers wish to mnake about 
the health personnel interviewed in the experimental zone. Not only were they 
dedicated and zealous workers, but they were very interested the healthin of their 
neighbors and themnselves. Yet, the services of the country are presently so 
oriented to de curativefacto, medicine; not one parmnedic intervicwed thouglht ill 
terms of preventive medicine. malaria wasEven control thought to Le accomplished 
solely through the givlng of 'malaria prophylactics -- something that is 'too 
expensive" as they often reminded us. And, although they are to enlgage in sanitary 
education, when asked about the health needs of their neighboringj,peoples, they 
tended to mention the need for more health per,;onnel, inorc: and liJeclinics, tile 
they did not mention the need for improved enivironmental sanitation, vaccination 
or insect control. In fact, the only person who concerned himself with co'munity 
improvement was the sanitarian. But he does not work with persont, in the Bangui 
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open food markets and the market across from the Bimbo clinic, where meats lie
 

in the hot sun from early morning to noon.
 

One has seen how the Pilot Zone of Bimbo is presently designed as a potential
 
health care delivery model for the whole of the Central African Republic. Since
 
it has only been operating for three years, evaluation of it is premature.
 

Weighing the desire of its personnel to create a good system, there is much hope.
 
Therefore, the researchers shall nekt make specific suggestions for the
 

development of further programs.
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REC01 R4EDATI ONS 

In the African social drama sickness has a strong claim to being
arch-villain. 
It is bad enough that a man should be ignorant, for

this cuts him off from the commerce of other man's minds. 
 It is
perhaps worse that a man should be poor for this condemns him toa life of stint and scheming, in which there is no time for dreams
and no'respite from weariness. But what surely is worst is that a man should be unwell, for this prevents his doing anything much

about either his poverty or his ignorance.-X
 

*Vfhat George Kimble states so succinctly here summarizes the intertwined 
relations between health and development. The problem is how to break the cycle
 
of illiteracy, poverty, and sickness. 
This calls for a creative health care
 
system, one that is preventive as well 
as curative, and one that anticipates
 
health problems as they arise in industrial development. This report has
 
identified some of the ma3or health problems and has tried to demonstrate how
 
the health practices are juxtaposed with the cultural context of the people.
 

The results are these final suggestions which come from the experience in the 
field --
the multi-phased operation of interviewing, uollectin? reccrdb, and
 
observation -- and the many weeks of analysis with this report as the final result. 
Further, these recommendations have not been hastily conceived and reflect the 
full weight of the academic disciplines the researchers represent -- narely, 
medical anthropology and medical sociology. 
But more so, they represent a deep
 
and abiding humanitarian concern for the peoples of Central Africa.
 

Some of them will be negatively colored. That is, they are listed for the 
express purpose of advising against the utilization of health education programs 
and techniques which are culturally biased and friction-producing. For this reason 
this report has been holistically franed so that the cultural patterns and cultural 
dynamics mray be taken into account. On the other hand, many of the recommendations 
are oriented to the implementation of techniques that are of a positive nature. Son 
advise building on cultural patterns that already exist whereas others urge 
implementation of newer and more revolutionary methods of health education. 
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PUBLIC HEALTH EDUCATION VIA INFLUENCE LEDERS 

As this report has repeatedly stressed, the Central African Republic is 

a developing nation with the attending growing pains: (i) an unfavorable
 

environment which includes poor sanitation, inadequate diet, and a high incidence
 

of disease; (2) deficient delivery of health care services largely due to actual 

manpower and financial rescurces, uhich are further accentuated by unmet needs
 

in transportation and coLxrnunication, and (3) high levels of illiteracy. Thus,
 

public health education needs to be aimed at the masses.
 

The focus of the Ministry of Hcalth has been to provide health education
 

through the various health paramedical personnel, men who although they are 

dedicated and diligent, are often too busy to provide complete and comprehensible
 

advice to their patients. Perhaps a two-phase program which includes direct,
 

face-to-face education and programs aired on the radio would be a more effective
 

way to use the health-care dollar. As the researchers fond in Yamboro and other
 

villages they visited, shared radios are a frequent source of enjoyment and learnint,
 

To use the radio to teach has shown to be an especially sensible approach to 

education in developing countries. The outstanding example is Columbia, South
 

America, where the Accion Cultural Popular, a system of radio prograis has been
 

designed to promote literacy and public health education in remote rural areas.
 

Semi-literacy can be achieved in about eight months,* and many development projects
 

have thus been made possiblu. These programs have reached between 150,000 to
 

300,000 a year in Columbi, " and similar television programming has been
 

successfully devised for Puerto Rico.
 

There are several reasons to believe that this would be an efficient method of
 

public health training to the general person: (1) the people desire health and
 

actively seek it whenever it appears available, (2) radios are now available in
 

villages near the city and could be provided inexpensively to remote regions which
 

Area Handbook for Colombia (Special Operations Rosearch Office, American
 

University, July, 1961) p. 168.
 

" Ibid.
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do not now possess them, (3) people have the leisure time to listen because their
 
not
 

energy levels do/always permit a full work day, (4) new ideas would flow from the
 

radio to the opinion changers of the village to effect change, and (5) it would
 

meet the criteria of good health education to rany people for low per capita cost.
 

Although the training of par,'-redical people is extremely important in the CAR
 

and will continue to be so in the future, every health practitioner from internation
 

health educator to physician tries to determine how to best utilize his time. The
 

University of Pittsburgh/USAID/OC2AC health educators could prepare materials for
 

broadcasts and have them translated into native tongues (mainly Sangho) for airing
 

on the radio. These could provide information in the critical areas of childhood
 

nutrition, prenatal and infant care, environmental sanitation, personal hygiene, and 

disease transmission. It could further offer advice to village midwives and 

traditional practitioners, whose services will continue to be needed and used by 

many villagers. It could also facilitate the teaching of additional paramedics in 

rural regions. In this way, one teacher and "one classroom" could provide help to 

hund.cds in need. And, nsincc Prczidcnt Jean Dc e..Bekct has a strong interest
 

in the informational services of his radio and new television stations, he may be
 

interested in endorsing such a venture. He was instrumental and very active in the
 

cholera campaign and would be likely to feel that this is another way to give aid
 

to his people.
 

Since health care in a developing region is organized from the bottom up not
 

the top down, this mass media approach would aim both at continued paramedical
 

training and self-help to improve one's own health status and that of a community.
 

Quite frequently, health education fails because the structure of the community and
 

the persons of influence are not taken into consideration. It was brought to the
 

attention of the researchers on repeated occasions how people from the villages did
 

not listen to the advice of the missionary nurses regarding proper procedures of
 

preventing illness. Suggestions as to washing hands before handling food or not
 

bathing in Lhe river were simply ignored. However well-meaning these warnings were,
 

they overlookcd the cultur,.l dynamics of how native peoples organize their lives. 

More specifically, they by-passed the people of influence in the village whose 

leadership is respected. 
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Public Health Education (continued) 


Therefore, the researchers suggest that health education be channeled 
through
 

This includes (I) the formal political leaders such
 the leaders of the village. 

the informal
 

as the chief, (2) the traditional health practitioners, and (3) 


To by-pass any of this authorit
 "influence leaders," which Will be discussed later. 


Hlealtb educators
 
structure of the community is to produce friction at 

the outset. 


will need the cooperation of such leaders if what they have 
to say is accepted by
 

Having such a person of respect give approval to any 
change of
 

the people. 


behavior is to gain the imprimator so needed in soliciting 
a hearing among the
 

people themselves.
 

As the researchers pointed out earlier, the chief uses 
his authority to organi7
 

the village-as a whole, as when smallpox vaccinations 
are given to the entire
 

community. At these times, his influence can be used to give the 
whole group specif
 

kinds of health information, such as instruction about 
the importance of covering
 

Or one could use this
 
latrines and not defecating in or near water sources. 


'village forum" as a place to explain disease transmission of frequent communicable
 

In any event, people amassed either for
 diseases such as malaria or shistosomiasis. 


radio broadcasts or public meetings should be used 
to critical advantage.
 

Also an effective transinitter of information are 
the traditional medical
 

practitioners. As the researchers pointed out, even the village 
midwife, divinator.
 

and medicine expert were quick to avail both themselves 
and their patients of
 

To have the mobile
 
clinic and hospitals services when they recognized 

the need. 


team, especially the infirmier and sage femme, work directly 
with these traditional
 

practitioners to promote better sanitation, personal 
hygiene, and even assist them
 

in their medical functions would enlarge the scope 
of delivering health care to
 

Because these traditional practitioners already have 
re3pect as Pedical
 

the people. 


consultants, it would be wise to build upon this existing, 
village-based resource.
 

For example, since many babies must be delivered in 
the village, due to lack of
 

provide the village

sufficient maternity facilities, the government midwife 

could 


midwife with sterile dressings and razor blades for cutting 
the umbilical cord
 

Since
 
and give instruction about recognizing problem pregnancies 

and deliveries. 


for the ailments of young children, she could also
 the village midwife also cares 


be taught to dispense the malaria prophylactic to children and expectant mothers.
 

to dispense medication, take care of
 
Other practitioners could also be taught 

skin disorders, and give minor treatment to the other 
common complaints of these
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people. 
Furthermore, since these respected traditional practitioners are assumed
 
by the villagers to have both medical knowledge and special wisdom about the
 
workings of their universe, they are unique health educators. For example, if moral
 
value can be given to the eradication of germs, they could be taught to teach
 
sanitation procedures to other members of the community. 
Radio programs could
 

expand this education.
 

So far there has been discussion of public health education which flows
 
directly from one leader, via either a paramedical official or radio program, to
 

another overt guide, either a political or medical leader. However, since the
 
time for actual health education is limited by these nurses and their staff to
 
largely diagnostic and treatment procedures, their teaching duties may be quite
 
specific. Furthermore, they are usually able to identify only those obvious
 
formal leaders in the village. However, other more subtle --
and sometimes more
 
important -- leaders exist. These leaders are found not at the top of some
 
vertically arranged hierarchy, rather, these are informal "influence leaders" who
 
are found within a specific class of persons.* These persons are considered
 
experts in some special area of activity. For example, there is probably a 
woman
 
who is admired for her healthy, productive children. A man may be known as a good
 
hunter or as one who builds the most weather and fire-proof homes. Someone else
 

may be admired for his cultivating. These influence leaders will be critical to
 

change daily habits.
 

Since these opinion changers are difficult to identify, the radio is the ideal
 
way to give information to them. Here knowledge flows from the radio to the
 
opinion leaders -- those considered "good mothers," "good cooks," 
or 'good planters.
 
From them, the message travels to the active sections of the population, the communi
 
members at large. 
The analysis of such personal influence, which can change behavic
 
and attitudes, is complex, but the radio has been demonstrated its viability in this
 

-
task. 
 These are the persons to reach so that water will be boiled, so latrines 171, 
be built and trash buried, and so that women will come to clinics for prenatal 

checkups. 

See especially Elihu Katz, "Communication Research and the Image of Society,

Covergence of Two Traditions,' American Journal ofSocioog , LXV:5, March, l,'60,

and E. Katz and Paul Lazarsfeld, Personal Influence: 
 The Part Playd__bPeoPlC
in the Flov of Mass Communications (Free ress, 19"5). 

' Ibid.
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INTRODUCING THE CONCEPT OF GEM THEOPMY
 

Perhaps the most difficult concept for health educators to deal with among
 
traditional peoples is the concept of disease causation by germs. 
 The problem,
 
quite obviously, lies in the area of cognition anl worldview. 
We need not
 
rehearse all the difficulties modern health personnel have had in communicating
 
why germs are dangerous and consequently why their suggestions in dealing with germs
 
have been spurned. Traditional peoples simply do not operate with a scientific
 
worldview where germ theory makes sense. 
 Therefore, health educators must seek
 
to bridge this gap by bringing germ theory into the cognitive frame of reference
 
of the native people themselves.
 

One suggestion is to give the germ a moral value because the native worldview
 
is morally and supernaturally oriented. 
In the Western system of cognition a
 
germ is impersonal, being neither good nor bad. 
It has a neutral connotation in
 
the same way that the Western view of the world is mechanistic and neutral. For
 
this reason, sickness among Western peoples is not a morally traumatic experience
 
(except for the more terminal type of illnesses or accidents which are disfiguring).
 
But among native peoples sickness is a moral experience, and dinenqe eotsation is
 
often conceived of according to moral terms. 
Therefore, in assigning to germs a
 
negative moral quality the first step in introducing germ theory has been accomplisl
 

This can be achieved by portraying the germ in a concrete form in which the
 
negative quality of the germ may be immnediately recognized. One of the most
 
effective ways to accomplish this is the use of a cartoon, the germ characterized
 
as a reprehensible and morally evil entity as was done in the recent CAR cholera
 
campaign. The cholera germ was depicted as a giant crab next to a filthy rul'bage 
pile which was swarming with flies. (The association between the germ and the
 
source and vector of the disease was thereby clearly drawn). A native with a spear
 
(representing good health) was posed and ready to kill the crab. 
Also on the
 
poster were words in both French and Sangho alerting the population to carry out the
 
fight against cholera. These posters, which were located in most of the public
 
buildings, were therefore effective in bringing to the attention of the people how
 
cholera is transmitted and what must be done to prevent it. 
 Yet it cannot be
 
overlooked that the cholera "germ' in the cartoon was singled out as a morally evil.
 

entity.
 

In similar ways other endemic diseases of Central Africa could be dealt'wi.th
 
by health educators through the use of poster cartoons. Bilharzia, amoebic
 
dysentery, to name some, could be depicted as 
discrete germs, but with an
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exaggerated form in order to make clear the moral connotation. Such posters could
 

be placed in villages, near water sources, conduits, rubbage piles, and in other
 

likely places. Or they may simply be used for teaching purposes. The cost of
 

producing posters would be quite minimal, and it has the added advantage of reachinL
 

great numbers of people.
 

It is to be admitted that a cartoon figure of a germ is not the same as
 

understanding germ theory. But it is a beginning and builds a platform for a
 

progressive evolution of learning about germs. Another step in the development mig:"
 

be to show x-rays of diseased organs; this has been somewhat effective among the
 

Navaho Indians in the southwest of the United States to portray for them the
 

dangers of tuberculosis. Nevertheless, the point is well made that people want
 

to know what is causing them to be sick. The problem is in communicating this
 

knowledge to them in terms that they understand and in the conceptual framework that
 

they find meaningful.
 

Because many of the missionaries also give medical assistance, they too can
 

be used to extend the idea that "germs" are morally reprehensible. Since the
 

country 'is quickly becoming Christianized and because the vast majority of people 

with whom the researchers talked attend church services at least once a week, this 1 

a place to continue public heLvlth education. The moral precepts of Christianity le, 

themselves to stressing the importance of "cleanliness" and this can be expanded to 

include explicit health information. These sermonettes could be prepared by health 

educators and disseminated to the various churches and mission posts so that the 

education is uniform and follows some coherent plan -- possibly with scheduled radic 

broadcasts, poster campaigns, village lectures, and health classes in the schools.
 

In all African public health education, it is necessary to underscore the
 

importance of understanding the traditional response to time. Since the verb syske:
 

gives little emphasis to the future tense, this has strong implications for public
 

health and preventive medicine. Rather, is the past and present tense which is mes" 

meaningful to the African mind, as was discussed under LANIGUACE. Future time is 

conceived of as very short -- usually only a few weeks. To resolve this problem of 

time, short-range educational goals might be implemented in favor of long-term 

goals. This necessitates making prolgrams more intense and repetitive in order to 

undergird their success. In fact, since repetition will be the key factor in
 

communicating health training, educators may find it is wise strateg(y to gear their 

I"I- o w - . w.:, I This is reason care,) , I .. r .', another to 
fully plan global public health projects which simultaneously saturate '' :di., 

with rrdio brondcavts, posters, church sermons, schro 1,w', , rnd village progra. 

which concentraLe on one theme at a time. 
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COORDINATED RESEARCH 

Important to any health project are its research components, for as a country
 
develops so do its health problems. 
One knows from decades of experience that each
 
and every project, whether it is putting in neir wells and latrines, digging drainage
 
ditches, placing tarmac on roads, or attracting new industry carries not only
 
increased benefits but additional health problems. 
Thus, there is need for contin­
uous research on all of these projects in a given locale. 
The CAR is a unique
 
place for such coordinated, interdisciplinary research. 
As was noted in the
 
Table of Organization for the Ministry of Health, the international technical
 
consultants (including University
the of Pittsburgh/USAID/OCEAC team) are on the
 
level directly below the Minister. This means they 
are part of the planning boards
 
of the country and have access to reports and designs for on-going developmental
 

projects.
 

Since the health-related technical consultants in the CAR meet periodically,
 
they might plan research designed to assist one another in their specific endeavors.
 
For example, health educators will need to know the villagers' acceptance of new
 
sanitation equipment over at least one lifetime cycle to determine effectiveness of
 
the program. 
For example, if the infant mortality rate dramatically drops, will thi 
have social implications in the family? If a water pump breaks and parts are not
 
available for repair, 
 will this handicap further innovations in the villages? Also, 
with the introduction of a new series of city drainage canals which atre excellent 
breeding grounds for mosquitos and other insects, how does this effect the disease
 
rates in the next year or two? 
Since one can anticipate some changes in disease
 
incidence, is the health care delivery system able to cope adequately with these
 
new burdens? The technical consultants can thus assist one another, giving research: 
assistance when necessary, to determine how one project affects another.
 

Furthermore, since health problems can be expected to mount geometrically as
 
migration and industrialization increase, it is important to keep abreast of
 
amendments in communication, transportation, agriculture, mining, and the like. 
To
 
insure coordinated national planning, and 
anticipate new health issues, it would 
be wise to establish a committee of international consultants which includes at'
 
least one member from each Ministry who can mutually discuss project agendas and 
plan interdisciplinary evoluative research. 
Since all activity emanates from Bangui 
such coordination would be logistically feasible and could promote a coordinated
 
plan of development for the entire country.
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Besides this type of overall cooperation and research endeavor, there are
 

specific recomnendations for continued research in the Bimbo Pilot Zone. 
There
 

is a need for evaluation of the health care delivery services, including services 

rendered at the clinics and first aid posts along with attending mobile units. 

Perhaps Pasteur Institute could be persuaded to assist with aetiological analyses 

taken randomly from the pilot zone popalation to determine the extent of the major 

communicable diseases. Since latrine, wells, and refuse disposal are being 

introduced to the villages served by the Diimbo Di.spensary and Sakpa first aid 

post, it would also be wise for the sanitarians to establish ongoing research into 
the changing and persisting personal habits of these people. Of' all the paramedics.. 

personnel, the sanitarians seem to be the ideal indigenous researchers. They 

have more time thun those who treat illness, their duties in the villages are 

such that they have already established the friendship and cooperation of the 

villagers; they ore the most 3 2 :I, y 6' all paraufedieal personnel tu X.uw Loi'- of t... 

informal, as well as formal, influence leaders of the village. Consequently, 

by adding some research training to these indigenious sanitarians, the public 

health programs ol Central jurica couiu be great.Ly strengthunud. 

http:great.Ly
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MISCELLANEOUS RECO11ENDATIONS
 

1. 	The sanitarians now concentrate their activities to the city and villages,
 

concentrating on environmental health around the home. Perhnps they could
 

organize public health education for the butchers and food salesmen in the
 

open markets. This is another self-contained "public forum' vhere short daily 

talks could be given perhaps in the early morning as the shopkeepers are 

arranging their wares. The sanitarians could instruct the people not only 

about food handling and storage but personal hygiqne and vaccinations. 

2. 	Since rural rn'-Idents nxpressed concern at the cost of hitching a ride to a 

distant dispensary or hospital, perhaps the Ninistry of Health or another 

organization could arran1,e to cover the transportation costs. One method of 

reimbursing truckers or car owners for rides to rural residents might be to 

provide a book of coupon,, to the villagers (or perhaps the chief or various 

traditional ricical practitioners). Fach coupon could be vorth a specified 

number of kilo.,eters. Instead of redcu;hng the;e for cash, riey could 

entitle the dri cr to national lottery tickets or another weekly drawing, 

giving, of course, the greatest probability of w7inning to those with the 

greatest number of coupons. 

3. Tle small spiral notebool's carried by all patients should be expanded. Not 

only can they provide instant medical histories, but excellent tools for 

continued epid(.niological research. These notebooks should contain not only 

the birth date, sex, marital status, education, occupation, -. 1d tribal 

affiliation, but the vaccination record and ful) medical history of the person 

Miagnosis, date, treatment, and general remarks by attending nurse or physician. 

should also list the date and each new addresj when one moves or travels. 

And, if the pers:on can le taught to have some literate person make a notation, 

they should record the date and special life events ---marriage, divorce, 

family births,, family death,;, famnily crises. Children's notebooks miight 

designate one pnige for a weil-ht chart -- the quickest sing ]e health indicator. 

If the person can learn to keep ths intact and carry them at all times, 

like their identification card, they could provide an excellent portable 

mCical r'eor(d. 1V.e;Vrcli from the,, notebooks could ftunish not only 

interetsting epidcfl o] ogiv I data, but socJ o-cul turatl information into dinase 

trnnsmision nnd etiolog:y. This couLd also be a valuable evaluative tool in 

determining the progresr of the project and heailth care In the pilot zone. 
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4. The records kept in the clinics and aid posts need both coordination and
 

systemization. Not only should individual cards be kept on each patient, but 

mobile units, dispensary, and first aid posts must share their information, 

perhaps on a weekly basis so that follow-up can be made to patients who do not 

treatment. Vaccinations need similar systemization, so that thecontinue 

aware of each patient's innoculation
main dispensary or health center is 

Moternity records could be kept in the village by the traditionalschedule. 


midwife or another literate female when the birth takes place at home. The
 

of necessary informatior
traveling snr,-femne could instruct them about the type 

5. With the assistance of the project field director's Central African 
homologue,
 

one could devise a Sangho/French/English mcdical phrase book, compiled to 

elicit medical information for attending international medical personnel.
 

This should include general questions, demographic information, previous ill­

nesses and trentments, present complaints, plus specific questions in the areas 

of pregnancy, alimentary tract and abdomen, circulatory or respiratory 

system, and the like. Questions should take into account not only the language 

of the pcoplc, but ......uld bc phra Cd 4n such..... .li...tly a y L. a- -rc.h 

Since any taboo topic such as infidelity as it applies to venereal disease. 


k8angho and has had some medicalthe honiologue assigned to this project speaks 

suited to this task. Appropriate questions aretraining, hc is uniquely 

detailed in Strover and.Hazorodze's Shona Phrase Book which appeared in the 

central African Journal of 1*edicine (11:12, December, 1965). 

It is hoped that this case study and these recommendations are instrumental in
 

providing the University of Pittsburgh/USAID/OCEAC field personnel and the 
health
 

officials of the Central African Republic with ideas upon which to build new
 

programs and research which will give better health to the people of this African
 

nation.
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This data collection
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an.d practices. 
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GUIDE SUESTIONS FOR FOOD HABITS
 

A. 	Foods and Mealtimes
 

1. 	Which foods do people in this town eat most often? (Determine

"core diet".) 

2. 	How many times a day does each family eat? At what time?.
 

3. 	Do people in a family group all eat.together or do some people
 
eat whenever they wish?
 

4. 	Who is served first? Last?
 

5. 	Which foods do people (you) prefer? (do men prefer? Women?
 
Children?)
 

6. Can you list the foods people usually eat by: a) day of the 
- week _ b) time of the year , 

c) season , d) special occasions such as celebrations 
-or ceremonies
 

e) other "
 

7. How often do people eat or drink: a) meat __, b) fish
 
c) vegetables , ) fruit _ , e) milk , f) other
 

8. 	 Where do foods come from into this town? a) meats 
b) fish _, c) vegetables , d) fruit ...... _, 

e) condiments (specify salt, sugar, pepper, other . 
f) milk .... _,.. g) other foods ? 

B. 	Preservation Rnd Storage
 

1. 	How do people keep foods from spoiling?
 

2. 	How do people store foods for future use? How long is it stored?
 

3. 	What containers are used for each type of food stored? Where are
 
they located?
 

4. 	Are these containers covered? If so, please describe the covers.
 

5. Do insects or small ahimals such as rats invade food stores?
 

6.- How do people keep them away from food?
 

7. 	Which families or individuals have the right to take food from
 
town storage containers?
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C. 	Recognition of Association between Food Habits and Health
 

1. Do people use certain foods to make themselves and their families
 

healthier? Which foods? How do they improve health? 

2. Which foods do people use to treat diseases, to help sick people get
 

well? hich diseases? What symptoms?
3
 

What 	kinds of sickness?
3. 	Can too much food cause sickness or pain? 


4. 	Can too little food cause sickness or pain? What kM.nds of sickness?
 

"5. 	What do people do for:
 

a. 	poisoning frcm spoiled foods?
 
b. 	stomach pains?
 
c. 	intestinal pains?
 

d. 	 severe diarrhea.(adult? child?) 
e. 	voraiting (adalt? child?) 
f. 	 c,)nstipation? 
g. 	blood in stools or urine?
 
h. 	worms, in stool, or urine?
 

i. 	pain in teeth or gums?
 
J. 	difficulty in 5rwallowing? 
k. 	refusal of infant to suckle?
 

1. 	inf!'nt roC non-Inotating mother? 
m. 	 refusal of wcuned baby to eat? 

no appetite?
n. 	refusal of anjone to eat because of pains or 


o. 	 persons whose poor or absent teeth do not permit them to chew 

properly? 

6. 	Whom do people call for help in such cases as the above?
 

7. 	How soon?
 

What do people do for a baby who has any serious food problems?
8. 


9. 	 What do people do for an older child with a similar problem? 

What do people do for an adult with a similar problem, e.g. a husband?
10. 
a friend? a
wife? sibling? parent? co-wife? any other kin? 


a stranger?
villager who has become sick from food? 


11. Do certain foods cause pain? Which ones?
 

12. 	How long aftcr mealtimes? (immediately? in a few minutes? ten
 
the next
minutes later? a half hour later? an hour or more later? 


day? several days later?)
 

13. 	What relieves the pain? (drugs? special foods? special drinks?
 

any other methods?)
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14. 	 Which treatment method causes vomiting? Does vomiting relieve pain
 
or make it worse?
 

15. 	Does pain make one afraid to eat?
 

D. 	Association Between Food Preparation and Accidents
 

1. 	How do people protect themselves from accidentally hurting 
themselves: when Lh:, are: collecting honcy (from bees); cooking 
(from burns); using a sharp instrwuent (from cutting oneself); 
serving focd (frcm slipping on spills or spilling hot food on 
someone); ubile hunting, fishing, or cultivating (from cuts, 
gunshot wounds, spear wounds, in.ect bites, predatory animals, etc?) 



CHECKLIST FOR DIET*
 

0 0 
W 0 0 

00 

WZ.4 ' 
p 

U}.fO C0., . I 

S -r4 .W 0 0 r 

PLANTS1. DOMESTICATED 

a. Starchy Staples
 

manioc (cassava) 
sorghum 

millet 
maize 

plantains6
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sweet potatoes 4j
Coleus potatoes 


b. Sources of Fats
 
plantoains
and Oilss 

sesame
oil palm 

groundnuts
 
nutsBambaa 

- - _ 
butter 

food usage, Ii~clude proximity, preferenlCes 
taboos,
 

protelnCaolric balances and other 
nutrient values, and barter or
 

*lWhen determininlg 

cash potentlal.
 

0 
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c. Other Vegetables
 
and Fats
 

avacados
 
cowpeas
 
lablab beans
 
lima beans
 
pumpkin
 
horned cucumber
 
okra
 
amaranth
 
watermelon
 
melons
 
melons (other types)
 
mangoes
 
bananas
 
dates
 
papayas
 
pineapples
 
guavas
 
citrons
 
other
 

d. Condiments
 

sugarcane
 
sweet sorghum
 
salt (all sources)
 

2. DAIRY PRODUCTS
 

milk (specify)
 
cheese (specify)
 



3. WILD PLANTS AND
 
INSECTS
 

berries
 
nuts
 
honey
 
wild roots
 
termites
 
grubs
 
other
 

4. DOMESTICATED MEATS
 

cattle
 
goats
 
sheep
 
pigs
 
poultry
 

chicken
 
ducks
 
geese
 
guinea fowl
 
other
 

camel
 
dogs
 

5. NEAT FROM GAME 
ANIMALS 

wild pig 
antelopes 
elephants 
hippopotami 
crocodiles 
snakes 
other reptilos 
wart hogs 
wild birds 
monkeys 
wild buffaloes 
rodents 
other mammals 

CHECKLIST FOR FOOD (continued)
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GUIDE 0UB8TIONS FOR MATERNAL MD CHILD HEALTH
 

This set of questions will vary according to whether the responder'
 
is a physician, a traditional or certified midwife, a woman resident, or a
 
group of women. The questions are therefore phrased as if they were ad­
dressed to a local woman resident, married and a mother -- and appropriate
 
changes may be made according to other respondent categories.
 

A. Conception and Pregnancy
 

1. When do girls usually get married in Bimbo (Farcha)? At what age?
 

2. Does the marriage take place shortly after their first menses or.
 
after an initiation ceremony?
 

3. When do women usually have their firdt child?
 

4. How does a woman become pregnant?
 

5. What special foods should pregnant koen eat? What should they not
 
eat? Why?
 

6. How does a woman (and others) know che is pregnant? What signs are
 
there?
 

7. When it is learned that a woman is pregnant, how does her family
 

react to the news? Do they do anything different than ordinarily?
 

8. What does she do for herself and the expected baby?
 

9. What do people feel she should not do? (Walk in certain parts of
 
the village? Travel to a nearby village or city? Have inter­
course with her hucbaud? Touch certair animals? What else?)
 

10. What does her husband do to safeguard his wife's and expected
 
baby's health during the period of pregnancy?
 

11. 	 What kind of medical care do w'men seek during pregnancy? Do they 
treat themselve3 or ask help from others? Who?
 

12. 	Do other people relieve tbi pregnant woman of housework and other
 
chores?
 

13. What is done for nausea and dizzyness in pregnancy? For food
 
cravings? (Check if such symptoms .ccur in Bimbo c- Fau.ha.)
 

14. What do pregnant uomen do ihen they hAve unusual pain, bleeding or 
other signs of trouble during pregnancy? 
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15. Are (therapeutic) abortions ormiscarriages performed by anyone
 
here?
 

16. 	If women visit the local clinic during pregnancy, how often do
 
they usually go? Do they like to go there? Is the midwife or
 
another person better to consult? Why?
 

17. At what age do boys and firls learn about reproduction? Who
 
teaches them? Where?
 

18. 	How can people forecast the time of delivery of a pregnant woman?
 

19. 	Which signs during pregnancy indicate what the baby will look like?
 
(a boy? a girl? normal? deformed? have unusual markings like
 
warts, discolored patches, ceul over his scalp, etc?)
 

20. How much do people know about what happens during pregnancy and
 
childbirth to the woman and her baby? Do they learn this from
 
their families? Do they learn more about this in the clinic?
 
Are there pre-natal classes for expectant mothers?
 

B. Childbirth
 

1. Where does a birth usually take place? (In a woman's parents'
 
household? in her own dwelling in her husband's compound? in
 
a special hut? in the clinic? in a hospital? other?)
 

2. Who generally is called to assist a woman in childbirth? (a
 
particular group of female relatives? a traditional midwife alone?
 
a certified midwife? the clinic doctor or nurse? a doctor in a
 
hospital?)
 

3. Describe step by step what the midwife and her assistants actually
 
do, to assist the childbearing woman.
 

4. What is done in case of complications? (e.g., severe bleedingS

prolonged labor, or breech birth?)
 

5. Are special actions taken for a primipara (first-time mother) or 
a multipara (mother having her seccnd or later child)? What is 
the difference between the two types in length of labor, personnel
permitted at her accouchenient and actions taken? 

6. Does the woman lie down on a bed (or mot on the floor) or does she
 
squat? What is her position during labor and delivery?
 

7. 	 Is she encouraged to walk, be silent, cry out, or show other kinds 
of behavior during labor? 

8. What customs are observed by all persons present during a birth? 



9. What customs does the childbearing woman's husband observe before,
 
during and after the birth?
 

10. What care is given the mother after the childbirth if she is not
 
in a clinic or hospital? (special diet? restrictions? purifi­
cation measures? washing? for how many days? weeks?)
 

11. 	Who may visit a woman who has recently borne a baby?
 

12. 	If a woman sickens during or after childbirth, what steps are
 
taken fo her?
 

13. How long after a birth does the mother see and hold the baby?
 
If a son? If a daughter? If sick? If dead?
 

14, 	What is done with the placenta and other exuvial of childbirth?
 

C. Child Health
 

1. What is done to the infant at birth? How is respiration initiated?
 
Is the infant washed? clothed? put to the mother's breast? give­
watcr or food? other?
 

2. If the mother is unable to suckle her baby, how will it be fed?
 

3. Will another mother suckle a child not her own? What relation to
 
the mother or c.hild would this person be?
 

4. During the convalescence of the mother, who cares for the baby's
 
needs?
 

5. What is the attitude about twins? multiple births?
 

6. What is the attitude about babies with birth defects? How are
 
such babies cared for?
 

.7.	What food, plant, or other matter (or technique) will increase a
 
mother's milk?
 

8. How long do mothers nurse their babies? One year? Two to four?
 
Until the next baby is born? Until the next pregnancy?
 

9. Are any foods bcaidos mother's milk fed infants?
 

10. 	After wenning, what foods are fed the infant (child)?
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11. 	Are any food mixtures from the government, another country, or the
 
United Nations fed to a weaned child? (By this is meaut high pro­
tein INCAPARINA, peanut flour, soy flour, or fish-mean flour).
 

12. In what form is such a mixture served? pudding? bread? porridge?
 
Do the people like (find acceptable) ouch a food?
 

13. 	 What do you do when the weaned baby or older child shows signs of: 

kwa shiorkor 
marasraus
 
diar Thea (painful or continuous)
 
much vomiting
 
constant weakness or listlessness
 
poor appetite - refuses to eat
 
'lost of weight - appears thin
 

14. 	What do you do for a child who walks late? How early should a
 
child begin to walk? 

15. 	What do you do for a child who talks late or poorly? How early

should a child begin to talk? What is poor speech for a child? 

16. What ages are considered important enough to mark by ceremonies or 
by teaching correct behavior? 

Fealth 
Informntion 

Ceremony Taught Teacher Boe. Girl 

Infant
 

One-year
 
old 	child
 

Small child
 
up to 3 yrs.
 

Child up to
 
6 years
 

Older child
 
7- 11
 

Pubescent
 

Adolescent
 

Young adult
 

other ,tages an
 
defined by local
 
pjo)le 
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17. How do people wean a child? When?
 

18. How do people toilet-train a child? When?
 

19. What do you do for symptoms of disease such as:
 

vomiting
 
diarrhea
 
persistent coughts
 
intestinal or stomach pains
 
skin rashes (e.g. symptoms of malnutrition, parasitic disease,
 

and respiratory illnesses)
 

20. How many sick children have you heord of who died from an illness?
 

21. How many wcre cured? By whom? (a clinic or hospital doctor? a
 
the childrens' relatives? anyone else?)
nursa? a local curer? 


22. What does a child of five and older do at home if he cannot go
 
What else?
to school? (Ifa boy, does he work in the fields? 


If a girl, does she assist her mother with household chores?
 

What else?)
 



CHECKLIST FOR MATERNAL AND CHILD HEALTH
 

DESCRIPTION
.....

A. Conception and Pregnancy 

special clothing worn 
special cosmetics used 
special jewelry worn 
special regimen' 
special tatooing or sacrification which denotes 
pregnant status 

relief from work 
food taboos 
sex taboos 
social taboos 
rites and ceremonies 
sympathetic behavior of husband 
sympathetic behavior of kin, co-wives or friends 
practices intended to facilitate delivery of, or 
insure healthy offspring: 

amulets 
other visible signs 

B, Childbirth 

I. Personnel present 
witnesses 
assistants 
excluded persons 
person in charge of labor and delivery 

2. Role, position, and actions of each 
physician (may be obstatrician) 
traditional midwife 
state-licensed midwife 
specific female relatives 
specific male relatives 
husband 

Role Position Actions 

3. If traditional midwife and female kin, 
trace sequence of events 
implements used 
food administered mother 

Labor Delivery Post-Pnr 

drink administered mother 
drugs adminiistered mother 
massage administered mother 
other 



CHECKLIST FOR MATERNAL AND CHILD HEALTH
 

DESCRIPTION
 

B. Childbirth (Cont.)
 
husband's ife',s either 

4. Preferred dwelling (if not hospital or clinic)
 

which kin's area (or compound)
 
special hut
 
special corner of usual dwelling
 

5. Position of woman's torso and legs
 
squatting
 
lying on her back
 
lying on her side
 
varies considerably; no prescribed
 
pattern
 

6. Implements for inducing labor
 

Implements for hastening birth
 
Implements for dealing with breech birth
 

Implements for dealing with other com­
plications
 

7. Linguistic and ritual behavior
 
prayers recited at particular stages
 

sayLngs recited aL parLicular stages
 
oaths recited at particular stages
 

myths recited at particular stages
 
narratives recited at particular stages
 

Above categories expressed spontaneously
 

not necessarily at certain stages
 

8. Onset and duration of labor (average)
 

9. Receiving the baby
 

10. Severing and tying umbelical cord
 

11. Expulsion of placenta
 

12. Disposal of placenta and waste materials
 

and child13. Immediate -:are of wother 

14. Washing, bandagiug and medicating mother
 

15. Treatment of postnatal hemorrhage
 



CHECKLIST FOR MATERNAL AND CHILD HEALTH
 

DESCRIPTION
 

B. Childbirth (Cont.)
 

16. Treatment of infant
 
Initiation of respiration
 
washing
 
swaddling
 
handling
 
how soon fed
 
fed any water
 
how soon put to breast
 
treatment of eyes
 
treatment of nose, mouth, throat
 

17. 	Post-natal care
 
rest
 
isolation
 
medicati on
 
diet regimen
 
purification
 
resumption of normal life
 
resumption of sexual intercourse
 

C. Infant Care
 

1. Breast Feeding
 
frequency
 
duration
 
position
 
adjustments to baby
 
amount of contact with baby
 

2. Carrying of Infant 
sling
 
held in arms
 
held astride the hip
 
other (describe)
 

3. Sleeping arrangements
 
alone, in special infant bed (until what
 
age)
 
type of infant bed
 
in moLher's bed (until what age)
 

4. Disposal of excreta
 
diaper (what maLerial, shape, size?) 
use of grass as absorbent
 
hold 	baby over hole in ground 
hold baby over pit latrine
 
other
 



CHECKLIST FOR MATERNAL AND CHILD HEALTH 

DESCRIPTION
 

C. Infant Care (Cont.)
 

5. Method of toilet training
 
ea .y (age )
 
late (bze )
 

hFroh (descxibe) (Attitude toward soiling
 
pei7.ni3ive (describe) and accidents)
 

clothi.i (or none) or none for lower torso
 
who traiins the baby
 

6. Treatment of motherless infants and children
 
surrogate mothers (kin to child and/or
 
mother)
 
adjustments to parental loss
 
Father's role in infant care 
Other kin's role in infant care
 

Ceremonies
 
birth 

naming
 

D. Care of Growing Child
 

1. Supervision
 

2. Support
 

3. Who is responsible for child if parental loss
 
age of child
 
measures taken
 

4. Clothing considered appropriate'
 
differs by age
 
differs by sex
 

5. Feeding considered desirable
 

6. Housing considered desirable
 

7. Hygienic and therapeutic measures
 

8. Protection from physical dangers
 
confinement
 
remcval of dangerous objects
 
other
 



CIECKLIST FOR MATERNAL AND CHILD HEALTH
 

DESCRIPTION
 
D. Care of Growing Child (Cont.),
 

9. Protection from social dangers
 

10. 	Protection from supernatural dangers
 

amulets
 
charms
 
spells
 
other 

11. 	Measures to promote physical health
 

Measures to promote emotional health
 

12. 	Preventive medicine
 

Health regimen
 

measures for ceremonies i' 
13. 	Customs and reactions to growth stages 


teething
 
weight gains
 

weaning
 
learning to walk
 

learning to talk
 

signs of pubescence
 

14. 	Education
 
a. discipline
 
b. motivation
 
c. health education
 

d. sex education
 
e. habit formation
 

f. games for play and learning
 

g. desired attitudes (i.e. desired b local
 

h. desired knowledge people)
 

i. desired skills
 

J. regarding menstruation
 

hygienic measures
 

customs regaraing isolation
 

customs regarding food taboos
 

customs regarding social taboos
 

customs regarding ritual taboos
 

measures to alleviate cramps
 

exercises
 
k. regarding adult role in responsibiffities
 

regarding marriage role
 

regarding earning a living
 

regarding the male role
 

regardIng the female role
 

I. regarding rights and privileges of
 

children
 
post-puberty young
 

adults, and older adults
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HEALTII P ACTITIONERS.FOR TRADITIONALGUID UTIONS 

Estimate. Is theraF

1. 	 how many practitioners are present in the town? 

a choice -of practitioners? ­

2. 	 What type of training do the health practitioiers receive? Doas 
apprenticeshiPs


their training involve actual studying (e.g., 


etc.,) or d,) they becomae practit-ioners through

formal schooling, 

other means (e.g., inspiratious)?"
 

4o n e r s 
have different areas of
 
3. Do different types of health practit


Do individual practitioners specialize -in specific
competence? (e.g., specific maladies,a specific parts of the body)?
health areas 


seem to
 
Are there certain areas where health practitioners 

do not 


(e.g., certain illnesses or diseases,
direct their attention? 

certainj-.arts of the body, etc.)
 

4. 	Name some specific types of curing practices 
for specific malsdI90.
 

5. 	What Western medical practices are 
used (e.g., massages, herbs,
 

surgery, purgatives, dietetics, psychological. 
suggestion, wester
 

Which of these pzactices is successiul? 
For what
 

drugs, etc.)? 

tLhse treatments successful?
maladies is each of 


6. 	Do the practitioners direct their 
attention to curative medicine,
 

a,Ztzrn zdicrine play-.
preve tuLuive zeuicaiiie v both? DocSot 
greater role in prevcntative or curative medicine?
 

7. How do traditional health practitioners 
cooperate with government
 

In what areas of health-do they seem 
to be un­

health personnel? 

In 	what areas do they cooperate with 

government health
 
cooperative? 


types of illness, parts of the body,
 
personnel? Be specific. (e.g., 


injuries, births, etc.) 


8. How do government health personnel 
cooperate with traditional health
 

ln what specific ways do they coogerate?
practitioners? 


religious practitioUera

9. 	Do traditional health practitioners 

also act as 


Does religion also play a role in medicine? 
(e.g., in prevention,
 

What is the nature of the relationship be­
in curing, or both areas) 


tween traditional health practitioners 
and other government person­

nel who do not vork in the heal-h area. 

are it. the town. What is the nature of 
how mid;ives10. Estimate many 

Are they only-

Are they older women, younger women? 
their training? 


Do 	they serve some sort of apprenticeship 
before becoming


women? 

When are they recognized as midwives?
midwives? 
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11. 	Estimate how many women go to clinics or hospitals when they give
 
birth. What women go to a clinic or hospital when giving birth?
 
Why do they go to a clinic?
 

12. 	At what ages did (do) health practitioners become recognized as
 
practicing practitioners? How long did they train? How long have
 
they been practicing? Are there any retired practitioners? Why
 
did they retire? What do they do after retirement?
 

13. 	Which health practitioners are male? Which are female?
 

14. 	WMat is the usual age of a health practitioner?
 

15. 	Is the practitioner usually married? Yes No
 

16. 	(Nature of housing or dwelling place of the practitioner.) Is it
 
special in some way (e.g., is it larger, or smaller or fancier than
 
most dwellings)?
 

17. 	Does a practitioner work in a private area, a public area, on his
 
own property, at the dwelling of the client?
 

18. 	Will a practitioner travel to deliver health services or does he
 
only work in one particular area? 'For what reasons will he travel?
 

19. 	Are there overt signs which indicate who a health practitioner is?
 
(e.g., clothes, ensignias, special objects which are carried, etc.)
 

20. 	Does a health practitioner devote 100% 80% 60% 40% 20. of
 
his time as a health practitioner? Estimate.
 

21. What other economic activities does a practitioner engage in?
 
(e.g., agriculture, crafts, etc.) Estimate percentage of timn spent
 
in each activity.
 

22. 	What othar activities does a health practitioner engage in?
 

23. 	How does he get paid? (e.g., cash, food gocds, servicr9, other
 
material goods, etc.) How much does the practitioner get paid fr
 
each service? Be speci..c. .-....
 

24. Wat percentage of time does a practitioner spend in each other
 
activity? Be specific for each activity.
 

25. 	Do practitioners train others to be practitioners? Yes No
 
How long does training last? How many hours per day with a student?
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26. 	If practitioners train others, what is the nature of the.trainees?
 
(e.g., age, sex, same sex as the practitioner, etc.) What is
 
their relation to the practitioner to the trainee? (e.g.,
 
relatives of the practitioner)
 

27. Do the clients of the health practitioner travel considerable
 
distances? f1ow far? Or do practitioners only practice within
 
their own town?
 



Z ".ENVIROM01IDE 8RESTl %D% ENTAL HEALTH 

. Community Sanitation
 

A. Water 

1. Since water is scarce. and it is often an arduous task to carry it, 
determine the water-portage routes. Determine in detail the nuibse­

of people who use each water source. If possible draw a sociogrem 
showing use. 

2. Who is rt-sronsible for briuging water into the home or commurity? 

3, Dnote the various water sources and describe. 

4. Are wells used? Note their age and general condition. Are they
 
What container is used
covered and cased? What is their depth? 


to draw water from the well? Do people life water out or at any
 

time step into it?
 

5. Ia the water source a river, stream, lake, marsh, pond, or sweamp?
 

6. Is such a stream or external water source rapid moving or sluggish?
 

7. Does the water run over rock, sand, or r.d D~scrLbe soil conte-t
 

8. Is this water cource used for bathing, laundering or swimming? 

9. Note the color and degrce of clarity of any water source. Whore
 

water samples have been analyzed by the health department, note
 
their appraisals.
 

10. Is there any foam or froth on the water? 

11. In the case of a river or stream, designate all activities that go on 

further upntic m. -ay attentioa tn 1.-!stes that may be put into the 

12. Is this ssne water source used for animals? Describe if the water
 

is brought to the animals or if they accually wade inL the water. 

13. Describe all anvimal life A-:ound hO water, 

14. Do acquatic bird3 live near the water source?
 

15. Is fishing from this source scarce or plentiful?
 

16. Is such a streum or rivnr aloo utied for transportatiou? 
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17. Where water is carried, how far must one go to carry it? Are the
 
water containers metal or pottery and are they covered or not?
 
Describe in detail.
 

18. 	Is water allowed to stand for many hours or days at a time? Is
 
standing water used for human consumption or just for animals?
 

19. 	Are certain people restricted because of age or malady from carrylng
 
water?
 

20. 	Doser.ba a-.y social or xecreational fuDctions that take place on
 
or 	near water sources. 

21. Are wells or small patches of water close to latrines or places of
 
elimination? 

B. Refuse Disposal
 

1. Is the refuse organic or inorganic? Describe in detail all the
 
identifiable components.
 

2. Are food or animal discards buried or burned or piled? Describe
 
in detail all organic refuse disposal.
 

3. 	If there appeprs to be no p'utrescible garbage, determine what is
 
done with repul remains? Are they kept in the house and addc.d to 
the next meal? 

4. How clcse is any orgauic refuse to private or public dwullLzgs? 
D.scribe fvlly. 

5. What is done with hu-Mn fecal matte~r? Is husion or animal fecal 
matter used for fertilizer or feul?
 

6. How often are animal shelters cleaned? Describe fully the pro­
cedures.
 

C. 	Eycrete ri.sposal
 

1. 	 Describe fully any and all toilh I'j--lities. Are they open or 
isolated? Ace thev a taclhed to ' r separate tnits? ATe they 
clay pots, gourds, mrtal contairei, or holes in the soil?
 

2. 	 Are these permonent ot temporary? Be spLcific. 

3. 	 Wihat is the stnte of cleanlinoss of the latrines? Is there an odor 
prahenr? Are there insects? 

http:Doser.ba
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4. Are lime, dirt, insect repellants, or disinfectants used around
 

latrines?
 

5. Where are fecal deposits seen around the village? Descrilbe in full.
 

a child soils the floor of his home or building, how is it
6. 	If 

cleaned?
 

7. 	 Is there any dafecation near water sources, near food -Mpply,near 

meal preparations, in close proximity to living quarters, or near 

babies' and children's play areas? (Locate such deposits on survey 

map and notu e.tent of visible worms, blood, froth, and dung beetles) 

in 	the open sun or moisc shady areas? Be8. Is the fecal rntte 
specific. Is it left on rocka, sand, .mud,grass, or among reeds? 

9. ,hat cleaning agents are used after defecation? If water is used, 

does one seek a water source for elimination? If leaves or other 

such tissue are used, what is done with tLem? 

10. How long does human or animal waste stand bf-fore removal? 

D. lo sect Infestation
 

1. Are mosquit-es seen on the walls and ceilings of buildingG?
 

2. Are they seen around wa:er sources or near water containc :s in 

buildinigs? Examine ctagnant water in containers. 

. at times of the day do most b-'es occur and around vhet are,? 

4. 	 Are uny meouras talren to repell insects? (e.g. fires, lotions, 

ointments) 

5. 	Is the sandfly seen hopping around the house or work areas?
 

6. Note the exlstence of tsotse flies, Describe where they are most 

prevalent aud viy precautions ngaiuct them. 

7. 	 In the homes eAd aliimal G"elteCrO ,,,,3 oi-e finO evidcnces of mitec, 
chiggars, ticks, spi>-r.3, %yasps, .ees, hoinet?, tanakes, lice, rats, 

or mice? Look fur t'e.ir droppJngc ond " urrows. 

8. Are ch-c:ans, O-, rats, goats, sheep, bullc'cks, ho-les, donkey., 
and camIscls se,, in cloie proximit-y :o living quacters. Describe 
gully.
 

03te Phe animals, their
9. Are thexe evidences of rabid anivals? 

pro':imity to people, and a-y precautic-n f'eleu. 



10. 	Since dog and scorpion bites are of increased importance, note
 
their prevalence.
 

11. 	Since rats are linked to many diseases, detormine not only evidences
 
of them, but check the exact types seen and denote their location.
 
on the survey wap. 

1.2. Outside the town, note the proximity of other animals such as the
 
antelope, vart hog, wild pig and serval cat. 

E. C-immuoity and Pr4v-t'e Dwe]Ji 

(Map the town or a satellite section that will be representational
 
of the general layout. Locate the private dwellings, public biildirgs,
 
market areas, official residences, courtnouses, clinics, assembly hallo,
 
ceremonial places, wells or punps, cites of elictricity, drainage and
 
sewiage systems, schools, stockade, walls, storage areas, garden plots,
 
aaimal sheltcrs, roadways and paths, and outlying fields and grazja': 
arcaso Denote taboo areas such as burial grounds, Also locate areas 
of special hazard such as cliffs, dry reed. or t-ees which may con­
stitute fire hl:a:s. Xlhat is the growth rate of this town? Is the 
trend toward permanency or transieacy?)
 

(1) Public J)wehlinf, 

1. What public or ceremonial dewllings are in use. Describe in full,
 
specifying functions and extent of use, by different ages and
 
sexes.
 

2. Are these dwellings permanent or temporary. Do they have electricity
 
or other utilities? 

3. Are the materials adobe, logs, reeds, branches, mud, cement, or some
 
other material?
 

4. Are roofs galvanized or thatched? Are they sloped or flat?
 

5. Are the buildings square or rou-d? -Does this differ from private

4wullings?
 

6. Are there any kitchen or toilet facilities in these buildings?
 

7. Describe the ventilation, noting placement and size of doors and
 
windows. 



8. How much space is allowed between buildings?
 

9. Are animals cllowed in these buildings? Give full details.
 

10. Are the floors rough dlrt, beaten clay, cement, pottery, iood,
 
or another composition?
 

1. If there is a second floor, is it approached by a slope, ladder, or
 
stairs?
 

12. 	Are there safety precautions for fire, winds, or heavy rains?
 

13. 	What provisions are there for lighting and heat?
 

14. If there are open fires in the buildings, how does the smoke
 
escape?
 

15. 	What is the "life expectancy" of such buildings?
 

16. 	How are they cleaned? Is there any precaution for insect or rodent
 
control?
 

17. 	Detail the functione of each public dualling.
 

(2) Private Dwellings
 

1. Are private hotaes permanent or temporary? Give an estimated "life
 
expectancy" and allow for such catastrophes as high winds, tornado,,
 
floods, epidemics, and hard rains.
 

2. Are the dwellings made of adobe, logs, reeds, branches, mud or
 
cement?
 

3. Are the roofs galvvnized or thatched? Are they sloped or flat?
 
Are they used ior drying vegetables, fruits, meats, or fish?
 

4. Do the homes have electricity? Describe the lighting and heating
 
arrangements.
 

5. Are toilet facilities attached to the house? Describe in full and
 
designate the e:xLent of their uoe.
 

6. Describe the floor composition. Is it broken pottery, beaten clay,

wood, cement, rough dirt, or other materials?
 

7. Where does cooking tak place?
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8. How and where are foods stored in the house? Are they in closed
 
containers or in open bins? Are they stored on shelves or on the
 
floor?
 

9. Are 34imals allowed in homes) particularly where people sleep or
 

eat? Where and how are these animals kept?
 

10. 	Is thcre a second floor? Is It approached by stairs, slope or
 
ladder?
 

11. 	When and how are the houses cleaned? Does one ever see rodent or
 

animal waste on the floor? Are detergents, pesticides, or rodena
 

exterminators employed?
 

12. 	Are the homes shared or rotated by various family members? Describe.
 

13. What are the sleeping arrangemeit for the family? Deacribe in 

detail. Are some sleeping acco-nodations elevated from the iloor? 
Denote by age and sex, paying special attention to the sleeping 
pattern of babies and preschoolers.
 

14. Is smoke ever entrapped to repel insects?
 

in the hoze?
15. 	Is there ornamentation on the walls or furniture 

Describe in detail,
 

16. Describe all cupboards, shelves, and furniture in the home in full
 

detail. Is it permanent or temporary?
 

17. Are sleeping areas or foods covered with nets?
 

Describe.
18. 	 Are certain areas of the home for special use only? 

19. 	Are the homes in a general state of good repair? Describe.
 

II. Personal Hygiene
 

A. Bathin
 

1. What is the source of water for bathing? (a.g., streams, ponds,
 

well, puap, etc.)
 

2. Where and when do the people bathe? Is there specific cereuony
 

connected with it?
 

3. Do people bathe in groups or Ludividually?
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4. Where containers are used from which people take water to bathe or
 
in which they immerse themselves, are they shared or is the water
 
replaced for each individual?
 

5. Is soap, sand, or other cleaning agent used to clean the body?
 

6. Are oil or fats used for cleaning? 

7. Are any cleaning agents used only for ritual purposes?
 

8. Is there a special bathing routine for the infant? Describe in
 
detail, including the cleaning procedure at birth.
 

9. Who does the bathing of young children? Do those with running sores
 
or communicable diseases ever bathe the young?
 

10. Who cleans the body of an injured or extremely-ill person? Describe
 
in detail, noting the illness.
 

11. 	Does hand, face or feec washing take place at appointed times? (e.g.,
 
before meals, feasus, or ceremonies.)
 

B. Elimination
 

1. What is the distinction between a private and a public act? Is the
 
act of urinating or deficating considered private?
 

2.Where does defication and urination take place? Be age-sex speciti.
 

3. Describe the latrines and how they arc used. Are they used mainly
 
by certain ages and sexes?
 

4. Who keeps the toilet facilities clean? How often are they cleaned
 
and in what manner?
 

5. Are human wastes ever used for fertilizers? By what techniques are
 
they applied? Are the hands exposed to these wastes?
 

6. Are animal wastes used for fertiliz,.rs or feul? Be apecific.
 

7. Does one use water, leaves, sticks or other materials for cleansing
 
purposes after dcflcationY
 

http:fertiliz,.rs


c. Clothin8
 

Note ceremonial garb
1. Describe the garments worn by age and sex. 


as well.
 

2. How often is clothing changed?
 

3. Where and how is the clothing laundered? Are clothes beaten, soaped,
 

Describe the water source and possible other
 or rubbed with rocks? 

uses of this water.
 

4. If clothes are washed in a container in the town, 
are precautions
 

taken for special cleaning of garments by those with 
illness or
 

open sores?
 

Are they heated at any point in the cleaning
5. Are clothes boiled? 


process either by the sun or an iron?
 

6. Where are the clothes dricd?
 

7. how are damp clothes dried in tropical climates 
or durirg the
 

rainy seasons?
 

8. Who makes the clothing?
 

9. Is clothing dyed? Describe full process, noting all plant and
 

animal materiJal used.
 

Be age-sex specific.
10. 	 Are shoes worn? 

Is it heated7 Describe full 
11. Where and how is leather tanned? 


process.
 

12. What is done with excess fur, hair, and leather 
scraps?
 

D. Special Cosmetics
 

1. Is the hair cut, shaved, curled, 	braided, twisted, 
or tonsured?
 

2. How often is the hair washed and 	the hairdo changed?
 

3. Is the hair dyed? Describe the process and note the origins of
 

all 	compounds.
 

Ar3 they oils, grease, clay,
4. Are facial or body cosmetics used? 


or other naterials? Describe fully and note their origin and
 

method of mixing.
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5. Do such cosmetics also act as insect repellants 
or aid skin dis­

orders? (e.g., eyebrow pencil to cover loss of brows.)
 

6. Are nails stained, trimmed, or perforated? 'Whatbecomes of the
 

nail clippings?
 

7. Is the body ever molded to achieve certain effects? 
At what ages
 

and for what sexes is this done?
 

8. Are digits or organs ever removed for purposes of 
beauty?
 

or tip of nose ever pierced? At vhat
 
9. Is the nasal septum, alas, 


ages and sex?
 

Note
 
10. When are ornaments inserted in the holes of 

the nose or ear? 


placement and weight of ornaments.
 

11. Are some dental formations purposibe? Dascribe the various tech­

niques of coloring, inlay, incrustation, plating, 
chipping, filing,
 

or extraction.
 

12. Are any drugs or anesthetics used in any of these 
procedures to
 

curb pain or infection? Understand the compound and know all in­

gredients.
 



GUIDE QUESTIOS FOR MORBIDITY
 

A. Diseases
 

1. Consider the following two lists of diseases &nd symptoms of dfs.. 
ease with each column to be read independently of one another. 

Then, please answer the questions which follow these lists: 

Dfsease 	 S Ep0_m
 

amoebic dysentery fever
 
bacillary dysentery swellings
 

hookworm (ancylostomiasis) dizzyness
 
gonorrhea coughing
 
syphilis spitting blood
 

infectious hepatitis blood in urine
 

laprosy stomach pains
 

ma].aria vomiting
 
measles diarrhea
 

skin rashes or itchiness
meningitis 

onchocerciasis itchiness in rectum
 
schistoGomiasis 
 worms
 

trypanosomiasis eye pain or redness
 
tuberculosis 
 boils
 

pain in joints
typhois fever 

pain in limbs
whooping cough 


other 	 pains in Lur8O
 
sore throat
 
colds
 
headaches
 
other 

2. What Western medical practices are undertaken for these maladies?
 

Describe.
 

'Questions regarding these diseases and symptoms are meant to discover
 

the extent and kind of knowledge regarding them among town residents. This
 

knowledge and understanding of disease refers to the body of information
 

and techniques currently utilized by professional medical and health
 

practitioners within the Western system of mndicine. Any questions which
 

seek data, re. incidence, provalenze, and clinical manifestations of dis­

ease which are related to cultural patterns will, of course, be posed to
 
f-;:.Western-trained health and medical personine. The disease list was gleaned 


Abrnm S. Be;oonson, Control of Co, 'r,,nicable D- tJeasrs in Man, l1th edition,.
 
I mericin P',iic Health Asslociation, 1970
Washington, D.C.: a report of the 


IorId I'ral h Stai t. ics A iq] , .IOL7, Infectious Miseases:
and from W.I.O. , 
Cases, Deaths and vaccnat.on:u, Vel. Ii, G'eneva, .970, and other publications 

which incltide mnnwti.on of diess Peval-nt in C"1.d and th:e Central Af-an Re­

public. The soynLom list was gleaned fron BenepFon, bid.c, ad U.S. Dep. 

of h.E.W., Public Health Serv., Ltornatiot11 C(MrIrrnOnh:, C'edic') Care 

Utilizntion" A IeL3,3J]bi it_!ild (Vi tai and Health St,,icstics, Date Evniiua­

tion and iMeLhod- Research), (rational Center for Health Statistics, 1er. 2,
 

No. 33, Wahington, D.C.: U.S.H.E.W., June 1969, p. 7.
 

http:mnnwti.on
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3. What traditional health measures are undertaken for these maladies?
 
Describe.
 

4. What other health measures are taken for specific maladies (from
 
either source, e.g., mansage, herbs, purgatives, dietetics, surgcry,
 
psychological suggestion)?
 

5. What maladies are treated with both Western and traditioaal measures?
 

6. What environmental conditions may contribute to the incidence of
 
infectious diseases? (e.g., practices regarding potential reservoirs
 
of infection such as water, garbage, human and animal wastes, in­
sects, rodents, open pits or deep latrines, fires in hcmes, crops
 
near homes)
 

7. What practices in the town help to reduce the incidence of disease?
 
(sweeping, washipg practices, burning, waste disposal, latrines,
 
enclosing animals, etc.) Who performs these tasks?
 

8. What specific nutritional deficiencies contribute to a particular
 
disease or illness?
 

9. At what point in a disease course will a person leave the to%-.
 
and seek modern medical carp?
 

10. For what specific maladies is Western trained medical help sought
 

outside the traditional medical sphere?
 

11. 	FQr what maladies is aid from hospitals sought? Please specify.
 

12. For what maladies are rural clinics employed? Please specify.
 

13. What emargeacy treatme.it do people receive for cbronic (?ong lating,
 
persisting) maladies?
 

14. What treatment do people receive for infectious diseases such as
 
those on the list above?
 

15. What treatment do people receive for emotional problems.
 

16. 	What preventive medical practices are found in this town and
 
-	 neighborirg rura) arean? Are there innoculations, vaccinations,
 

pesticides, soaps, or other cleaning agents?
 

17. Are Western medical drugs available? (e.g., penicillin) Are thesA
 
drugs available in stores? without prescriptions? How much do they
 
cost?
 

http:treatme.it


18. Are illnesses regularly reported to town leaders or governnmertal
 
health officials? What types of illness are reported? Who does
 
the reporting? (e.g., family member, any village member, other)
 

19. 	Do sick people continue to work? For what duration? How frequently?
 
What tasks do they give up first, second, etc? Describe.
 

20. What is the general understanding of disease cause? of disease
 
transmission? (see question 6)
 

21. What i, the people's knowledge of disease cause and transmission for
 
a specific illness? (see question 1)
 

22. What do people know about disease transmission from person to per­
son ior a specific illness? (see question 1)
 

23. 	What do people understand about disease transmission from materLals
 

(e.g., water, air, wastes, etc.) to persous?
 

24. 	What is their understanding of germ theory?
 

25. 	How do the people identify a sick person?
 

26. What is the 6pecific kvowledge of gcrms and parasites being present
 
in water, in human and animal wasues, or in garbage? What is their
 
knowledge of insects transmitting illness?
 

27. 	What do people think is the cause of emotional problems?
 

28. 	 What do people know about the anatomy of the body? (use anatomical 
charts.) 

29. 	What is the people's knowledge of specific systems in the bo4i: (uro..
 
genital, nervous, circulatory, digestive, respiratory)? Are specific
 
systems associated with specific maladies?
 

30. What is the understanding of westera drugs for prevention or curing?
 
Do Western and traditional medicines work differently?
 

31. Do 	the people regard oui spccific drug (or type of drug) as being
 
beneficial for health improvement generally?
 

32. 	 Do the pr~ople regard one specific drug as being beneficial for any 
particular illucss? If sU, what drug iv beneficial for a specific 
illness? 

33. 	Do people regard one drug (or some drugs, or types of drugs) as not
 
being beneficial? Are some drugs regarded as being harmful? Which
 
ones?
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34. Do people regard one method of administering drugs as being better
 
than another method? (e.g., injections versus orally)
 

35. Do people regard one type of traditional drug, or herb, as being
 
more efficacious than others? Specifically, what traditional drugs
 
or herbs work for particular diseases?
 

36. 	What is the explanation of the cause of injuries and accidents?
 

37. 	What other explanations do people have for curing?
 

38. 	Do people believe there is vulnerability to disease (what specific
 
disease?) at particular periods of a person's life (e.g., infancy,
 
childhood, puberty, old age) or under certain conditions? (e.g.,
 
menstruation, after extended hard work, etc.)
 

39. 	Is one type of disease feared or considered more reprehensible than
 
others?
 

40. What is the people's understanding of sanitation for disease cause
 
and prevention?
 

41. What is tL people's understanding of insect control for disease
 
cause and prevention?
 

42. What is the people's understanding of rodent control for disease
 
cause and prevention?
 

43. 	Is it dangerous to participate in the curing of a particular disease
 
which another person has? Why is it dangerous?
 

44. What are people's attitudes toward particular types of maladies?
 
(Note the specific malady and the attitude, e.g., disgust, fear,
 
indifference, etc.)
 

45. 	What is the attitude toward people with specific maladies?
 

46. What is the attitude toward traditional health practitioners? Are
 
male or female practitioners hold in higher regard? Are older or
 
younger practitioners hold in higher regard? 

47. 	 De-ns the ability to c'ire a specific malady (or group of maladies) 
carry with it greater esteem, or add to the status of the practitiover? 
Are practitioners held in higher regard if they employ traditional 
methods, or western medical methods, or both? 
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48. What is the attitude toward local people who function in some govern­

mental capacity as health personnel?
 

49. What is the attitude toward doctors (or other certified health peroon­

nel) toward African health personnel and to Eurpean health personnel?
 

Are African or European doctors felt to be more competent in certain
 

areas?, In what specific areas?
 

50. 	Is there a preference for Western medicine over traditional medicine?
 

For what specific maladies is Western medicine preferred to traditional
 

medicine? For what specific maladies is traditional medicine pre­

ferred to Western medicine? 

51. 	Eye diseases are found in what percentage estimate of the population?
 

Be age-sex specific by the type of eye disorder.
 

52. Skin diseases are found in what percentage estimate of the popula­

tion? Be age-sex specific by type of skin disorder.
 

53. 	Dental diseases are found in what percentage estimate of the popula-


Be age-sex specific by type of dencal d-iseases.
tion. 


54. 	For what maladies are people separated from their families?
 

people. Do tnnry ponn] seenm overweight?55. 	Co-=n': on th' ,,eight of 
Do many people seem underweight? Estimate
Estimate by age and sex. 


by age and sex. Are there obvious cases of malnutrition? Estimate
 

by age and sex.
 

56. 	Are anival or human wastes used for fertilizers? Are fowl cared for
 

or do they run free? 
there? House pets? 

How? What other domesticated animals are 

Birds for pets? Birds in cages for eggs or 

food? 

is foutid in the ton? How57. 	What type of governmeat health personnel 
often do they come to the town? Specifically, uhat do they do in 

the town? What form of preventive or curative medicine do they 

perform? What is their formal job description and assigned duty? 

58. 	 How far is it (in miles) from the town to the ncrrest clinic? 

hospital? (in local terms of distance, e.g., 2 days)
 

59. 	How do people travel to the hobpital or clinic?
 

60. Are there any townspeople who ara outpatients at a clinic? For wht
 

maladies? How many?
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61. 	Do governmental health personnel work in the tribal area of their
 
birth? or language?
 

62. 	What health education techniques are used locally?
 

63. Are radios found frequently in the community? Estimate. Are
 
newspapers found frequently in the town? Estimate how many
 
people can read newspapers.
 

64. 	What people are found in the town who do not normally reside there?
 
How 	 often are they there? 

B. Accidents /Physical Impairments 

1. What accidents are prevalent? (Include all lacerations, abrasions,
 
sprains, fractures, fainting, and all other wounds inflicted by
 
hand blows, lashin,;, or special instruments. This category further 
incltdes the full range of bites and scratches by dogs, rats, snakes, 
fish , insects, and other reptiles or anirials) List in order by 
prevalence.
 

2. What preventive measures are taken against -,uch accidents? (e.g.,
 
rat traps, insecticides, etc.)
 

3. Do some accidents seem to be a result of illness (or action by
 
another irdividual, e.g., broken limbs due to fall during an
 
epileptic attack)? 

"4.What is the apparent causative agent of the accidents?
 

5. Where do each of Lhese mishaps seem most likely to occur? (e.g,
snake bites during plonting time, rat bites in home, knife wounds 
during spccial cereinonics)
 

6. What time of the year and/or day do most accidents occur? (e.g., fish 
bites during special seasons, rat bites at night) 

1 

Aceldentt hire are asunmed to be random -- any chance occuronco 

and 	will include alto the resultLing infections from such happenings. 
2 See Alfred A. Buck, Robert I. Anderson, Tota T. Sasnki and 

Ka'uyoski lawaLa, ivd in Chad: 1EPcl",T)J nudHealth Diseat,o 1o,,.Culturc 
Enviiurwutf. In Llc Five VjI ln',,, , Baltir'ore, Hi. Johflj Hins Pres 
1970, Lor wenvton ol the i,.cL that fish biteo constitute a hualth problcim 
in Chad.
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7. Are some accidents more prevalent for specific ages and sexes? (e.g.,.
 
burns for toddlers, fainting by pregnant women, insect bites for thos3
 
carrying water)
 

8. What is the first think which is done for each type of accident?
 

9. What mishaps are treated solely by oneself or family?
 

10. 	What accidents are treated by a traditional medical practitioner?
 

11. 	What traditional practitioner treats which accidents?
 

12. What means are used to treat the accident? (e.g., ligaturcs, bandages,
 
poultices, heat, anesthetics, surgery, bone-setting, trepanation,
 
name changes, poison antidotes, mossage, cauterization, herbs, mood­

altering drugs, exorcism, prayer, divination, counterirr:'!.ion,
 
homeopathy, emetics, etc.)
 

13. 	How does treatment differ for the
 

open wound,
 
edema,
 
itching, and
 
skin lesions?
 

14. 	How are these remedies compounded? Who performs this task? Describe
 
all plant, animal, and inorganiz matter used in detail.
 

15. 	Does the treatment vary greatly according to one's sex or age?
 

16. 	Is one expected to take tha "sick role" for certain accidents or
 
bites? Uhich ones? (Explain that "sick role" means doing whatever
 
sick people usually do such as, getting into bed, resting, etc.)
 

17. 	In what cares is one espected to remain stoic and conuAnue with one's
 

usual tanks?
 

18. 	 Are any preventive measures taken to ward off accidents? (e.g., 
amulet, ritual before hunting, odorous materials to ward off insects) 

19. 	What is done when the irjured do nut respond appropriately to treat­

ment? (c.g., heal, impove in home visible way, etc.) 

20. 	What type of accidents are taken to Lectern medical practi.ionors?
 

21. 	 Are certain accidents reported to health oi social control agercici? 



22. 	What education exists about accidents?
 

23. What reasons are given for accidents in each of the categories? Is
 
it considered to happen naturally or are other causes (e.g., spiritual)
 
given?
 

24. Are some accidents considered with more fear than others? If so,
 
for what reasons?
 

25. 	Are certain symptcms associated with certain accidents? (e.g.,
 
fever with scorpion bites, etc.)
 

26. Are these symptoms treated as a reaction to the accident or as a
 
separate illness?
 

27. 	Is there any prevention of infection during the treatment process? 
(e.g., are knives.clcaned before and after surgery or circumcision) 

20. 	Are there other derived defects from accidents? (e.g., blindness,
 
missing digits, etc.)
 

29. 	Is disnerbertment or disfiguremrnt as a zusult of an accident treated
 
differently than one resulting from birth complications or disease?
 

30. 	Is there any avoidance of the person who has suffered an accident: 
and has been seriously disfigured? Or is there tiny name change or 
temporary quarantine? 

31. 	Do such avoidance; or prohi:-itions differ by age or sex?
 

32. What reasons are given for serious physical defe.ts? (e.g., blindaess 
deaf nmutism, skin deopigm~ontation, feeblemindedness, nervousness, 
crLpplizvg, paraly~is, missing limbo, hunched back, etc.) 

33. 	Describe all physical disfligurexenti neon in locale. Pe ege-nex 
specific. EstiMALC the Cat,0; of arthritis, goiter, speech i.padi­
meanto and nsuro-muscular disorders. Be age-sex bpicific. 

34. What dictinctonn nre given to those with various Impairments? Does 
this have to eo with inability to perform certain roles or taboo 
routrictionti? 

35. 	What equirment in used by people with ambulatory problems? (eg., 
crutches, wheelchairs, canes) 

36. Are eye-patche, glasses, hearing aids, braces, or cats seen? Be 
ago-sex opeciiic in describing their usc. 
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37. What defects are considered the most serious? Order by importance.
 

38. What adjustments are made for those with serious deformities? Do
 

they assume the same family roles? The usual community roles? Are
 
they set apart with disdain or honor?
 

39. What is the considered cause of each deformity?
 
1 

40. What is the special treatment, if any, for such defects? (e.g.,
 
rheumatism, tumors, etc.)
 

41. Do the family munbers care for these individuals? Are there 
specialized roles for this purpose? 

42. Are there any Western medical or missionary groups which isolate
 
and care for these individuals? 

43. What broad percentage of each category is actually isolated in this
 

way?
 

44. Do certain precautions exist to ward off long-term defects? (e.g.,
 

for the injured, for the aged, for the ill persons or babies at
 

birth) 



GUIDE OUESTIONS FOR MORTALITY
 

A. Dying
 

1. Are omens placed anywhere when death is approaching? (e.g., in the 
home, outside the home, on the patient) 

2. Are there any particular measura tcken to ward off death? (e.g.9
 
religious sywbols, LotiShes, treatments of any kind)
 

3. What are the practices in preparing the patient for death? (e.g., re­
moval of patient from the home, dressing in mortuary garments,
 
cleansing rites, religious rites)
 

4. 	What customs do the family practice when death is imminent?
 

5. 	When death occurs, what is the first thing that is done?
 

6. Is the death announced? How? (e.g., to the village, to the kin
 
group)
 

7. 	 Is the death reported to the health authorities? 

8 	how is the death received by the dead person's kin group and how
 
would this be described? (e.g., wailing, flight, self mutilation,
 
stoicism)
 

9. What equipment does one use to encase the dead person? (e.g.,
 

shroud, coffin)
 

10. 	Is there a pout-mortem examination of the corpse? Who does this?
 

11. What equipment is used in such an examination? What happens to
 
it after its use?
 

12. 	 Are there special mortuary practitioners? If so, who are they? 
(e.g., are they religious practitioners, kinsmen, specially 
assigned because of training, etc.) 

13. When are they called to prepare the corpse for burial? Who calls 
them? 

14. 	 How much timo 'l apsus b'.ven the vnnouncemont of death and pre­

paration of the corpse? 

15. 	 What role doet. the family plan in the preparation of tie corpse? 

16. 	 Are health otficials *vr called in to help prepare the corpse? If 
so, under what clrcumatanceo? 



(e.g., natural, accidental,
17. What reasons does one give for death? 

religious)
 

18. Are there specific religious ideas associated with death? What are
 

these?
 

19, In whatstate of existence is the dead person said to be after death?
 

(e.g., a
20. Are distinctions made between different types of death? 


sudden death, death by old age, death by sorcery, illness, death
 

after illness)
 

21. Is there a hoped J3r ideal type of death?
 

22. Is there a type of death that is particularly feared?
 

a death takes place in their home? Does this
23. How do people feel if 

have any fearful dangers associated with it?
 

(e.g., do
24. low do people normally feel about the subject of death? 

as
they talk about it often, occasionally, or avoid mention of it 


much as possible?)
 

B. Funer._
 

(e.g., fear of getting
1. At death do people stay away from the body? 

ill, fear of a tabu)
 

Or 	are there no restrictions?
2. Who is allowed to be near the body? 


3. Is the body touched by anyone? By whom? 

4. Is the body kissed? Fondled? By wl om? 

5. Is the body cleanned before burial? V!Who cleanses it? 

6. Uhat solutions are used? What equipment? 

.7. Is 
it 

the cleansiing cetuipmvit 
nllowcd Lu 2io around? 

disponed of in any particular way? 
,ncre? Is it thrown away? Where? 

Is 
Is 

it destroyed? lheu? 

For which people is the function
8. Are the body orifIces stuffed. 
perforwd 't WhaiL Iaterials are used? 

Lha body for
9. 	 Are any tnl, LIa1 ',,Iltvtwtl OL iCn~tnt ulie'd to prepare 

burial? WhaL arc they? Mhat ia conaid'red to 1a their expro n 

fuact.ion? Who n11i i.on them? 
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10. 	 Are these ointments applied to the whole body or only certain parts? 

11. 	 Must those who prepare the body for burial practice a purification 
rite previous to this? If so, what is done? 

12. Where is the body prepared for burial? (e.g., in the home, a
 
special location)
 

13. 	Is the body decorated in any particular way? (e.g., special
 
morturry garments, medallions)
 

14. 	Is there a religious ritual connected with the preparation of the
 
body for burial? Who is responsible for this?
 

15. 	Is the body laid out in state previous to burial? Where in this done?
 
(e.g., in the hcme, special location in village)
 

16. 	Are vigils or cakes practical after the preparation of the body?
 
Which people are involved? (e.g., faiily, kincmen, whole couninity)
 

17. 	 Are there cuntomary ways of preserving the body? What techniques 
are used? (e.g., embalming, mummification, deniecation, spczial 
ointments and scents) 

18. 	 How long a time occurs between death and internment? (e.g., 3 days, 

2 days, I day, same day) 

19. 	What reasons are given for either a long or short interval of time?
 

20. 	Hlow is the body disposed of? (e.g., inhumation, cremation, placed
 
in a tomb)
 

21. 	Is everyone buried in the same manner? If rot for everyone, what
 

reasons are given?
 

22. 	 Who in particular disposes of the body for internment? 

23. 	 Where in the corpse burid' (e.g., cemetery, ossuary, tomb) 

24. 	 In thic the sunl ]ocation for burial? Is everybody buried there? 

25. 	 1s the o rocesnion to the burial site? Who usually attends this 
procc& i 

26. 	In anyone fortuiden to enter the burial sits? (e.g., non-kinumeno,
 
al iOL.O)
 

27. 	What ceremonies are practiced at the burial of a dead person? Wno 
leads theno crmonion? Do they take place previous to burial or 
after burial'i 
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28. 'Watobligations does the family (kin group) have in the burial 
of
 

a dead person?
 

29. Are these obligations handled previous to burial or after 
it?
 

30. Are any special precautions, e.g., purification rites, 
taken at the
 

burial of a dead person? Are these performed previous to or after
 

the burial?
 

same mortuary treatment in­31. In general, are all people given the 

Wat exception-t can "ienoted?cluding the preparation and burial? 


Why?
 

(e.g.,

32. Are there distintcive mortuary practices for certain 

people? 


those with a religious role, those with status, the aged)
 

33. Are thcre special mortuary practiceo because of the nature of the
 
(e.g., loath­

death? What differences can be noted by residents? 


some disease, coerruunicable disease, sudden tragic 
death)
 

34. Are people generally concerned that the mortuary 
process be carried
 

(e.g., very concerned, indifferent)
out in the traditional way? 


is tit pvrformn(d ns tri-ditionally pre­
35, If the Tnnrttnrvy trotmentt 


scribed, is this considered dangerous? Uo people believe that illneas
 

can result from improper mortuary practice?
 



AGE 

C 11 F C KLI S 

CATcT:Y _IORTALITY 

SEX___- TI "-----"---
PLACE
PEin 

__ 

out sdie Additional 

child adol. adult aged =ale fem. always oc-as. rare village village Comments 

Dvin _ 
.C 2ns of Death 

a. sy-bOls an omens of 

death 
(I) in hone 

(2) cn atiel~t 
b. fctish 

' s, '!tc. to ward 

(I) in hoe 
(2) cn aen 

C. pre~aringfor death :h 

._­

patient 

(1) r val from hoze 
(2) dr:32-2 in =ortuary 

g az--_ nt S 
3) c!: nn rites 

2. tLn - Cocurs 
a. .unlZ--gnn of death 

(1) to Vilies " 

(1) shroud 

(2) coffin­
(3) c::a-r ___ -----

C. Za-cto1. 
(I) -ailin­

to death 

C. - --= 

3. 
a.s 

- ,ractitioners 

b. societal 
c. fa-ailial 

.1.otier 



SUB-TOPICS 


B. Funeral
 
1. Attitude Toward Corpse
 
a. tabu avoidance
 
b. no tabus
 
(i) kissing of corpse
 
(2) nandling of corpse
 

2. Mortuary Preparation
 
a. preparing the corpse
 
(1) cleaning the body
 
(2) cleansing equip­

ment
 
a) thrown away
 
b) destroyed
 

(3) stuffing orifices
 
(4) ointments, etc.
 

applied to body
 
a) cc=piete body
 
b) certain parts
 

(5) purification of
 
practitioner pre­
vious to prepara­
tion
 

b. decoration of corpse
 
(1) special garments
 
(2) meaallions, etc.
 

c. Religious Ritual
 
d. body in state
 
(1) at home
 
(2) special location
 

e. vigils, akes
 
3. Preservation Techniques
 
a. embalming
 
b. mwzification
 
c. desiccation
 
d. special ointments and
 

scents
 

C H E C K L I S T (Cont.) 

AGE 
 SEX TIME PLACE
 
in outside Additional
 

child adol. adult aged male fem. 
always occas. rare village village Comments
 



CHECKLIST (Cont.) 

AGE SEX TIDE in PLACEoutside Additional 

SITR-TOPTCS child adol. adult aged male fem. always occas. rare village village Comments 

4. Interval Between Death 

and Burial 

a. long (3+ days) 
b. short (2/less days) 

" c. s:ze day 

5. Method of Disposal 

a. zb3a on.ent 

b. inhuzation 

c. cremation 

d. other 

6. Place of Disposal of 

Corpse 

a. cezetery 

(1) specific location 

(2) non-specific 

b. ossuary 

c. tozb 

d. other 

7. Burial Rites 

a religious ceremonies 

(1) before internment 

(2) after internment 

b. Fazilial Obligation 

(1) before interrent 

(2) after internment 

C. ?urification Ritual 

(1) before internment 

(2) after intcrnient 



C H E C K L I S T (Cont.) 

AGE SEX TIME PLACE 
in outsdie Additional 

PICS child adol. adult aged male fem. always occas. rare village village Conents 

Distinctive Mortuary 
Practices 
special mortuary 
practices for reason 
of: 

(1) loathsce disease 
(e=ic) 

(2) co=_zunicable disease 
(e=ic) 

(3) sudden tragic death 
(ecic) 

(4) magically-caused 
(eric) 



GUIDE QUESTIONS FOR HEALTH CARE DELIVERY SYSTEM
 

The following questions will be asked of medical personnel in health
 

hospitals, clinics, dispensaries and other health facilities. The questions
 

may vary in form depending on the person being interviewed.
 

What is the number of beds of 	the facility?
1. 


2. 	Is there patient separation according to sex? age group. disease?
 

3. 	How many medical personnel are there? What are their roles and
 

What is their training and education? How many
responsibilities? 

hours do they work per week?
 
a. 	Physicians
 
b. 	Dentists
 
c. 	Pharmacists
 
d. 	Fully qualified midwives
 
e. 	Birth attendants
 
f. 	Fully qualified nurses
 
g. 	Health assistants
 
h. 	Sanitary assistants
 
i. 	Laboratory assistants
 

What are their titles, 	duties
4. How many non-re(!ical personnel are there? 

and responsibilities?
 

5. 	How many in-patieuns are sevii weekly? Monthly? Yearly? 

6. 	How many out-patients are seen weekly? Monthly? Yearly?
 

What are the diagnoses 	of in-patients? Out-patients? Are they categorized
7. 

by sex, age, type of conditio,?
 

If so, what care do
8. 	 Are in-patients given care by friends or relatives? 


they provide?
 

9. 	What is the number of deaths of in-patients by cause,* sex and age group?
 

For what reasons are they performed?
Are 	autopsies performed? 


10. 	What diseases are reported? To whom are they reported? Who does the
 

reporting?
 

What immunizations are administered? Are there large-scale campaigns?
11. 

Which are required by law? How are imnunization regulations enforced?
 

What 	is their nature?
12. 	Are there out-patient facilities? 
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13. 	Are mental disorders treated here?
 

14. 	 What rehabilitation services are available for people with physical
 

loss of sight, loss of hearing, loss of limbs, paralysis?
impairments? e.g. 


15. 	When are out-patient services available?
 

Are there training programs for your medical personnel?
16. 


17. 	Who prescribes medications and where are they available?
 

Are there fees for services rendered? e.g. Hospitalization, immunization,
18. 

emergency, out-patient, medication
 

19. 	 How are the hospitals and clinics financially supported?
 

What type of follow-up is given patients upon completion of treatment?
20. 


The following questiors will be asked of personnel at the national and
 

local departments of health.
 

1. What 	diseases are reportable by law?
 

2. 	How is morbidity data collected?
 

3. How is mortality data collected?
 

h. How are births reported?
 

5. Is there an official 	census? 

6. 	What kinds of censuo data are available on both ntional and local levels?
 

is the current census data and what types of information does it
7. 	 What 
contain?
 

8. 	 How is census data collected? 

9. 	 When was the last census taken? 

of births and deaths?10. 	 Are regibtrics of population updated through reports 

11. 	 Is there a system of death certification? 

12. 	 Are death records availnble? Are fetal death records available? What
 

type of Inrformrtion i-, on thee records?
 

13. 	 What difseases are notifiabi' by your own regulations? 

14. 	 What action is ta c when such corxuunicable diseases are reported? 

15. Is there a registry 	of cotrmuncnble disatties? 

16. 	 Pow do phyicl:ni,; ttnl other h tilth pvrtiorail report their data to the
 

national Milil ltry of 111lth?
 



APPENDIX B
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4. QUrSTIO!:S 	Od EIIVO:I: .2::TAL IIE'ALTHI/SAIZITATION 

5. QUESTIONS 	 ON /11'"31Ii' AI:D t'AEBIIAGE 

6. 	QUEST1OD ON FOOD HAMITS
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7. QUESTIO:,;Oi Ii~HNA, 

8. 	 QUE TIO7:1,; OI lo:1,I;1lO1
 

FOR TIr" TIO'IAL HEALTH PRACTITIONERS
9. QUESTIONS 

10. QUL sTIO:is O:j !rOmiiDT'T'Y 

11. QUESTIONS OI r0(TALITY 

12. CLINIC QUESTIONIIAIRE 

by 

Garth Ludwig
 

Susan Poroching
 



DAILY CHECLIST
 

1. 	Researcher's Name:
 

2. 	Date:
 

3. 	Hour(s):
 

4. 	Place:
 

5. 	 Weather conditions: 

6. 	 Day of week: 

Goals of that day's field operations:7. 

General mood, health, and personal concerns of researcher:
8. 

9. Special activities on research site (feast, birth, market, etc.):
 

10. Note general pace of activity on research site (slow, rapid, random,
 

melancholy, purposive, etc.):
 

11. Check the existence of any of the following health indices:* 

Facial swellingPregnancies 


Lack of eyebrows
Vomiting 


Hi1gh pitched whooping cough 	 Filed teeth 

Decayd teethExcenuiIve nneezing 

FpI tt i T1 blo od .____fcvvrul ml sning tenth 

Brini ;-jt i up phlejm -_ Gwn d 1iorder 

Iyo' 	 .li'U)on (Incl. wormn)FIII W III;yl, 



-- 

-------

-------

Runny noses
Worms in stools 


Worms in vomitus 
 -_Wrinkled forehead
 

- Skin depi~Mentation-."Raspberry lesions" (yaws) 


Bone/cartilege disintegration Shortness of breath
 

Extreme nervousness
Nerve malfunctions 


- Epileptic attacksCircumcised boys 


Skin rash-minorNonsensical behavior 

Ulcerated skin lesions
Chewing cola nuts 

Jaundice
Chewing betel 

- Severed limbs or digitsSmoking hashish 

Withered extremitiesHanging groin 
Itching/scratching"Sliding" upper eyelid 

Burns
Bloody or darkeneh stools 


CutsDeafness 

Bruises
Broken arms, legs, etc. 


- AcneHallucination 

-- Recent scarification
Hysteria 

Edema of feet/legs
Asphasia (non-talking) 
 (except w/pregnancy)
Inooxication 


Intoxication
 
~Body lice
 

" - -- --
Catatonic states 
 Hair lice 

"Possession" 
-

Ringworm
------ " Body chiggars/ticks
- Sprains 

-Sunburns 

- Fleas around people 
Wounds (induced by others) Swooln eyes

o--­-
- Aggression (phy. assault) 

- Blindness 
"Fresh' scarification 


Ear discharge
Circumcision 

Thyroid enlargement
 
- ed hair 

Puffy eaSwollen stomachs 
- OPuffyearlobes Obvious PCM 
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Check the incidence of the following medical equipment:
12. 


Glasses
 

Braces
 

- _Eye Patches
 

Crutches
 

Canes
 

Wheelchairs
 

Bandages (specify material)
 

Other (specify)
 

Describe in detail any medical incident (i.e., birth, 
bites, illness,
 

and explain who treats it. Describe how any medicines
 accident, etc.) 

are concocted, how instruments are cleaned, and how 

any other type of medical
 

equipment is used.
 



---

DATA-BANK QUESTIONNAIREOF PITTSBURGHUNIVERSITY 

Village of Yamboro, Bimbo Sous-prefecture 

INFORIATI ON GUIDEINFOMIT 

I. Household Census 

Name of Village
 

Name of Family
 

ClanName of 

Name of Ethnic Group
 

_____ ------------Religion of Family 


Marriage ConditionOccupationFducationSexFirst Name 

#1 

# 2 

# 3 
# 4
 

#5 

#6 

#7 

#8 

#9 

#10 

in the houseof roomsNumber 

Is there a family cookhouse 
separate from the living 

quarters?
 

the fomily have its own 
latrine (water closet)?
 

Does 


How long have you livcd in this particular dwilling?
 

Sakpu t;(couriot for Lreatment? 
Have you ever been to thet 

­

for t,.eatment?
to th< iMnbo di,,c'nsryever beernHave you 


the Glneral flonpital for treatment?
 
Have you ever been to 

What? ....Other? 



ON ECOOMIC MJD POLITICAL PATTERNSQUESTIONS 

all men of 	the village work here in Yamboro? Do some work elsewhere?
1. 	 Do 

2. How do 	people make their livlihood? 

3. 	What is the difference between a cultivator 
and a planter?
 

4. Describe 	the rrocess by which land is prepared 
for cultivation?
 

-	 How long is the land allowed to fallow?
 

cash crop grown in the village?
5. Is there 	a 

related to the national economy?- How is tCi43 crop 


crops grown in Yamboro?
6. 	 Give a list of all the 

village e:igaoe in fishing and hunting?7. 	 Does the 

How 	is it procured?
8. 	 Is meat difficult to procure? 

Describe.
9. 	 What other subsistance itcms are carried on In the village? 


Do people of the village sell food to each other?
10. 


11. 	 What activities do men only perform? vomen only? 

12. 	 Uhat is the average income of the villagc man? 

the village governed? Describe.13. 	 How is 

in the village would be handled?
l4. Describe 	how any misdemeanor 

15. How are 	children disciplined? 

chief?
16. How does 	a person become a 



A. 


B. 

C. 


O E1IV IP_1RNETAL }[EALTI/SANITATIONQUESTIONS 

Water 

1. 	 Where do you get your water for drinking and ccoking?
 

a) wells b) river c) streum d) marsh e) pump
 

2. Who bringc this water into your home?
 
of age


3. 	Are certain people restricted from carrying water becaus 

or malady?
 

source rapid moving or slutgish?4, Is the wat-r 

wrashing clothes or swimming?


Is this lmt,-or -ource used for bathing,5. 
for 	other

6. 	 If water j . ued for bathinig in the home, is it used 

purposes 	 n] .o?
 
or days at a time?


In water al 'owed to stond for many hours7. 

8. 	 'hat other events take place upstreanm from the water source? For
 

water source?
exmnple, do animils use the same 

Refuse DJurmosn1 

9. 	 Are food or animal discards buried or burned or piled? 

a public or private dwelling?
10. 	 How close is any refuse kept to 

What is done with aniral excreta neur the home? Is it ever used for 
11. 


fertilizc or fuel? 

(c.g. chiccn, pigccn sheltcrs)
12. 	KU4 Uf1II, , 1helters 

Excreta Di po-al 

13. 	Are toilet facilities permanent 
or temporary?
 

If a child soils the floor of his home or building, how 
is it cleaned?
 

14. 


are after defecation? If water 	 is used, 
15. 	What cleaniag agents used 

does one s..k a water source for (1Zinritlont If leaves or other 

such tisue is u.sed, iihat is done with it? 

are 	they cleaned 
16. 	Who keeps the toilet facilitier; clean? How often 


and in what uanaer?
 

Are 	 the latrinos used rvilrily by c.rt(Liri ages and sexes?
17. 

on the. wlls nr(l c,'IIn,g of buillirgs?
10. 	 Are mosquitoes neen 

Are they nev.n arond water tourcer; or near water containers in buildings
19. 


day do most bites occur md airound what areas?
 
20. 	 What times of the 

(,.g. fires, lotions, oint­
21. 	 Are any mr.,:,ure; tak'n to repel insects? 


ment )
 

of the tsetne fly? What precautions arc 	 taken 
22. 	 Are there vvidenceft 


agalnst them? 

23. 	 Arc there evi,ences of rats? What precautions are taken against 

them?
 



Questions on Environmental Health/Sanitation (continued)
 

E. Bathing
 

1. What is the source of water for bathing? (e.g. streams, ponds, etc.)
 

2. When do people bathe? 

3. Do people bathe in groups or individually?
 

4. Is soap, sand, or other cleaning agent used to clean the body?
 

5. Is there a spocial bathing routine for the infant?
 

6. Who does the bathing of young children? 

7. Who cleans the body of an injured or extremely ill person? 

8. Does hand, face, or feet washing take place at appointed times?
 

F. Clothing
 

9. How often is clothing changed? 

10. Where and how is clothing laundered? Are clothes beaten, soaped, or
 
rubbed with roch? 

11. 	 Where are the clothes dried?
 

G. Special Coznetics
 

12. 	 How often is the hair washed and the hairdo changed? 

13. 	 Are racial or body cosmetics used? Are they oils, grease, clay, or 
other materials? Describe. 

14. 	 When are ornaments inserted in the holes of the nose or ear? 

15. 	 Are any drugs or anesthetics used to curb pain or infection? 

16. 	 Do people have decorations placed on their bo~dy? Describe.
 
What is the reason for these decorations?
 



QUESTIONS ON KINSHIP AND MARRIAGE 

l. 	How is descent determined?
 

- What class does the boy belong to?
 

- What class does the girl belong to?
 

- Who carries on the father's line?
 
P 

2. 	Are there preferential marrivge patterns in the village?
 

- What are the prohibited degrees of marriage?
 

- Is there a principle of exog'rLmy in the village? 

- Is marriage between clans in the village prohibited?
 

3. 	How is inheritance determined?
 

- Is there a principle of primogeniture?
 

4. 	 What are the principles of residence? 

- Will a son live with his father, near his father, or away from his father? 

5. 	What is the naming prccedure for children?
 

- Who names the child? 

- Do they keep this nave for life?
 

- When arz they named? 

6. 	What principles gove,*n the ounership of property?
 

- Is property by the right of the Usufruct? or is it individually owned?
 

7. 	What is the proccdure of marriage?
 

- Are all young people expected to become married?
 

- When does a young man become married? A young woman?
 

- Describe the process of' courtship culminating in a marriage.
 

8. 	Describe the r arriage ceremony? 

9. 	 Are there polygamous marriages in the village?
 

- For what reason dozs a man have iore than one wife?
 

- Are these marriages harmonious?
 

- What happens if there is a problim between the wives?
 

- How are sexual relitlion governed?
 

- Is any wife given authority over the other?
 

10. What rules govern the procecss of divorce? 

- Are divorces frequent in the village?
 

- For what reasons are divorces carried out?
 
- What Ja the proec iss by whic divorce in granted for both nen and women?
 



QUESTIONS ON FOOD HABITS
 

How 	many times a day does your family eat?.
1. 


2. 	At what times during the day does your family 
eat?
 

3. 	What foods do you eat most often?
 

What 	foods do you most prefer to eat?
4. 


Do 	people in your family all eat together 
or do some' eat whenever they
 

5. 
wish?
 

for 	women?
6. 	 Which foods are tabooed for men? 

7. 	Who is served first at mealtimes? 
last?
 

8. 	How often do you eat or drink?
 

.a) meat b) fish c) fruit d) vegetables e) other
 

How 	are meals prepared?
9. 

10. 	How are sauces made?
 

11. 	 Where do you get your foods?
 

store 
 other

a) 	garden b) market c) d) 


12. 	What foods are not eaten when a person 
is ill?
 

How 	do you keep your food from spoiling?
13. 


How 	do you store foods for future use?
14. 


How 	long is your food stored before 
eating?


15. 

16. What containers do you use for each 	type of 
food stored?
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17. 	Are your containers covered?
 

rats invade your food storage?
18. 	Do insects or small animals such as 


How do you prevent insects and animals from 
invading your food?
 

19. 




QUESTIONS FOR MATERNAL AND CHILD HEALTH
 

A. 	Conception and Pregnancy
 

.. When do girls usually get married in Yamboro?
 

2. 	Does the marriage take place shortly after their first menses or
 
after an initiation ceremony?
 

3. 	When do wonmen usually have their first child?
 

4. 	How many children altogether does a woman want?
 

5. 	How does a woman know she is pregnant? What signs are there?
 

6. 	What special foods should pregnant women eat?
 

7. 	What does a pregnant woman do for herself and the expected baby?
 

8. 	Do pregnant women work as much as other women?
 

9. 	What signs during pregnancy indicate what the baby will look like?
 
(a boy? a girl? norial? deformed?, etc.)
 

10. 	 Do other people relieve the pregnant woman of housework and other
 
chores?
 

11. 	 What kind of medical care do women seek during pregnancy? Do they
 
treat themselves or ask help from others? Who?
 

12. 	What do pregnant women do when they have unusual pain, bleeding or
 
other signs of trouble during pregnancy?
 

13. 	 Is sexual intercourse with the husband allowed during pregnancy?
 

14. 	 If women visit the local clinic (or dispensaire) during pregnancy,
 
how often do they usually go there? Do they like to go there? Is
 
the midwife or another person better to consult? Why?
 

15. 	 At what age do boys and girls learn about reproduction? Who teaches
 
them?
 

B. 	Childbirth
 

1. 	Where does a birth usually take place? (in her own dwelling? in a
 
special hut? in a clinic? in a hospital? where?)
 

2. 	Who generally is called to assist a woman in childbirth?
 

3.- Does the woman lie down on a bed (or mat on the floor) or does 
she squat? What is her position during labor and delivery? 

It. What is done in the case of complications? (e.g. severe bleeding,
 
prolonged labor, or breech birth)
 

5. 	Are local medicines given to the woman during childbirth?
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(Questions for Maternal and Child Health)
 

6. 	What is done to make the birth go quickly?
 

7. 	Who cuts the umbilical cord? What is it cut with? What is done with it?
 

8. What care is given the mother after the childbirth if she is not in a
 
clinic or hospital? (special diet, restrictions, etc.)
 

9. 	If a woman sickens during or after childbirth, what things are done for her?
 

10. 	How long after a birth does the mother see and hold the baby? (if a
 
son? if a daughter? if sick? if dead?)
 

C. 	Child Health
 

1. 	What is done to the infant at birth? Is the infant washed? Clothed?
 
put to the mother's breast? given water or food? other?
 

2. 	'If the mother is unable to suckle her baby, how will it be fed?
 

3. 	Will another mother suckle a child not her own? What relation to the
 
mother or child will this person be?
 

4. 	 how do peonle feel nbout bobies which are deforred? How are such babies 
cared for?
 

5. 	How do people feel about having more than one baby at a time? (e.g. twins)
 

6. 	What food, plant, or other techniques will increase a mother's milk? 

7. 	How long do mothers nurse their babies? one year? two to four? until
 
the next baby is born? until the next pregnancy?
 

8. 	Are any foods besides mother's milk fed infants?
 

9. 	After weaning, what foods are fed the child?
 

10. 	 Is sexual intercourse with the husband allowed after a birth? How long

after? 

11. 	 How do people wean a child? When? 

12. 	 How do people toilet-train a child? When? 

13. 	 What do you do for your child if: 

1. 	fever 9. skin rashes or itchiness
 
2. 	 swellings 10. itchiness in rectum 
3. 	dizziness 11. worms
 
h. 	coughaing 12. boils 
5. 	spitt. g blood 13. pain in Joints 17. colds
 
6. 	 blood in urine l4. pain in limbs 18. headaches 
7. 	 stomach pains 15. pains in torso 19. other 
8. 	diarrhea 16. sore throat 



QUESTIONS ON RELIGION
 

1. 	 Who created the universe? (What is God's name?) 

2. 	Did He do it by Himself?
 

3. 	Describe how lie did it?
 

4. Where does God 	live?
 

5. Who lives there 	with Him? 

6. 	 What is the center of the universe? 

7. 	Is God Omniscient?
 

8. 	Is God Omnipresent?
 

9. 	Is God Omnipotent?
 

10. 	Is God eternal? (Can God ever die?)
 

11. 	 Is God a spirit?
 

12. 	What are some of the activities of God?
 

13. 	Do the M'Baka people have special stories, legends about God?
 

14. 	 How should a person worship God?
 

15. 	 If you pray for things, will God give them to you? 

16. 	Does believing in God bring a man prosperity?
 

Does every person have a soul? (Do animals have souls)
17. 


18. 	 Can he lose his soul? 

19. 	If a person is ill, is his soul in danger?
 

20. 	Is it good to have a ]ot of dreams? 

21. 	 Are there any other spirits besides God?
 

Are there different types?
22. 	 Describe them. Do they have names? 


23. 	 Where do these spirits live? (Rocks, trees, fields, volcano, wind, 
rain, sky) 

24. 	 Do people who die become spirits? 

guardian spirits? (Does every clan have any animal?)25. 	 Do clans , v 

26. 	 Are there spirits who are evil (mchant)? 

27. 	 Are some pJeoplc ab> to do witchcraft (magic noire)? 
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28. 	How do they do it? Do they choose special victims?
 

29. 	Can this make a person ill?
 

30. 	How can you be protected from witchcraft?.
 

Will this help him?
31. 	Does it make a person prosperous to wear a charm? 


32. 	Can people who are evil-speaking hurt you? (medisance)
 

Can people who have the evil-eye hurt you? Are they dangerous to
33. 

children?
 

Are there apecial medicaments to protect you from evil people?
34. 


35. 	Does it help to pray?
 

36. 	Are there special songs to protect people from evil?
 

37. 	 Is the rainbow a good sign?
 

Are there other good signs in the universe?
38. 


39. 	What is the season of the year which is the most prosperous, 
rainy or
 

dry?
 

40. 	Describe what is a good man.
 

41. 	Is it possible for God to become a human?
 



QUESTIONS FOR TRADITIONAL HEALTH PRACTITIONERS
 

1. 	How many practitioners are in this village?
 

2. 	Are they male and female? Which is more frequent?
 

3. 	Is there a choice of practitioners?
 

4. 	What type of training do the health practitioners receive? Does their 
training involve actual studying (e.g. apprenticeship, etc.) or do they 
become practitioners through other means (e.g. visions) 

5. 	At what ages do health practitioners become recognized as practicing
 
practitioners? How long do they practice?
 

6. 	Do the practitioners direct their attention to curative medicine or
 
preventive medicine? Or both? Which is most frequent?
 

7. 	Are there diviners wano practice also? What is their function?
 

8. 	 How do traditional health practitioners cooperate with government
 
health personnell
 

9. 	low do government health personnel cooperate with traditional health
 
practitioners?
 

10. 	Does religion have a part in traditional healing? In what ways?
 

11. 	 How many midvives are there in this village? What is the nature of 
their trainin&? Are they older women, younger women?
 

12. 	Which health practitioners are male? Which are female?
 

13. 	Is the practitioner usually married?
 

14. 	 Does a practitioner work in a private area, or his own property, at the
 
dwelling of the client?­

15. 	What other economic activities does a practitioner engage in?
 

16. 	How does a practitioner get paid? (e.g. cash, food, services, etc.) 
Does he get paid each time he performs a service? 

17. 	 Do practitioners train others to be practitioners? How long?
 

18. 	Do the clients of the health practitioner travel long distances?
 



QUESTIONS FOR MORBIPITY 

1. 	At what point in a disease course will a person leave town and seek
 
modern medical care?
 

2. 	For what specific maladies is European trained medical help sought outside
 
the 	traditional medical sphere? 

3. 	For what maladies is aid from clinics (dispensaires) sought? Please specify.
 

h. 	What treatment do people receive for emotional problems?
 

5. 	 What preventive medical practices are found in this village and neighboring 
rural areas. Are there innoculaltions, vaccinations, etc.? 

6. 	Are illnesses regularly reported to town leaders or governmental health
 
officials? ,hat types of illness are reported? Who does the reporting?
 

7. 	 Do sick ,eople continue to work? For what duration? 

8. 	What is the general understanding of disease cause?
 

9. 	 What is the general uiderstanding of disease transmission? 

10. 	What is the people's understanding of germ theory?
 

11. 	 How do people identify a sick person?
 

12. 	What do people think is the cause of emotional problems?
 

13. 	What is the understanding of western drugs for prevention or curing? 
Do western and traditional redicines work differently?
 

i4. 	Do thie pLopic rel aid one specific drug is being beneficial for any 
particular illness? 

15. 	 Do people regard one drug (or some drugs, or types of drugs) as not being 
beneficial? Are some drugs regarded as being harmful? Which ones? 

16. 	Do people rel-ard ore type of traditional drug, or herb, as being more
 
efficacious than others? Slecifically, what traditional drugs or herbs 
work 	for particular diseases?
 

17. 	 What is the explanation of the causes of injuries or accidents? 

18. 	What other explanations do the people have for curing? 

19. 	Do people believe that there is a vulnerability to disease at particular
 
periods of a person's life? (e.g. infancy, childhood, puberty, old age)
 
or under certain conditions (e.g. menstruation, after extended hare
 
work, etc.)
 

20. 	 Is one type of disease feared or considered more reprehensible than others?
 

21. 	Is It danerou.; to participate in the curing of a particular disease which 
another person has? Why is it dangerous? 

22. 	What is the attitude toward specific traditiona] health practitioners? 
Are male or female practitioners held in higher regard? 

23. 	In there a preferrice for European medicine over traditional medicine? For 
what specific maladies is traditional m-dicine preferred to European 
medic ino?
 



Questions for Morbidity (continued)
 

24. For what maladies are people separated from their families?
 

25. How far is it to the nearest dispensaire (or clinic or health post)?
 

26. flow do people travel to the dispensaire (or clinic or aid post)?
 

27. Pre there many townspeople who are outpatients at a dispensaire? For
 
what maladies? How many people? 

28. 	Maladies (Diseases) 
Symptom 

fever
 
swellings
 
dizziness
 
coughing
 
spitting blood
 
blood in urine
 
stomach pains
 
vomiting
 
diarrhea
 
skin rashes or itchiness
 
itchiness in rectum
 
worms 
eye pain or redness
 
boils
 
pain in joints
 
pain in limbs
 
pain in torso
 
sore throat
 
colds
 
headaches
 

Disease
 

amoebic dysentery
 
bacillary dysentery
 
hookworm,
 
gonorrhea
 
syphilis
 
infectious hepatitis
 
leprosy
 
malaria
 
measles
 
meningitis
 
shistosoiniases
 
trypanosomiasis
 
tuberculosis
 
typhoid fever
 
whooping cough
 

Question: 	What are the traditional health measures for these sicknesses?
 
Describe the techniques used in local traditional medicines.
 



QUESTIONS ON MORTALITY
 

1. 	When death occurs, what is the first thing 
done?
 

(to village, to the kin group)
2. 	Is the death announced? How? 


Is the death reported to the health 
authorities?


3. 


(e.g. clothing,
 
4. What e;uipment does one use to 	encase the 

dead person? 


coTi'n) 

Who 	does this?
 
Is there a post-mortem examination 	

of the corpse?

5. 


If so, who are they?
 
Are 	there any special mortuary practitioners?
6. 


How much time elapses between the 
announcement of death and
 

7. 
preparation of the corpse for burial?
 

What role does the family play in the 
preparation of the corpse?
 

8. 


If
 
Are health officials ever called in 	to 

help prepare the corpse?

9. 


so, 	under what circumstances?
 

(e.g. 	natural, accidental, religious)
 
10. 	What reasons are given for death? 


(e.g. a sudden
 
11. Are distinctions made between 	different 

types of death? 


death, death of old age, death by sorcery, 
illness, death after illness)
 

Is there a type of death that is particularly 
feared?
 

12. 


(e.g. fear of getting ill,
 
At death do people stay away from 

the body?

13. 


fear 	of tabu)
 

14. 	Who is allowed to touch the body?
 

Who cleanses it?
 
15. 	 Is the body cleansed before 

burial? 


What solutions are used for such cleansing? 
What equipment?


16. 

Is it
 

Is the cleansing equipment disposed 	
of in any particular vtay? 


17. 	 Is it destroyed? How?

Is it throwm away?
allowed to lie around? 


What materials are used?
 Are 	the body orifices stuffed?
18. 


Are there any special ointments or scents 
used to prepare the body for
 

19. 
What are they? 11ho applies 	them?
burial? 


Must those who prepare the body practice 
a purification rite previous to
 

20. 

If so, what is done?
this? 


(e.g. in the home, etc.)
 
Where is thc body prepored for burial?
21. 


(e.g. special mortuary garments,
 
Is the body decorated in any special 

way?

22. 


medallions)
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religious ritual connected with the preparation 	of the body 
23. Is there a 

for burial? Who is responsible for this?
 

(e.g. embalming,
 
Are there customary wtAys of preserving 

the body?

24. 


mummification, dessication, special 
ointments and preservatives)
 

How long a time occurs between death 
and internment?
 

25. 


Where is the corpse buried? (e.g. cemetery, tomb, at the home)
 
26. 

Is everyone buried there?
 
27. 	 Is this the usual location 

for burial? 


Who usually attends this
 
Is there a procession to the burial 

site? 

28. 


procession?
 

(e.g. aliens, non-kin)
 
Is anyone forbidden to enter the 

burial site? 

29. 


Who
 
What ceremonies are'practiced at 

the burial of the dead person? 

30. 


Do they take place previous to 
burial or after
 

leads these ceremonies? 

burial?
 

Are there special mortuary practices 
because of 	the nature of the
 

31. 

(e.g. loathsome disease, communicable 

disease, tragic death)
 
death? 




CLINIC QUESTIONNAIRE
 

1. 	Name: 

2. 	Sex:
 

3. 	 Age: 

4. 	Marital status:
 

5. 	 Living children: AgeSex
NameAe 

Cause of death
 
Age at death
 

6. 	Deceased children: 


Sex 


7. 	Husband's occupation:
 

8. 	Wife's occupation:
 

9. 	Husband's education:
 

Wife's education:
10. 

11. 	 Relieion:
 

12. 	Tribe:
 

13. 	Village:
 
(km) 

14. 	 Distance from clinic: 


Mode of transportation 
to clinic:
 

15. 

N 	 ..
 

Do you have a latrine? Yes

16. 


Private or communal?
17. 


Where is your water source?
18. 


19. 	 Is the source different 
in the rainy (dry) season? (kim)
 

How 	far is this source 
from your home
 

20. 


Why did you come to the clinic 
today?


21. 
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What illnesses has each of your family member had? 
22. 
 Date(s)


Consultation at hospital
Ailment
Name 
 or clinic, etc.?
 

How old were you (or wife) 
when you had your first baby?
 

23. 


Where were each of your 
children born and who assisted 

at the birth?
 

24. 
 Assistant at delivery

Place of delivery 


name of child 


Did you use traditional medicines 
before coming to the clinic 

today?
 

25. 


Do some village medicines 
cure certain illnesses better 

.than medicines
 

26. 

from the hospital or clinic?
 

Disease
 
Medicine 


Are there some illnesses 
a doctor or infermier cannot 

cure but someone
 

27. 

else in the village can?
 

Treatment
 
Ailment 
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How often did you visit Bimbo clinic this year?
28. 

lumber of visits
Ailment 

Has anyone in your family been in the hospital this year?
29. 

Ailment
Name 


30. What vaccinations have you had?
 

in your village'l
What do you consider the biggest health problem

31. 


What can be done to give your family better health?
32. 


What
 
Some say a doctor is good, others say the clinic 

is Just as good.

33. 


do you say? Why?
 

Can any of the following things make you sick?
34. 

Yes 


Water (specify source)
 
Damp air 
Cold nights
 
Dirty hands
 
Flies
 
Mosquitos
 
Swiraning (specify site)
 
Drinking from another's
 

glass/cup 
Going baUxcfoot 
Rats 
Butterfl ies 
Lice, miten, ticks 

IMect
 
Othcr foods (specify)
 
Caterpillars
 

NO Potential Ailment
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