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PREFACE

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
medical service but the future for the majority of mankind, research
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
importance to the human condition of the common man. Indeed, it is the
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
mey bring any individual or nation -~ must first and foremost be used
as a tool to promote human charity and compassion. Succinetly, it is
our hope and ainm that this report be used to save lives and improve the

quality of meny more.

¥ See Donald J. Bogue, Principles cf Demography. (Wew York: John
wiley, 1969), P. l6. ' :
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INTRODUCTION

This is the report of a study carried cut by a two-member Uaiversity of
Pittsburgh USAIL/OCEAC team in the Centrel African Republir (CAR). 1t is a
two-month investigution in earliy 1972 to study the spectrum of health in one &arece
cf the country to learn the health needs of the people, their beliefs atout
disease and its eéiology and treatment, the function of heultun services, and the
cultural matrix in waich this health care system operates. A full description
of the meihondolegy 1s included in tle following section.

/8he investigation was ccnducted in the Bimbo Pilot Zone, & health sector
designated by the Cen“ral A.rican governmeni as an experimentul health model
in which a viable health ccre delivery system ray be devised for tha eatire
country. Located near the notien's c¢epital, dangui, the pilot zone mak%es a
sweep eround the city to the east, north, aand south. Covering an area of 3,580
square kilometers (1.€ percent of the surface of the country), it has a populatin.
of elmost 14,000 inhabitents (0.6 perceni of the couutry's totul population). Ii
includes twvo dispensaries, four first uid peste, end a mobile team -rith a total
paramedical stalf of 17. A chart of the exprerimantal zone can b scen on the
following pages.

The setting for this research is a land-lccked cdeviloping country™ which is
located Jjust avov= the egratcr end has a poruleticn of 1.7 million. It is a
country, as one shall later see, hat poovides 2 wortih of health services par
person annually and aas one phrsician for 34,000 peopls.®* A fuil discussion of
this will be uader the section on LODLRW DWILIVIRY OF HEALTH CAPE SERVICES.

# liere ve are referring to ¢ country with & ¢rude birth rotc of over 30 »nar 1000
and por ceplta income cf under (20C. Corconmitant weasaces inelude lov
liceracy level, predominantly rural vith dominunt occunations in farering, labor
end service ceceupations, intdequate comrunteasics ¢nd transrortacionad
devcelopmernt, iisited cpalicl mobilit . Ir lecante concummticr of eleclricily
anl fuel, ana -- ns 2 resuls - poor medica) cerre.  Oce Lorald J. Bogun's
Frinciplos of Duroprapky (Mew York: Jonr WJiley ard Cons, 1969), esn. p.Ub,

t Qoo puges 10h-) and 106-5 Cer charts and father uiscussion o these fipures.



Introduction (contirued) i1

This is & tropical ccuntry v.ere pacasites are an endemic problem. It is a
place vhere cormunicable ¢iseases 1lile measles, whonpling cougi, tetanus, and polio
have not yet been'conquered. It is a country vherc malnutrition, tuberculosis,
gastroenteritis, and pneunonia are embedded in the way people live, and the
people's lack of resources and education. All of thase problems are heightened
by migrations to the cities vhere homes ere crovded, food is even more scarce,
end one is reroved from the emotional support of frierds and neiskbors. This
research vas organized to aid with these and otrer heelth problems. Thus, ef*er
reviewing the methodology used for this pilot study, the researchers will provide
a genersl tackzround on tke Centrsl African Renublic, an ethnosraphic health tour
through one of its villages, a discussion of this cultural nilieu as it relates
to the selection of health practitioners to cure disease, a perusel of the
health care system and conclude wiih recommendatlions for active public health

prograns and research.
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PILOT ZONE OF BIMBO
CENTRAL AFRICAN REYUBLIC

Number of
Number of Square Densit
Villages Population Kilometers Per KM4
Dietrict of Kpale 72 8,263 2,700 3.0
District of M'Poko _45 5,729 880 6.5
TOTAL 117 13,983*% 3,580%* 4.7

Source: Dr. Sylvain Joliebois, La Zone Pilote ce Bimbo - 1971.

* Thic represents .% pereont of the population.

*% Thio represents 1.6 percent of the total square kilometexs of CAR,



ii1
MELHODOLOGY

This was the initial belaviorsl scicnce research componeat of a five-year
public health educatior vproject under a contract by the Universily-ot Pitisburgh
for USAID/OCDAC. 3asically, it was a six-week case stuly within the bimbo Pilot
Zone of tlie Central African Republic to study tha general nealth status of the
people. More precisely, it was a pilot study in orne village, served by one
dispeasary and one aid post, to ascevtain the environmental and cuvltural ‘milieu
of the people as related to their particrlar health.needs, mvailahle hzalth
resources, and the utilization of traditional and Western medicine, plus.an
overview cf the delivery of heclth care servizes.

Altnouzh the investigation was conducted fromr early February to late March,
1972, research plans began tc tele shape in the Fall of 1971 when a behavioral
science research team from che University of Pitusburpgh was selected. It
originally ccnsisted of one master's candidate in epiderniology, three doctoral
candidates in medical anthropology and one doctoral student in redical sociolosy,
all of whom were %o be supervised ty a professcr cf anthropelogy in public healih.
It was origirally outlined to these researchers thal the four sorial science
studente, 3ividcd intc noleo--fomdlo beoms, rould gothor boceline curvey data in Lve
pilot zones of the kncwledge, ettitudes, and actual health practices- of the peopl@
to deternine food habits, envircamentzl canitation, perconcl bhygiene, health educat:
child care, health practic~s, and beliels surrounding diseese etiology and cure.
These research te=ums, one of whicl. wonld concentrate its efforts iz Thad ani the
olvler in the CAR, would clso attemp: to gather basic heulth-related anthropolomical
date on *he kinrhip systen, political and econcmic organizetion, urianization, and
patterns of influe~nce.

Iixe the supervisor, tle c¢picdemiologict was to divide his ¢ima betwzen the
two couniries, doing e besic epliemiological survey and iawvestigation of the health
care Jdelivery system. This was ervisioned to iake tvo wonths. Turtihermore,
the team was to prepare the raport so %iat iv might e used as a "brsis for ongoing
rasearch and for finnl evaluation. An wdequete syscem of continued date collection
allowing for cortiruous indigerour irput will be developed that can be used
throughout the prougr.m ard thereafter., Tae technigues will be so develoned e&s to

lerd themselves to systems analynis, *

¥ Memorandwn to Team Superviscr end team members, recardine Doie Benk Teem Plan,
OCEAC Projert, from Dr. H. Paymona Primas, Jr., Noverber 15, 1971.



Methodology (cortinued) iv

The research objectives were both general and anbitious. In an effort to
explicate a more specific methodology and design appropriate questionnaires, the
research tean did background research on tiae two countries to learn as much as
possible about their geography, demography, political situation, economy, culturel
groups, health sxstem, and health disorders. There was a dearth of information
of these two nations, much of vhich vas outdated and unreliable. Tnerefore, there
were three external limitations to designing a more rigorous methodology:

(1) Dveckground materials were insufficient, (2) research goals, as earlier
defined, seemed ambitious, and (3) the allotted research tine restricted data
collection on major medical parameters which might be included in a comprehnensive
health study. FHowever, the research tine was extended to three months.'

_ Therefore, in anticipation of a revised research design, it was decided that
the most flexible research plan vhich encompassed as many Lealth indices as possiblie
was the best approach. Thus, the five members of the team devised an open-ended
set of guldeline questions, designel lo elicit any uselul informati.a in the areas
of food hebits, maternal-child health, environmental sanitation, perscual hygiene,
heelth practices and teliels, and the health-cere system. Accompanying these were
checklists o oid observations. These guidelirne questions and checklists caa be
seen in the first apoendiz. Both of these instruments drew heavily from an
anthropological tradition which focuses on the case study of one area.

In the interim, the team vas notified tiaat Chad had not opened its doors to
researchers. The student component of the team embarked for Africa January 9, 1972.
and arrived in Fangui, CAR, January 11, 1972. The entire team subscquently met
with various personnel in the Ifiristry of lealth and vere asked about the Zntenk orc
plens for research, but it was not until the end of January that the necessnary

vrilten permissjon was obtained from the Ministere de la Sante Publique to go beycuc

the barriers of the Bangui city limits to begin research. Hovever, at +his time,
one team merber had left; three others, includiny the supervisor left Fetruary 2.
Mr. Garth Ludwig and Mrs. Susan Prosching, doctoral students in redical anthropology
and méﬁical sociology respectively, elected to remain through HMarch.

Mr. Tudwig ond Mrs. Porsching decided to capitalize on the strengths of beth
disciplines and augment the cultural focus with some inquiry into the delivery
~f health care services. !r. rhilippe lNgenefio, a nmedical assistant who h~d becen
chosen as the Céntral Africen homologue to the University ¢f Pitisburgh/USAID/CUR/AC


http:necess".ry

Methodology (continued) v

field 'director, was assigned by the director to assist with this work. And by
early February, the rural village of Yamboro with 140 inhabitants, 28 kilometers
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 heelth officials, the University of
Pittsburgh field team, and medical missionaries, Yamboro appeared to be reasonably
representative of a rural village in the pilot zone. At the request of the
field director, the researchers chose a village that was served by the Bimbo
Dispensary. This particular village was geographically compact and delincated,
and it was of average size for villages near the dispensary whose populations
ranged from 31 to G08.* Iowsever, information about Yamboro cannot ve Perneralized
completely to villages deep in the bush or in the city, since health and customs
are Qifferent in those areas. Since the village chicf was amenable to investigatior
Yamboro became tine central focus for this case study for the rext six weeks.

One sometimes thinks of a case study as & focus on one individual, but it caa
also refer to the study of a group, an institution, or even & whole community. Tae
essential idea is thst one is trying to nnderstand the total confipuration of
factors that affect a certain topic; it is & holistic attempt to analyze behevicr
from a variety of perspectives, concentrating on one brsic theme. It secemed to be

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

research -- surveys, observations, gepth interviews, open or closed-ended interview
schedules, documents. and the like. Actually, this type of research lends itselfl
to any research tool or combination therein. It seemed to be the nost profitable
methodology vhere this type of dal. was being collected for the first time, where
time vas limited, snd where the goal wes Lo bring in a broad spectrum cf data.
BecauSe the researchers had only six to eight weeks of actual research time,
and because there vas little cultural information as it pertained to health, they

focused the study on several broad levels: ‘1) senmi-structured, focused intervie .

-

# From Resultot de 1'Erquete Dermogreaphique et Sanitaire dans les_Villages de Ja
Sous-Prefecturc compleved in 1671. Of the 29 villoges rapresented in this stuly
the cverege number of inhatitwnts wus 166. Only one village had over 376
inhabitants and 10 vere under 100.



Methodology (continued) vi

of representative key informents in Yamboro accompanied by observations,

(2) focused, structured interviews of petients 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 phycicians and international
sanitary engineers to gain understending of the health care delivery system in
the Republic and the experimental zone, to learn about the sanitation projecte
currently undervay, and to further ascertain the trend of future developments in
this Central African ccuntry.

All of this research was intended to provide qualitative data, relevant to
action programs and policies to upgrade the health conditions of the people
wichin the pilot zone. Furthermore, it was develored and analyzed with the
specific task of aiding de&elopment 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 eas

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

-

znnirical research of the kind ofien preferred today is used primarily

guantitative

{

in the industriul, affluent regions of the vorld where one is less restricted
with time, money, ani inteni. llowever, 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 vhe:e industry is in an embryonic stage,
perhaps it remains the moral obli_gction of the researcher to use hic tools in thc
most expansive vay possible to achieve not only derth and breadth in his aralysis,
but draw practical conclusions which are of concrete assistance 4o these emerging
countries. Ouch research is rot meant to be impressionictic, but to give
coverage 1o a broad spectrum of behavior and offer suggesticns frcm vhich one can
not only benefit in knowledze, bu® in direct ald.

LDrtensive survey research, the tool most widely hailed in the social sciencec,
is impractical fcr many reasons in Cencral Africa. It requires precise population
reports for adequatie sanpling -- sampling whizh can be shovn to be mathcmaticully
represcentetive of the total group. Sclf-adwinictered interview schedules are
impossible because only five to 10 percent of the adult population is literate.

Home interviews require reppert estaplishnient becanuse the people are not used



Methodology (continued) vig

to such inquiries and, since most Central Africans speak French pas beaucoup, one

must work in the native dialects which cen 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 polygyncus household, and because some relatives
may be abseant or distant relatives and frierds may dvell within. Concoritancly,
the term 'respondent’ needs redefinition since home interviewing might involve
consensus of family and/or neighbors in varying numbers. Turthermore, precoded
answers are difficult to anvicipate and use in the gathering of cul%ural and
behavioral information because so little is currently known ahout these pnpulaticns.
Survey research is not designed tc absorb the nuahces of social pressurc or clange.
And, ofter it is insensitive to extraneous phenomena that may eventually be critice?
in one's analysis of the p£ob1em, and it does not allovw for great detail. Also,
survey research can be superficial and lack of knowledge of culture and language
makes interpretation end question phrasing exiremely difficult, thus increasing
the potential provlem of superficiality and inaccuracy.

Cese studies, on the other hard, may irclude some surveys vhere it is practicel
They can also gather qualitative materials, discover insights for future research,
and help build designs for future research and programs. It can establish the

groundvork for historical reseerch to identify where change is rapid, vhere

patterns persist, ard vhich customs become rutated or extinet. lMost of all,
it allows for elaboraie descriptions which ere important in understanding the
culturel milieu and flexible health care system of the pilot zone. It can also
be used as the basis for more precise investigations when population and health
statistics are more reliably reported. In summary, it is en ideal pilot methodolex
for a developing region and is a relatively inexpensive method of gathering
ethnogravhic--health data.

There were several limitations with this specific research plan. Al
interviewing had to be corducted in Sangho, the nctive tongua of the villagers
as well as most of the people in Bangui. Lven research in the capital has ‘
necessitated asking questions in rative tongues, not French, the officicl lanpguage
of the country. This presented saveral difficultics: {1) the rescarchers vere
two languages rcroved from their mcther tongue, (2) the noture of the project
required ihat the translator have redicul knowledge as well as lengucge skills,

and (3) the time spent in interviewing was tedious erd 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 lanpguage 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 plur
a year of medical'school in France and had come from a Sangho--specking community.
Without this unique combination, much information would have been unavailable. Lvel
so, there may be some distortions. ‘

Furthermore, the Sangho languagé has only a few hundred basic symbols; most
of the language consists of metaphorical, picturesque idioms which require time-
consuning elaboration of each question and often re-questioning after an ansver
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 vccabulary. And, because only specific
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
Stetes. For example, few people knew their ape -- 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 arcund a baby's waist to insure growth, they

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

o n ]

such as "weekly,'" "monthly,' ''frequently,' 'often," or "sometimes." However, they
had elaborate ways of mecasuring past 'eternal’ time, but felt thet present,
concrete time was quite subject to change or mutation as was discussed under
Sickness and Disease Eticlogy. Therefore, the observer had to be the evaluator of
time as it related to health habits.

Since interviewing took much longer than originally anticipeted, it meant

thet just ten key informants were intervieved from Yamboro. All adults, these
interviewees were chosen to be representative of the verious statuses and occupatic.
in the villupe. These six men and four women included the village elders and
treditioral health practitioners. In addition, eight adult irnterviews were conductc
at the Bimbo Dispensary, along with interviews of the Bimbo and Sakpa paramedical
staff. Also, the researchers intervicwed a mcdical assistent from a Bangui dispan-
sary, a French physician, and three VIO technical advisers and the Central African
homologues. The Znformation from these sources was further ccntrasted with
informal interviews with American medical missionaries who worked both near Baagui

and deep in the dusih.
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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 wes he vho relieved the village
informants from their usual cultivating and household duties to talk with the
interviewers end 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 interview with the chief, it was feared that the research night be
blamed for the accident. However, since a veek had beean token to establish rapport
with the villagers and their chief, and because of the short research time availabtl.
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.

$ill another limitation of this research is that such questions which ask
about attitudes and behavior can elicit "ideal' responses. lowvever, in order
for this to occur, the informant must have some idea of what the intervicwer expects
Actual good health practice secemed to be so unknown that the researchers did nct
feel this detracted from the accuracy of the replies. All answers vere arrived at
through consensus, for respondent’ in the village selling meanv ncw only onc
perscn chosen for the interview, but several of his or her friends and reletives
listening and commenting on the questions. In fact at all interviews there were
between eipht and 25 additional villagers in attendance, along with their
children. Since the researchers noted that most of the odults in the village
attended al least one interview, it is felt that the majority of the 140 inhabitants
vere represented in the study. Furthermore, therz was no hesitation, embarassment,
or reluctance to answer any of the questicns, even those whﬁch are 'delicave' by
standards in the United States -- except those having to do with male and fTemale
puberty rites, a practicec recently made illegal but still assumed to te videly
practiced. And the researchers found that *the replies from this 'village forum"
corresponded dicectly vith replies matched by sex and approximate age to those
interviews which wore conducted in private at the Pimbo Dispensary. Because of thi
agrecment between the spoken replies and the observed practices, the researchers

feel that the date is worthwhile for future pragrmm decisions.
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In order to further aid the public health educators in Central Africa,
over 20 rolls of 35mm colored slides weve taken for use in African health
training projects and university education. About 10 rolls of Super €mm Tilm
was also taken for similer purposes. In addition, 10 botanical specimens which
were used for traditional medicaments were brought to the University cf Pittsburgh
Departrent of Pharmacognosy for identification and possible drug research. cnd
contacts were made in Central Africa for continued plan collection if laboretory
research is to be undertaken.

Although it is impossible to statistically manipulate the data to demonstrate
its reliability and validity, the rescerchers feel thet the data provides a valid
basis for planning future putlic health education and continued research. It
expieine the health hatits of the people in a variety oflsettings anc offers the

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



AN INTRODUCTION TO THE CENTRAL 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 Rgpublic of Chad on the north, the Republic of Sudan on the east,
the Republic of Cameroun on the west, and the Republics of Zeire and Congo
(Brazzaville) on the south. Close to the equator, most of the territory lies
betveen 3 and 11 degrees of northerh latitude. It is aelso 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
Reputlic: grezing animals inhabit the savannah while gorillas, chimpenzees and
other arboreal creatures make their home in the rein forests. Fish, crocodiles,
and hippopotamuses abound in the rivers.

There is an immense river system in the CAR inasmuch as the country is a
vetershed for the Chad basin to the north and the Congo basir to the south.
Unforturately, many of the rivers are not navigable for long distances. Even
the large (v an-ul “iver shiich foriis the southerr toundnry is com ercielly
navigable year round only south of Bangui. There is a wide network of roads
servicing the country, btut only 3600 miles have all-season sur’ ces, the
remainder nmade of laterite construction. A railroad line cornezts Bangui and
Berberati, and crossing the berder into the Republic of Cameroun, connects with
the Cameroun Railvay to the Douala teaport 300 miles south. An international
Jet airport is located at Bangui, the capital, and thie city is a major trans-
Africen air stop. Small plane service also connects herd-to-reach regions.

Because of its close proximity to the cquator, the climate of the CAR
is gePerally characterized as hot and humid. Average monthly temperatures
range from e low of 66~71 degreces F. to a high of 85-93 degrees F. Diurnal
veriations are slight, between 15-20 degrees F. There is both a rainy season
and a dry scason. The rainy scason extends from August through Decexber with
a shorter rainy_season ccecurring also in April ond May. The dry seoson exterds
from January to larch and again in June and July. Short, violent thuaderstorms

are illustrative of the former wheras sunny skies, heat, and dust are prevalent
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in the latter. In the rainy season the drenched, red laterite soll makes
travel almost impossible on non-paved roads. An important feature of the dry
season is the dramatic drop in river levels and the stagnatiorn of streams, both
of which are major water sources for drinking and bathing for the prople of the
Republic.

4

B. Population, Demography*

The population of the CAR is estimated at almost 1.7 million for 1972,
wvith 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 squave kilometer in the eastern sectors of the country to, in rare
instences, 10 per square kilometer. (Bangui, the nation's pital, has special
population density problems: some areas of the city, according to WIO experts,
record as many as 26,000 inhabitants per square kilometer in regions of heavy
in-nigration frouw 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
baccalauréat; 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 natiocnal 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 cstimated that 4.2 percent annually migrate to the cities. Aggravating

¥ Unless otherwise specified, the population statistics come from the 1971
VWorld 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.%*
“iucation 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

wes founded in Bangui.

f?%éuiteragc life-expectancy is 37.5 year?’3§?27an estimated birth rate
of U45.5 pcnoent, estimated death rate of 25.5 perocent, and an estimated annual
inecrease 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 sprcads 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
nigrants every day and has grown enormously, numbering only 83,000 persons in
1960. Galloping urbanization of semi-educated people often means pauperization

like the nineteeunth-century cities of Europe and America.

C. The People, lLanpuage, Relipion

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 rezions
respectively, account for two-thirds of the population. A smaller group called
the Sara inhgobit the northern regions by the Chad border while a larger population
of fishing people, known as the OQubangians, occupy the banks of the Cubangui 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, meking up some seven percent
of the population, has supplied all three CAR presidents. Small, isclated
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

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

¥ Sec Donnézs sur la situation ddnog;gpgigpe en Bébubliqpe Centras, icaine decbut,
1066. Hout-Commissariat au Plan et 4 1'Assistance Technique. Direction de 1
Statistique Gencra] et Documentation, Etude No. 2, Février, 1967, p. 57.

## Tpid. p. 27.
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TABLE 1 - POPULATION

School Attendance
Central African Republic

Elementary Secondary -
Age School* School
5-10 79,608
Males
11-15 29,929 4,729
5-10 43,354
Females
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 age au ler Janvier,
1971, Ministerede Education, Republique Centrafricaine.

*0f 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) b

River. BSangho has become the linpua 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 thg late nineteenth century., Various estimates of denominational
strength, not always agreeing, have been given. A 1966 survey states that 08
vercent of the population claims adherence to some form of Christianity, b0
percent of whom are nominally Proteétant 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
synchretism, However, Christian missionaries conduct many church-operated

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

D. Historvy, Government

The CAR was formerly Oubangui-Shari, one of the four territories of
French Iiquatorial Africa. Relations between France and this central African
country ean he traced haeck to 1889 vhen France estahlished an onutnost at Banpui
for the purpose of exploring the land to the north. 3y 1906 Chad vas joined
to the newly formed colony. In 1910 Oubangui-Shari became one of the terri-
tories of French Iquatorial 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. FEven as early as 1946 reforms in
the French Constitlution gave increased autonomy to these overseans territories
and conferrcd French citizenship on all inhabitants of bluck African dependencies.
Voting inequalities were removed in 1956, providins for a greater depree of
self-government. Then folloved the establishment of the French Community in
September of 1958. On Aumsust 33, 1960, the Central African Republic became an
indepcndent nation.

- The first president of the Republic was Barthelemy Bopanda who founded
the MESAN political parcy (MISAN - Social Evolution Movement of Black Africa).
He was followed in office by his nephew, David Dacko, and under his regime,
MESAN occupicd all 50 seats of the lational Asscembly. In January of 1966
General Jeun-Bedel Bokassa took office and has been lead of Governmeat ever

egince. Besides dissolving the National Assembly, he issued o 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 1k pfefectures vhich

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

E. Economy, 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 1964 some 42.9% 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 coffce are
both surpluses on the world market.

Cattle are estimated at 500,000 to 600,000 head and sheep at about
80,000 heed, However, stock-raicing cen only be carried on in s few regions
vhere the tsetse fly is not prevalent. The result is that the country does not
supply enough meat and additional animals must be irported 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 vhich 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 locaeted at Bouali
Falls and supplies eclectricity for the city of Bangui. In matters of trade
France is the CAR's largest customer (L0 percent) with the U.S. second (25 percent).
France likewice provides most of the imports to the CAR, almost 55 percent, these
nainly being machinery, electrical equipment, textiles, mineral products, and

transportation equipment.



AN INTRODUCTION TO YAMBORO VILLAGE, CENTRAL AFRICAN 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 capitel. 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
buf 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.

Because of its close proximity to the capital, Yamboro is easily accessible
by modern transportation. I+ is situated on the M'Baiki Road, one of the mejor
Paved trunk roads leading out of Bangui and serving this region of the Republic.,
Trucks, automobiles, motor-bikes, and bicycles frequent this road and expose the
village to many of the modernizing influences emanating from the capital city.
Neverthelczs, the dppeurance of many people walking, often with heavy foodstuffs
loaded on their backs and heads, bespeaks the traditional character of this
region as & whole and the village in particular.

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

The village of Yamboro is situated in a relatively flat areca and can be
described as a compact village. Two rows of houses hug both sides of the M'Baik:
Road which passes through the village, the southern half claiming the greater
part of the population of about 110 persons. The chief's housc is situated on the
southern side as is also the village "store", but the small Catholic church is
located on the northern side. The village i3 exactly one kilometer long, and
many of the houses along this stretch are no more than five to 10 ncters 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 Jﬁngle-grogth 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 hoyse site a great variety of prlants 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. 1In
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 outvard
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 visifing 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 reéently 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 tﬁe 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 spund is to be heard except the shrills of wiidlife in the
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bush. There is no electric lighting in Yamboro; kerosene lanterns provide what
j1lumination there is available after the sunset. To see the village at night
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 pla&ing or crying, the banging of a
pestle against the mortar, an occasional dog yelping after receiving a kick,

and the muted conversation of villagers going about their activities. Yet life
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 cockhouses 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 fhe
village and to other villages along the M'Baiki Road as well.

It is imporiant 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 ccme 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
in Centrel Africa. A few radios in the village bring in exposure of several
different influences, and transportation to and from Bangui by auto and notor-bike
is the prerogative of a few fortunate Yamborites. As will be made evident later,
modern health services have affected the village in many ways. Thus, culture
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 vhich ways and
on wvhat 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-cﬁltural perspective will
give an intelligible framework and meaning to the nealth behavior of the peéple
of this village. TFor no health behavior can be analyzed in a vacuum. The
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
cultural soil of the milieu in which they live. To this paramount matter of the

cultural base of the people of Yumboro we now turn.



VILLAGE POPULATION

The population of Yamboro is listed at 14k 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 marriege to the village since 1968. In that same time period there had
been seven deaths,lnone 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 cut-migration of adults, ages
15 to Lo, tg the city. The weight to the right of the graph in the upper-ege
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 O to 14 ycars ~- Eﬁands near 30. Nelther of
adults 15+ years X/O

these figures, however, are gencralizable 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 gh0. 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 1'Enquete Demographique et
Sanitaire dans les Villeres de 1n Sous~Prefecturce de Bimbo, compiled by
Kenneth Vinayagam, Inspecteur O.M.5., 2 Avril, 1971. These numbers
included 3049 adults and 1794 dependent children from 29 villages.
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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 hins becn discussed on pége 2.

Mean and median ages for Yamboro (See Tsble 2) are not actually very .
descriptive. It is interesting to note, however, that one man was Tl years old;
four persons (2.8 percent) were over GO 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. Overwvhelmingly,
the inhabitants of Yamboro are nominally Roman Catholic, but their syncretic
religious orientation will' be discussed in the §ection on religion. The only

two exceptions are one Protestant and one Moslem.

-

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



TABLE 2 - VILLAGE POPULATION

CENSUS STATISTICS OF YAMBORO

Prefecture: 1'Ombella - M'Poko Chief: Londo Pascal
Sub~Prefecture: de Bimbo Tribe: M'Baka
Commune: Kpale :

Dates - RESULTS OF CENSUS
CZisuo ! Ne. Exemp-
M F |cirl jBoy |Totel Taxed tions |Gifts
16-1-1968 | 33| 40| 30 |25 128 23 7
7-5-1969 33| 40| 34 |26 133 20 6 7
10-11-1970 | 39| 43| 33 |20 135 - 23 7
21-9-1971 43| 43| 33 | 25 144 26 7 7

Note: Thorough checking of the official records of Yamboro Village at the
Bimbo Sub-Prefecture reveals that as of February 18, 1972, there are a total
of 67 males rather than 653 also there are 75 females rather than 76. Thus,
the village reports a decline of 2 percons since September 9, 1971. The cur-
rent total is now 142 persons.

Statistical Tabulations of Yambero Village

MALZS: A total of 65 males (2 males, no ages reported)
Median age: 33 years Mean nge: 31.5 yeara
FEMALES: A total of 70 females (5 female3, no ages reported)
_Median gge: 33 years Mean ape: 28.9 ycars

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

Mean ape: 30.2 years



ECONOMIC3 AND SOCIAL STRUCTURE

The Economy

The economy of Yamboro is essentially a household economy of horticulture
vhose 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 eaclk
other for needed supplies, the Onlancui River groups 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 definec
number of crops, the most important being plantains, taro, yams, sugar cane
and pincapples. These are grovn in "farms" which are located in the bush
within walking distance of the villzge. As in mony perts of Africa end as et
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 & 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 maturé during the latter
season. A plot of land is used maximally only orne 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
moximal food returns.

- Most of the crops are used for the purposes of subsistence but a significant
amount is so0ld 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.
Sorme 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 clhief 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 Yyear 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 sold.

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 umeat 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, e delicacy 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 vho 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 Yarmboro. Basket-
weaving and pottery are non-existant. One of the few crafts remaining is tﬁe
traditional method of weaving the thatched roof from reeds. More and more the
village is relying on the importation of utensils and mecdern 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 o male occupation.
Polities and local government as well as the orgenization and management 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. 1Indeed, a woman's "kitchen'’ is so identified with her essential
being that for & 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 wouman 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 rolec is not so rigidly deil'ined 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 ave trained carly in life for the sexual roles they will

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 ebout the
age of tcn.

~“ Although informants mentioned that all men of Yemboro worked in the
village, it was observed that a few have Jobs in other locations. One young
man, the chief's son, is employed at the nationalized forest industry & couple
of kilometers from Yamboro. 1t was also learned thut there is a pgrowing
movement of young people to Bangui in scarch of specialized labor. Indeced, the

Government has sponsored a youth corps to teach improved apricultural methods.
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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 TIE
SUB-PREFECTURE OFFICE IN BIMBO

g::s;ai?on Occupation Sex French Title
32 Cultivator : male Cultivateur
22 Cultivator female Cultivatrice
20 Housewife female Menagere
Y Planter male Planteur
1l Hunter male Chesseur
1 Religious instructor male Catechiste
1l Labor supervisor nale Chef Chentie
1 Laborer male Mandevore
2 TOTAL

Specialized occupations at Yamboro are virtually non-existant as the
above table indicates. Vith the exception of the catechetical instructor,
who instructs the village children in the Catholic faith.in the afternoons,
all the other occupations shere in some phase of the food production. This
obvious lack of specializations, in a developing nation which is increasingly
emphasizing specialized occupations, gives added support to the trend away from

the village to the city.

Proberty, Wealth, and Stetus

The principle governing property (real estate) at Yamboro is communal
participation. All land conceptually belongs to the village and is parcelcd
out for usc to fuumllies of the village. A man can therefore chooce his own

arca 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 proéer.
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 posscssions (such as radios, motnrbikes, etc.), plural wives, and
occupation. According to this measuring device, it can be estimated that ahout
10 percent of Yamboro families are in a wealthier category than others.

Wealth apd status often go hond in hand in the village, but age 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 completcly enclosed in a wooden structure that can
be locked, he possesses ithe 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 coinciden:al 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

Yomboro is governed by a simple and yet effective political mechanism
which involves six men. These may be summarized as: The Cnief, 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 porty 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 of a litigation, the persons
involved are brought before the court and questions are asked of each. Opin;ons
from the members of the court then go through a hammering-out process until
& 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
‘perty 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 avareness that recourse to the latter is poésible.

The office of the Chief is traditionally passed from father to son.
Usually cne of his sons'who possesses the quality of "strong eyes" (i.e. is
intelligent) is chosen es the next Chief. But there is no rigidity to this
custom and exceptions may take place. In the event that a Chief hes no son,
the other members of the village court will choose a member from the village
for that position. Vhatever choice is made, the new incumbant must first be

legitimized by the government of the Republic.

¥ And all interviews were conducted in e like fashion with several villegen
listening and verbelly agreeing with the replies. :
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SANITATION AND ENVIROMMENTAL HYGIENE*

In gross terms Yamboro gives the impression of being a tidy, well-
kepv 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 significunt 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 throwm. 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 & nuisance of themselves, looking for grain, being
shushed off the verzandas but not before they have crawled around into many
of the po.s and pans. And after careful serutiny one sees the ubiguitous
spoor of rats, the latter being probably one of the biggest health problems
of Yanboro.

The inhabitants of Yamboro certainly are cognizant of cleanliness but
vith the connotcticn 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 sveeping the dirt and
refuse from their houses and then gathering this refuse for distribution on the
refuse pile behiné the house. lot infrequently the earthen compounds in front

of the houses are swept to give the area an eura of cleanliness. But

To understand the scope of lack of basic sanitation, we have reviewed the
April, 1971, study of Kenneth Vinayagam, WHO Sanitution Engireer and Expert
in his revort, Resultat de 1'Fnquete Demorravhique et Canitaire Gans les
Villages de 1o ﬁouyzgggfpgzurpﬂgc Bimbo. The results of this study of 29

villages on the {H'Bacri Rend which basically described the sanitation
problecas for L, 37373 inhnhit oot dewonoteated that vells, laurines, ond
refuse reqovael wvere inferior.  Specilical L/s mons Jatrines vere voorly
conslructed, too newr volis, rorely budy, and aimost never covered; the
vast majorily ot viells (over 90 percent) were setlyy a0 not spoiled, and
lacked marginnl wall supports and provective devices; allhoush betveen 10

and 20 pcrcent claired to burn their parboge, most of it was placed in a
shallov hole for later burial or incineration and nmeh vas Just
indiseriminately discarded. Yamboro was included in this study.



18

sweeping alone appears to be the sole activity in this category of house~
cleaning, there being no washing or scrubbing of the awelling itself or of
its fixtures.

The villaegers stated that very little refuse was left over from meals
(most often thelunused 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 &
short distance from the house. These mounds begin as large cavities dug
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 & month. They, however, do not give the
impression of frequent cleaning. The pigeon roost, located on the compound
of the chief's house and rising on a pole some three meters from the ground,
almost always had an abundance of droppings on the earth below. Many people
frequent this area as it is the center of the village. Only once was it
observed that these droppings were swept up.

The latrines, vhich have been previously described, are cleaned only in
the sensc that the earthen mound above it is brushed occasionally. Otherwise
no disinfecting agent (or deodorant) is placed in the hole. Various methods
of cleansing onesell 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 family's latrine. The usual pattern, however, is to use
that latrine which is set eside for a certain block of kin. Although one
latrine had a 1id nearby, none wecre ever covered.

Insect infestation at Yamboro revolves basically around (a) flies and
(b) mosquitoes. Flies are ubiquitous throughout the village and are a nuisance.
Mosquitoes ore secn at times during the daylight hours (mostly on the inside
walls of dwellings), and more prevalently at the water source. However, they
constitutc their greatest danger after sunset; many informants complained of
being bitten at night. Some of the families (colncidentally older in age) uce
"moustiquaires" or mosquito netiing as u preventive technique. A special

indigen ns technique for mosquito prevention is to burn a leaf, KPAKPATAKFA,
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over a fire in the house, the smoke acting as a repellant. It is‘said to werk
elfectively. ! ’

- The tsetse fly is not feared in Yamboro- as 1t is not commonly found in
this region. Sometimes it follows the herds of cows which are driven along
the road, but its eppearance is 'rare. It is also reported to be more common
in cold weather than warm weather. { X

’ 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 0ld piece of cloth. The incidence of rat bites is almost

& nightly occurrence, the wounds occuring during the sleeping hours as the rats
are foraging for food. Nor ere 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 theee 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 respiratory problems which can develop
during the sleeping hours. The experience related to previously by one of the
researchers was made the more uncomforteble 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 vhich is
teken into the lungs, along with the smoke frem 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 196§ 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 uéed 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,
meke their way through the bush to these streams. There is another stream
called the ANINGA which is located near the site of the old village but which
is rarely used except for Tishing.

Of the three streams which make up the water source, the SABAKA 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 arca 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
e half a meter to three meters wide, and at its widest extremities it resembles
more & 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 Vasice 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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cléthes is done. Upstream a few meters they bathe themselves, especially where
the current of the water reveals some aétivity. 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 impbrtant to observe that all activities at the water source,
besides fulfilling obvious essentials to the life of the village, provide also |
& 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 & 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
wvashing 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 hLead of
the women for portage bock to the village. In the case of the large bottle,
sometimes it is carried in a woven basket strappea tvo the back.

Because some of these above-mentioned activities are carried on
simultaneously, i.e., laundering, bathing, gathering drinking water, many
vomen come with their daughters to the water source as & group. In such
fashion, deughters 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 vas reported that vater 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 reasoneble. 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 %avorite 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 tyne lost about three years. When they finally fall
victim to the elements end insect infestation, they are allowed to crumble
while & new dwelling is constructed nearby. Throughout the village there were
numerous new houses under construction. At the time of this report U7 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, dcpendant
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 lrvxury and nine

were counted in the entire village. The walls inside the home are for the most
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prart 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 "cookhouse" 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 the family.

Man& of the families have their own personal latrine which always is
lJocated 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 of 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 vncommon to find in the
foreground of meny houses temporary bins made of small wooden planks in
vwhich are placed coffee, pepper, manioc, and at times tuberous roots. This

gerves as a drying process bhefore finerl gtorage.



CLOTHING AND PERSONAL HYGIENE 2k

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 dey to day set of work
clothes. The latter for the men usually consists of a pair of western cotton
trousers, wvhite under-drawvers, and & 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 esnkle 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 diffcrence 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
heeds and a pair of sandals. On ell other occasions, they go bare-foot.

Children up to the liwe of adoleccence often vear 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. Lven if the clothing has become soiled or stained, the
basic pattern is not to change until the day set for lauqdering. It is not
unusual to sce 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 once 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 lines are available, the clothes are laid upon the ground or draped
on the roof. lost often, vhen clothing is loundered, the entire family's
ensemble is done at one time. Young girls, eight yecars 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 1s not uncommon to see young, unmerried 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 sourée. 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 may 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 altholgh some claim to batpe twice a day at the stream. It
is certainly probable that women bathe more Irequently 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 pot
mothers were seen picking lice out of their children's hair; this practice is
a common proccdure 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. 1In general, adult teeth are
yellowish in appearance end the gums are often black.
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Concern for personal appearance however, is a definite aspect of the
lifé-style at Yamboro. O0il is used by both women and children for application
to the body. Such oil is either purchased from the market at Bangul 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. Womeﬂ 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
twé to three times a week. The influence of modern ways is likewise evident
in the application of a small pcn for eyebrows.

The piercing of girls' ears for the purpose of edorning themselves with
ear-rings is a common practice in the village. When a female infant is four
days old, the mother pierces the lobe with a needle (no medication is applied);
a8 piece of cloth rinsed in hot water is placed in the puncture and when the lobe
has healed, earrings are then worn.

The practice of piecrcing the septum for wearing a nosering has died out
although the older women of the village still bear the mark of a picrced
septum., Likewise, scarification and body tatooing is no longer a viable custom
as in the former days. OGorie of the older inhabitants were observed to have

scarification marks on their faces, but none cf the younger were so adorned.
One Yyoung married woman displayed a very clavorate 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 been replacel 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 vestipe of a former custom
vwhich'still survives: a narrov-stranded cord worn by small infants around
the walst 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 thcse 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 te
grasp nore clearly the pover 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 villages .
This principle is absolute with a strict prohibition against intra- and inter-clan
narriages. Therefore, a wide network of reletionships is established by virtue
of the fact that the villege's women are scattered in the nearby environs and
even Bangui. These relationships involve not only alliances with affinal kin
(the new fumilies of village women) but especially the pover of the father's kin
group to call back the daughters to Yamboro for specific occasions.*

The patri-linezl principle is also important in that it situates those
locations within the village vwhere pecople ure to live, Generally speaking,
members of a clan will reside in that part of village where their elan is

located. Sons, in fact, will build their homes right next to their father's

% This truism cun be illustrated by an ineident which occurred during the
rescarch. When the chief of the villapge was hurt in an accident and was
incapacitated, all of his murried daughters came back to the villoge to
carry out their obligations toward him. On other occasions, sumetimes for
no other recason 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 prerogetive. 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 oftea young men will travel to other villages
or to Bangui, and young vomen manage adequate exposure of themselves through
frequeﬁt visits to Bangui or by being seen by men who stop off in the village for
a8 drink of palm wine.

Girls at Yamboro marry at 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 hov the question of "time"
is dealt with later in this report) but the development of the young wvoman 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 vho initiates the marriage; this he does by choecsing his woran after
which he then mokes a request of her parents. After a family discussion,
permission is either granted or refused. If gronted, the two families 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 ($60 U.S. dollars) plus
come alcoholic beveroges and some animals. The matier of the brideprice is
important because the marricge is not considered valid until the former is poid
nor under any circumstances can a girl leave her parent's home until this matior
is resolved. The marriage ceremony itself is only a fumily get-together, not a
village affuir. The husband simply brings his new wife into the new home he
has built.
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There are four polygynous femilies at Yamboro, families in which e 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 ohe 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. HNeither 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 vife 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 auffect a divorce, a husband nced only present his cause to the village judges
ard by consensus of ihe latter gain his freedom. There are no papers to file.

A voman is also allowed this same procedure, and if agrecd upon by the judges,
she returns to her 7ather's home. Remarriage is quite common at Yamboro as many
spouses die early of various discases or because of childbirth. It is indeed
rare to find an older single person. An understanding of the rigors of living
alone in uan 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’ scxual division of labor clearly delineated but familiaol roles are
likewice clearly defined. The husband is the authoritarian par excellence
within the structure of the femily. lHowever, this is not an alienating principle;
the vife and children are endearcd to him in o multitude of vays, and he is
highly respected. Similarly when men speak, women listen. Vomen ore said to
"have no opinions" on many things for to make decisions is Lhe province of the men.
A woman's douwain is her home and her children; there she finds her role and the
meaning of her life.

Relations between parents and children at Yamboro are replete with affection.

There 1o 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 amimble to their children,
especially the father and the young infant. HMothers 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. éibling 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 supernatureal
terms than mechanistic terms, and the 1lilting 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 ere not with any sense of embarrassment in nursing their
children and do so even in public assemblies. Pre-marital sexual experience does
not aépcar 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 considereble time orter 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 cquate 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 women 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 dué 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. Thﬁs. 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
& paste, is served with every meel 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 suprlemented vith peanuts. (Traditicnally, ihe sovthern rcople 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 1.

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 pleces of manioe or
rice into water with the meat and cook it, often for several hours. Although they
buy some beef at the Bimo market, south of the village, they eat much pazelle
supplied by the Pygmies. Meat is also fried with peanuts. (Potients interviewed
at the Bimbo Dispensary enjoyed meat less often each week, probably hecause many
had to purchuse it in the more expensive city nurkets.)

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

infcstatign around this mcat, we noted that much of it was served rare or still

% Bee Jacques M. May, The leolopy of Malnutrition in Middle Africa. (New York:
Hafner Publiching Compuny, 1965), especially pp. 20T-241 for discussions of
the Central African Kepublic and Chad.

¥# See the checklists in the Appendices that were used to gather soune of this
informetion.
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pink. Excepﬁ 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 ore
certain game animals for the women. Chickens, vhose leanness cvidenced their owm
food foraging, are raised for their eggs and meat. But eggs are considered a
special food* - in fact, they are sometimes eaten when rotten.

Although 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 hunting trips, the men elso have caten crocodiles, snakes,
squirrels, dogs, and small rodents when other geme was unavailable. Although
many mice and rats (some as large as cats) have been obierved at night, the
villagers dcnied eating them.¥* Women arc expressly forbidden crocodiles,
monkeys, and pigeons; pregnant women are nol allowed to eat wart hogs or snakes.,
Fresh fish from the nearby Ubangi and i1'Poko Kivers and their tributary streams
are caught by the women, but they are not in plentiful supply. The capitaine,

e large white fish in the Ubangi, is sometimes scarce because fishermen get
higher prices for it in the Congo than Banpui. Boih fich and meat are dried and
smoked for use during the reiny season.,

Insects are another good source of food energy and protein, as Table I
demonstrates. They sre caten not only after being cooked or dried but are eaten
raw as snacks while one walks along the road to market or down to ithe stream

for water. Termites and ants arc dried and cookeld; during the beginning of the

% The villapers' generous gifts to us included pincapples, eggs, and, on the
final day of our interviewing, a large, plump chicken. This, we felt, vas
evidence of relative scarcity and/or delicaucy of these items.

## It is interesting to note, however, that public heolth students in Bangui
told us that rats were never a problem in the overcrowded regions of the
clty because they were uscd 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,
vhenever available, wild mushrooms. When in season, bananas, papayas, pineapples,
and mangoes are widely consumed. laize and yams add starch during the rainy
geason. 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 pcpper 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 iIs scarce, cven soda pops are occasionally purchased.

Analysis of Food Intake

What does this diet actually tell u; ? Taking into consideration the
population profile, climate, and activities, the estimated calorie nced 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. Althouph the villagers said there are a fev times during the rainy
season when they have no food for a day or two, this caloric standard scems 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 dec la Republique Centrafricnine, No. 1450, Rome, 1962,

**  An excellent and Tully comprehensive nutritional study for C.A.R. and Chad
might be modeled after the TCHHD method. See the Monunl for Hutritional
Surveys (Interdeportmental Cowsmittce on utrition for Lutionnl Defense,
National Institutes of Health, Bethesda, Haryland), 1963, p. 327. Also,
before such rescorch, one should contact Dr. M. Martincaud at WHO in Yaoundc,
Cameroun, who finlshed a nutrition otudy in C.A.R. early this ycar,
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Bouar Berberati Bambari Nola Bangassou Babinga
Area Area Area Aresn Area Peopie
1955

Nos. in sample 1,894 1,150 450 196 79 children 619
Jit., A defic, 4.8% 4.3% 11,.5% 7.6% 50,747 2.9%
Vit, B defic, 3.0% 0.397% 9.1% 2.5% 52,39% 2.47
Vit. C defic, 3.1% 0 0 0 22.32% 0.33%
’rotein defic. 5.2% 3.47% 12.8% 0 73.41% 0
Soiter 26,3% 21,2% 24,8% 1.6% 24.,047% 0.33%
‘b (80%) 67.0% 100,07% 100.0% 68.47% ? 74.8%

Source: Situation alimentaire et nutritionelle

Rapport au Gouvernement de le Republique Centraficaine
FAO, No, 1450, Rome, 1962, .
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suggest that the known resources probably meet average protein needs, but are
deficient in vitamins and minerals. This is evidenced by the incidence of goiter,
and, as evidenced in Table 2, there is probably insufficient Vitamin Band C
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 (4.5 percent) }epresented.* 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 dbush
country in the northern, eastern, and vestern sections of C.A.R. (see Tables 3
and 4), one can equate Yamboro to liola, represented in these findings where
melnutrition is rare. Although the C.A.R. medical personnel substantiated
our analysis from their own experience and observation, we must be constantly
awvare 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, 1is 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 wvork 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 imboalance.
Furihermore, given the proximity to Bangui, with the influx of people into
the city, there will be increascd demands on the game and fishing resources. Alco,
gsince the Bimbo sul, jrefectwre is car.ar of as e <ticel cx erirental zone where
UNICEF sanitation facilities ore being constructed, one can expect infant and

early childhood mortelity rates to drop markedly. This population increase

% Such small saﬁples usually tend to underrepresent such phenomenon.
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FOODS CON3UHED ER CAZITA PIR DAY IN SELECYED

ks .

CENTRAL AFRICAN REPJELTC 1960

Bouar Berberati Bazbari _HNola
inioc 548.9 Gr. 453 Gr. 482  Gr. 34=.7 Gr.
WS S.2 Gr. 1.4 Gr. -- 7.1 Gr.
ro -- -- - 37.8 Gz,
bsame ceeds 53.7 Gr. 8.9 Gr. -- 0.7 Gr.
burd seeds - 5.1 Gr, 67.3 Gr. 12.1 Gr.
i nut - 3.7 Gz, - -
k1o oil - 6.1 Gr. - 4.0 Gr.
Foundnut seed -- 23.S Gr. 4.3 Gr. 23.3 Gr.
roundnut oil 0.5 Gr. 3.8 Gr., . 1.9 Gr. 1.9 Gr.
bzt (fresh) antelope 9.1 Gr. teef 43.9 Gr. beef 7.3 Gr. ant. or mcnkey 24.9 Gr.
bat (dzy) antelope 1.6 Gr. alli¢ aktor 3.5 Gr. teef 17.9 CGr. ant. or mcrkey 26.0 Gr.
Lsii (£resh) 3.5 Gr. 9.9 Gr. 2,0 Gr. 1.4 Gr.
isn {dry) . 0.7 Gr. 3.5 Gr. - -~
L 1lets (sissengo) 6L.4 Cr. 5.6 Gr. -- --
Feens 37.7 Gr. 48.3 Cr. -- 62.9 Grx.
lontzin -- 3.9 Gr. 99.9 Gz. 253.0 Gr.
ishrcoms 30.8 Gr. 12.7 CGr. 10.9 Gr. 4.3 Gr.
pova - . - — 24,1 Gr.
trus fruit - - - 3.3 Gr.
e - - - 0 3 Gr.

Soi rce: Situation alimentaire et putritionelle

Rapport au Gouvernement de le Repulilique Centrafricazine
FAQ, Wo. 1450, Rome, 15352,



TABLE 4 - DIET

DAILY PER CAPITA CALORIC EQJIVALENTS OF DIETS IN SELECTED AREAS

CENTRAL AFRICAN REFUBLIC 1980

Mutrients Bouar Berberati Bambari Nola
Calories n. 2,400 n. 2,103 n. 2,288 n, 2,106
Total Protein Gr. 28.0 Gr. 35.0 Gr. 50.1 Gr. 52.9
énimal Protein Gr. 4,2 Gr. 15.9 Gr. 16.8 Gr. 25.3
Fats G, 35.2 Gr. 39.8 Gr. 38.3 Gr. 32.3
Carbohydrates Gr. 479.0 Gr. 385.0 Gr. 423.0 Gr. 388.0
alcium Gr. 0.807 Gr. 0.331 . 0,227 Gr. 0.242
ron Tom, 12.2 vgm, 4.9 mgMm. 15.0 mgm., ?
Jitamin By " mgm. 0.54 mgm. 0.4 mgm. .37 ngno. 0.66
Titamin Bgp mzm. 0.23 ngm. 0.3 mgm. 0.54 ogm. 0.73
Vitamia FP mgan. 14.2 mgm. 14,7 mgm. 7.3 mgm. 12.6
7itamin C ) mgm. 96.0 mgm. €6.0 mgm. 207.0 ngm. 435.0
Jitamin A . Lipd 1,893 Ul 3,200 . Ul 1,960 Ul 4,300
Zercentage of Calories: , :
Proteins - 4.8 percent 6.8 percent . 8.9 percent 10.3 percent
Fats 13.4 vpexcent 17.2 pzzcent 15.2 percent 13.9 percent
Carbohydrates 81.8 percent 75.0 percent 75.9 percent 75.8 percent

100.0 percent

100.0 gexrcent 100.0 pezcent

Source: Situation alimentaire et nutritionelle
Rapport au Gouvernement de le Republique Centrafricaine

FAO No. 1450, Rome, 1962

100.0 percent
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in and around the Yamboro region will result in increased food needs within the
next few years and a greater dependency 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 arca.

4

Zecology of Nutrition

As has been explained in a previous section, Fconomics 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
enimal-drawn equipment, fn 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 neurby villages raise
peanuts,

As it hec beon pointed out, the soil types of Central Afvica arc dropleal;
the topography consists of shallow, rolling pleins with frequent water networks
which are often dry for half the year. So, given the reasonable crop rotation
and the amount of available cultivatable land, improved agricultural techniques -
even animal-drawn cquipment 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 (cotion, peanuts, coffee,
cocoa) are also purt of the most precarious price markcets in ithe world.
Consequently, profits could quickly be dissolved in high transportation costs or
low-yield price muarkets.

The peopic of Yamboro are fortunute not only to have somc cash crops along
with their food crops, but they are further lucky to be within o five-minute
walk of a Pypmy village with vhich they have a quasi-symbiotic relationship.
These forest-dwelling people, with o reputation as agile hunters, have an
exchange relationship with the chief, with whom they trude additionnl game for
cultivated foodstuffs. Also, Yamboro is located on a heavily-traveled hardtop
road where cash trade 1s brisk, so the residents cen market their surplus food

and bring in that which they need, even in the roiny scason.
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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 lend undercultivation
with improved mechanized techniques. It is the expectation of the Government that
an expanded population will also inc;ease 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 laote 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 deys; 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 housechold 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 vhere 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 jJust 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 & peanut-butier sandwich. The critical difference, however,
is that intestinal infections abound in this environment.

In this tropical climate vhere insects are omnipresent and insecticides
are virtually non-existent, the people s€em not to notice the ubiquitous swarm
of flies at cvery level of food preparation - the drying of nanioc, the pounding
of flour, the serving of cooked food, and finally the swarms in and around the
storege 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 aryone 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 rarely any soan. Dishes
are then placed in anolher pen to drip dry, with an additional throny; 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 crind meal. Rootls
and fruits arec 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

fhfant nutrition, although discussed under maternal and child rearing
practices, is also important in understanding the general food patterns of
Yemboro's M'Baka people. Babies are nursed, the women explained, on demand unti)
they learn to walk or near their second birthdey. However, we observed several

two and three-year-olds going to their mothers for milk. In any cvent, weaning
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was & 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.

’,

Sumnary

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
& body that is free of discase 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 disesses result in a lowered energy
level, physical and mental malfunctioning, and lowered productivity. Some gastro-
intestinal damage in childhcod affects absorption forever. Consequently, it is
difficult to adcquately aScess nutrition. It is probably most accurate to say

that at least sub-clinical malnutrition is jresent.



MATERNAL CHILD HEALTH ko

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 & 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 culturel 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, mel-
nutrition, and pneumonia in which the physician has the most difficulty giving
supportive theraopy. Even if medical 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 Jjust medical knowledge, but how

to deliver medical knowledge to the people. This includes the full pamut of
health education to the masses. It is precisely in the case of childhood
diseases where this concepl 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 Africen Republic
is surrounded with the causes of perpetual illness -- poverty, ignorauce, 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 frequently by WHO and UNICEF personnel we contacted
during the coursec 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 pgoing to have
impact on her unborn offspring. In fact, a WHO physician and a few of the medical
missionaries comment- 1 that one currently-limiting factor to increasing the birth
rete 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
houscholds. 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 moy climb, for the President gives avards to
mothers with many children and annually even publicly decorctes the mother with
the most childroen in her houschold. Mlse, as we ceid, thic denizl of sexuzl
access is ideal; in facl, the midwife at the Bimbo clinic commented that lactation
is usually stopped vhen the mother realizes that she is again pregnant. We
cannot be sure of the degrec to which such continence is practiced.

As Yamboro typifies, the Central African desires children. They are not only
wanted to further the lincage, add to family prestipge, or increcase the family pro-
ductivity, but they are wanted as objects of love. After marriage, it is necessery
that the wife produce a child as soon us possible. Otherwise, she may be divorced.
After her first-born, there is less pressure on her to bear children although
they are stil. greatly treasured. In talking with educated Ccéatral Africans this
necessity to produre that firet child vas alsc 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 clinicul or physiological cause. In fact, the chief has

* The populuatlon of C.A.R. mny be charscterized us young and expanding. Il has
a high birth rate (CLR) estimated at W6X, a death rate (CDR) 2UX and en annual
population increasc of 22X%. The C.A.R. docs not have complete registration cf

vital statisties, so the CBR nnd CDR are United MNations estirmates in working
puper 38 (LSA/P/W,P., February 22, 1971). The population increase is thus
based on those calculations. In human terms, this means that the usual C.A.R.
vife will have between five and geven 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.* They
may elso wear & 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 vere 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 herbul ebortion, and even infanticide are
mentioned.**However, ve found no evidence of any of this. But contraception seems
to be still employed only in the brothel or by the tecnage school boy wto "looks
right and left." 1In fact, in talking with educated C.A.R. health perscomnnel, 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 pharmucics.
However, as the family moves from the traditional African polymamous extended
type to the urban, monogamous nuclear unit, we can expect them to employ contre-
ception. At this time, there are no family planning programs in the country ard
only a few physicians from which contracs.>tion can be secured.

One additional dimcnsion 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 vho always wanted more and more children; only men are "capable"
of "thinking" about such matters as food and education expenses.*¥* 1In fact. as
was pointed out carlier, there is a clear deliniation of roles of sex. However,
we must accentuate the idca that not only does this division of laboer apply to

duties, but to appropricte domains of thought one thinks or makes decisions upon.

\

# This was one of only o few incidences of secrecy about traditional medicines
that we cncountered in our study.

#* See J.C. Caldwell, "Africa," in Dernard Berelson, et.al. (eds.) Family
Planning and Population Progroms: & Review of World Developments, Chicego,

1966.

##%  Purthermore, it was felt and expressed by both educated and uneducat¢d Africans
that women were physically and emotionally weaok. \
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Female 1amooro reuidents and clinic patlents, at the Bimbo Dispensary, both
reiteratedfthe notion that there are 'some matters which they "do nnt think"; in
other words, there are certain matters about which they make no decisions. This
cultural variable needs further elaboration with' respect to decisions which are
peculiarly mele or female, but one might hypothesize that this attitude will

change as more African women are educated.,

N \
] , . .

Pregnancx

) \ R
The first pregnancy ocevwr nt_ahout a age 15. VWhen we questioned the Yamboro

i}

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 lock of cause-
and-effect knowledge. Quite the contrary, the villagers -- even young girls --
vere quite aware that "looking right and left" could result in a pregnancy before
marriage and did nnt 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 midwvife® 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 malnutritign) and gives expectant
mothers and pre-schoolers nivequine against malaris at egz2h visit. The women
of Yamboro stressed that they go to the dispensary only in case of bleeding or
extreme pein during their pregrancies, 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 deliverics.
Pregnant women in the village continue their usual cultivating and household
activities -~ including carrying heavy loads of water or plants throughout their
pregnancy, allhough they ccmmented that they should curb their activities the
lest two months. (The licensed medical midwives stressed that one of their
hardest tasks is to eﬁcourgge lhe women to lessen activities which may induce

hemorrhaging. ) Vo

* The traveling licensed midwife has & special diploma from one of the C.A.R.'
hospitals. 1In Bimbo, her primary job was to educate the women; she performﬂd
no deliveries, howevcr, the iraditional midwife gains her expertise through
observation and experience. She often har no schooling whatsoever, as was
true in Yamboro.
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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-ueliverer learns through
experience and the women in Yamboro expressed much confidence in her. Vhen asked
if they feared childbirth, they laughed and noted that maternal and infant death
are rare (this is noﬂ 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 tranoported Lo Dungui's General hospital.¥ MHowever, before she is taken to the
city, traditional medicines are used to induce further contractions. The local
midwife administers 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 mersages, excrcises, or olher medicines for labor.

During the birth, the delivering mother squats on the ground with a
relative or friend holding her under the urms for support. The midwife sits in
front of her, instructing the new mother in L-oper breathing techniques or in
the case of breech births pulling the baby. She employs no instruments. This
midvife.commented that she washes her hands before agsisting at the birth,##*

-

* Notc the jump from the village hut with indigenous midwife to o specialist at
hospital. In a developing country, this may be inefficient use of personnel
or services.

%*  However, onec midwife we interviewed requested soap so she at most probably
rinses off her hands in the contuminated, parasiic-infested stream water used
for bathing and drinking.
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Child

Source:

TABLE 1 - MATERNAL-CHILD HEALTH

by a

Maternity and Pediatric Consultations

Pre-natal

Post-natal

Deliveries

Infant
0-1 year

Child,
2-4 years
inclusive

Statistics Sanitaires Rapport Annuel, 1968,

Central African Republic

Average No.

No. of No, of Con- of Units
Cases sultations Par Women
36,400 178,000 4,9
33,000 67,000 2.0
22’974 bl -

No, of No. of Con- Average No,
Cases sultations of Units
83,500 ' 336,700 4,0
96,500 374,300 3.9

(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
plece of palm*** (although knives are available, this was preferred) and the
baby is washed in cold water, then wrapped in a plece of cotton cloth. During
this process, the delivering woman does not ¢ry out or let tears fell, as

vwe 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-
iticc oe soon ac possible vhile relatives and neiphbors 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 handicepped, 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 decp 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 vorms, one
can understand this assumption. It is not difficult to see why malnutrition,
pneumonia, a-d diarrhea are three of the major 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 umbilicql 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 guantity 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 at, 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 fishmeel, cheese, and powdered milk in only
those areas where there 1s great nutritional need.)

In the Bimbo 9ul .refecture the bLijgest her 1th yrotlers for infants are para-
gites, 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 welk. 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. Ve saw children nursing
on demand -- cven interrupting the housechold 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 stringy material from the inside of the banana stem is
beaten and put in the sun to dry before being used as diapers. These are as
enslly disposed of in the family latrine -- but they ure difficult to moke and

not changed -- or worn -~ as 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 hnve blankets for damp or cool nights. Children
sleep on the rced mats on the dirt floor of their homes or on a wooden slat becd
o few inches from the ground; babies sleep tucked in the arms of their mother.
Father and mother slecp together on a mattress or a slightly elevated bed.
Mosquito netting 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-ape children had cros.z2d 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 sce a child cry -~ not even babies. If babies or toddlers
start to fuss, they are linrediately offered their mother's breast.

The term "children" is of recent historical origin and one not common to all
cultural grours. In Yamboro, it coan probobly safely be said that this distinction
between child and adult is also fuzzy, for the child is taught his sexually-
delineated roles os soon as he is old enough and strong enough to handle the task.
Even four-ycar-old girls are secen pounding the pestle against 7rain while their
mother takes < brief rest. Assuning these tasks seemed to lorgely be voluntavy
and was often initinted by the child. Games replicated adult activity from the

carliest years,



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 KPOSSOKOUNDA 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 zdd to the toll of permanent or temporary
disabilities; rabies ere 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. Ve were unable to learn sbout any puberty rites Yamboro might employ, but
we were told that male and female initiation rites are still & custom in much of
C.A.R.*

In any event, th}ough 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 finanecial reward and social
mobility.

# There is some controversy over the extent of these practices. However, fcmale
"eircumeision" or clitoridectomy is usually performed by the villaege chief or
medicine man at puberty. The clitoris is tiecd, cut, or burned off and some-
times this is accompanied by o "defloration process." The wound is usunlly
dresscd only in lecaves and the result is often severe infection -- sometimes
death. Male circumcisgsion is also precticed and carries the sume connecquences
of infection.
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The workings of any culture are more clearly secen in what can be called the
gymbol system. 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 because human behavior has meaning that we

can speak of the symbols of a culture. (Symbols are all words, gestures, activitie:
whatever that give meaning Lo a person within the context of his culture). A
symbol system, therefore, emphasizes the ordering and meaningfulness of life in
contrust to the non-symbolic, instinctive behavior of the lower animals.

Yamboro 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 mechanisms of their symbol system, the motivations and
dynamics that give meaning to the whole. In a word, we need to analyze the matter
of knovledge and uttitudes.

In every culturc two catepories especially are the springboard for the
internal mcchunisms that give rise to knowledge and attitudes, namely, language
and relipion. Lunpuege - becouse it is the cultural symbol which establishes for
man his cognitive behavior. Through the eyes of language he ''sees’ the world.
Religion - becuuse this symbol desipnates for him how the world is to be ordered
and further, the value sysicm by which he is to live in the world.

The discussion of these two uspects of the Yaumboro symbol system will give
significant insights into wn understanding of the village's health behavior.
Indeed, without this understanding wve will miss valuable clues as to the reasons
for the knowledge and attitudes that presently constitute what health and illness

mean to the averuge 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 growv up with a thorough knowledge of this language
and associate 1t with the deepest roots of their culture. For example, their
names, the kinship system, native medicines, songs and ceremonies -- all that
is most mcaningful 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 Yemboro. For all matters of trade, barter, health care and inter-
course with the state. Sangho is the accepted means of expression. Children
therefore lcarn 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 lenguage is taught in the Central African Republic school system, the
French speakers are basically those who have learned it at school. )

But longuage 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 1t. Tor oac thing, o language structurcs the ways by which a pcrson looks
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 evan though
the groups may be related genetically.

*% Sangho and M'Baka are not mutually intelligible. However, they do share
many fecatures 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 cpeaking
different languapges may be said to live in different worlds of reality,
in the sense that the languapes they speak affect to o considerable degree,
both their sensory perceptions and their habitual modes of thought."

See H. lloijer - '"The Relution of Language to Culture', in S. Tax,
Anthropolory 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 rmuch diffcrently'th:n SmONG WISULUA pulpice.t
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
taeking place. There is thus no emphasis at all upon calendars, vpon 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 pcoples, traditional Africans are past/present-tiime oriented.

All of the above was verified at Yamboro. When pcople were asked their
"age”, they responded with cither a blank look or replicd that they didn't
know (Even the chief had to pull out an identification card from his wallet
1o veriiy nis virundavej. bhen asked how many times a week they wvashea 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 "weck". Indecd, some
of the villagers are using the appropriate French term in their own language
in order to cope with this alien concept of 'tire! meaning a mathematical
quantity. Frequently this problem of ascertaining ages can be gotten around
by suggesling an 'event' and asking whether the informant remembers it; but
this 1s 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 thut in the
future you will have no prgblcm" - it i5 rendily apparent that in matiers of
health educatlon there are puramount problenms, conceplunlly, in deuling with
traditional pcoples. This especinlly perteins to the culegory of maternal
and child health where the pre-natal period and the lactation period are
Tfipured in terms of months in western medicine, but mmong traditional Africans

these arc fipgured in terms of events. For instance, the sexuanl taboo on

John Mbiti takes up the fascinating study of the African concept of time
in bis book, African Relipions nnd Philosoply, Doubleday & Co., 1969,
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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 12-14 months. This inter-play between contrasting concepts of time
is vitally important to the health educator wh6 must understand how to communicate
on the symbolic level of o language. Nor can it be taken for granted that
suggestions, as to "future goals' for a villuge 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 harmonize 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 enother diffictilty on the symbolic level of language is the fact that
a language encapsules the deep-rooted v2lues o% the speaker. At Yamboro, for
example, the entire traditional medical system, along with all of its herbology,
is ropted in the M'Baka tongrue. The vtlues received from this traditional mediecal

treatment arc to a great dezree protected by the persistence of the language.

It may confidently be sugnmested that with the persistence of the language there
will likewise be a persistence of the native medicel system. On the olher 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
weslern values of health. At Yamboro some of the people have learned the
French terms for 'day' and 'hour', but their practice of time is still basically
African. OSome have learncd French names for discases, but they do not at all
understand western concepts of diseasc 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 ic being far too optimictic to assume that
& knowledge of French, however articulate, has brousht the speaker into a complet2
scientific frame of reference as far as heglth behavior is concerned.

None of this discussion thus far is to sugrest that modern health methods
cannot find a place in the scheme of traditional African concepts of thought.
On the conirary, 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



Language (con't) | 53

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 clinies. 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 littlec if any irritation,
or impatience, ; dramatic contrast to a similar siiuation in a western cliniec.
This discussion on language and its association with how cne 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 closses. It is
to be doubted whether 40 or %0 persons could comfortably sit in this building.
Seats are made of narrow planks of wood which sit on stones; the floor is
earthen, and hesides an altar, the only other decorations are very old religious
pictures (French) which have been tacked to the walls. Once a week & priest
comes from Bangui to hold services for the people, always on & Sunday morning.
In the afternoons during the week onc of the inhabitants of the village instructs
the boys and girls in the Catholic cutechism, the length of training reported to
be about five yeors. ‘

Nevertheless, an analysis of Yamboro religious patterns presents a far
different picture than that just given. Procecdings from the point of view
thot religion is the cultural symbol which designales for a people how the world
is to be ordered and how men oupht Lo behave in this world, we find that religion

is one of thec true dynamics of cultural life. From religion springs the knowledge

the attitudes or values by vhich this meaning is attained. It is difficult
indeed to comprehend the motivations behind the behavior of traditional cultures
(including especially the henlth behavior) unless the religious patterns are
rigorously exmmined.

From this standpoint Yumboro religion is only superficially Catholic. It
is rundamentally an animist view of life, the traditional Africesn approach to
religion.® This synchretism of Catholicism and animism is so blended that in its
presznt form the exterunls of Catholicism are readily apparent but the internal
features arce aninmistic through and through. This may be demonstrated in the

following ways:

* Animism may be defined as a belief in o vitalistle world in which spirits,
demons, and other vitel forces impinge upon the behavior of man. The
worldview {5 therefore unitary in structure, no necessary distinctions
being made bhetwenn notural and supernatural. In contrast with the mechanistic
view of life in the western world, animism presupposes o strong magical/
supcernatural view of life.
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(1) A consistant feature of animistic thought is a worid of spirit-beings
usually associated with a High God vwho 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 doctriné of the devil is obvious). These evil spirits
reside in the "country" (the bush), they may especially come in the wind (after

& strong wind people may become 111), and if Mokomet should leave the rresence

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. TFurther questioning
revealed that too many dreams can be dangerous because "your soul is nct on you,
it has gone away." Some dreams, however, are good; for example, to dreom that
one is travelling in the fields. Bul other dreams can be cspecially dangcrous
and are said to be caucative of illness. Indeed, it was cdmitted that a person's
soul (his vital essence) first becomes i11, then illaness follows in his body.
The data from Yamboro also reveal that deceased spirits can approach kinsmen
in their dreams and request food, that a deceased person can be re-incarnated
in a child end 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 vhich is a plea
for the good fortune of the children.* The fear in such a multiple birth is that
the mother and the father ure considered to bLe in mortal danger. It is believed
that they 'may dream too much" and become sick and die. Thus the cerenony of
propitia?ion and the presentation of gifts (The people of the village are also

expected to contribute some money to the parents).

A

% A tape recording of this ceremony wos made by the'regéafchers.
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(3) \In animistlc thought thé’universe or environment is considered to be fertile
and the prov1der oT all the rood things of life. Therefore the orientation is

to live inﬂharmony with nature, not in hostlle opposition to it. By contrast

the value;.?f western c1v1lizatxon are hardly commensurate with a sense of harmony
toward nature. Rathpr nafure is to\be conquered, subjugated, and exploited;

Ly

nature may even be said to be dargerouo to one's health and well-being. At

Yamboro,there is a very n031txve orientntion toward nature. Mokomet is good
because he made the animala and put food in the country for man. A good sign

is vhen one sees animals in t‘e country, - The erest is good because from it
comes food and susterance. A prosperous person is one who receives an abundance
of good things from nature. Tﬁis emphasis upon the fertility of the environment
is muehlthe saze conceptually as ihe idea that vomen are conceived of as being

fertiie. The two ideas are mutually supportire in animism.

(h) In animism the events of life are often °xpleincd in moral terms. Illness
may therefore be atiributed to inupropor moral . bohnv;or, elther on the part
of the person himself or upon the evil actavities of others. At Yamboro this
example was given: "I{ a man goes out to his’farm and cuts his hand, it means
that somebody was not speaking 'good! gbout, him." This is'typically animistic;
causation of the accident is attributed to fhe‘eQiJ intient of another person.
Siuwilarly, reprehensible behavior on the part of uhe person himself can bring
undesirable results such as becoming i1l “in his soul", or at death he is
destined to live as an animal, A

Belief in witchcraft was éeﬁibﬁ as being ﬁéaﬁt'ced at Yamboro. It is said
to have been the practice ip former flmes in whlch\men used "powerful medicines"
to become invisible and cause elckness ana deelh Belief in the "evil-eye"
vas also denied as taking place at the present time (In the olden days people
placed medicines in their eyes and caused illness by‘looking at their victims).
Nevertheless, the village admitted having medicires against the "evil-eye"
which were known only to the o]der persons.* HRus it wvas reported thet evil-,
speakers still cxist; these cat Lad medicines to gain power in which they are
able to cause illness by speakirp. It is therefore not coincidental that the
<amboro ideal of a "good mun" is a man who speaks right. An evil man is one

who cannot speak properly.

* Ve 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
vhich such animals are forbidden to be killed or eaten. The totem of the
chief's clan is the panther vhich if seen at mid-day is considered to be a
dungerous 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 1llness
prevalent in the village. Lif'e is perceived in supernatural terms, not in
nechanistic terms. For example, the amount of children a family will have is
strictly & superratural 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 sickress 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-cﬁltural patterns
of Yamboro village in order to establish & framework for understanding the
health behavior of these pcople. Indeed, health bchavior or any other type of
cultural behavior seen by itself without the remaining cultural patterns that
sustain it, becomes virtuelly 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
T0 THE SO0CIO~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 Yomboro as these pertain to health education:

(1)

(2)

Cultural Patterns of Water - It should be carefully noted that water plays
a more inclusive role in Yamboro village life than in vestern society. Tor
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 watér not practiced, any change in
water patterns by health educators should take the previous-mentioned

fectors into account.

Personal and Environmental Hygiene rractices ~ Sanllation mecasures as

practiced in western society for the prevention of disease are virtually
unknown at Yamboro. What hygiene practices that do preveil are rather done
for the purposes of aecsthetic order and a sense of well-being. Thus
cleanliness has a different meaning in this village than in a comparable
village of & western nation. Because of this fact there is a great deal

of exposure Lo disease at Yamboro. Some examples are: excreta of animals
(and at times human) which attract flies, uncovered latrines, rubbage piles
near houses vhich 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, ctc. 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
measures werc to be applicd. This is based on the fact that patterns of
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

(L)

(5)

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 whc serve in such respected offices as traditional
health practitioners. Status is also accorded those who posscss kinship
leadership,.who have wealth, and have attained 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.

Patterns of Kinship;“ljarriageJ and The Family ~ Traditional networks

of kinship at Yamboro are still strong although the nuclear family is
energing 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. MNcalth educators should thercfore be cognizant of
how women are moved out of their village by marriege 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 nectvork of
kin relations that prevails. All of these rejoinders loom as patently

important in setting up a plan of health education.

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 focd
[{centered on the role of the woman), the religious system (taboos on
eating certain foods), the environmental factor (food is more plentiful
in the dry scason than the wet season), cte. Thus nutrition und diet is

& multi-complex phcnomenon and is functionally inteprated with numerous

other patterns. llealth ecducation muct take the whole system into account.
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(6) Maternal-Child Health Patterns - Once again it is important to understand
the clearly delineated role of women-as this pertains to vhat is expected
of her in village life. There are many cultural prescriptions oa pregnancy,

childbirth, and child-rearing which become more emsily 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 vays vastly different. llealth educators must be sympathetic to the

traditions vhich she finds meaningful to her own existence.

(7) Language and Conceptual Processes - Yamboro thought patterns are still

typically African despite cultural change and western intrusion. The
concept of 'time' is but onc important example. Health educators must
"be aware that comunication 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 implementetion of health techniques is applied. This necessary

step will save much frustration and expense later on.

(8) Religious Attitudes and Beliefs - Yamboro religious beliefs, even though

nominally Roman Catholic, are nevertheless animisiic in essence and

oriented tovard a vitalistic worldview. A vitalistic worldview operates

on different premises than a scientific worldview concerning such aspects

of health bchavior as discase etiology and the birth ‘of chilCren. Thererore,
& mechanistically-oriented health educator who treats disease in ncutral
terms will find himself "talking past" the Central African who looks at
disease with moral connotations. It is of paremount necessity to den’
syﬁpathetically (and with respect) with the beliefs and attitudes of

these villagers whose relipious 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 vhich Ean be called
a medical system. Whether for the purpose of preventing illness or for curing it,
or both, these medical systems vary greatly in éheir scope and their behavior.
The variables encountered in geographical location, disease etiology, the incidence
and epidemiology of discase, health practitioners, to name a few, all mesh
together to create the indigenous medical systoem.

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 tHe traditional medical system of this people has
undergone change. Indeed, it is almost impossiéle to spcculate 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 dispensury, and the hospital at Bangui, nevertheless

they also ulilize the traditional herbology of their own native system. They
likewise seck medical advice from the traditional health practitioners of the
village vho are highly respected. 1In a word, they find validity in the traditional
system Just as they find validity in the modern sysiem.

Above all the assumption must be made thot the people of Yamboro are
'ntensely interested in their -health and 'iell-being. They desire freedom from
i1llness as do all peoples. The descrip’:.. - . ' their medicel system that follows
is thei} way of attempting to achieve i ' ; 5al.,



63
TRADITIONAL HEALTHI PRACTITIONERS '

The delivery of health services at Yamboro is essentially the function of
vhat 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 geadi]y available for intensive interviews by the researchers.

There are three such practitioners at Yamboro: two men and one voman, all
adults. The approximate ages for the men are about 48 and 70, for the woman
practitioner, about 5% to 60. The younger male practitioner is also the chief.

Villagers have o voluntary choice as to which of the practitioncrs they will
call upon at a time of medical need, but quite frequently the medical problem
1tself will lelp guide their decision to prefer one over the other. The general
patterns for utilizing the services of the traditional practitioners may be
described as follous: '

(a) The inhabitants of Yamboro will seek‘out the woman, who is the village

sage~-femne (mid-wife), for illnesses tnat pertain to infants or children.
Her special expertise focuses on pregnancy, childbirth, and post-

partem eare. (Her role has already been extensively described in the
section on IATERNAL/CHILD HEALTH).

(b) The elder mule practitioner is called upon for specific symptoms in the
region of the chest or svellings on the limbs. He is also most likely
to be called upon by a villager if a sudden, acute illness shculd develop.

(e) Villegers will go to the chief for those symptoms which develop in the
stomach, and he is especinlly sought out by “Omen who desire to become
pregnant bLut have been unsuccessful. As mentioned previously, only he
knows the medicine for the latter problem.

The chief ulso has nn auxiliary role in that, besides being a practitioner,

he is likewise a "divinotor'. As o divinator he is considered to possess the power
of diagnosing an illness, vhich in the words of one of the other practitioners,

makes him "a more powerful pructitioner.” Divination at Yamboro carries with it

#* A will be pointed out later there is much fluidity in the Yamboro medical
systen. A fomily moy 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 Yamboro 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 vesiigial than operative. .

To become a practitioner at Yamboro there is no necessity for first under-
poing 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 vho 'has strong eyes" (i.e. one who learns quickly)
to follou in his steps. There is no formal age when such a traines 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 vhich make np the materia medica and for which

symptomologies the appropriate herbs are used.

Each traditional practitioner at Yemboro 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 vill 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.
Howevé;, payment is moade only if the patient is helped by the treatment. All
practitioners at Yamboro, in addition to their medical role, have other occupatioas:

coincidentally, all three are cultivators.

# One of the practitioners began his training at the age of 16-1T years.
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The sick role at Yamboro is defired as the inability of a person to perform
his ordinary social roles. Thus it was reported that if a person was not seen at
work in the morning, it was presumed that he was sick. This assumption vas then
verified by going to the person's house and sceing him in his bed or lying on a
mat. The sick role is made supportive by the attention given the ill person by
other members of his family or clan. At Yamboro it was observed that there was a
great deal of empathy for a sick person; such a person is not isolated but is
rather surrounded by his close relutions who sit in sympathetic silence.¥

By the same token a person may experience some discomfort, but if it does not
confine his activities, he is not regarded os being truly sick. lMany people who
had rat bites, for instance, simply bandaged them vith leaves or cloth and went
gbout their ordinary routine. One snmall boy with the mumps was allowed to pley
with other children, the only trcatment being o mud pack aPplied to both neck
glands. Often a person with a low-prade fever will go about his work with no great
concern about being ill. Thus, at Yamboro, as in all cultures of the world,
{1lness is culturally defined. 1t way be stated that in this villapge the people
have learned to live with so wmany symptoms through thLe process of a‘aptation that
what may be regarded as illness in another cuiture is regarded as discomfiture at
Yamboro. MHevertheless, if any symptom becomes personally debilitating, and is
considered so by the person experiencing it, the sick role then coes into effect.

The question was asked concerning vhat were the most likely occasions that a
person would become i11. The unswers werc as follows: women at menstruation
sometimes become ill; a person who works all day in the sun is in danger of getting
gick; for a child the most vulnerable time is one month after birth; older people
who become cold are high risks for illness. 'These erpiricol observations on the
part of the villagers offer valid proof that the people do seek out the associaticnt
between behavior and subsequent illness. But at the same timec their set of premises

concerning discasc causation differ so radically from western medicine that

# During the chief's illness, & period of sone three weeks, at no time was he
ever left alane by o rember of his fomily. Vhether at thce hospital or at the
village, his wives, mother, chiildren, and clansmen were near his bedside.
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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 nerlect of one's duties and dependent behavior for the purpose
of gaining health. This passage from health to siqkness to the state of the
patient depends upon the institutionalized dictates of society. ©Succinetly, in
ony culture onc learns what sickness is and how to be sick; some cultures further

define why one becomes sick and how to regain health.
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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
&s natural phenomena which happen to only a part of the body, nor as randonm
bebaviors, 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, Mokomet, knows all in men's ninds, has power over evil, and
can help a person get well through prayer.

A "good man" is one wvho works diligently, speaks honorably of others, is faith-
ful, and recognizes appropriate taboos and misdceds. Stealing, for example, is a
singularly ominous sin which often results in illness. Accidents reflect misconduct
Although therec is no active witcheraft in the villame, the residents aclinowledged
that if a person eats certain foods and then spcoks badly of another person, he
is capable of making that person ill. But, in such cases, the chief, who also ac“s
as divinator, is able to ward off curses that one person might inflict against
another,

Furthermore, one must understand the philosophical orientation in aenimism.
There is no distinction between mind (or soul) and matter (or body) as in
Western philosophy; povwer 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. Spe¢ifically,
there are two groups of spiriis responsible for ailments: non-human and human.

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.

iluman spi}its, vhich are both dead and alive can also render sickness. Dead
ancestors, whose personalitics somelimes change after death, may continue to express

nlencuzz Lo Jdisplessure 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 caten so that the strengih of the
ndversary's soul may be absorbed along with the food. It connotes 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
of losing it. ILikewise, during sickness, there is a great fear of losing one's
soul which would result in death. God, it is believed, also keeps away the mal-
evolent spirits and helps kcep the soul in the body. Thus, one can say that the
concept of illness is not loss of certain bodily functions (which is understood
only as the gymptom of the disease), but soul loss. Consequently, ve can Turther
say thot one of the greatest factors of Central African disease is fear. Some
cven die from it. TFor illness, besides acting as a premonition for total soul
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' wvhich keeps one not only spatially in harmony with nature, dbut also
temporarily, for although "eternal time is always kept intact, "concrete time"
can be broken, intcrrupted, or changed in the cveryday wvorld. This also helps t¢
explain the lack of fTuture time orientation and the kecen sense of past cvents.
Thus, e cenirel question oac would ash in Yambors when a persen fa1ls 111 is
not "How did e become sick?" but "Why?"

Therefore, in order to convince a person of danger -- for example, the
existence of the bilherzin-carrying snail in the 11'Poko River -- demands that he
percecive not only the seriousncss of consequences for bathing in the river, but
his oun personal susceptibility to that discase. But we must also be cognizant
that the African's mctaphysical orientation is one of extreme optimism; if he
leads a mornl life, he is vell-protected. Ve saw this ofteh when the villagers
denied fear of infant and matcrnal death, as well as shistosomiasis, melaria, and
other infcctions although there was evidence of much disease even at Yomboro.
gickness. for them represents not a negation of life, but an affirmation of
Vitelicm -- illness is only a mutation which cerries temporary destruction of sone
aspcct of bodily function which will be remedied if and when he can apgain be a
“good man." Thus, illness is deviance. At least it symbolizes deviance.
Consequently, ancticns in the sick role will mean primary attairment of spiritual
well-being in order for the physical well-being to follow. Slickness can thus be
understood metaphorically as the purge or punishment and the course of such
pmishment (whether one falls from a mobylette, has syphillis, or diea of maleria)

is thought 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 preyers before L

Ty

harvesting a plant for food to appease it for disruptlng its life; he will . o
acknovledge salient taboos out of fear of becoming ill; he will avoid 51£nqlwhich
warn of death such as hunting at noon out of fear of seeing a panther; he will 51tg
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 in»ure rapid
growth: he will buru leaves to ward off nocturnal mosqu;toes in his nome. For/he

is a pragmatic, as well as a religious, man. )

5
1 t

But there is little or no preventive medicine in tme Yamuoro medical, system

|
as this term is understood in the western scientific rontext.* That is to uav,‘

there is no overt activity to guard against or preveat the 1nva 1on/of ‘germs o§
-~ [

i
14

the contagion of germs. ,
This, of course, does not mcan that there is no preventive health behavior
of a more general nature. By a thorough analysis of village cultﬁral 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 hou preventive
health behavior works itself into the adaptive process cf o traditional village
such as Yamboro: ' A vy
(1) There are taboos at Yamboro egainst eating certain foods during ' ‘.
pregnancy vhich may prove to have therapeutic value.*# ST
(2) There is a taboo egeinst sexual intercourse during the period of
lactation which may be considered functional. Such a prohibition curtails /
pregnancy on the part of the motlier vhen her milk is vitally needed by her infant,
(3) The mortality and buriel customs of Yamboro forbid anyone but the family
to touch the body of the deceased which is certainly sound medicel behavior,

especially if the deccased has died of a communiéhble diseasec.

{

—

,
#  Alexander Allend in Adaptation in Cultural Evolution (Coluﬂbla Univer:ity Precss,

New York), 1970, states that much of whal we would define as preventive
medicine lies outside indigenous medicel theory. N

%%  Alland also sugpests that taboos and prescriptions for women during apd after
pregnancy have medically positive effects on fertility and survi:ul
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(4) On the cognitive level of the villagers, the practices of a child
vearing 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 iﬁstunce, 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 nore ill.
ﬁﬂocqu%oubtcdly, many more examples of preventive health behavior could be
7§}£éeé%cd 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 sysiem of the village is considered to revolve
around curative practices, not preventive practices. The traditional health
practitioners 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 hygziene 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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Since the bigegest disease problems of the Central African Republic are
communicable, it ijs essential to understand not only how people 1ive and behove
and how they pcknowledge illness and percecive the sick role, put also what they
understand to be the causes of discase. Ve have already discussed that certain
communicable discases, 1ike mumps, minor colds, respiratory difficulties, and even
some parasites are so common that they are almost not even defined as illness by
the villapgers. Rat and insect pites also were SO frequent thet people paid little
attention to them unless they becamc infected. They 1ive with disease SO much of
their lives -- illness that would incapacitate most Westerners == {hat only the
more heinous conditions vhich actually cause such loss of sirencth that they cennos
vork are cven considered sickness. Hence we vcre interested in ansvering two
questions vhich are central 1o understand their perception of transmission from
a Western stance in medicine: Vhat do they consider the most dreaded diseases?
\lhat understanding do they have of the mode of transmission of these diseases?

The villagers and the patients interviewed at the Bimbo Dispensory scemed
HO®L CORCCINCd sbout chicd ngeminaing amoebic dysentery and malaria. Some
mentioned the respiratory difficultics of the elderly. This correlatcd strongly
with the concerns of ihe health personnel vho also further 1isted gonorrhea, other
parasitic discases, and whooping cough. However, these answers were often &
function of age, since many of the clderly vere concerncd with blindness. And,
although wccidents are frcquent -- burns of women and youhg children during cooking
falls from bicycles, and numerous other injuries jncurrcd during vorking or
hunting -- they did not mention these. (The actual incidcrice of disease in CAR
will be discussed in the next main section under MORTALTTY and FORBIDITY . )

These answers, however, reflect not orly specifically—fcarcd diseascs, but also
the degree of asgociation between certain symptoms and o specific discase.
Tuberculosis, for example, is o continuing problem, yet this 15 considered only

a problem of old age'. Their answers primarily reflected Lwo things: the enormou
numbers of diseanies they have 1carncd to live vith daily and the gympi, oS they
acknovledge 48 “illness.’  Thus, health education means not only the promotion,
meintenance, ond restoration of heonlth to these people, but it also mecans that

they be given nev definitions of health as environmental sanitation can be

improved and increasncd education can be given then.
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Since these communicable discases may be transmitted by maen and through the
environment, we tried to ascertain their understanding of disease cousation,
trying also to elicit any type of preventive measures against these vectors of
transnission that they might employ. As we mentioned earlier, the Yamboro chief
understood certain disease ellology. He knew that mosquitoes carry malaria, that
the tsetse fly is responsible for sleeping sickness and that snails in stagnant
vater carry bilharzia. He also understood that mumps, measles, whooping cough,
and gonorrhea, were carried from man to man. lovever, even he did not fully
understand the transmission of parasites from the water or soil. For example, vhen
asked if he boiled vrier, he replied that the secourist and mobile-unit infirmicr
had instructed them -.cainst 'bad vater, but he felt that bLoiling was unnecessary
if one let the dirty partigles float to ithe top of the watcr or precipitate to the
bottom. The suail, insects, and dirt could all'be understood -- but not the
microorganisms that are too small Lo be seen. lowever, as ve shall seec in our
discussion of the healih personnel, this is perhaps due to the general level of
education by both the health people and the villagers. The concept of ' germs”
is probably gquickly transiormed 1nto the spirit worla.

Thus, since there has been some health education at a mass level both from
the health personnel and over the radio, some persons have awareness of some
hygenic measures. TFor cxample, several wonen at the clinic mentioned the importance
of covering food against flies -~ to keep from getting i1l “in the stomach.” But
usually gastro-intestinal discomfort is assumed to be the result of '"bad food,
especiolly 'bad meat."” (This may be true, since some parasites come from uncooked
meat.) However, most people had a very simplictic, somevhat marical orientation
to the method of tvansmission. For example, nany think dirty water causcs rashes,
especially Yaws, cold nightis bring on chills, mosquitoes cause velts on the skin,
the wind blows air into the nosc and chest for pncumonia, drinking from a used
cup cauges proiter or tecth problems, and going barefoot lcads to foot aches,
injury, or clephantiasis.

A couple of uintervicwees (especially those from villapes ncar the Bimbo
Dispensary vhere Henncth Vinayagam's students had been giving heulth instruciion
along with the new wells ond latrines) know that flices touching feces couses
'gomething." These, and others, think that the woy to keep flies away from fecoes
is to defecatc in the strecons, "to wash them awny.' lHowever, the sume locations at

thege sireams are used by many villapes for drinking water, bathing, and leundry.
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When we reflect on these findings, there were a fevw interesting results. In
a country where malaria is endemic, there was almost no concept of control or
prevention. Even the health personnel commented on the hiph cost of malaria
suppressants, but failed to suggest insect control. Although a few people vere
able to tell us tﬁat bilherzia comes from standing in stagnant water, no one
associated it with their own nearby streams or rivers. They further have no
understending of the various vaccination programs. Although smallpox vaccinations
have been given to everyone and many have received free innoculations against
measles and yellow fever, only a few receive polio or BCG vaccinations.* Since
veccinations are given in the village vhere the chief uses his authority to bring
his villagers together, they often fall to understand the preventive nature of the
injection. In fact, during interviews at the dispensary, most persons vere
surprised to learn that these innoculations were given 1o "protect” against
certain diseases. Thus, more health education is needed at the time such
preventive measures are taken.

As we shall discuss, when they become ill, they have much trust in both the
traditional and goverrment-sponsorea healin practitioners. Thcy arce orientzd
totally to de facto, curative medicine -- even smallpox vaccinations are thought
to have "killed' the old disease that some elderly villegers remember. They want
help against disease and actively seek it whenever their strength and finances
permit it, bul rirst we need Lo understand more how they behave vwhen ill and when

they seek medical attention.

# Pasteur Institute further provides some vaceinations. In the Institute's
Annual Reports they reported 216 innoculations against diphtheris, tetanus,
whooping cough, tuberculosin, and polio in 1969 and 368 in 1970.
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We have established that, for a person to become 111, there is not only a
physicael ailment in the eyes of Yamboro resideats, but a moral or spiritual malady
es well. The symptoms -- be they high fever, aches, chills, diarrhea, swelling, or
whatever -~ are not signals for resignotion 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 recipicnt of these evil forces. It is now up to
them -~ the ill person, his kinfolk, and frierds -- to rejcct the bad spirits.
Although the person may initianlly have been responsible for his illness, he is now
given full sympathy, affection and respect. IHis 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 rolc obligations and alloved dependency. He is assumed to
have the right to care ond alleviation from his problems.

Diagnosis of diseasec, while it does not employ Vestern technolory, is often
made with precision. The chief, who in his role of divinator determines "vhy' a
person becomeé ill, also has a rather sophisticuted knowledge of tropical disease
etiolory, although the villagers did not. Some illnesses, hovever, are so common -~-
such as mumps, chicken pox, vhooping cough, measles, yaws, snake and rat bites,
dysentery, diarrhea, pncuronia, and pregnancy complications -- that the villagers
have traditioncl medicament for them vhich will be discussed under HURBOLOGY.
Furthermore, since lraveling infirniers put diaguoses of diseases into small spiral
notecbooks owned by cach person, he hos learncd to associate certain symtomotology
wvith frequeni discases -- 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 'Vhy?" and not

often does he ask, "How did it heppen?'" To understand this is critical to

# The conccptual framcvwork for this section comes largely from Talcott Parsons.
See 'Definitions of Henlth ond Illness in the Lircht of American Valuces,
and 'I1lness, Therapy, and the Hodern Urban American Famidy,' reprinted in

E. Gurtly Jace (ed.), Vatients, Povoiciang, tnd [1lnocs, Free Press, Glencoe,
1972. For an excellent survey ol Lthe literviure on sic! role the ry, sce elro
S.V. Kasl end Sidney Cobb's articles, "Health Behavior, Illness DBehavior, ard
S8ick-Role hchavior,' Part I, Ar (‘}nvr", of Invironmental jicalth, Volum(‘ <

February, 1966, pp. 2h6-266, and bart 11, Archives of Tnvironmental Health,
Volume 12, April, 1966, pp. H31-Yhl.
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understanding how to institute further public health measures in this country.
Consequently, the emphasis in Yamboro is not on the preventive aspects of illness --
even through prayer -- but vhat counts first is reintegration of the moral or
“pure’ person into the group. The traditional medicines-- those private plant
pharmacies held by traditional practitioners ond certain families to kill intestinal
vorms, provide bandages for burns, relieve eye strain of measles and deter
hemorrhaging after childbirth -- treat only the physical symptom. Thus, full
medical treutment combines magic and rite with empirically-derived medical therapy.
And so, as onc can readily sce, there is no contradiction in using both
native treatment and that prescribed by a European physician; they may be used
simultaneously or sequeniially. Just as the perceived threat is important to
understanding what symptoms and diseases will finally be brought in for treatment,
so perceived consequences are important to undersianding when one wvill seck the
role of paticnt and treatment. One notes in rmch of the behavioral science health
literature that the efficacy of Vestern mcdicine is assumed and that Western medicine
is usually resorted to after traditional medicine has 'fa “ed.' These TMirseg -~
and perhaps crronecous tobuLpbiony = Wre unfortunate, for only have manv
Western drurs come from native pharmacopocid, but we found that certain Central
Africans had greater foith in their traditional practitioners -~ at least, for
specific ailments.® So ve would like to supgest that one look at their perception
of trcatment.
It may be o matter of personal preference for the practitioncr as ve saw
when some villugers chose the sccourist at Sukpa over the infirmier at Bimbo; it

may be that they have an empirically-developed understanding that the Bangui
General Hospital is the place to go for tubcrculosis treatment and the village
midwife for infant diarrhea. Finances further impinge on such decisions since
{t costs 120 CFA francs Lo cutch w car or truck ride into Bangui. Iven sex role
divisions of decision-making show that mothers decide who will core for an ailing
infant, but the father detcrmincs trecatment for the older child.

Many other subtle factors ent.er the equation -- the bipggest one arain is

fear. Several older villagers and patients nl the Bimbo Dispengsary mentloned that,

people only go to the hospital to die. This feor, which hags some degree of truth,

# There were tules of kidney stones being removed without surgery back in one's
home villapge after all other Vestern therapy had been triced.
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since those vwho enter it have often waited too long for treatmert, also signals
fear of certain Western medical practices -- eispecially surgery aad its accompany-
ing anesthesis vhich may cause drcams. 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 & kind of "storehouse of bad spirits,
it is critical that they be staffed by people vho understand the entire cognitive
and nurchic framevork of the nersen, not just his body.

Thus, onc can understand why so much medicine is practiced in the village -
not only because of scarcity of medical personncl, transportation and financial
difficulties ~-- but becausc here is his support network, often that critical link,
even in Westcrn therapy, to his reccovery. lere he finds acceptance and a declicate
balance of discipline and permissiveness. He is very tightly bound with this
social milicu of which he is both the product and the provider; he nceds 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
environment and here the depleteu strength trom his illness is replenlShed rrom

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 Herbology, 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 with wa%er and drunk until vomiting is induced, then the same fruit is
made into charcoal and applied dircetly to the wound -- both purge the vietim of
bad spirits uni the veno:r, Most traditional home treatments have this dunl purpose
gsince one is treating both the spiritual and physical ailments of the person.

But anothier intrusion into the treatment or health care domain must be
mentioned: the stoicism of Lhe people. Since they live with poor health and are
undernourished much of their lives, they learn to accept more pain, discomfort,
and fetigue thon certsin Viestern proples. Also, yielding to pain -- cven extreme
pain -~ is nol acceptoble, so they are socialivzeld to ipnore, or at least not
overtly dcmonstrate it. Although mothers attended to every little whimper or
call from therr children vwith rapid and warm response, therce were cases of cuts
and mild burns vhen the child's eries wvere not acknowledged. They vere never
punished for these outbursts, but they verc never DoOsltively Or negutively re=
inforced in any wany. Conscquentily, we sav even preschool children bLeing given
injections wilh dull ncucedles withont cven a flinch. The important fuctor is,
hovever, that 1his stoic attitude continues into adulthood and often means
that a persoun will tolerate pain unlil he is incapacitated -- and often beyond
help of modern medical skills. This points to the need for much miss education
about the irportuence of acknowledging early symptoms of disense. Thus,

Yamboro does have its ovn nedical referral system, the process by which therapy
is sought out in the event of illness. As in western cultures it operates on the
basis of alternative paithvays in search for a cure or alleviation from sickness.

The process is basicully three-fold:

(1) TAMILY TREATIUNT ~ At first the sick person tella only his fomily. 1le
family moy attempt to dingnose the symptom itself, such ar in the case of ‘the
fever" (molarin) the fanily will opply warm vater on him for a day or so. The
family may have its ovn particular remedics or medicines (which they mny prow

near thelr louse or vhich they may have purchased from olher people) and treat
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the 111 member if the symptom is recognizable. But if there is no remission of
the illness then the family will seck out more professional help, either the

treditional practitioner or modern medical help.

(2,3) TRADITIONAL PRACTITIONER - The family may call for the “divinator'
in the event a sy&ptom is puzzling and should be diagnosed. If the divinator
comes he vill also do the treatment. However, if the symptom in question is
considered to be the particular cxpertise of a certain practitioner (as mentioned
in the scction under TRADITIOUAL PRACTITIONIRS), the family may contact the latter
instend. DBut another alternative is possible. The ill person may be taken to the
cliniec or dispensary rather thun Lo the practiticner for treatment. If this
should happen but no relief is gained, then the patient may be finally brought

to the troditionul practitioner.

(3,2) LODERN MEDICILE - As mentioned, many villagers may choose to by-pass
the practitioncr osnd avail thenscelves of the services of the cliniec at once. On
the other hnud, they iy first proceed to the traditional practitioner and if the
treatnent §: osuccessful. the nrocess will end there. ut if {there is no remissich,
they will then almost certeinly ¢o to the clinic for modern treatment.

It chould be enphasized that there is a lot of fluidity in the village in
secking out medical aid.” lluch freedom prevails in the decision-raling process as
to what altcrnatives are chosen (ndthouph it was not ascerteined hov influcntial
the matter of kinship is in this decision-making). Very often it would appear that
the particular synptom itself wilt dictele what pathway to therapy is chosen. This
matter will take on nore perspective in Lhe ensuing discussion of the traditional
medical syctew in which certain symptoms have an equivalent native treatment and

other symplons do not.

L L

* Perhaps a specinl cutepory of self-care should have been added in order to have
given a rore conmprehensive overview. Often this encompasses a grecut deal of
o culture's medlical system.  Although we huve inecluded self-care under
"family treatment’', we still recognize its importance ns n viable cntity in
any medicenl syastem.
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Basically, on the basis of (1) perceived severity of acute symptoms and

(2) perceived possibility of cure, he will choose what alternative secems to be

the most efficacious medical practitioner. Above all, he is pragmatic; he wants
only to know if he will gain relief. He is anxious to reestablish not anly his
physical health, but his social being as o working, moral member of the group.
It is this total concecption of aid -- mutual support and group effect, spiritual
atonement and healing, and medical therapy -- that channels the person back to
his normal rovtine of being a 'vhole' person.

Despitc their persistant belicf in the vulidity of traditional medications,
the people of Yamwboro at the wame time illustirated a great interest and respect
for modern necdical cave. Iriced, it was constantly impressed upon the researchers
how quickly many of the pcople would avail themselves of modern ircatment, especioll
in view of the fact that travel to a clinic or the hospital inveolved considerable
sacrifice in time and effort, not to menticn the cost of transportation. This
impression vas reinforced by the ubiquitous long lines of people who paliently
vaited in the hot sun outside the clinies ond dispensaries all over Bangui and it~
cnvirons,

Ohvionaly the auealion mny prica amather the Africen reoonle pra Toeine faith
in their traditional methods of healing and are, in fact, demonstrating a belief in
the superiority of rodern medicine by Lheir reoady acceptance of western treatment.

But it should be nnde indelibly clear thul such a question is premature and

suits itseclf to g Vestern cognitive node rather than to the cornitive fraumewvork

of the African. The fact of the matter is, the people of Yumboro do not place
traditionul he.ling and nvodern, scientific healing in opposition. They rather

take from botii whatever values in treatment cuch has to offer. In sum, the
inhabitants of Yamloro, like many troditionsl peoples of Lhe vorld, are pragmatic
in their choice of medical treatment. So desirous are they of health that they
will opt for vhatcever works -- no ratter if they understand the rationule

behind the treatnent or not. i terature from redieal anthropolopy has consistarcly
denonstrated Lhot native peoples of all continents will use both modern and

traditional menns of heulth delivery services vwith no sense of contradiction


http:consistar'.ly
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at all.* Their pragmatism for health overrides metaphysical considerations, and
it is this blatant truism that health educators must be keenly aware of. The
foremost question then is not —- “low does this work?" -- but rather -- "Does

it work?7'#

At Yamboro we werc able to observe first-hand how this pragmatic attitude
opcrated. Shortly after being alloved permission to work in the village, we were
notified that the chief vas injured from a collision on hic motorbike. He was
teken immediatecly to the hospital in Banpui, having sustainced vhat appeared to be
a concussion. After two days he wou brought bock to the village and traditional
medicines vere applied to his chest. ilot improving very perceptibly he was
apgain taken to the hospital vhere he remained two days longer. Apain there vas
no immediate improvement, so he vas rewoved to the villape viere a special lean-
to hut was prepasred for him in the bush. His condition rerained the some for
many days, and he spent his time sleeping in this hat surrounded by his wvives,
mothier, and other kinfollh. It £0t to the point where he cven asked the researchers
il they had uny vedicines wvhich could help him.*%% After several wecks he had
progressed Lo uhic polab whieos hioocculd sit inooochriy ord vnll n fow sgtens althourh
the whole process of his illness had left him quite veok.

It is quite apparent Ly this example that the pragnatic viewpoint was
uppermost in the chief's rind. our data from <he villapge and the dicpensary
{llustrate that it is uppermost in the minds of others us vell. Another example

{8 that of « nan from Ywsboro vho had been having problems with his teeth. Ile

# Sece, for instence, linrold Gould's article "The Implicniions of Technological
Change for iolk and Scicentific ledieine, ' Amwerican Anthropolorist, Vol. 59,
1957, pp. 507-416, and John Adair, “Physiciaus, ledicine Men ond Their
Novaho TI'itients ' in lago Caldston (cd.), lion's Imere in I'edicine and

Anthropolory, lo. 1V, Internationul Uriversities Press:  few York, 1963.

& PBven in the Uniter  tates, to the dismay of the American NHedleal Acsociation,
there in n prepon vt ostent nedicines, chiropractory, nnd faith
healing ~ to meption <.y ¢ For £ Lhe many “populnr' types of healinp
nervices utllived,

#%% Iy response Lo his request the chief vas given some powdered 1nilk and some
powderaed soup beenune he nppeared to be mitritionnlly wenk.



Treatment (continued) 81

hed himself purchased a special traditional medicine (from another area) vhose
purpose was to kill the “animals" that vere 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 Banpui. Lvidence such
as this is nol contradictory. It is simply pragmatism at work, and those who are
believers in snimism arc noloriously pragmatic.k

While saying all of this, we do not wish Lo give the impression that there
is no patterning in the way the people of Yamboro utilize their health services,
vhether treditional or modern. Pragmatism is not such @& god that health behavior
at Yamboro is haphazard and chaotic. 1Indced, it will be our purpose in the
section on the VILLAGE RUFERRAL SYSTH”OLO elicit  what health delivery patterns
actually prevail. DBut it was felt necessary to underline the imporiance at this
time as to why the people of the village aveiled themselves of modern medical care
and how they perceived it. In a vord, modern medicel cere is sought after simply
because it works,

1t was indeed quite interestipg Lo discover that tvhere was no hostility on
the part of the traditional health practitioners of the village concerning modern
medical treatment. llot 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 Suvkpn Ald Post for an illness in his stomach, to the Binbo
dsnensory Tor o prolde vith hio liver, and to the hos,ltal at Prupui for his
hernia. Vhen this man ves asked if he had any feelings of antaponicm against
the modern practitioners, or conversely they npainst him, his answer was simply,
‘They practice their medicine and 1 practice mine. There is no problem.' Such
an ansver hiphlights the faet that in the minus of the villagers there is validity
to both nmethods of healing. Both are considered to be effective within their

particular provinces because bolh work.

# John NLiti, Afvico . Fellplons nnd Philosophy, discusses at lenpth hov the animist
pruumutlvullyrhtLumpLs to deal with the spirit world. The onimist is not a
myotic but o pragmntist. Thus, he will not proy to the povers-that-be for
release from illness but will rather attempt Lo cojule them by whatever means
posnible, whether practical or mapgical, to recover his lost vitality.
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Such a pragmatic athitude 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 exploins why the people
want to participate even more than they currently do in the delivery of modern
health services. Vhen asked the question, "What cou'd ihe goverrment do to give
the village Letter medical help?" ~the unanimous ansver of (re villagers vas
that the povernment should lLuild a dispensary at Yamboro, Ve, however, vere
assured that even if they hed their own dispensary they would continue to utilize

the traditicnal medical sysicm as well.
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MATERIA MEDICA: HERBOLOGY

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 vhom 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 vere 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 MNMATERNAL AND CHILD
HEALTH, vhich incidentally isolaled 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 whoce 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 1% 1 .rbs were reported and shown to the researchers along with
the description of their preparation and the symptomologies for vhich they are
used.** Ten of these specimens were later dried, crated, and brought to the
Pharmacognosy Department of the University of Pittsburgh. They are 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 effecct of the evil-eye; (2) a
medicine of a highly secret nature which enabled womel to become pregnant.
Both of thece medicines have obvious magical connotations.

%% It is quitc possible that these LI herbs do not exhoust the entire materia
medica of the Ymnboro medical system. The Abron of the Ivory Coast, for exarpl:,
have 151 plant medications. However, it mey be conjectured that most of the
herbs ihey presently use are on this Jist. This conjecture is based upon the
fact that many fornmer medicines, i.e., those used in witcheraft and war, were
said to be no longer in use.
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The particular 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 villapc proper and
others procured by the prectitioners deeper in the bush. There scems to be no
logical reason why a certain part of a plant is used for a particular redication
except that it has been discovered to be effective.* Thus, from the medicinal
herb, GBAI, the bark is used; from the herb, NGOXA, the leaves are used; from
BONGOO, a tree, the wood pulp is used; and from DOKOROMBA, a thorny bush, the
roots are used.

However, there is a logical association betwecn the treatment process of the
herb and the symptomology for vhich it is used. A few examples vill suffice to
denonstrate this, For the trentment of o swvelling or a boil, a medication of
powdered wood pulp ic applied to the swollen arca for the jurpose of drawing out
the pus. If the symptom is stomach cranps or dysentery, the fiber of a small trce
is eaten to relieve the condition. For those afflicted with respiratory problenms,
the leaves of a smull bush are crushed and rubbed on the chest. In the event
a nev mother cannot give milk after the birth of her child, the bark of a irce
is put in unhcated water and drunk. Some of this liquid is also pressed against
her breast. What is quite apparent from thesc cxamples is that the medication is
logically associated with the symplom to Le treated. Thus, for symptoms of an
internal naturc, the medicine is ingested. When the symptom is of an external
nature, ithe medication is aprlied cexternally.

Nevertheless, it was found that some of these herbs have a double funciion.
The pievious example of the nov mother unable to give milk is o cose in point.
Here the mecdication was botlh ingestied and applied externally. Similarly, if a
woman henorrhages after the birth of a child, she is made to sit in a liquid that
contains medicinal lcaves; but she also drinks some of this liquid. For snakebitcs
the fruit of a plant called KORO is mixed with water which is said Lo make the
patient vomit the snake poison out. However, this seme fruit is also burned in

charcoanl and applied to the wound. It is tempting to conjccture Lthat this

¥ A plausible explanation for this selection process is that traditionel peoples
from antiquity hove practiced trial and error in regard to choesing medicines.
By empirical obsecrvation they have found that certnin substonces oare thern-
pertically effective.
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double-function of the herbd implies an onimistic meaning. Since animism purports
all of nature to be filled vith vitalism including plants, it could be argued

that the magical/supernaturul properties of the herb are believed to be communicated
more strongly vhen both applicd externally and internally. Noncthcless, it could
simply mean that in those particuler symptomologies wvhen a herb is applied by

both methods the sympiom jisclf has both an internal. and externnl association.
Hence, onc could assune that the wedicution to produce a womran's milk should have

s doublc-“unction inacmuch 28 the milk itself is produced internally but received
externally.

The Yamboro mecical systlem, like many traditional systems of the world, is
geared to trecat gxggkggg.rathcr than discrete diseases.* Thus, o pathological
state in indigenous medical theary centers upon a certain condition or symptom of
the body rather than upon & specific discase, the latier term inextricably voven
to the concept of pexm theory. This is not to suy that the pcople of Yambhoro do
nol. recognize what western scicence means by "disease.' 1n those conditions
vhich have very clear symptorolopics, cuch as leprosy, milaria, measles, sleeping
sicknens, 01 Luaslity, ihe s thalarien) atate is rocopnized immediately.
Furthermore, the intrusion of modern medicine has helped to isolnte such specific
discases all the rore by medicel nermes.  Hevertheless, the bull. of the pathologics
dealt with in the viJluype arc treated according to symptoms, ‘or example: stomach
pains, diarrhea, guellings, fover, irritations, boilu, hcadaches, ote. As wvas

made evident in discussion on SICKHESS and NT1GFAGY FT10LOGY, the Yamboro people
do not urderstand the selentific causalion process of dicease. Unless the
underlying pathological atate is known, it would follov thut only the symptoms
of the pathology would be trented vhich is preclocly how the medical system at
Yamboro operates.

By and large the traditional health practitioners denl with single symptome
rather thun o syndrome of mauwy in treating the patient. A particular symptlom,
thercfore, colly for o particular remedy . In some cases tvo distinct symptoms
which are stronply ussocinted will be treated by the same mediclne ag, for

instunce, BONGOO will be used for hoth suellings and botls. There does not

——— r—

* Sec the discusslon by Alexander Alland, Jr., Adaptation in Cultural Jvolution:
An fppronch to Nedicn) Anthropolory, 1970, pp. 117-128.
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eppear to be any additional therapy applied except the medication itself. Nor
does the Yamboro medical system give any attention to massages or special emetics
as ere found in other traditional systems. In fact, no mention was made of
surgery nor bone-setting nor any other conconiﬁant techniques which in some
traditionsl systems occupy a large emphasis. The Yamboro healers deal strictly
with herbs. The only exceptions to this practice were the bathing of the body in
varm water in the case of a fever, and the incision on the temple of the head for
the treatment of a headache. In this latter case o small cut was made for the
purpose of blood-letting. ©Salt was then applied to the wound.

Our data do not reveal any specific religious ceremony in association with
the treatment process. lor docs Llherc appear to be eny enforcement of taboos or
conression techniques on the part of the healer with his vatient. It undoubtedly
would have bouu revealing ‘Lo have observed lhe process of divination at vork,
but this opportunity vas denied us because of éhe iliness of the chief. Our
conclusion is that these traditional medications are taken at face value by the
people for the purposcs for wnich they are intended - to cure and alleviate
disease. It vill be made evident later on that modern medicines are taken in the
gane procedure. This does not at all vitiate the fact that traditional practitione
are held in hich esteem and in affection. In fact, a1l healers, vhether traditional
or modern, are treated with high status. But the medications themselves appear

to be neutrel and not at vll charged vith magical overtones.

BOTANICAL DESCRIPTIONS OF MLDICINAL HFRBS AT YAMBORO AND

DESCRIPTIONS OF THE TREATMERT PROCLSS

1, BEDGOUROUNGOU¥®

Deseription: "his large leafl, about 5 by 14 inches, grovs in groups of three
on & half inch stem. The shiny nide of the joof is u dark olive preen. There
geems to Le no distinctive smell or taste.

Treontnent:  Yhe leaves are burned in a pan over a hot fire. This charred
reoiduc s wppiiced to the chest with a cloth und vine strappings for people
with hipgh fevers.

% fThepe are the M'Baka nemes, the native language of the village of Yamboro.
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2.

¢

BONGOO

Description: The shaft from this tree is over an inch thick end light grey-
green in color. The fiber, which is used for the treatment, is similar to
pine but harder.

Treatrent: The pulp of the wood is crushed into a powder and applied to any
swelling or boil with o cloth cover. It remains on the wound for five days
to drawv oul any pus.

DOKOROMBA

Description: This thorny bush, like the others, is a bright emerald, tending
ioward durk olive grecen.

Treatment: The roots of this plant are shaved into fine pieces with a sharp
knife and put into unheated water to drink. It is given to women vho are
having @ dirricult and long labor in order to speed the delivery of the baby.

This may also be used if the placenta is slov in coming.

GBAN '

Description: This 10 to 15 foot tree with large, dark green leaves, grows
near vater. The sap from these stems burned the skin upon contact.

Treatment: The bark of the trce is put in unheated vater ond drunk by any
nev rother vho cannot pive milk after the birih of her child. Some of the
liquia 1s also pressed against her breast.

KONGOBORO

Description: Dark green leaves from small bushes.

Treatment: If a woman starts to hemorrhare anfter the birth of her child,

Teaves are put into water over a fire, simmercd a short while, and placed
under the vomon so thal she can sit in this solution. She also drinks some

of this solution,

KPAKPALAKPA¥
Degeription: Dark green leaves.

Treaiment: These dark green leaves are burned inside the home to create smoke
which is to ward off mosquitos.

KPOSSOKOUIIDA

Description: These vines which grow through bushes and trees come in lengths
of scveral feet.

Treatment:  The root is ohaved and mixed into a mush with the hands. It is

This 46 the only herb in the list which ip of a preventive nature,



Materis Medica: Herbology (continued) a8

8.

10.

1l.

12,

NDAKANDOKU (also celled GANDOKU)

Description: Like all plants collected in this region, its leaves ore also
dark green. The shaft or stem, which is used for the treatment, comes in
long sections of several fcet from a small trce. The stem is a ptle green
with o soft, porous white fiber center. It tastes somevhat sour.

Treatment: énly 0ld, mature stems arc used, usually about half an inch in
dimmoter. After the boark is removed the fiber and Juice are caten inmediotely
to relicve stonch pains and dysentery. (This plant is widely used in C.A.R.
In fact, a para-medrcal professional vwho vorked vith us, and vho was raised
in the northcern regicn of the republic, took soac houe one day to an ill son.)
In the case of uensles, ihe ‘inside fibers arc crushed so that the liquid may
be squeezed from the stem and put into the eyes of such children.

NGOKA

Description: These small leaves grov in a cluster about 3 by 6 inches. The
top of this dark olive leaf is shiny and it has o slight crone and a somewhat
bitter tuste.

Treatment: The lcaf is cruched and mixed with vater. One immediately drinks

it to relicve recteal irritations.

NZINGO

Description: These small bushes with bright green leaves yield small-sized
nuts during the rainy scason.

Treatrent: The leaves arce crushed and rubbed on the chest for any child wvith

fouiiinuniivieivbueivu

respliratory problems.

.~ ———

Note: The above ten specimens were submitted to the Department of Pharmacognes]
of the University of Pittsburgh for analysis. The following four herbs which
are deseribed were unable to be included in this collection.

DOROBRE

The roots of this plant are shredded until the liquid runs. The fluid is
then dropped from a leaf into the nusal passege to kill" the animals vwhich
ent the teeth.

KORO

This herb, which is used for snakebites, comes from the pyemies and ic found
dcep in the forest. ‘The fruit from thins plant is shaved, mixed with water,
and piven to the pntient to that he vomits repeatedly and the poison io "made
to come out.' The fruit ls also burned in charcoul and applied to the snoke
wound.
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13. NDOKA

This is a small tomato-like plant which grows in the village. The fruit is
mixed with palm oil and mushed together to form a soup-like gubatance. A
mother drinks this 1iquid in order to moke her milk sironger.

bR B

14, NDONGO '

This is a small red berry which is applied to the breasts of & mother in
order to vecan uigxgggjyggwpigwpother's milk. The berry has @ bitter taste.

(A woman will plso place o leaf over the nipple to remind the child that
he is not allowcd to nurse any longer.)

Other materia medica and botanical cosnetics included pggggg_;ggggg.which
were appliecd directly to ygggg_(one American medicel missionary felt that this
was an extroordinarily good burn treatment, end the palm nut, NZI1KA, which vas
applied to the body end used in cooking. Las.se bananas, called plantains, are

used to combab diorrbhea, by Leving the person eat of the same.

Posdui S
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MORTALITY AND BURIAL PRACTICES

Mortality and burial practices at Yamboro are completely handled by the villeze
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 internment, is the domain of the village. Even if e 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 Yeamboro it is one of the dutiles of the
chief that he report death to the mayor of the sub-prefccture at Bimbo. Lven
deaths of infants at childbirth or shortly thereafter are supposedly reported.

When a death accurs in the villsge the werd is announced in a variety of ways.
Women are said to weep openly in the village which communicates in a traditional
vay the ncws to all. ‘lhe relatives of the deceased are notified by a member of
the family; for kin folk 1living Tfar distances from the village, the radio station
at Banpgui will announce the nevs.

Death iu suld vo be 1ecopgnined ab Yamboio when an i1l percsen dccon't speak
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 tosk of the deccased 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 deceasci.
A sponpe-lile fiber called NDOKORO is used Tor this washing and is then thrown awvey.
The deed person is placed upon a mal or & bLed outside the house for this washing,
and during the entire process.no onc but the fomily 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 the nose
and ear orifices are stuffed with cotlton. The corpse is then covered with white
clothing, which is purchased Ly the family, ond 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 - 4,000 C.F.A,
frencs ($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 procecdings berin with a cercrony held at the village church if
the deceased was a Catholic. There are prayers for the person and the Catechist
leads the villagers in these prayers.® If the deceased was not Catholic, there
are said to be no praycrs, Rather, one of the members of his family speaks o few
words in which it is seid that the dead person died a good death and the speaker is
not responsible. Then follows a procession to the village cemetery vhich is located
at the site of the old village, about one kilometer avay.** lMen lcad the procession
to the cemetery, women follow next, and the chiidren last. The decet sed person is
placed in a freshly dug hole, about five feet deep, which has been durr by the
brother of the dcad person. After the internment a slirht mound js raised over tho
grave so that the latier can be found at o later time; or else o snecial tree is
planted by the grave for purpeses of recognition. At the head of the grave, botiles
in which flovers are placed, are luid to honor the dead. One grave was observed on
which the cntire mound was covered with solt-drink bottlle caps. Another had o very
elaborate canopy built over it. Tt vas said that in former days food was placed
in pans b the grave in order that the departed spirit might have something to cat.
Such pans wvere observed by some of the graves at Yumboro, but it was denied that any

food vas cver placed in them.

* It was interesting 10 note that no prayers are cver said in the churceh for a
person who is 111, only for those who have died.

At least four or more graves vere noticed behind houses in the new villape, two
of them quite recent. But when questions were retsed concerning this, it was
adnmantly stated thint it was not posribhle Lu Lury nnymna in the village, only
at the site of the cemctoery.,



MODERN HEALTH CARE DELIVERY SERVICES %

In a developing country like the Central African Republic, the delivery of
medical caxe provides o 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 vorld has introduced many advances of modern biomedical
science, vhole géoups of pcople still dic of preventable and curable diseases;
others swvive these suome maladices with physical or intellectunl impairments
because they were unable to secure any trewticent at all. Unfortunately, the big
question of how Lo bring nedical knovledge 1o the masses ig one of the preat
unmet health needs, Therefore, in order to put into better perspective the
availability of health care services, we shall discuss the basie morbidity and
mortality problerms of CAR ond cxplain on a general level the orpanizational plan
of delivering healtlll services to the counlry, concentrating mainly on the Bimbo
Experimental Zone outside Panrui., ~

The study of rmedical care mipght well be defined as hov to rnake existing

medical ard jublic heolth knowledre available to o cormunity.*  But riedical care

is more than thut; 1t is a vehicle of compassion, the service of one hunan being
for another; it alvo implies self help. And, because medical cure ln developing
regions is inadequate duce to scarce financial, cducational, and manpover resourcec,
efficiency of sveiluble care is eritical.  DBxpressced snother way, the central losuc
in: how cen one provide the best possible nedical care to the proatest nurbers of
people for thr 1east nrount of r.onev?  Therefore, ve are first going to look at

the plobal ho.dth probleqs of CAR nnd determine vhat basic governmentuol health
scrvices ore provided., Then, considering the cultural perspectlive and symbol
systens we have previously discusged, we shall offer some sugeestions for health

care services and caucation.

® S8ce lledicn) Care in Developing Countrien, cdited by Maurice King, (Noirobi:
Oxford Universiiy treas, 1966) p. 1:2. Thin excellent hook will be used ag
reference ©.ocuently fn this seetlon on Heullh Curo Bervieen and ve ure
{indebto wo ditn compausionate nnd insdightful suepentions for creating good
heelth propgruma in developing reglona.
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HORBIDITY AND MORTALITY IN CAR

It touches

every man, woman, and child -~ some with such a complex runge of discase that the

The mantle of discase in this tropical country is ubiquitous.

diugnostician must decide carefully vhich to tieat first. One does not know if

the child walking along the road with the swollen belly is vetunlly suffering

from malnutrition, vorns, or other infectionr. Chances wre pgreat thal it involves

al least theoe three. Just touring the city market makes one avare ot the toll

of these illuess ont cunnot walli wore then o few feet vithout encouncering

es,
persons with withered 1inbs, running sores, heuvy coushing, apelnetic siares,
end lethargic pgaits. 11 is not Just the hot sun of this tropical clirate that
readers people stow-uovingy it is the burden of parasites, respiratory ailments,

and undernutrition from vwhich wost of them sulfer. Sickness -- not hcalth ~-

is ' norn.

In Lhis country where malaria is endemic, there are periodic outbreonks of

poliomyelstis mnud spinal renineitis,

Conmunicable diseases of childhood -~
vorld -- tuke o nuiber of deaths., To
Laoaie sbuliotico. o neomtag deatn

pneumoning muny more will not live to

vho are In the o catest rortal danprer.

ive, they have an averape life expect

‘ubles 1 and

As one can see in tne

Venereal discnses po largely unchecked.
nov lurgely curtailed in the industrianlized
be specific, let us roview tore of the

roate 15 JU perceent due to diarrhea or

their fourth birthdar, Tt i3 the children

For tho.e ehildren fortunite cnourh to

s ey
)

ancy of under O yen,

~
.

on 'orbidity eand lortality in CAR and

at the Limbo Tiupencary, jarasitice diseases wecount for alrost 30 percent of the

declarced inclidence of dinee,e. lHowever, health personnel penernlly aereed that

over 90 percent habituslly suffer such Illnesaes. O thrse, mnlnria i the bigresd,

killer and debilitator.  In 1009, Pasteur Inctitute did o coopling of 26,688 atool

apee bimens from readonly-selected natic

alnost one-murter hnd shiistosoniaasis

(hook worn),*

oh new cancs (Lo totnl 101) of trypanosomiasin were found.

This indicates the extr

n-vide villepes. WYhe study revealed that
nnd nboutl. one=fIfth hed aneylostoniasis

In 1970,

Jue Lo Lhe transicent

cne prevalence of these dlseases,

nature of thoue afflicted, it is difficult to control although chemo-therapy is

-

" Jeo Inntitut Panteur Rapport Annuel, 1969, Republique Centrufricuine.
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/2.2 1 - SDIRT SIALTE CARE
s AZETDITY AND MORTALITY!
conToal ATRIC r=2U3LIC 1968
Percea-
C S ES tage of Percen-
0 -1<vr. 1 - & —os. S - lo vrs. Adalts Total total tage of
2 Inciusive Inziucive Inci Moroi- totle
Mzlady M 3 ol 13 3 F dence dity Deat@ deaths
Tudorculosis 4 Q 3 3 4Le 34 £o1 352 1,125 .C8 41 2.22
Leprosy 2 1 & J - o) o 3L 5] .01 2 .11
vaeacreal Disease 152 &L 163 197 2832 2,292 7.755 10,312 21,394 1.51 - -
rsontery 1,552 1,684 4,147 3,833 5,255 5,411 8,239 9,152 39,320 2.77 45 2.43
L.zlzaric 15,006 11,182 24,593 22,556 19,9013 21,845 34,439 21,178 170,678 12.01 122 6.55
Tr-czooscemiasis -- -- -- -- -- -- 2 -- 2 -- -- --
3.18%CC:I2ias1s 31 27 G385 1,44 4,0.2 &L ,002 7,304 8,203 2¢,127 1.84 68 3.68
Tilzriesis -- -- 150 355 2,175 3,743 9,471 6,015 24,930 1.76 2 .11
foevzlostomicsis 313 396 3,103 3,729 4,746 5,463 13,302 15,3€° 44,046 3.10 42 2.27
Scubiles 1,955 2,044 3,667 4,082 4,417 4,439 5,393 4,524 3C,621 2.1 6 .32
TCTLT PATASITIC
2737278 (Im-
cluding etove) 23,141 21,760 42,105 43,194 50,037 53,569 95,731 75,238 (4$3.329) (26.76) (380 @0.53
¥ycotemz 747 540 1,799 2,244 1,839 2,623 4,286 4,979 19,062 1.34 - --
Tyi.0id Fever and '
Foratyproid -- -- -- -- 3 2 2 -- 7 - -- --
Yous 82 85 270 339 456 396 943 827 3,398 .24 -- -
Tropiczl Ulcers 205 151 1,249 1,692 3,599 2,957 3,023 2,773 15,€78 1.10 4 .22
Cipthcria -- -- 14 1 -- 2 -- -- 17 -- 2 .11
¥hocping Cough S11 791 1,756 1,389 €28 L8 25 15 44,701 3.14 16 .86
¥ecasles 969 1,083 2,382 2,634 1,915 1,153 176 114 10,421 .73 62 3.35
ORSealc 86 101 38% 394 434 623 261 349 2,824 .20 - --
Coickengex 931 382 951 782 1,.62 1,318 1,166 608 7,528 .53 -- -
Tolicoyelitis 5 1 12 11 13 3 23 22 30 .Cl1 -- -
veningitis 16 31 37 44 58 35 74 67 362 .03 57 3.08
Flague -- -- -- -- 21 16 53 75 165 .01 - -
Relapsing Fever - - - - - - 9 2 11 - - -



lo

-2-
Percen-
CASES tage of Percea-
0 -1 yr, 1 -4 yrs, 5 - lh vrs. Advlts Tctal tota tage of
Iucluzive In sive Inci- Morbi- total
¥alaly R T i F ¥ 7 1 F dezza  dity  Death3 deatas
Encerhnalitis 1 - 1 - 3 2 ots} 25 b2 - - -
Izfectioes
tapatitis 2 2 55 50 309 24 1,038 800 2,497 .18 32 .73
Trochoma - 1 19 32 £3 76 159 159 5Co .36 - -
Respiratory
Virczas 23,182 22,785 32,440 65,543 39,130 38,275 41,412 45,412 3C8,10¢ 21.38 2039 11.29
Sucritional .
Z.sz2zses 590 €26 1,752 1,926 1,814 1,521 1,095 1,147 10,451 .74 63 3.40
Chrcoic Digenera-
ziv: 3 iz2ase 338 415 1,075 1,641 3,503 5,254 13,374 12,434 58,085 2.°.3 Z01 10.35
e3nancy
c-oliczticas -— -- - -- -- 43 -- 5,513 5,556 .39 373 20,15
rer Iraiza 3,698 3,057 38 61 -- .- -- -—- 6,854 .48 33 1.78
icdzats 1,790 3,134 6,302 7,034 11,9€6 11,432 23,834 18,145 83,637 5.88 78 4,21
‘ental Disorders 1 4 16 3 31 36 129 96 318 .02 2 .11
Cther -- - -- -- -- -- - --  392.700 _27.53 11, .59
TCTAL 1,427,340 10C.00 1,851+ 100.CO

Source: Statistics Sanitaires Ravopert Annuel. 1968. (Directicn de la Sante Publicue, Service Techrnigue,
Republigue Centrzfiricaine) p. 29-36. This is the most recent annual report, vhich h-s bz2en coasolicdated for

purzsenes of this report, was published by the CAR Govern:ent, even the most current World Health Statistics
e£nncal, published Ly WED, is based cm 1265 figurzes. The WEC representative in CAR, however, felt that this
last anoual repor: was relztively accurate for 1971 =25 wall.

There wos n. incicerce of cholera, yellow fever, scarlet fever, sc..lpex or typhrs.

ine incicder-e of deaths are very wmisleading; they are bzsed only on those deaths which occurred in hespitals,

Tha total nu~ber of deaths repfescnted cannot te representative of CAX. This would be only 1.3 per 1,0C0 or
.13 percent. Thic zoints to two proulems (a) the difficulties ir kecping CAR health statistic reports, and
(b} the unaveilavility of health care services for the vast majority of CAR's population.
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BiMBS DISI'F.ISARY MORLIDITY REPCRT, 15711

b3

CASES®S Percen- Percen-
C -1yr, 1 ~ 4 wrg, 5 = 1% -5 Adultg tage of tage oi
Inclusive inzlusive Total Sub- Total Sub
PATAOY i{ F s F i ¥ Jul F Caczs Totals Cases Tote
Vcazirezl Disease - - - -- 9 5 254 G3 403 3.23
srcebic Dysentery -- -- 3 1 1 4 2 37 o0 .64

.- A
noo2ing Cough

€2irmal (lzningitis

Yars

imz2zlcs

Caiczanpex

L2lzriz

Saictzecnoiasis

Scilies
..-—L DZICLARZTD
£2.5317IC DISEASES)

Goiter

Zyz Ziscriers

Zzx Zisordsrs

SesTiTaory Viruses

slccrlivs ¢f 1Dbuth and
Stzzzzn (Including
2.7<it1ze onz Con-
£T.zntion)

CricoTr Zicordors (ex-
2222 V.3, and Taws)

Przinzrcey Cezplicztions

~etal Daaths

Tlzzrs

236 150 192

152
258
3 4 24 24 8 14 17 7

5 10 3 20 104 68

112 1 190 178 2085 223 556 374

5 60 190 204 234 565 365

- - - 1 - 4 41 127
-an - - - - - - 26
-~ - 5 1 52 22 15 3

11

42
71

49
1,298
436
101

254
145
1,968

173
26

163

1,825

.C9
<34
.57
.39
10.39
3.49
.81

.06
2.93
1.16

15.75

19.69
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CASES Percen- Percen-
0 -1 vr. 1 - 4 vyrs. 5 - 14 vyrs. Adults tage of tege of
Inclusive Inclusive Total Sub- Tota Sub
™ ¥ M 13 I ¥ M 13 Cases Totals Cases Total
Skin Disorders
(Except Sqabies) 6 4 17 13 20 256 101 51 238 1.01
bisorder of Bone .
and Joints - - -- 1 1 6 76 97 121 ~ 1.45
ilental Disorders - -- - - - - 4 - 4 -
Epilepsy -- -- 1 - -- -- - -- 1 -
(C:ner Diseases nct
classified here) 21 18 55 44 151 147 . 1,189 818 2,443 19.55
Superficial wounds 4 3 68 69 404 234 538 158 1,4€8 11.75
Lounds invclving
bones & joints - -- - 1 - - Z 1 4 -
Other Trauma - 31 39 104 218 421 49 255 1,117 8.9
(&LLL ACCIDE.ILS) 4 34 107 174 522 655 589 414 . 2,589 20.72
TOTAL 12,493 100.00

1. This is a complete repo
Source: Noxenclature -

rt, unabridged, except to group

Nosologi

e Sormaire, (Reports Me

v.D. cases together.
nsuel, 1971}, Bimbo Dispensary.
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'
available.* As we noted earlier, some diseases -- such as the common skin para-
sites, even Yaws -- are so common that people do not even regard them as illness.

Tuberculosis (especially respiratory tuberculosis) is primarily, but not
completely, an urban slum disease, However, as evidenced throughout Africa, it
is on the rise in crowded cities like Bangui. Described as 'galloping consumption’
it is associated with other illnesses such as helminth discases, malaria, ancmia,
and malnutrition. Other respiratory ailments account for one fiftih of the 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 popwlation. But these gross malnutrition problems -- notably scurvy,
pellegra, beriberi, and rickets -- account for only part of the problem. As ve
pointed out carlier under NUTRITION, there is a malnutrition problem due, if not
to incomplete diets, to the ravages of discase. We found in our interviews of
patients at the Bimbo Dispensary vho lived close to Bangui and were uncuvle to
raise their own food, thus being dependent on the cash cconomy and poor employment
market, were often without the daily meal. The culprii is the high cost of
protein and vitamin-cnriched foods. Obligatory expenses such as rent, clothing,
and transportation, limited access to rural-grown foodstuffs, gnd hirh food
prices means that some of our interviewees (o0 wvithout food 'two or three times a
week.’ At the same time, money is spent on alcohol and quick-energy, but low
sood-valued sodas. Of course, what these and other figures can ncver measure is
the loss of intellect, espccially during the critical periods of infancy and
early childhood, and the loss of energy to be a produciive member of the labor
force. Thus, it is safe to say that like parasites, ' sub-clinical” or mild-to-
moderate malnutrition is the rule both in the bush and in the city.

Whooping cough, measles, and poliomyelitis ~- both casily prevented with
vaceines -- claimed over nine percent of the total reported hospital deaths.
feningitis claimed another three percent. As ve shall sece, very few innoculations
are given for any communicable disense except smallpox. In 1968 there were ro
reported cases of cholera, yellow fever, smallpox, or iyphus, but WHO reported
that at the end of 1967 there were still 40,000 leprosy cases -- & figure it is

* A,D. Mapale (Ministre de la Santé Publique et de la Population) Repport sur
les Activites du 'linistére de la _fiant€ Publique ct de la Population cn | 1070
le 23 Octobre, 1970 baHLUL, Ho. 00309/CAL, HMinistcre de la Sant¢ Publigue
et de la Population, Republique Centrafricaine, p. L.
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difficult to update because of unavailable data. Venereal diseascs, especially
gonorrhea, while not fatal to adults, are largely unchecked. However, nevborn
infants, egain bear the brunt of these infections.

Pregnancy complfraiions -- which point to a shallow use of trained personnel
-~ account for oéer 20 percent of the total hospital deaths. As vwe have demon-
strated in MATERUAL-CHILD HEALTH, this figure is not surprising -- and undoubtedly
far from complcte. Death to the mother and/or the child at birth carries a high
risk and should be of prime concern to those organizing health cere delivery
services. As we shzll later see, this is of prime concern to the Ministry of
Health.

Accidents happen in all age groups and are mainly a result of falls.
However, severe burns account for ten percent of such trauma. It mey be sipgnifi-
cant to note the relutively-low declured rate of chronic-degenerative diseases,
which primarily includes heart disease and cancer. llowever, som2 medical
missionaries noted thal Lhey had scen much cancer. Perhaps the primary cause of
hospitalizetion or death represcntcd here vas a more obvious acute infection
although the chronic discase vas present.

These Tigures point to several inconsistencies in our data collection.

As we have repeatedly noled, the fifures are far from complete; they in no vay
represent the total heolth situation of the country.® However, they do show the
intensity of many discases lergely e¢liminated in other arcas of the world. Also,
gllhough this aonnuel report is five yeors old, the VIO physician in charme of the
Experiuwental Zonc explained that it wes probably a good indication of current
health problems. Furtihermore, these statistics were gleaned solely from health
stations, which will be described later, and the dealh statistics came only from
the hospitals. In any event, one con see that some good c¢pidemiological

investipations ure neccded.

% One really vonders ubout the accuracy of these reporis because of the
inconsistenciecs. For example, the Minister of lHealth, A.D. Mopale, in his
report of Geteber 23, 1970, foutnoted carlicer, shous 71 “'o1d' cases of
trypanosoniasis berore 1970 yet the 1968 rcport gives only o declured incidence
of 2. le aluo reportued Gl nev Jeprosy coses ond 1,992 Jjusl declored recovered,
yot one notes onlw 6Y levresy vietims In the annual report. And althourh the
1968 tipures shower no yellow fover, it is n mnjor health concern for the
health pluns of the 1.970's.
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These Tigures sbstract the suffering of the Republic's 1.7 million people.
What do they renlly tell us? Besides puinting a depressing landscape of incessant
morbidity and prematurc mortality, they demonstrate intercurrent infections which
lower human energy output levels and produce physical and mental malfunctioning.
Draving from earlier discussions on Yamboro and the surrounding region, we can
then drav several conclusions oboul the status of health in the Central African
Republic.

Ve can predict hunger in many arceas, particularly within eight to ten
kilometers of ihe city or deep bush. AlL pcople suffer at least ' seasonal
hunger' during ithe rainy secason, when infant and child nortality will be expected
to peak. lcavily parasitized persons -- which we hypothesize as the standard -~-
need inercascd dietary inputs yet the resultling increased metabolism from fever,
reduced absorption of nutrients, and possible intestinal tract damage, restrict
utilization of even scarce food. ‘“Thus, the lethargy and suboptimal activity
levels are to be understood.

The new roadvays, built for cconomic development, also bring in not only
nigrations of pcople and a few cesh crops, but facilitate man-vector contacts of
several different kinds of insceti--borne discases. Thus, the re-~occurrence of
trypanosomiasis, which is of concern o the Ministry of Health, is difficult
to trace. Agricultural development, with the introduction of the cush-crop
system, means that whole regions concentrate on only a few products thus lowering

the mineral and vitamin intake provided by several variclies of focd. It is .

wcll lpown that irripgation projects and the building of ncw dreinage ditches, like
those under construction in Dangui, tend to foster dense populations of iwo kinds
-~ human and the bilharzia-ccrrying snuil.  Thus, the tvo mein types of shistomia-
sig, the wrinary or vesical ond the more severe intestinal bilharzia -- olrcady
very prbolcmutic —— will be increased. These same water systens incriminated
by health authoritices are also coausally corrclated to cnteric bact-rinl infectiors.
diarrheas, cerenrial dermutitiu, helminth discases, and polio, as well as providing
guitable breeding grouds for malaria, denpue fever, arbo viruses, encephalitis,
filariasis, and the crlippling nyccetoma.

"a we hnve seen, it is difficult to isolate one digease from another. They
breed Logether and often attnck en masse. For example, we hauve seen the complex

phenomenon of purasites and resulting malnutrition with secondary long-term
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effects. Malaria, like other such parasites, olso gives a greater susceptibility
to other infections and can cause women to suffer miscarrieges. 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 deoth rates, played against already sparse food resources.

Development programs have been condwive both to betterment and community
pathology. Urbanization of the kind one can sce in Bangui, which is several
sumnations of ils population ten years ago, leads to overcrowding, water shortages,
overloading of cvisting sevare and draining systems, and the resulting infectious
diseases. One can see this in two reports by a VO Sanitation Tixpert on the
Kilometer Five and La Kouango regions of Bangui.® llere one finds that about 95
percent of the wells and drinking fountnins are contaminated. During the rainy
season there are several succeeding days vhen the vells, latrines, and city
drainnge canals all overflouw and nerge, running togcther in the strects and into
the mud-brick homes. Poorly-constructed comrunal Jatrires, often only a Tew feet
from cooking arcas and within a few meters of vells and drainepge scvers, are
rarely covered. 1n these sonc regions, vhere the sample population alone
totaled 20,000 people, three oubl of four families toss their refuse into the yard.
rocly sigrant frew awral CAR o0 Ll Dudan, live in
peri-urbun slums of tiny, poorly ventilated mud huts with reed roofs. Tattered
blankets act as doors. There is no electricity and food is eaten irmediately to
climinate storage problems. Vater, fetched from distent, larpely-conteminated
taps end wells is almost never boiled or filtered. Vater may, in fact, cven be
taken from puddles in the strects or yards -- the same places where most of this
sample population tousses ell refuse. lics and other insects are so numerous that
they blunket food in the open markets even during the dry scason. Clothes are
washed in the open scwers -- polluted with human vastles ag well as parasites -~ and
dried on insect-ridden roofs or the ground. Thus sanitation is non-cexistent both
in the country and in the cily,

So the averapre Central African is budly housed and badly fed. His personal
hygiene is the lowest standard. le {s usually without vork and the strains of
uprootedness lead Lo psychosocial deprivation and stresc. Simultaneously, he in
sick. The eriticnl question, therefore, is how docs one brenk ithe cycle of
ignorance, poverty, and sickness?  But before we attack o quertion of that mag-
nitude, let us lock at the orpnnization of health scrvices aov penrred to cure

such maludies.

—
[

+ Thnosc reporvs bjukcnncth Vinayagan, WHO Sanitation Incpceetor, vrerce published in
Bangal, C.AR., Decerber, L1970 (Ifilometer Mive) wnd August, 1971 (La Kouanga).
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ORGANIZATION OF CAR MINISTRY OF HEALTH

Against this backdrop of constant disemse, the Ministry of Health in the
Republic has an enormous task even though the population is small. We must
remember that transportation and communication is quite primitive and even more
remote during the rainy scason. Also, the population is widely scattercd and
largely uneducated. Actually, delivering health services is a herculean effort
because of the need to develop basic public works and {nfrastructure, which the
country is in the process of doing at this time. Precisely because of this multi-
faceted netionul pgrovth, the task of bringing health care to the CAR is a special
challenge and provides a unique opportunity for efficient services. M though the
health picturc at the roment seems dismal, one cunnot underestimate the desire
on the part of the people for better health and the desire of the government to
provide such support. Ve found not only the international technical assistants
helpful, but the Central African hcalth purnprofcssionals very villing to give
of their extremely limited spare time Lo answer our questions and assist in any
wvay they could. Their dedication and compassion is something that, while it
cannot be measurcd, must be emphasized.

In this seme vein, o five-year health plan for the Republic was drawn up
under ihe wuspices of vie jinisvey of Healib. The cuirrelil pProgl i, 1 unLing from
1971 to 1975,% concentrates its efforts basically toward two poals: improved
maternal-child health ond training of health personnel. "Since women and
children constitute two-thirds of the population and given the high infant
mortality rate,’ ¥* mother and child protection ranks as the Ministry's first
priority.

The second priority of ihe Minisiry of Health is the development of training
gservices for health personnel, especinlly to gather recruits to work in rurol
regions. Thus, the Bimbo Lxperimental Zone, which is being set up not only as 4
training unit but also as @ research zone from which the formulation of health
care services can be gencralized to the remainder of the country, may be critical

to the Republic as development of certain health policies in the years to come.

% This plan, dravn up by Dr. Simon Bedaya-licaro, Dircctor of Public Health, wao
published in his report, Projct des fernes D'Action du_DPlan Quipguennal. 1971/
1975, Ministere de ln Sunte Publique et de lu Population, bircction de la
Sante Publigue et de la Population, Repurblique Centrafricaine.

i Ibid_- 9 poll



TABLE OF CRGAWIZATION FOR IIIISTRY COF PUBLIC FEALTH & SOCIAL AFFATRS
(CRCANIGRAMGC DU IINISTECE IS LA ZMITE PUBLIQUE DES AFFAITES SOCIALES)

foes

iristrel
. ;Comite | coiin |Corar*111 s‘
'Technigue! Tech icuesd ___ ~
[Fureau { 'Soe Torinistr.d ‘“11 ecti c*ﬂ Phartmasie {[Service dul
d'Erudes: ‘_Jﬁf—;_?,‘i-‘_l.@_.____i’/ﬁ- crals - o W4 Spprovit. '_:L’ir_lﬁl__!
_,,,_,—-—-”‘”" //_/_‘__ R ________\ TTT—
wcfoires, ‘L‘: Sente Usl. et , Di. Cante Rurnle et | L. de la Formationl
L‘gcial‘gs_‘ des Lovitaux ___ | /rra :s_Indeies |
— = i N
Protecticn ! |From ctlon‘ iissistence a § N _
e 1'Fnfarcq, \Feminine 1o ”:nz'lr'tion"; Sorvice ae iS=e d'liyzienc et
- H= Foyul _uuio:‘.l i 1i'Tducetion Sant.
— —_—— e o e —o- = ..____.___./\
‘Centre FosD. iCentre de Se.tei l-fcp~tz=u_». [Secetaur i inf. & “faﬂ
de Bansui iServarati ] 1Erefectoraux
i l
ihpital inter. iCe::‘.re jo Sanied !ve.._LLxT:s 1 "1 f“_e—cjca}” ’:g‘:gs_;Fevaénes!
Eref. de Zouar ae Bamb('_ i | { i
I S SR _
Disp. Uroveinsg [Dispensaires| Secteur 3 fnf. Brevetes!

. ossarn~oa | i !
$
‘Pactes det [Secteur Y

Secours | i

[Ass.

Eeci c],g_ga

{Etudes , Stages




Organization of CAR Ministry of Health (continued) 99

The Table of Organization for the Central African Ministry of Health on the
flext page demonstrates the priorities and types of available services, as well
as the chein 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 puide the long-range health plans for the country. In the
very lecast, they are able to kcep avare of the national health progrems and
projections. This will be importaont for one of our later research suggestions.

Such international agencies work closely with several units of the Ministry
of Health. They provide treining, 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 materipl resources for nmodel environmental sanita-
tion, vhile UNLSCO trains further sanitation personnel. The draincge system pre-
sently being constructed in Bangui, with appropriate training programs, is being
sponsored hy the I Develonment Program. FAO concentrates on arricultural and
related nutritional development. The Red Cross, the German MISEREDR, and various
Swiss apgencies deliver actuul health services, such as the leprosarium 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 seecks from international healih groups.

Since the hicrarchy is self-cvident on the chart, we would like to discuss

the main divisions: maternal and child health (Affaires Socinles), the urban

and rural health (Direction de la Sant€ Urbajne et des 'opitaux, et Sant€ Rurale
pirectvion de a2 »ante o &t piraux vanLve nura.e

et Grandes Endemies), ond health training (Direction de la Formation). As

mentioned previously, reduction of infant mortality and care of mothers -- so
prized, as we have already demonstrated -~ is of gpecinl importance. So far,
there ore few specialized moternity centers in the Republic. Although many
hospitanls and regional health centers can care for maternity patients, the high
rate of muternal mortality is of preat concern and vays must be rfound to curd
the number of deaths, even vhen the mother is delivered of her child at home
deep in the bush. Lven in the Experimental Zone, bubles are either delivered in

the Bangui General lospital or at home, but it is hoped that the Bimbo Dispensary



TABLE 2 - ORGANIZATION OF HEALTH CARE SYSTEM
CAR Heilth System Summary

Hospital Consul-

I-pe cf Establishment No. Beds Inpatients Days Cases tations Births
Groneral Hospitals 2 934 16,248 260,477 69,777 170,002 4,362
Hezlth Centers 4 502 12,107 117,947 152,662 537,848 4,504
Pr:Zacture Hospitals 10 591 12,456 132,750 257,053 £93,717 3,668
rizdiz21 Centers 22 586 28,436 112,331 309,510 557,512 4,413
H221t: Statioms 33 S13 31,542 147,110 370,337 734,298 5,767
Pisrencaries 80 -- -- - 697.867 1,595,162 -
First Aid Posts 220 -- -- -- 163,337 252,562 -
Private tiesalth Centers 37 111 2,540 31,124 78,550 347,561 260

TOTAL 408 3,537 103,129 801,739 2,099,058 4,€386,060 22,974

Source: Statistics Sanitaires Rapport Annuel 1963. .
(Direction de la Santi Publique, Service Technique, Republique c<entrafricaine.)
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vill provide maternity beds. To date, only a small emount of pre- and post=-
natal consultation and health instruction is given by midwives attached to the
clinic. There is nced 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 the ideal that putients arc to be treuted as close to their own
homes as possible in the cheupest possible way., Strietly speaking, only when one
unit cannot provide vhat o patient needs, should he Le referred to the next unit
up in the choin. (This assumes that prevention is employed wherever technieally
feasible and further asswees ns much oulpatient coverape as possible.)

Focal to this referral network is the medicnl center which jdeally provides
a family with nll the required health services other than thosce specialtices of
the regional hospital. In the developing vorld, ihe conter functions not only to
cure, but also to prevent discuse, espeeially through public health education and
environmmental sanitation prejeets. “hesce centers provide minor curative outpaticnt
services, unbenacel and pusc=nital ¢linico, mdvctnily Cat, Prosclinol clinicz,
irmunization progrurs, clinics for specinlized discaces such as tuberculosls.

It furlher gives linited inpnticent services along with health cducation, peneral
environmentnl improvenents reparding vater sources, exeretua disposal, housing and
marketing conditions, wapes campalens uprrainst locolived cormunicable discases,
and collects health statistica. The ecenters necensitnie all types of nedical
personnel ranging fron those who dress vonads to paroredich (Assistonts Medicoux)
in licu of physicions., Their job deseriptions will be discussed later. These
centers shiould cooperate with spricultural cxtonslon nrents, commnity workers,
and the nchools, alonpg with other district health posts and hosplitala.

It g from thig base that nobile undts nre sent into the rural villapges vhere
health carce 13 so ninlral -- both to diapnose and treat discose, s vell ag provid
cducational and frmunlizotion services. Thus, the dlapenanry and aid post provide
much tiore restrlceted services, operating lirpely under the muspleces of these
health centers.  The dispensnrles provide minor ontpatient curat ive eare for peop’e
of n resivicted vieinity and usually have only nursen ( i“jlrri(qwb’ perhnps o

laborntory techniciun, a midvife, und a dresser. The ald pont, often just a
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simple mud hut with a few drugs, staffed by a first aider (secourist) is merzuc only
as 4 rendezvous point for patients who nced injections, new dressings for wounds,
or other treatment vhich has been prescribed. lMobile nurses and midwives provide
the liaison for the populous between the health center, the dispensary, the aid
post, and the hospital. They diagnosc, treat wvhen nccessary, and function us
gencral referral arzents so that the patient visits the approprinte facility for
his malady. With uspecial naternity centers, the hospital then ideally should
function to treat only those who suffer from discases requiring highly-specialized
surgery, radiotherapy, and complex laboratory investirations. By 1975, it is
hoped that the Hinistry of Meulih will huve cstablished 15 regional hospitals,

45 medicul centers, 81 health centers and dispensaries, and 20h aid posts. It
also hopes to establish a stote pharmucy to sell drupgs to needy putients at
reduced rates,

Thun, one can sce thit urban health is divected tovard the hospital, which
functions, at lcast in Banpul, as a general hospital, not a speeinlived health
unit as Just cescerited for optimal utilization. Lanpul General Hospital has a
total of 81h beds (for a city population of almost 250,000).% In 1970 it
serviced 18,502 patients of which 6,587 werce maternity cases. 0Of the tolal
215,10 prtient days in the hospital, 184,685 were devoted to medical and surgical
care, and 30,L60 to 1adternity cases.  The government budpet for this hospital's
personncl costs totsled under “300,000 (74,595,000 CFA francs) or 1 per patient
day. JFees arc choreed those vho can pay, but heallh care is not denied those
who have no incone.  (fSice the previous scetion of FATPRUAL-CHILD HEALTH for
the hospital's brenldonn on nuternal and intant consultations.)

Bouur General houpitol with 120 beds services an urbun population of 16,000
plus the currounding rural region.  Shere are other Lcalth centers at Bogssangoa,
Berberati, Barburi, and Rangassou.  These facilitics, for a total of 1436 beds,
support an urban population of over 350,000, plus its nearby rural population.

Ag onc can zee in the CAR Henllh Syoton Owanory on the next pape, the country

has a totul of 3,557 uvailable hospital beds. This is o ratio of one bed for lers
than 500 rersons.  Furthermore, nssuming the necuracy ol these figures, the peopln
of CAR uveraprd aboul 2.9 annual conmultations.  These are respeetnble nverages
for developing counlrics, bul one noedo el more understundingg of the nature of
the coupluints wnd offecliveness of cervice Lo 1ake any evaluntion., Althoupsh tlhe

Hiniotry of llenlth had tnceluded projections in thelr five-year plun to add two

% Rupport. Ammed Anne 1070, Centre llospitalier de Banpud, Ministére de la Bantd
Fublinue et aes hodnlres Gocioles, Directlon Géndrale, et Direclior de la Santé
Urbodne o4 de HOpl Laux,
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L0-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, ambulances, and some smaller auto-
mobiles -~ which would be another larpge expenditure.

Since most of the people live in remote arecas of the country, rural health
is of prine concern. Jdeally, this should be the pillar of preventable medicine,
although vhut we have just been discussing is, in actual préctice, primarily
curative carc in CAR at the present time.

The division of the CGrandes I'ndemies plans in this five-year period to
concentrate its efforts toward polio, yellow fever, and trypanosomiasis through
routine vaccination:s, leprosy campaigns, and programs to combat yavs, syphillis,
gonorrhea, shistosomiasis, and other parasitic infections. It plans to wage new
efforts uprainst tuberculosis. IHence the training of new personnel for these rural
health pursuits is eritical, as are the develcepment of far-reaching vaccination
programs, as we saw in our discussion of MORBTDLIY AJD HORTALITY. Ag we demonstret.
cd earlier, althoush smallpox inmunization is provided vith vaccinations being
routincly given every three yeurs, the nuaber of actual innoculations agains
othier communicuvie UGLseases Secin Very Shwll. Agaln, vne needs Lo how Lhe cxactt
scope of the vaccination progrums now carricd on under the direction of the
Grandes Iundenies.

As ve have stressed, one of the major concerns of the llinistry of Health
is education of health personnel. At the present, the Republic brings most of

ts physiclons from olher countries, although Central Africans staff other health

pte

posts. 'This can be scen in the llealth Porsonnel chart on ?hc folloving pape.

This report, published in the last annuual report (1966), can be updated to show

56 physicians, 11 paramedies, 203 nurses vith diplomas, and 66) uncertified health
paraprofessionals. Using these figures, we find one physician for about 34,000
persons. 'Thus, it is casy to undeurstand the grave concern for cducation. As of
1971, there were 72 medical studewts abroad, plus 10 pharmacy students and .vo

in dentistry.* However, Dr, lgaro's five-ycar plan proposed a nced of 8l

¥ 0Of thone T2 medicul students, 15 were enrolled in the USSR, 53 in France, 3
in Belgiun, «nd 1 in Conada.  'This was reported by AWD. lMepoale, HMinister of
Health, in his Rapport Sur les Actlvitds du Mipistire dc la Sontd Publique_ et
de la_Populotion en L970, Bangui, le 23 Octobre 1970, lo. 00309/115PT/CAL,

o o oo
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physicieans (in such specialties as psychiatry, obstetrics, pediatrics, dermatology,
cardiology, radiology, public health, and surgery), nine pharmacists and five
dentists. But the role of physician in a developing country is quite different

than an industrialized sctting ~- he is teacher and facilitator of community
health projects. 'llo purely practices. Consequently, it should be the paramedical

professionals vhich should concern us, for as onc can sce in our earlier discussion
of the referral system, it iz they vho diagnose and treat the general population.

§ . . . . . . ae ' . - .
INEHS (J,'Institut Helional d'Enseirnement Hedico-Social ct de Santé Publigque),

vhich was first orgonized in ihe late 1960's, provides training for nurses and
public health, On the basis of competitive medical exams, it admlts 2P0 nidvife
students, 20 nursing students, 15 social workers, 10 sunitation students, and LO
students in assistanl nurs}ng. During the 1971~72 schLool yecar there vere o
total of 207 studenis. This program is currently being augnented by USAID's
recycling program. It is the hope of the government that further medical studies
can be pursued at Jcun Bedel Lokassa University, as well as INEMS.

Now that one has an idez of the focus of health planning for the period
ending, in 1575 and of Lhe generdl structuore of the Minigtry of Health and its

various faccts, we can explore in more depth the utilization and description of

various health paramcdical professionals.
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PERSONNEL

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 hirmself toward the community as a
whole rather than toward specific individual patients. In fact, the axiom for all
health personnel is that any task vhich is often repeated -~ ceven though sometimes
complex -- should be taught whenever possible to an auxiliary. The very first
priority is to get health assistence to as many persons as possible. This means
the training of many paramedical professionals. Because the major cnemies in
developing countries are ignorance, poverty, and disease, health personnel must
be equipped to promote better hygiene, improve housing standards, give cducation,
upgrade agriculturel yYields, and further public works. Therefore, let us review
the health personnel of the Central African Republic vith their various job
descriptions. (Thesc people vere part of the staff for the urban and rural health

service of the Grandes Endemies.)

Medical Assistant (Ascistant 11¢dicaux)

A medical assistant is the general practitioner of a developing country. He
diagnoses and treats the sick -~ even performs major surgery. He is also the
adninistreter of the healtih center when no doctor is available. Furthermore, like
the doctor, he functions to influcnce community developnent, instructis his staff
in doing the more routine medical work, and administers good reccord keeping.
Optimally, he teaches all possible tasks and treatments to other hecalth personnel
80 as to free his own time for complex medical problems, preventative health,
and community improvement activities.

For %his job, one must have 10 years of schooling with two to three years of
nurses' treining and another two to three years of specialized cducation. 1In the
Central African Republic, like most of Africa, health personnel -- with the
exception of midwives and social workers -- are all men. Congsidering, as we
earlier discussed, that men have status over women and specific division not only
of tasks but of appropriate decisions und arcags of Lthought, it scems to be in
keeping vith a viable traditicu. It is quite possible thut the community weuld
have difficulty relaling to a female physician or sanitarian, although their

pragmatic desire for better health would probeldy obfuscate this sex-division

identification.
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HEALTH PERSONNEL IN CAR¥

1968
International
Central Technical Total
Africans Assistant Personnel
Physicians ' .2 40 42
Medical Assistants

(Assigtants Medicaux) 3 - 3
Certificd lurses

(Infirmiers d'Etat) 17 41 58
Practical Nurses

(Infirmiers Brevetes,

Agenzs Techniques) 131 - 131
Uncertified Practical Nurses

(Infirmiers non-brevete) 419 - 419
First Ailders .

(Secourists) 220 - 220
Midwives 8 12 20
Uncertificd midwives 75 - 75
Sanitarians

(Agents d'Hyciene) 37 - 37
Assistant Sanitarians - 22 22
Dentiecvs - 1 1
Pharmacists - 2 2
Laboratory Technicians 2 1 3
Radiology Technicians 1 - 1
Business Administrators 4 - 4
Administrative Officers —_ _2 2

TOTALS 919 121 1,040
Medical Students Abroad 61 -

Student Paramedica (Infirmiers)
in the Medical Imnstitute
(INEMS) at Bangui 21
82

Source: Statistics Sanitaire Rapport Annuel, 1968.
Direction de la Sante Publique, Service Technique, Republique
Centrafricaine. This is the most recent annual report.

% Some of these figures have been updated by Bernard Benel at the Ministry
of Health, as of March, 1972. These include: 8 specialists (physicians);
48 general practitioners; 11 medical assistants; 12 pharmacists; 1 dentist;
27 midwives; 57 qualificd nurses (infirmier d'etat); 58 practical nurses
(agent. techrique); 88 certified practical nurses (infirmier brevete); 5l
nursing agsistants (infirmicr assistant); 3181 uncertified practical nurses
(infismiers); and 229 first aiders (sccourists).




Personnel (continued) 105

Sanitarian (Arent d'lygiene)

' A ~ ~

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 endenmic
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 cducation 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 ©& 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
verform only those tasks which cannot be delegated to another member of the nursing
staff,

Certified Practical Nurse (Agent Technique, Infirmier Brevété}

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 may 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 foct, since
these paramedicul 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 major'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 exemination. After about six years,
they may take anladditional examination for advanced standing. Some also obtain,

special laboratory training.

Uncertified Practical Nurses (Infirmier or infirmiers non-breveté)

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

hospitel after completing a primary education."
First Aider (Secourist)

Previously termed garcon de salle, the first aider is the only paramedic in

the nursing category vho 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. lence, he docs no surgery and, although alloved to dispense
antibiotics upon the orders of another infirmier, he cannot prescribe them. le
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 sometinmes advised of births and

deaths which he records with the infirmier-chef and meyor 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 present time, the llinistry of lealth is upgrading
its health personnel, recycling them through various training programs, while

eliminating certuin titles or Jjob descriptions.

Midwife (Sage~femme, lintrones)

Althoupgh a certified midwife has between six and 10 years of education, along
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 eand continue
with further education projects of her own. Hence, they provide maternal-child
health classes at health centers and elinics and hold antenatal and postnatal
classes in the village. There is no family planning in the Republic at this time.
Midwives also give molaria prophylactics to expectant mothers on their routine
visits and refer any cases of malnutrition for medicol attention. In such cases
of under-nutrition, she may distribute UNICEF milk and foods to some families.
The matrone (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 assis. with the actual delivery.

Social worker

Maternal and child health is further aided by the welfare services of the
social worker, vho has completed primary school, a yecar of nursing, and a year of
social work studies. She often travels with the midvife and their duties, con-
sidering the high moternal and infant mortality rates, might be exuwiined more
closely to see exactly what they can do to directly benefit the village woman and
her children.

As one can see, Lhe educational level of these paramedics dPes not seem
high by Western standards. Yet onc cannot overlook their dedication, long hours,
and prohable cfficacy of treatment. Although the trend, from the five-year report
by the Ministry of Hecalth, states that it is interested in training more physicians
therc was little attention paid to the training of large numbers of paramedical
personnel. Yet these men and women, who have salaries ranging from %34 a month
to a little over £200, arc the backbone of the system of diagnostic and treatment
personnel. With the organization of INEIS and the input of the USAID recycling
program, it is possible to continuc this pattern of hcalih care whereby it is mora
important to extend henlth care coverege than upgrade the medical standards for Jus
a few persons. There is a tendency Lo want prestipfeous health people, especially
physicians, but this involves large expenditures of money and recaches 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 propreuas
for large numbers of parumedical personnel -~ people vho are relatively inexpensivre
to train and inexpensive to keep on the payroll. Therefore, projections should e
made not only for more surgeons and pediatricians, but more infirmiers. As we shal.
sec in the next section on BUDGET, this is the way in which the CAR will get thea

moat for its health franc.
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The health budget of the Republic, vhich currently constitutes about
$3.4 million, means a Per capite health expenditure of sbout $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 £)6.5 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 cout-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
prograns 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 knovledge of basic
hygiene, how can the greatest numbers of people be reached for the lovest 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 folluving pege most personnel expenditures currently go to high-

level personnel.
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BUDGET FOR MINISTRY OF HEALTH, 1970

CENTRAL AFRICAN REPUBLIC

Source: Budget de 1'Expercice, 1971.

Tome I (Republique Centrarricaine)

Percentage
CAR U.S. Dollars of Total
PERSONNEL FRANCS (1,000 fr, = $%) Expens2s
Minister 2,265,000 $ 9,060
Sccrctary of State 1,700,009 6,800
Cabinet 4,020,000 16,080
Public Henlth Department 10,135,000 40,540
Hygiene Service 16,000,000 64,000
Medical Assistance 183,000,000 732,400
Bangui General dospital 74,595,000 298,330
Bouar ilespital 6,900,000 27,600
Fhaimacy and Provisions 3,270,000 13,080
Maternity and Peciatrics 25,500,000 102,000
Gervica against Great Epidemics 60,0C€0,000 240,000
fedical Institute 4,185,600 16,740
UNICFF Garcge 1,000,000 4,000
FOTAL Personucl 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%

1. The total CAR budget was 11,649,.75,614 (GAR francs) or $46,597,100 (U.S.
dollars). This health budget conszitutes 5,06% of the total budget, However,
it was raised to 6.6% (U.S., $2,873,724) in 1971 and 7% (U.S., £3,400,00C) 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
geems high. However, need for a discrete breakdown Lls indicated.
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THE PILOT ZONE OF BIMBO

pr that one has some ldea of the overall organization of health services
in the Central African Republic, we can exblore 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 vieble 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
vith better reporting of communicable diseases. In accord with the general
emphasis on maternal-child health and control of trans. ittetle disecces, sanitation
programs ~- including new wells and latrines -- will coincide with direct
population education in environmental hygiene. An immunization program wvill '
add a further preventive health aspect to these endeavors.

The heallh organization cam Le scen on the following page in the
organizational chart for the Pilot Zone of Bimbo. IHere 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
nmobile unit. The staff in the experimental zone, excluding the WHO physician,
is paramedicel personnel, including the USAID homologue and the supervisor.

The two dispensaries, Bimbo -~ from which wve conducted our research -- and
Begoua, will soon be in the category of 'health centers' whein they add some
inpatient facilities to their existing plans. Therefore, in trying to evaluute
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 nol operational. 'The
mobile team consisted of the supervisor (infirmier), a sanitarian, e social

worker, and a leprosy worker (circuit experimental lepre), a literate member of the

health team vhose 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 45,979 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 prenatel consultations

for a total of Lhh consultations, 83 infants (birth through one year), and 69
preschoolers (two to five ycars). Infonts averaged almost 14 visits apiece

while other children usually came in only once. Considering the problens of

these ege groups and child-bearing mothers, thc‘expansion of these services is

of prime importance as recognized in the 1971-1975 national health plan.

The vaccination program coincides with the I'CHl consultations, but the only
concrete figures, besides those from Pasteur Institute, werc that Begoua
Dispensary had given 150 vaccinations in 1971. Public ealth education is provided
the villages by assistant sanitarians vho help the villagers build wells and

latrines and teach improved methods of refuse disposal. The Grandes Fndemjes, whic.

is especially interested in tracking “he residual cases of sleeping siclness
(trypanosomiasis), found 1l cases under treatment in the Bimbo region in 1968 ard
no nev cases in 1969, 1970, or 1971. It scems to be under control in this arece.

As we can sce by these figures, much work needs to be done in gathering
further stoatistics in order to learn the incidence and prevalence of discase and
to see which villages avail themselves of help or are benefited by the mobile
units. Such investipations would be u good additional research project in the
experimental zone to sce the efficacy of mobile health care.

A very meager effort in this repgard was an inquiry at the Birbo Dispensary

in late March of this year®*to determine who actually comes to the clinic for help.

¥ This report from Dr. Sylvain Joliebois, VO Counseller Technique, La Zone Pilote
de Bimbo, 1971. Republic Centrafricaine.

#t  Thip survey, cohducted llarch 23 to 27, 1972, was token by us at the Bimbo
Clinic, noting cach paticnl's sex, age (child or adult), diapgnosis, Alulauce
from horme, and mode of transportation to the ~linic.
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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 roud which serves the M'Poko District
of Bimbo. Most people ~- in fact, four out of five -- camec on foot. Of those who
traveled nine to eighteen miles to Bimbo, only two took motorized transportation;
the others -~ including the man from Yamboro, 16 kilometers avay —- walked.

This chart can be interpreted in o variety of ways, and because the survey was for
only a short duration of time, one must be wary of the results. Hovever, it
demonstrates a few interesting points. Note the rise in numbers of patients who
come from a distance of cight kilomecters. 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
crovded; 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 wes not known to "specialize." lior was one sex or age group more
represented than another. lowever. the patients were there primarily for acute,
severe symploms for vhich there was a perceived treatment. This would coincide
with their use of the Vestern nedicine that we described carlier. In order to
further analyze these findings, we nced to know exactly howv medical care is delivere
on the mobile units and vhether or not the peoPle of the irmediate Bimbo area are
"healthier" because of their aprarent utilization of this medical post.

Since we can sce the paucity of data available even in a rescarch-oriented
experimental region, ve can sce that one of the initial problems is to set up good
records. There are actually threce levels of a comprchensive record-keeping system
in a developing country: (1) the paticnts' own recordna, like those CAR residentn
now carry in their amal) spirnl notebooks, which summarize thelr clinical condition
at a glance, (2) the flles and ledpers in the hospitals, health centers, clinies,
first aid posts, mobile units, or wherever medical carce is delivered, and (3) the
birth, death, nnd summarized national health records which can be used for other
analyscis.

We have alreuady noted the disparity and apge in national heaith record keeplng,
vhich 18 a result of scarce resources and untruined staff., So let us now look at

the records kept ty two key figures in the Bimbo I'ilot Yone, the chicef 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 vhich may be entered directly
from the outside and from which patients can eﬁter the laboratory for tests,
the injection room, or the tireatment room for superficial Qressings. lNoting the
daily ledger for the first three months of 1972, kept by the consulting nurse,
we found thut he cuw an average of 135 patients a day,* six days a week, about
one-third of which were either new paticents or had come with o new ailment. Only
these new patients were listed in his ledger, which noted their sex, age,
diagnosis, and trecatment. But often the diagnosis' was only a symptom. On the
many occasions we observed him, we noted that he spent about 30 to GO scconds with
a paticent, rarely touching them except to check for fever or uncover a wound.
Esch person chowved his li{tlec notcbook -- his own personal medical record -- which
recorded carlier dates, diognoses and treatments. After consultation, the patient
is then referred for further luboratory tests, in vhich 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 wnilment in any available scrap of paper -- another scarce item
around the clinic.

The clinic would initinlly be upsetting to the Western practitioner. Flies
freely swarm in through the screcenless windows, often stopping on the blood
soaked dressing in the wooden bhox of the treatment room or hovering around the
needles in Lthe injection room. Vater is transported to the clinic from a
backyard well, bul those attiending or consulting patients were never seen to wash
their hands. In fact, onec wonders at the personal hygicne practiced even by
these health personnel, for only the head nurse at the Bimbo Clinic said he
boiled and filtercd his water at home -- all other altendants interviewved do not.

The Sakpa first aid post, unlike the raised concrete, permanent building which
housed the Bimbo dispensary, wvos a large mud-brick building wiith dirt floor and
reed roof. Ounly iis size and the large Red Cross on ils exterior showed it to be

anything other than traditional housing. Here the sccourist dispenses his drups

* 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 nivaquinc against rmalaria, vas kept in a rusty tin filled

with water ~- it was used repcatedly without being cleaned. This practice made us

wonder about the'sterile techniques enmployod by the various health practitioners,
for if they do not sce need to Loil 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. VWhen asked
about this, all of them replied Lhat 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 kecps a ledger with the name, age sex, diagnosis and
treatment, but he, too, récords only new patients or those along his mobile route.
There is not at this time any coordination between the reccords at Bimbo and Sakpa;
both are distinct from one another. MNor is there & file kept on any individual ot
either place, for all nedical rccords are found only in these ledgers or in the
personal medical notcbook of the patient. This, comnlntne histories are poccilhle
only in so far as the patient cun remember them. There is one exception to this -~
the records that the midwife at Bimbo keeps on her mothers and young children.

She maintains much more detailed accounts of weights and general propress of her
patients.

There are a fev general comments which the researchers wish to make about
the health personnel interviewed in the experimental zone. Not only were they
dedicated and zealous vorkers, but they were very intercsted in the health of iheir
neighbors and themselves. Yet, the services of the country are prescently so
oriented to de facto, curative melicine; not one paramedic intervicued thoupht in
terms of preventive medicine. Even malaria control was thought to Le accomplished
solely through the giving of malaria prophylactics ~- gomething that is 'too
expensive" as they often reminded us. And, although they are to enguge in sanitery
education, vwhen asked about the health needs of their neiphboring peoples, they
tended to mention the need for more healil personrel, more clinies, and the like —-
they did nol mention the need for improved environmental sanitation, vaccination
or insect control. 1In fact, thc only person vho concernced hinsel! with cornmunity

improvement was the sanitarian. But he does not work wiih persons 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 Republiec. Since
it has only been Bperating 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 neit make specific suggestions for the

development of further programs.
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RECO!I MENIDATIONS

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 to
a life of stint and scheming, in which there is no time for dreams
end no'respite from veariness. But vhat 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

¥What 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 major health problems and has tried to demonstrate how
the health practices are Juxtaposed with the cultural context of tLhe people.

The results are these final suggestions which come from the experience in the
field -~ the multi-phased operation of interviewing, ctollecting reccrds, and
observation -- and the many weeks of analysis with this report as the final resuls.
Further, these recommendations have not been hastily conceived and refleet the
full weight of the academic disciplines the researchers represent -- narely,
medical anthropology and medical sociolofy. But more so, they represent a deep
and abiding humanitarian concern for the peoples of Central Africa,

Some of them will be nefatively colored. That is, they arc listed for the

express purpose of advising sgainst the utilization of health cducation proprams
end techniques vhich are culturally biased and friction-producing. For this reason
this report has been holistically framed so that the cultural palterns and culturel
dynamics may be taken into account. On the other hand, many of the recomacndations
are oriented to the implementation of techniques that are of n positive nature. Sor
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 LEADERS

As' this report has repeatedly stressed, the Central African Republic is
a developing nation with the attending groving pains: (1) an unfavorable
environment which includes poor seuitation, incdequate diet, and a high incidence
of discase; (2) defirient delivery of health care services largely due to actual
manpower and financial rescurces, which are further acceniuated by unmet needs
in transportation and cowmunication, and (3) high levels of illiteracy. Thus,
public hecalth education nceds to be aimed at the masses.

The focus of the Ministry of lealth 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 complcte and comprehensible
udvice to their patients. Perhaps a two-phase program which includes direct,
face-to-face education and programs cired on the radio would be a more effective
way to use the lhiealth-care dollar. As the researchers foivnd in Yamboro and other
villages they visited, shared radios are a frequent source of enjoyment and learrning
To use the radio to teach has shown to be an especielly scensible approach to
education in developing countries. The outstanding example is Columbia, South
America, where the Accion Cultural Popular, a systen of radio programs has been
designed to promote literacy and public health cducation in remote rural arcas.
Semi-literacy can be achieved in about eight months,* and many development projects
have thus becn made possible. These programs have reached betveen 150,000 to
300,000 a year in Columbi: - and similar television progromming has been
gsuccessfully devised for Puerto Rico.

There arc scveral recasons to believe that this would be an efficient method of
public health training to the general person: (1) the people desirc health and
actively seck it whenever it appears available, (2) radios are now available in

villages ncar the city and could be provided inexpensively to remote regions which

# Arca llandbook for Colombia (Special Operations Research Office, American
University, July, 1961) p. 168.

“%  Tbid,



Public Health Education (continued) 117 .

do not now possess them, (3) people have the leisure time to listen because their
energy levels do/afggys pernit a full work day, (4) new ideas would flow from the
radio to the opinion changers of the village tc effect change, and (5) it would
meet the criteria of good herlth education to rany people for low per capita cost.

Although the training of parcrredical people is extremely important in the CAR
and will continue to be so in the future, every heallh practitioner from internation:
health educator to paysician tries to determine how to best utilize his time. The
University of Pittsburgh/USAID/OCZAC health educators could prepare materials for
broadcasts and have them translatcd 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 peramedics in
rural regions. In this wey, one teacher and "one classroonr'” could provide help to
hundireds in need. And, since Precident Jean Bedel-Beoloseo 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
treining and self-help to improve one's own health status aﬂd that of a community.

Quite frequently, health education fuils becouse the structure of the comnunity and
the persons of influence are not taken into consideration. It was brought to the

attention of the rescarchers on repecated occasions how people from the villages did
not listen to the advice of the missionary nurses regarding proper procedures of
preventing illness. Ouggestions as to washing hands before handling food or not
bathing in the river were simply ignored. lowever well-meaning these warnings were,
they overlooked the cultur.l dynamics of how native peoples orpanize their lives.
More speccifically, they by-passed the people of influence in the village whose

leadership is respected.
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Therefore, the researchers suggest that health education be channeled through
the leaders of the village. This includes (1) the formal political leaders such
as the chief, (2) the traditional health practitioners, and (3) the informal
"{nfluence leaders,” which vill be discussed later. To by-pass any of this authorit
structure of the community is to piroduce friction at the outset. Health educators
will need the cooperation of such 1eqders if what they have to say is accepted by
the people. Having such a person of respect give approval to any change of
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 organiz
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
latrines and not defecating in or near water sources. Or one could use this
'villoge forum' as a place to explain disease transmission of frequent communicable
diseases such as malaria or shistosomiasis. In any event, people amassed either for

radio broadcasts or public meetings should be used to critical advantage.

Also an effective transmitter 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

clinic and hospitals services vhen they recognized the need. To have the mobile
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

the people. Because these traditional practitioners already have respect as medical
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
sufficient maternity facilities, the government midvife could provide the village
midwife with sterile dressings and razor blades for cutting the umbilical cord

and give instruction about recognizing problem pregnancies and deliveries. OSince
the village midwife also cares for the ailments of young children, she could also

be taught to dispense the maloria prophylactic to children and expectant mothers.

other practitioners could also be taught to dispense medication, take care of

skin disorders, and give minor treatment to the other common complaints of these



Public Health Education (continued) 119

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 cen be given to the eradication of germs, they could be taught to teach
sanitation procedures to other members of the comnunity. Radio programs could
expand this education.

So far there has been discussion of public health education which flows
directly from one leader, via eithef a paramedical official or radio program, to
another overt guide, either a political or medical leader. However, since the
time for aciuul 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. llowever, other more subtle ~- and sometimes more
important -- lcaders exist. These leaders are found not at the top of some
vertically arranged hierarchy, rather, these are informal "influence leaders" vho
are found within a specific class of persons.* These persons ere 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 vho builds the most weather and fire-proof homes. Someone clse
nay be admired for his cultivating. These influence leaders will be eritical 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 lcaders -~ 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 anulysis of such personal influence, which can change behovic
and attitudes, is complex, but the radio has been demonstrated its viability in this
task.#* These are ilhe persons to reach so that water will be boiled, so latrines wi’
be built and trash buried, and so that women will come to clinics for prenatal

checkups.

# See especially Elihu Xatz, “Communication Research and the Image of Society,
Covergence of Tvo Traditions,’ American Journal of Sociology, LXV:5, March, 1960,
and E. Katz and Paul Lazarsfeld, Personal Influcnce: The Part Played_by People
in the Flow of Mess Communications (Free Press, 1955).

#*  Ibid.
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INTRODUCING THE CONCEPT OF GERM THEORY

Perhaps the most difficult concept for health educators to deal with anong
traditional peoples is the concept of disease causation by germs. The problem,
quite obviously, lies in the area of cognition and 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 scnse. 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. TFor
this rcason, 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 disease ecpuvsntion 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 accomplist
This can be achieved by portraying the germ in a concrete form in which the
negative quality of the germ may be inmediately 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 dcpicted as a giant crad next to a filthy rul'bage
pile which was swarming with flies. (The association between the germ and the

source and vector of the discase was Lhereby clearly drawn). A native with a spear
(representing good health) was posed and rcady to kill the crab. Also on the
poster were vords in both French and Sangho alertiing the population to carry out thc
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 evinl,
entity.

In similar ways other cndemic discases of Central Afrieca could be dealt with
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 reaching
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 discascd organs; this has been somevhat ceffective among the
Navaho Indians in the southvest of the United States to portray for them the
dangers of tuberculosis. Nevertheless, the point is well made that pcople want
to know vhat is causing them to be sick. The pfoblen is in communicating this
knowledge to them in terms that they understand and in the conceptual framework that
they find meaningful, ' .

Becausc 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 vhom the rescarchers talked attend church services et least once a week, this !
a place to continue public heslth education. The moral precepls of Christianity le
themselves to stressing the importance of "eleanliness" and this cen be expanded to
inelude explicit health information. fThese sermonetties could be prepared by health
educators and dissceminated 1o the various churches and mission posts so that the
education is uniform and follous 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 sysie
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 mos”
meaningful to the African mind, as was discussed under LANGUAGL. Future time is
conceived of as very short -- usually only a few weeks. To resolve this problen of
time, short-range cducational goals might be implemented in favor of long-lerm
goals. This necesaitates making proprams more intense and repetitive in order to
undergird their success. In fact, since repetition will be the key faclor in
communicaling health training, educators may find it is wise stratepy Lo pear treir
At i whed -0 0 S e mdAddiles FCawl” »av, ' This is another rcason to care
fully plan global public health projecis which gimultancously saturate ‘1 tudlence
with radio brondeasts, posters, church sermong, achenl loe P aren, und villape proara

which concentruale on one theme at o 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 nev wells and lotrines, digging drainage
ditches, placing tarmac on roads, or attracting new industry carries not only
increased benefits gut additional health problems. Thus, there is need for contin-
uous research on all of these projecets 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 Ministiry of lealth, the international technical
consultants (including the University 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 nced to know the villagers' acceptance of new
sanitation equipment over at least one lifetime cycle to determine effectiveness of
the program. TFor 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 are excellent
breeding grounds for mosquitos and other insects, hov does this effect the disease
rates in the next year or two? Since onc 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, pgiving researc:
assistance when necessary, to determine how one project affects another.

Furthermore, since health problems can be expected to mount geometrically as
migration end industrialization increase, it is importani to kecep abreast of
amendments in communication, transportation, agriculture, mining, and the like. 7o
insure coordinated national planning, and anticipate new health issues, it would
be wise to estublish a committee of international consultants which includes at
least one member from cach Ministry who caon mutually discuss project arendas and
plan interdisciplinery eveluative rescarch. Since all activity emanates from Bangu:
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 recommendations 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 actiological analyses
taken randomly from the pilot zone population to determine the exteni of the major
comaunicuble diseases., Since latrines, wells, and refuse disposal are being
introduced to the villapes served by the Biwmbo Dispensary and Sakpa firct aid
post, it would algo be wise for the sanitarians to establish ongoing researeh into
the changing and persisting personal habits of these people. Of all the paramedic..
perconnel, the sanitarians seem to be the ideal indigenous rescarchers. They
have more time thon those who treat illness, their duties in the villages are
such that they have already cstablished the friendship and cooperation of the
villapers; they ore the most 1i%cly of all paramcdical personncl to hiow some of the
informal, as well as formal, influence leaders of the village. Consequently,
by adding some resecarch troining to these indigenous sanitarians, the public

health programs or Centrald Airica coula ve greutsy sirengthencd.
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124
MISCELLANEQUS RECOMMENDATIONS

The sanitarians now concentrate their activities to the city and villages,
concentrating on environmental heelth around the home. Perhaps they could
organize public health cducation for the butchers and food salesmen in the
open markets. This is another self-contained "public forum" vhere short daily
talks could be given perhuaps in the early morning as the shopkeepers are
erranging their/wurcs. The sanitarians could instruct the pcople not only

about food haundling and storage but personal hypiene and vaceinations.

Since rural rnsidents axpressed concern at the cost of hitching a ride to a
distant dispensary or hospital, perhaps the Ministiry of Health or another
organization could arranc Lo cover the transportation costs. One method of
reimbursing truckers or car owners for rides to rural residents might be to
provide « book of coupons to the villagers (or perhaps the chief or various
traditional medicul practitioners). Fach coupon could be vorth a specified
nunber of kilo.aeters. Instead of redecening these for cash, they could
entitle the driver to national loticry tickels or another wveckly drawing,
giving, of course, the preatest probnbility of vwinning to those with the

greatest number of coupons.

The small spiral notebooks carried by nll patients should be expanded. Not
only can thcy provide instunt medical histories, but excellent tools for
continued epidemiologicul research. These notebooks should contain not only

the birth date, sex, maritnl status, educetion, occupation, ~.d tribal

affiliation, but the vuccinution rccord and ful) mediecal history of the person -

diagnosis, date, trcatment, ond genceral remarks by aticnding nurse or physician.
should also list the date and cach new address wvhen one moves or travels.,
And, 1f the person can be taught to have some literate person make a notation,
they should rccord the date and special life events -—- murrinpe, divorce,
family births, fomily deaths, fonily crises. Children's notebooks might
desipgnete one page for a vweliprht chart -- the quickest single health indicator,
If the pceraon cnn learn to keep these intact and carry them ot all times,
like their identification card, they could provide an excellent portable
medical record. Resenrch from these notcbooks could furnish not only
interesting epideniolopical datn, but socio-culturnl Information into discase
transminsion and ctiology. 'I'nis could ulgo be n valuable cvaluative tool in

determining the progress of the projecet and health care in the pilot zone.
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L.

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, dispeasary, and first aid posts must share their information,
perhaps on a weekly basis so that follov-up can be made to patients who do not
continue trecatment. Vaccinations nced similar systemization, so that the
main dispensary or hcalth center js aware of cach patient's innoculation
schedule. Moternity reccords could be kept in the village by the traditional
midwife or another literate female vhen the birth takes place at home. The

traveling sere-feoune could instruct them about the type of necessary informatior

With the assistance of the project field director's Central African homologue,
one could devise a Sangho/French/Inglish wcdicsl phrase book, compiled to
elicit medical information for attending international medical personnel.

This should include peneral questions, demographic information, previous ill-
nesses and Lreatments, present complaints, plus specific questions in the areas
of pregnancy, alimentary tract and abdomen, circuluatory or respiratory

system, and the like. Questions should take into account not only ihe language
of the pecoplc, but shiuld be phruocd in guch o woy Lo delicetely approech

any taboo topic such as inf.delity as it applies to vencrcal disease. Since
the homologue assipned to this project speaks Sanpho and has had some medical
training, he is uniquely suited to this task. Avpropriate questions are
detailed in Strover and llazorodze's Shona Phrase Book which appeared in the

central African Journal of liedicine (11:12, December, 1965).

*¥h# L2

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 idcas upon which to build new

programs and research which will give better health to the people of this African

nation.
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- DENAVIORAL SCIENCE EPLDENTOLOGYCAL RESEARCH TEAM FIFLD METHODOLOGY{
BASLLINE (FALTH DAZA OF KNOWILEDGE, AXYITHDES, ARD
PRACTICES IM CHAD AND THE CUNTRAL AFRICAN REPUBLLC
In order to a%d the health educators in operationalizing the

goala of the OCEAC project in Chad and the Centxal Africaa Republic, the
Behavioral Saience-Epidemiological Fasearch Team will conduct a survey
designed as an inchtruslve research tool to gain baseline health data
focusing on knowledze, attitudes, and practices, This data collection
will coustitute a framewo:i: for gattezing fundamental feetures of the
health-care delivery system, These categeovlies emconpess the areas of
Materual and Child Health, Nutricivu Tatterns, Cavivoumental ilygiere,
Morbidity, Mortality, and Hezlth Services, and can serv: as @ furvey

technique for coutinuous indigewous input.
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CUIDE QUESTIONS FOR FOOD HABITS

A. Foods and Mealtimes

1. VWhich foods do people in this town eat most often? (Determine
"eore 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? ) '

k. Who is served first? Last?
5. WVhich foods do people (you) prefer? '(do men prefer? Women?

Children?)
6. Can you list the foods people usually eat.by: a) day of the
. wveek , b) time of the year ’
¢) season s a) special occasions such as celebrations
__or ceremonies s
e) other i .
7. How often do pcople eat or drink: a) meat , b) fish R
c) vegetables _ , ) fruit , e) milk , £) other
?
8. Where do foods come from into this town? a) meats »
b) fish ., ¢) vegetables , d) fruit
e) condiments Zspecify salt, sugar, pepper, other
f) milk , &) other foods

B. Preservation rud 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?

k. Are these containers covered? If so, please describe the covers.
5. Do insects or small animals 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

l'

11.

12.

13.

Do people use certain foods to make themselves and their families
healthier? Which foods? How do they improve health?

Which foods do people use to treat diseases, to help sick people get
well? Whiph diseascs? What symptoms?

Can too much food cause sickness or pain? What kinds of sickness?
Can too little food cause sickness or pain? What kInds of sickness?

What do people do for:

a. poisoning frcm spoiled foods?

b. sitomach pains?

c. intestinal pains?

d.  severe diarrhes (adult? child?)

e. vomiting (zdult? child?)

f. constipation?

g. blood in stools or wine?

h. worms in stools or urine?

i. pain in teeth or gums?

J. difficulty in swallowing?

:. refuscl of infant to suckle?

1, infont of non-lactating mother?

m. refuszl of veuned baby to cat?

n. refusal of ansone to eat because of pains or no appetite?

0. persons whose poor or absent teeth do not permit them to chew
properly?

Whom do people call for help in such cases as the above?

How soon?

What do people do for a baby who has any serious food problems?

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. & husband?
wife? sibling? parent? co-wife? any other kin? a friend? a

villager who has become sick from food? a stranger?

Do certain Toods causc pain? Which ones?

How long aftcr mealtimes? (immediately? in a few minutes? ten
minutes loter? a half hour later? an hour or more later? the next
day? seversl days later?)

what relieves the pain? (drugs? special foods? specinl drinka?
any other methods?)
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14. Which treatment method causes vomiting? Does vomiting relieve pain
or meke it worse?

15. Does pain make one afraid to eat?

D. Association Between Food Preparation and Accidents

1. How Au pcople pro.ect themselves from accidentally hurting
themselves vhen Lhoy are: collecting honey (from bees); cooking
(from bucrns); using a sharp instrument (from cutting oneself);
serving focd (frcm slipping on spills or spilling hot food on
someonc); vhile hunting, fishing, or cultivating (from cuts,
gunshot wounds, speur wounds, insect bites, predatory animals, etc?)
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DIET

1. DOMESTICATED PLANTS

a. Starchy Staples

manioc (cassava)
sorghum
millet
maize
rice
plantains
yams

taro
sweet potatoes
Coleus potatoes

b. Sources of Fats

and Oils

sesame

oil palm
groundnuts
castor beans
Bambara nuts
butter

protein-caolric
cash potential.

#When detcrmining food usagey
balances and other nutrient values, and barter or

iuclude‘proximity, preferences, taboos,



CHECKLIST FOR DIET (continued)
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¢. Other Vepetables
and Fats

avacados
cowpeas

lablab beans
lima beans
pumpkin

horned cucumber
okra

amaranth
watermelon
melons

melons (other types)

mangoes
bananas
dates
papayas
Plneapples
guavas
citrons
other

d. Condiments

sugarcane
sweet sorghum

salt (all sources)

2. DAIRY PRODUCTS

milk (specify)
cheese (specify)




CHECKLIST FOR FOOD (continued)

Eaten in Dry Season
Produced in Home

Eaten in Wet Season
Territory

Froduced in Nearby

Territory
Parts Used in Food

Preparation

Imported

Production

Technique
Leaves

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. MEAT FROM GAME
ANIMALS . .

wild pig
antelopes
elephants ,
hippopotami
crocodiles
snakes

other reptiles
wart hogs
wild birds
monkeys

wild buffaloes
vodents

other mammals

Method of Cooking

Animal Part
Additional
Description

Roots
Stems




GUIDE QUERSTIONS FOR MATERNAL AND CHILD HEALTH

This set of questions will vary according to whether the respondent

is a physician, a traditional or certified midwife, a woman resident, or a
group of women. The questions are thereforé phrased as if they were &d-
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.

2.

3.
4,
3.

8.

9.

10.

11,

12.

13.

14,

When do girls usually get married in Bimbo (Farcha)? At what age?

Doecs the marriage take place shortly aftpr their first menses or.
after an initiation ceremoay?

When do women usually have their first child?
How does a woman become pregnant?

What special foods should pregnant women eat? What should they not
eat? Why?

How does a woman (and others) know che is pregnant? What signs are
there?

When it is learned that a woman is pregnant, how does her family
react to the news? Do they do anything different than ordinarily?

What does she do for herself and the expected baby?

'Vhat do people feel she should not do? (Walk in certain parts of

the village? Travel to a nearby village or city? Have inter=-
course vith her huctand? Touch certair animals? What clse?)

What does her husband do to safeguard his wife's and expected
baby's health during the period of pregnancy?

What kind of medical care do women scek during pregnancy? Do they
treat themselves or ask help from others? Who?

Do other pecople relievz th: pregnant woman of housework and other
chores?

What is done for naueca end dizzyness in pregnancy? For food
cravings? (Check if cuch symptoms cccur in Bimbo c¢u Fu..ha,)

What do pregnant wowen do “hen they have unusual puin, bleeding ox
other eighs of trouble during pregnancy?



15,

16.

17.

18,

19.

20,

Are (therapeutic) abortions or miscarriages performed by enyone
here?

If women visit the local clinic during pregnancy, how often do
they usually go? Do they like to go there? 1Is the midwife or
another person better to consult? Why?

At what age do boys and firls learn about reproduction? Who
teaches them? Where?

How can people forecast the time of delivery of a pregnant woman?

Which signs during pregnancy indicate what the baby will look like?
(a boy? a girl? ncrmal? deformed? have unusual markings like
warts, discolored patches, caul over his scalp, etc?)

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.

2,

b,

5.

7

8.

Where does a birth vsually take place? (In a woman's pareunts’
household? 1in her own dwelling in her husband's compound? in
a special hut? in the clinic? in a hospital? other?)

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?)

Describe step by step what the midwife and her'assistants actually
do, to aseist the childbearing woman.

What is done in case of complications? (e.g., severe bleeding,
prolonged labor, or breech birth?)

Are special actions taken {or a primipara (first-time mother) or
a multipara (mother having her scccnd or ls%er child)? What is
the difference between the two types in length of labor, personnel
permitted at her accouchcment and actions taken?

Does the woman liec dewn on a bed (or mot on the floor) or does she
squat? Vhat is her position during labor and delivery?

Is ohe cncouraged to walk, be silent, cry out, or show other kinds
of behavior during labor?

What customs arc observed by ull persons present during a birth?



9.

10.

11,

12,

13.

14,

What customs does the childbear{ng woman's husband obscrve before,
during and after the birth? '

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 meny deys? weeks?)

Who may visit a woman who has recently borne a baby?

If a woman sickens during or after childbirth, what steps are
taken for hiexr?

How long after a birth does the mother see and hold the baby?
If a son? If a daughter? 1I1f sick? If dead?

What is done with the placenta and other exuvial of childbirth?

C, Child Health

1.

2,
3.

e

8.

10.

What is done to the infant at birth? How is respiration initiated?
Is the infant washed? clothed? put to the mother's breast? given
water or food? other?

If the mother is unable to suckle her baby, how will it be fed?

Will another mother suckle a child not her own? What relation to
the mother or child would this person be?

During the convalescence of the mother, who cares for the baby's
needs?

What is the attitude about twins? mnultiple births?

What is the attitude about babies with bixth defecte? How are
guch babies cared for?

What food, plant, or other matter (or technique) will increase &
mother's milk?

How long do mothers nurse their Labies? One year? Two to four?
Until the next baby is born? Until the next pregnancy?

Are any foods beosides mother's milk fed infants?

After weaning, what foods are fed the infant (child)?



11,

12.

13.

14!

15.

16.

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 £lour, or fish-mean flour),

In vhat form is such a mixture served? pudding? bread? porridge?
Do the people like (find acceptable) such a food?

What do you do when the weaned baby or older child shows signs of:

kwasniorkor

marasrus

diarrchea (painful or continuous)
much voriting

constant weakness or listlessness
poor appetite - refuses to eat

"lost of weight - appears thin

What do you do for a child who walks late? How early should a
child begin to walk?

What do you do for a child who talks late or poorly? Hcw early
should a child begin to talk? What is poor specch for a child?

What ages are congidered important enough to mark by cerecmonies ox
by teaching correct behavior?
Health
Infocmation
Ceremony Taught Teacher Bov Girl

Infant

One-year
old child

Small child
up to 3 yrs,

Child up to
6 years

Older child
7 - 11

Pubescent
Adolescent
Youné adult
other stapges as

defined by local
people



17.
18.
19.

20,

22,

How do people wean a child? When?
How do people toilet~train a child? When?
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)

How many sick children have you heord of who died from an illness?

How many wcre cured? By whom? (a clinic or hospital doctor? a
nurse? a local curer? the childrens' relatives? anyone else?)

What does a child of five and older do at home 1if he cannot go
to school? (If a boy, does he work in the fields? What else?
1f a girl, does she assist her mother with household chores?
What celse?)



CHECKLIST FOR MATERNAL AND CHILD HEALTH

DESCRIPTION

A. Conception and Pregnancy

special clothing worn

special cosmetics used

special jewelry worn

special regimen '’

special tatooing ox sacrification which denotes
pregnant status

relief from work
food taboos
eex taboos
social taboos
rites and cercmonies
sympathetic behavior of husband
sympathetic bechavior of kin, co-wives or friends
practices intcended to facilitate delivery of, or
insure healthy offspring:
amulets
other visible signs

B, Childbixt!

1. Personncl present
witnesses
assistants
excluded persons
person in charge of labor and delivery

2. Role, position, and actions of each Role Position Actions
physician (may be obstatrician)
traditional midwife ‘
state~licensed miduwife
specific fcmale relatives
specific male reclatives
husband

3. If traditi{onal midwife and female kin,
trace scquence of events Labor Delivery Post-Par.
implements used
food adninistered mother
drink administered pother
drugs administered mother
massage administered mother
other




CHECKLIST FOR MATERNAL AND CHILD HEALTH

DESCRIPTION

B. Childbirth (Cont,)

4. Preferred dwelling (if not hospital or clinic)
which kin's area (or compound)
special hut
special corner of usual dwelling

husband's

wife's

either

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 reciteG at particular stages
oaths recited at particular stages

myths recited at particular stages
narratives recited at particular stages

Above categorics 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

13. Immediate care of wother and child
14. Washing, bandagiug and medicating mother

15, Treatment of postnatal hemorrhage




CHECKLIST FOR MATERNAL AND CHILD HEALTﬁ

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 cyes
treatment of nose, mouth, throat

'

17. Post-natal care
rest
isolation
medication
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. Slecping arrangcments
alone, in special infant bed (until what
age)
type of infant bed
in mother's bed (until what age)

4, Disposal of cxcreta
diaper (what material, 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

early (age ___ )

lete (wrce )

hersh (describe) (Attitude toward soiling
pevnicsive (describe) and accidents)

' facilicies
clo<hiag (or none) or none for lower torso
who truius the baby

6. Trecatment of metherless 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 cousidered desirable

6. Housing considered desirable

7. Hygienic and therapeutic measures

8. Protection from physical dangers
confinement
remcval of dangerous objects
other




CHECKLIST FOR MATERNAL AND CHILD HEALTH

DESCRIPTION

D. Care

of Growing Child (Cont.)

%
10.

Protection from social dangers

Protection from supernatural dangers
anulets

charms

spells

other

11.

12,

13.

Meesures to promote physical health
Mecasures to promote emotional health

Preventive medicine
Health regimen

Customs and rcactions to growth stages
teething

weight gains

veaning

learning to walk
learning to talk
signs of pubescence

measures for

ceremonies ma

14,

Education

a.
b.
C.
d.
e.
f.
g.
h.
i.

3o

k.

1.

discipline

motivation

health education

sex education

habit formation

games for play and learning

desired attitudes (i.e. desircd by local

desired knowledge people)
desired skills
regarding menstruation
hygienic measures
customs regarding isolation
customs regarding food taboos
customs regarding social taboos
customs regarding ritual taboos
measures to alleviate cramps
exercises .
regarding adult role in responsibiifties
regarding marriage role
regarding earning a living
regarding the male role
regarding the female role
regarding rights and privileges of
children '
post-puberty young
adults, and older adults




GUIDE QUESTIONS FOR TRADITIONAL HEALIR PRACTITIONERS ..

1. How many practitioners are present in the town? Estimate., I1s there
= a choice of practitioners?. . ..

2, What type of training do the health practitiouers receive? Does °
their training involve actual studying (€eZs>s apprenticeship,
formal schooling, etc.) or dn they becoae practitiopers threugh
other means (e.g., inspirations)?

-

3, Do different types of health practitiooers have different areas of
competence? Do individual practitioners specialize .in specific
health aveas (e.g., specific maladiesy specific parts of the body)?
Are there certain arcas where health practitioners do not seem to
divect their attention? (e.g., certain illnesses or diseases,

certain_parts of the body, etc.) . . -0

4, Nawe some specific types of curing practices for specific maladies.

5. What Western medical practices are used (e.3., massages, herbs,
surgery, purgatives, dietetics, psychological‘euggestion, westerm
drugs, etc.)? Uhich of these practices is successtul? For what
maladices is each of these treatments successful? ..

6. Do the practitioners dirvect their attention to curative medicine,
or preventenive medlcine or botu? Dots -tzstora modicine olay 8
greater role in prevecntative or curative medicine?

7. How do traditionmal health practitioners cooperate with government
health personnel? Ia what areas of health-do rhey seem to be un-
cooperative? In what areas do they cooperate with govermmeant health
personnel? Be specific. (e.g., types of illness, parts of the body,
injuries, births, ctc.)

(O 4

8, How do povernment health personnel cooperate with traditional health
practitioners? 1n what spacific ways do they cooverate?

9. Do traditional health practitioners also act as religious practitioners’
Does religion also play a role in medicine? (e.g., in preventior.,
in curing, or both arecas) What is the nature of the relationship be-
tween traditional hecalth practitioners and other government persof~
nel who do not work in the heal:h orea.

PRSP L I Rl e« i

“10, Estimate how many widwives are ir the town. What is the nature of
their training? Are thcy older women, yOumnger women? Are they oply*'
women? Do they serve some sOTE of apprenticeshlp before becoming
midwives? When are they recognized as midwives?



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 vwhat ages did (do) health practitioners become recognized as
practicing practitioners? How Jong 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? Waich are female?

14, What 18 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,) 1Is it
gpecial in some way (e.g., is it larger, or smaller or fancier than
most dwellings)?

17. Does a practitioncr work in a private area, a public ares, 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 ove particular area? 'For what reasons will hLe travel?

19, Are there overt signs which indicate who a health practitiones is?
(e.g., clothes, ensignias, special objects which are carried, etc.,)

20. Docs a health practitioner devote 100% 80% 60% 407  20% of
his time as a health practitioner? Estimate,

21. What other economic activities does a practitioner engage in?
(e.g., agriculture, crafis, etc,) FEstimate percentage of time spent
in each activity., .

22. What other activities does a health practitioner engage in?

23, How does he get paid? (e.g., cash, food gocds, servicee, other
material goods, etc.,) How much does the practitioner get paid foir - **
each service? Be speciiic. e "

. . P il

. 24, What percentage of time does a practitioncr spend in each other
activity? Be specific for each activity,

25, Do practitioners train others to be practitiomers? Yes No
How loag does training last? How many hours per day with a student?



26,

27,

If practitioners trzin 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)

Do the clients of the hcalth practitioner travel considerable
digtances? liow fax? Or do practitioners only practice within
their own town?



QUIDE QUESTICYS FOR ENVIRONMENTAL HEALTH

I. Community Sanitation

A, Weter

1. Since water is scarce end it is often an arduous task to carny it,
determine the water-portage routes, Deterwine in detail the pumbies
of people who use each water source. Tf pussible draw a soclogrea
showlng use,

2. Who 1s responsible for briuging weter into the home or community?

3, Deznote the various water sources and describe.

4, Are wells used? Note thelr age and general condition, Are they
covered and cased? Vhat 1s their depth? What container is used
to draw water from the well? Do pecple life water out orx at any
time step into it?

5. 1s the water source a river, stream, "lake, maxsh, pond, or swemp?

6. Is such a stream or external water source rapid woving or e lugglsh?

7. Does the water run over rock, sand, or rud,. Drocrlbe soll contert,

€. Is this water source used for bathing, laundering or swimming?

9. Note the color and degrce of clerity of any water source., Where
water samples heve becn analyzed by the health department, note
their appraisals,

10. Is there any foam or froth cn the water?

11, In the case of a river or stream, desiguate all activities that go on
further upsticum. TFey ottention fo vsgtes that way be put iuto the

———

—— L o

12, Is this s=me water source used for aaimals? Describe 1if the watex
ip brought to the animals ov if they acctuslly wade i the water,

13. Desczibe all animal 1ife s-ouad tho water.
. 14, Do acquatic birds live uwear the water sovrze?
15, Is fiching from this source scarce or pleatiful?

16, Is such a streum or river also uved fox transpertation?



17.

18.

19.

20,

21.

Vhere water is carried, how far must one go to carry it? Are the
water contalners metal or pottery and are they covered or rot?
Describe in detail,

Is water allowed to stand for many hours or days at a time? 1Is
standing water used for human consumption or just for animals?

Are certain people restricted because of age or malady from carrving
water?

Dassxribae uny soclal or »ecreational functions that take place on
or near vater douzces.

Are wells or small patches of water close to latrines or places of
elimination? ‘

B. Refuse Disposal

1.

2.

S.

6.

Is the refuse organic or inorganic? Describe in detail all the
identifiable components,

Ave food or animal discards buried ox burned or piled? Describe
in detail all organic refuse disposal,

If there appeoars to be no putrescible garbege, determine what is
done with wesl remains? Are they kept in the house and added to
the next meal?

How clcse is any orgaunic refuse to private or public dwellizgs?
Describe furlly,

What 1is dore with humen fecal mattrr? 1Ig humen or enimal fecal
matter used for fertilizer or feul?

How often are animal shelters cleaned? Deseribve fully tha pro-
cedures,

C, lxcrete Tisposal

1.

3.

Describe fully any and all toile’ 1-+r:liciea, Are they open or
isolated? Ace cthey altached to ' . r separate unlts? Ave they
clay pots, gourds, m2tal contaire.s, oxr holes in tho roil?

Are theso permeient ov temporary? Be gpecific.

Wha; i3 the stzte of cleanliness of the latrires? 1Is there an odous
precenct? Are there IZacects?
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5,

6.

7.

8.

.

10.

Are lime, dirt, insect repellants, or disinfectants used around
latrines? :

Where ere fecal deposits scen around the village? Describe in full,

1f a child soils the floor of his home or building, how is it
cleaned?

1o there any dafecation near water sources, near food supply, near
meal prenarations, in close proximity to living quarters, or near
babies! and children's play areas? (Locate such deposite on survey
map and note cxntent of visible worms, blood, froth, and dung beetles)

1s the fecal maotter in the open sun or moisu shady areas? Be
specific., 1s it left on rocks, sand, nud, grass, or among reeds?

What cleaning agents are used after defecation? If water is used,
does one seek a water source for climination? T£ leaves or other
gsuch tissue are used, what is done with them?

How long doas human or animal waste stand tefore removal?

D. Ivsect Infestation

1,

7s

8.

9.

Are mosquit:cs seen on the walls and ceilings of buiidings?

Are they seen around water sources Or near vater conteincys in
buildings?! [Ixamine otagnant water in containers.

Vhat times of the day do most bites occur and arourd what areae?

Are uny meecuras talen to repell insects? (z.g. fizes, lotions,
ointments)

.

Is the sandfly seen hopping around the house oz work areas?

Note the cxlstenmce of tsotse flles, Describe wheve they are most
prevelent and sny precautioans sgaiuct them,

In the homes end auimal sheliers coes ore £ind evidences of mitec,
chiggars, ticks, splcers, vasps, oees, hoirnervz, snakes, lice, rafs,
or nmice? Look for their dzoppings ond Currows,

Are chicizens, J.g-, cats, goats, sheep, bullccks, ho:zes, donkeya,
and canels seew in close proximiiy vo living quacters. Describe
£ully.

Ace there evidences of rabid anirals? tote rhe aawmals, their
prouzinlty to people, and oy precauiicns rel.cn.



10, Since dog and scorpion bites are of increased importznce, note
their prevalence.

11, Since rats are linked to many diseascs, datcrmine not only evidences
of them, but check the exact types seen and denote their locatiomns
oun the survey map.

12, Out:side the town, note the proximity of other animals such as the
antelope, wart hog, wild pig and serval cat,

E. Commenity and Private buellngs

(1)

(Map the town or a satellite section that will be representational

of the gcneral layout., Locate the private dwellings, public buildirgs,
market arcas, official residences, courtnouses, clinics, assembly hallg,
ceremonial places, wells or punps, cites of elictricity, drainage and
sewage systems, schools, stockade, walls, storage arcas, garden plots,
aalmal shelters, roadways and paths, and outlying fialds and gracziaz
arcas. Denote taboo areas such as burial grounds. Also locate arezs
of epecial hezard such as clilfs, dry reeds or tvees which may con-
stitute {ire hazaurds, Vet is the growth rate of this toun? 1Is the
trend toward permanency ox transiency?)

Public Dwellings
1. What public or ceremonial dewllings are in use. Describe in full,
speclfying functions and extent of use, by different ages and

sexes,

2. Are these dwellings vermanent or temporary. Do they have electricity
or other utiiities?

3. Are the materials adobe, logs, reeds, branches, mud, cement, or some
other materiai?

%4, Are roofs galvanized cr thatched? A4re they sloped or flat?

5. Are the buildings square or round? - Does this differ from private
fwallings?

6. Are there any kitchen or toilet feacilities in these buildings?

7. Dcsgcribe the ventilation, aoting placement and size of doors and
windows.,



8.
9
10.

11,

12,
13'
14,

15.
16.

17.

(2) Private Dwellings

1,

2.

3.

5.

6.

7

How much space is allowed between buildings?
Are animals cllowed in these buildings? Give full details.

Are the floors rough d!rt, beaten clay, cement, pottery, &opd,
or another composition?

1f there is a second floor, is it approached by a slope, ladder, or
stairs?

Are there safety precautions for fire, winds, or heavy rains?
What provisions are there for lighting and heat?

If there are open fires in the buildings, how does the smoke
escape?

What is the "life expectancy" of such buildings?

How are they cleaned? 1s there any precaution for insect or rodent
control?

Detail the functione of each public dwalling.

Are private howes permanent or temporary? Give an estimated "life
expectancy" and allow for such catastrophes as high wiuds, tornadoes,
floods, cpidemics, and hard rains.

Are the dwellings made of adobe, logs, reeds, branches, mud or
cament?

Are the roofs galvonized or thatched? Are they sloped or flat?
Are they used for drying vegetables, fruits, meats, or f£fish?

Do the hones have electricity? Descxibe the lighting and hea%ting
arrangements.,

Arc tollet facilities attacned to (ke house? Describe in full aud
designate thc extent of their uce,

Describe the floor cowposition, Is it broken potterv, beaten clay,
wood, cement, rough dixt, or other materials?

VWhere does cookirg take place?



-6.

8. How and where are foods stoved in the house? Are they in closed
containers or in open bins? Are they stored on shelves or on the
floox? ’

9. Are animals allowed in homes, particularly where people sleep ox
eat? Where and how are thesc animals kept?

10. Is thcre a second floor? 1Is it approached by atairs, slope or
laddexr?

11. When and how are the houses cleaned? Does one ever see rodeant o=
animal wacte on the floor? Are detergents, pesticides, or rodent
exterminators employed?

12, Are the homes shared or rotated by various family members? Describe,

13. What are the sleepirg errvangemeut for the family? Describe in
detail. Are some sleeping accomodations elevated from tne £loox?
Denote by age and sex, paying cpecial attention to the sleaping
pattern of babies and preschoolers.

14, Is emoke ever entrapped to repel insects?

15. Is there ornsmentation on the walls or furniture in the houe?
Degeribe in detail,

16. Describe all cupboards, shelves, and furniture in the home in £ull
detail. 1s it permenent or temporary?

17. Are sleeping areas or foods covered with nets?
18, Are certain areas of tiie home for special use oniy? Describe,

19, Are the homes in a general state of good repair? Describe.

II1. Personal Hygiene

A, Bathing

1. What is the source of water for bathing? (2.g., streams, ponds,
well, puap, etc,)

2. Vhere and when do the people baﬁhe? Is there specific cercuony
connected witn it?

3. Do people bathe in groups or iundividually?



9.

10.

11,

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 ecach individual?

Is soap, sand, or other cleaning agent used to clean the body?

Are oil or fats used for cleaning?

Are any cleaning agents used only for ritual purposes?

Is there a spacial bathing routine for the infant? Deseribe in
detail, including the cleaning procedure at birth,

Who does the bathing of young children? Do those with running sores
or communicable diseases ever bathe the young?

Who cleans the body of an injured or extremely-ill person? Describe
in detail, noting the illness.

Does hand, face or fecec washing take place at appointed times? (eeBes
before meals, fcasts, or ceremonies.)

B. Elimination

1.

4.

S,

6.
7.

What is the distinction between a private and a public act? Is the
act of urinating or deficating considered private?

Where does defication and urination take place? De age-sex speclfis,

Describe the latrines and how they arc used, Are they used mainly
by certain ages and sexes?

Who keeps the toilet facilities clean? How often are they cleaned
and in what mannex?

Are human wastes ever used for fertilizers? By what tachniques are
they applied? Are the hands exposed to these wastes?

Are animal wastee used for fertiliz.rs or feul? BPe specific,

Does one use water, leaves, sticks or other materials for cleansing
purposes after dcfication
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C. Clothing

1, Describe the garments worn by age and sex, Note ceremonial gazb

as well,
¢

2. How often is clothing changed?

3, Where and how is the clothing laundered? Are clothes beaten, goaped,
or rubbed with rocks? Describe the water source and possible othker
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 iliness or
open sores?

5. Are clothes boiled? Are they heated at any point in the cleaning
process either by the sun or an iron?

6. Where are the clothes dricd?

7. Bow 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 material used.

10, Are shoes worn? Be age-sex spacific.
11, Where and how is leathex tamned? 1Is it heated? Describe full

process.,

12. What is done with excess fur, hair, and leather scraps?

D. Special Cosmetics

'1. 1s the hair cut, shaved, curled, braided, twisted, o tonsured?
2. How often is the hair washed and the hairdo changed?

3, 1s the hair dyed? Describe the process and note the origins of
all compounds, ) .

&4, Are facial or body cosmetics used? Ar2 they oils, grease, clay,
or other materials? Describe fully and note their oxigin and
method of mixing. .



5.

7.

8.
9.

10,

11,

12.

Do such cosmetics also act as insect repellants or aid skin dis-
orders? (e.g., eyebrow pencil to cover loss of brows.)

Are nalls stained, trimmed, or perforated? What becomes of the
nail c}ippings?

1s the body ever molded to achieve certain effects? Ar vhat ages
and for what sexes is this done?

Are digits or organs ever removed for purposes of beauty?

Is the nasal septum, alae, ox tip of nose ever pierced? At what
ages and sex?

when are ornaments inserted in the holes of the nose or ear? Note
placement and we'ght of ornaments.,

Are some dental formations purposibe? Describe the various tech-
niques of coloring, inlay, incrustation, plating, chipping, filing,
or extraction.

Are any drngs or anesthetics vsed in any of these procedures to
curb pain or infection? Understand the compound and krow all irn-
gredients.



GUIDE QUESTIONS FOR MORBIDITY

A. Diseases

1. Consider the following two lists of diseases &nd symptoms of dis«
ease with each columa to be read independently of one another.
Then, please answer the questions which follow these lists:

Disease Sympcom

amoebic dysentery fever
bacillary dysantery swellings
hookworm (ancylostomiasis) dizzyness
gonorrhea coughing
syphilis splcting blood
infectious hepatitis blood in urine
laprosy " stomach pains
malarie vomiting
measles diarrhea
meningitis skin rashes or itchiness
onchoccrciasis - ditchiness in rectum
schistosomiasis worms
trypanosomiasis eye paln or redness
tuberctlosis boils
typhois fever pain in joiats
whooping cough pain in limbs
othexr pains in Lorso

sore throat

colds

headaches

other

2, What Western medical practices are undcrteken for these maladies?
Describe,

J'Quest:ions regarding these discases and symptoms are meant to discover
the erxtent 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 mcdicine. Any questions which
scek data, re. incidence, prevalenze, and clinical manifestations of dig~
eace which are related to cultural patterns will, of course, be poged to
Western~trained health and medical persounel. The disease list was gleaned for
Abram S. Bewenson, Control of Commmicable Diueases in Man, l1lth edition,.
 YWashirgton, D,C.: a rcport of the American Public lealth Asnociation, 1970
and from W,H.0., Vorld i'~alith Statistscs Anrnal, 1907, Infectisus Niseasce:
Cases, Deaths and Vaccinatlons, Veli. II, Geneva, 970, and other publications
which include mnntion of diseurcs prevalont in Chad and the Central AfzZzaa Res
public. ‘The symptom list was gleaned froa Denereon, Ibid., avd U.5. DepZ,
of H.E.W., Public Health Serv,, lutermatioval Ccmparison: ci Medle-] Carve
Utilization: A Feosibility Stuvdy (Vital and Health Stucistics, Date Lvaiua-
tion and Melhodr Rescarch), tlational Center f{or Health Statisties, Cer. 2,
No. 33, Vachingtor, D.C,: U,S.H.E.W., June 1969, p. 7.
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7‘

8.

9.

10,

11,
12,
13.

14,

15,

16.

17'

What traditional health measures are undertaken for these maladies?
Describe.

What other health measures are taken for specific waladies (from
either source, e.g., mansage, herbs, purgatives, dietetics, surgc:y,
psychological suggestion)?

What maladies are trcated with both Western and traditioaal measurcs?

What envirormental conditions muy contribute to the incidcace of
infectious diseases? (e.g., practices regarding potential reserxvoirs
of infection such as water, garbage, human and animal wastes, in-
sects, rodents, open pits or deep latrines, fires in hcmes, crops
near homes)

What prectices in the tewn help to reduce the incidence of disease?
(sweeping, washipg practices, burning, waste disposal, latrines,
enclosing animals, etc.) Vho performs these tasks?

What specific nutritional deficiencies contribute to a particular
disease cr illness?

At what point in a disease course will a person leave the town
and seek modern medieal care?

For what specific maladies is Western trained medical help sought
outside the traditional medical sphere?

For vhat maladies 1s aid from hospitals sought? Please specify.
For what maladies are rural clinics empiloyed? Please specify.

What emorgency treatment do people receive for chroric (long lesting,
persisting) maladics?

What treatment do people receive for infectious diseases such as
those on the list above?

What trecatment do people receive for emotional problems.

What preventive medical practices are found in this town and
neighborirg rural arcas? Are there innoculations, vaccinations,
pesticides, soaps, or other cleaning agents?

Are Western medical drupgs available? (e.g., penicillin) Are these
drugs available in stores? without prescriptions? How much do they
cost?
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18,

19,

22,

23,

27.

28,

29,

30,

al.

32,

33.

.l3-

Are illnesses cegularly reported to town leaders or governmental
health officials? What types of illness are reported? Who does

the reporting? (e.g., family nember, any village member, other)

Do sick people continue to work? For what duration? How frequeatl;?
What tagks do they give up first, second, etc? Describe,

What 1s the gereral understanding of disease cause? of disease
transmission? (see question 6)

What 15 the people's knowledge of disease cause and transmission for
a specific illness? (see question 1)

What do people know about disease transmission from person to per=
son i1or a specific illness? (sece questlion 1)

What do people undexstand about disease transmission from materials
(c.g., vater, air, was“es, c¢tc,) to Qﬁrsons?

What is theilr understanding of germ theory?
How do the people identify a sick person?

What is the specific krnowledpe of gorms and parasites being present
in water, in human and animal wastes, or in garbage? What is their
knowledge of insects transmitting illness?

What do people think is the cause of emotional problems?

What do people know about the anatomy of the body? (use anatomical
charts,)

What 18 the people's knewledge of specific systems in the bodr (uro.
genital, nexvous, circulatory, digestive, respiratory)? Are opecific
systems assoclated with specific maladiecs?

What 1is the understanding of westera drugs for prevention or curing?
Do Western uand traditional medicines work differently?

Do the people regard one specific drug (or type of drug) as being
beneficial for health improvement gencrally?

Do the priople regard one specific drug as being beneficial for any
particular ilincss? If su, what drug is beneficial for a specific
11llness?

Do people regard one drug (or some drups, or types of drugs) as not
being beneficial? Are some drugs regarded as being harmful? Wailch
ones?



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, vhat traditional drugs

or herbs work for particular diseascs?

36, What is the explanation of the cause of injuries and accidents?
37. What other explanations do people have for curing?

J38. Do people believe there is vulnerability to discase (what specific
disease?) at particular perlods of a person's life (e.g., infancy,
childhood, puberty, old age) or under certain conditions? (e.g.,
menstruation, after extended hard work, ete.)

39. Is one type of diseasc fcared or considered more reprechensible than
others?

40, What is the people's understanding of sanitation for disease cause
and prevention?

41, What is the people's understanding of insect control for disease
cause and prevention?

42, What is the peoplefs understanding of rodent control for disease
cause and prevention?

43, Is it dangerous to participate in the curing of a particular disesse
which another person has? Wby is it dangerous?

44, What are people's attitudes toward particular types of maladiec?
(lote the specific malady and the attitude, e.g., disgust, fear,
indifference, ctc,)

45, What is the attitude toward people with specific maladies?

46, Vhat is the attitude toward traditional health practitioners? Are
male or female practitioncrs held in higher regard? Are older or
younger practitioners held in hipher regard?

47, Drus the ability to cure a specific malady (or group of maladies)
carry with it greater csteem, or add to the status of the practitjover?
Are practitioners held in higher regard Lf they employ traditional
methods, or western medical methods, or both?



.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 person-
nel) toward African health personnel and to Eurpean health personnel?
Are African or Furopecan doctors felt to be more competent in certein
areas? * In what specific arecas?

50. Is there a preference for Wesi2rn 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 Vestern medicine?

51, Eye diseases are found in what percentage estimate of the population?
Be age-sex specific by the type of eye digorder,

59, Skin diseaces are found in what percentage estimate of the popula-
tion? DBe age-sex specific by type of skin disorder.

53, Dental discases arc found in what percentage estimate of the popula=~
tion. Be age-sex epecific by type of dencal diseases. .

54, For what maladies are people separated from tbeir families?

55, Comront on the weicht of people, Do many penple neem overwelpht?
Estimate by age and sex., Do many people scem underweight? Estimate
by age and sex, Arve there obvious cases of malnutrition? Estimate
by age and sex.

56. Are aniwal or human wastes used for fertilizers? Are fowl cared for
or do they run frece? How? What other domesticated anlmals a%e
there? House pets? Birds for pets? DBirds in cages {for epgs or
food?

57. What type of governmeat health personuel is found in the toun? Hew
often do they come to the town? Speeifically, what 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?

8. How far 1s it (in miles) from the town to the ncerest clinie?
hospital? (in local termo of distance, e.g., 2 days)

- 59, How do people travel to the hoepital or clinic?

60, Are there any townspeople who are outpaticnts at a clinic? For whet
maladies? How meny?



6l. Do governmental health personnel work im 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 freavently in the town? Estimate how many
people can read newspapers.

64, What people are found in the town who do not normally reside there?

llow often are they there?

B. Accidentsl/Physical Impairments

1. What accidents are prevalent? (Include all lacerations, abrasions,
éprains, fractures, fainting, and all other wounds inflicted by
hand blows, lashing, or special instruments. 7This category furthor
inclydes the full range of bLites and scratches by dogs, rats, snakes,
fish®, insects, and other reptiles or aminals) List in order by
prevalence,

2. What preventive measures are taken against ~uch accidents? (e.g.,
rat traps, insecticides, ete,)

3. Do some accldents scem to be a result of illness (or action by
another irdividual, c¢.g., broken limbs due to fall during an
epileptic attack)?

"4, What is the apparent causative agent of the accidents?

5. Where do cach of these mishaps seem most likely to occur? (e.g.,
snake bites duving plenting time, rat bites in home, knife wounds

during spccial cercimonies)

6. What time of the ycar and/or day do most accidents occur? (e.g., fish
bites during special seasons, rat bites at night)

.
. - .

1 -

Accldents here are assumed to be random -- any chance occurgnce
and will include also the resulting infections from such happenings.
2800 Alfred A, Bucly, Robert I, Anderson, Towm T. Sasaki and
Kazuyoski Kawata, Health end Discawe in Chad: EpJdemlolopy, Culture and
Fnvirorreat din the Five Villaces, Baltimore, ND.: Johna lopikinsg Press,

1970, Lor wentlon of the tact that fish bltes conatitute a health problem
in Chad.




7.

8.
9.
10.
11,
12.

13.

14,

15,

16,

17.

18,

19.

20,
21,

Are some accidents more prevalent for specific ages and sexes? (e.g..
buros for toddlers, faiating by pregnant women, insect bites for thosa
carrying water)

What is the first think which is done for each type of accident?

Wnat mishaps are treated solely by oneself or family?

What accidernts are treated by & traditional medical practitioner?

What treditional practitioner treats which accidents?

Waat means are used to treat the accident? (e.g., ligaturcs, bandages,
poultices, heat, anestietics, surgery, bone-setting, trepanation,

name changes, poison antidotes, massage, cauterization, herbs, mood-
altering drugs, exorcism, prayer, divination, counterirr::icion,
honeopathy, emetics, ctc,)

How does treetment differ for the

open wound,

edena,

itching, and

skin lcsipns?

How are these remedies compounded? Who perfowws this task? Describe
all plant, animal, and inorganiz matter used in detail,

Does the trcatment vary greatly according to oue's sex or age?
Is one expected to take tha "sicl: role' for certain accidents or
bites? Uhkich ones? (Explain that 'sick role" means doing whatever

gick people usually do ouch as, getting into bed, resting, etc.)

In what caces ig one expected to remain stoic and continue with one's
usual tacks?

Are any preventive measures taken to ward off accidents? (e.g.,
amulet, ritual before hunting, odorous matcrials to ward off ingcects)

What 1o donec when the injured do not respond appronriately to treat-
ment? (c.g., heal, iwprove in soue visivle way, etc.)

What type of accidents arc taken to Western medical practicioners?

Are certain accidents reported to health o social control agercica?



22,
23.

26.

27.

28,

29.

30.

al.
32,

33.

34.

35.

36.

What_education exlsts about accidents?

What reasons are given for accidents in each of the categories? 1Is

it considered to happen naturally or are other causes (e.g., spiritual)
given?

Are some accidents considered with more fear than others? If so,

for what reasons?

Are certain symptcms ascociated with certain accidents? (e.g.,
fever with scoxpion bites, etc.)

Are these syauptoms treated as a reaction to the accident or as a
geparate illness?

Is there any prevention of infection during the treatment process?
(e.g., are knives,clcaned before and after surgery or circumcision)

Are there other derived defects from aécidents? (e.g,, blindness,
missing digits, etc.)

Is dismemberment or disfigurement as a result of an accident treated
differently than one resulting from birth cowplications or discase?

I8 there any avoidance of the percon who has suffcred an accldeat
and has been seriously disfigured? Or is there vny nawe change or
temporary quarantine!?

Do such avoidanccs or prohilitions differ by age or sex?

What reasons are given for sncrious physical defects? (e.g., blindaess
deaf nuticm, ckin deplgmentation, fecblemindedness, nervousness,
cripplirg, paralysis, missing limbs, hunched back, cte.)

Describe all physical disfigurcaenta seen in locale. De cpe-sex
specific, Estimate the cascs of arthritis, golter, speech lapedi-
mento and neuro-muscular dicorders. Be age-sex opacific.

What dictinctions arc given to those with various lwpairments? Doas
this have to do with inability to performn certain roles or taboo
restclctionn?

What equipment is used by people with ambulatory problems? (e g.,
crutches, wheelchalro, canen) '

Aro eyc-patchies, glasses, hearing aids, braces, or casts seen? Do
ago-scx specitic in doacribing their use,



37.
38.

39.

40,

41.

42,

43.

bb,

What defects are considered the most serious? Order by importance,

What adjustments are made for those with serious deformities? Do
they assume the same famlly roles? The usual community roles? Are
they set apart with disdain or honor?

What is the considered cause of each deformity?

Woat is the special treatment, if any, for such defects? (e.g.,
rheumatism, tunors, etc.)

Do the family members care for these individuals? Are there
specialized roles for this purponce?

Are there any Western medical or missionary groups which isolate
and care for these individuals?

What broad percentage of cach categoxy is actually isolated in thias
way?

Do certain precautions exist to ward off lonmg-tern defects? (e.8n»
for the injured, for the aged, for the 11l persons or babies at
birth)



GUIDE QUESTIONS FOR MORTALITY

A. Dying

1. Are omens placed anywhere when death is approaching? (e.g., in the
home, outside the home, on the paticnt)

2, Are there any particular measurec tiken to ward off death? (e.g.,
religious symbols, fotishes, 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, religicus rites)

4, What customs do the family practice when death is imminent?

5. Whea death occurs, what is the first thirg 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 authoritices?
8. How is the death received by the decad person's kin group and how
would this be described? (e.g., walling, flight, sclf mutilation,

stolicism)

9. What equipment does one use to cncase the dead person? (e.g.,
shroud, coffin)

10. Is there a post-mortem cxamination of the corpse? Who does thisg?

11, What equipment is vsed 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, speciolly

assigned because of training, ctc.)

13, Vhen are they called to prepare the corpse for burial? Who calls
: tham?

14, Houw much time elepsces betuvcen the annovacement of death and pre-
paration of the corpse?

15, What role doen the family plan in the preparation of the corpsa?

16, Are health otficials ¢ver called in to help prepare the corpse? If
80, under what clrcumstances?
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17, What reasons does one give for death? (e.g., natural, accidental,
religious)

18. Are there specific religious ideas associated with death? What are
these?

19, In what state of existence is the dead person said to be after deatk?

20, Are distinctions macde between different types of death? (e.g., a
sudden decath, death by old age, death by sorcery, illness, decath
after 1llness)

21, Is there a hoped ior ideal type of death?

22, Is there a type of death that is particularly feared?

23, How do people fecl if a death takes place in their home? Does this
have any fearful dangers associated with it?

* 24, How do pcople normally feel about the subject of death? (e.g., do
they tallk about it often, occasionally, or avoid mention of it as
much as possible?)

B, Fumneral

1, At death do people stay away from the body? (e.g., fear of gattirg
111, fcar of a tabu)

2. Who is allowed to be near the body? Or are there no restrictions?

3. 1Is the body touched by anyone? By whom?

4, Is the body kissed? Fondled? By wlom?

5. 1s the body cleanscd before burial? Who clcanaés it?

6. What colutions arc used? What equipment?

7. 1s the cleansing equipment disposed of in any particular way? 1Is
4t allowed tolln around? VWaere? Is it thrown away? Where? 1s

it destroyed? How?

8. Are the body orifices stuffed. For which people is the function
perforwed? Vhat watericls are used?

9, Are any spedlal wcintments ot neentp used to prepaxre Lha body for
burinl? What are they? What Ln considared to ta thair exprone
fuaction? Who oppliea them?



10, Are these ointments applied to the whole body or only cortain parts?

11, Must those who prepare the body for burlal practlce a purification
rite previous to this? If so, what is dome?

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
mortuary garments, medzllions)

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 is this done?
(e.g., in the heme, special location in village)

16, Are viglls or wakes practical after the preparation of the body?
Which people are involved? (e.g., family, kincmen, whole commnunity)

17. Are there customary ways of preserving the body? What techniques
are used? (ec.g., embalming, mummification, desicecation, spczial

ointments and scents)

18, How long a time occurs betueen death and internment? (e.g., 3 days,
2 days, 1 day, same day)

19, What reasons arc given for either a long or short interval of time?

20, How is the body disposed of? (e.g., inhumation, cremation, placed
in a tomb)

21, Is cveryone buried in the same manner? If not for everyone, what
reasons are given?

22, Who in particular disposes of the body for intarnment?
23, Where is the corpse buried? (e.g., cemetery, ossuary, tomb)
24, 1o thle the usual Jocation for burfal? Is everybody buried there?

25, Is the - . O>rocession to the burial site? Who usually attends this

proceLa e

26, 1s anyonc foruidden vo enter the burial sita? (e.g., non-kinsmen,
nlicun)

27. Vhat cercmonion are practicad at the burial of a dead person? Wno
londn theno coremoniea? Do they take place previous to burial or
after buriali
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28, What obligations does the family (kin group5 have in the burial of
a dead person?

29, Are these obligations handled previous to burial or after it?

30, Are any special precautions, €.Be, purification rites, taken &t the
burial of a dcad person? Are these perfonned previous to or after
the burial?

31, Ia general, are &ll people.given the same mortuary treatment in-
cluding the preparation aad burial? What exceptinae cen ™e noted?
Why?

32, Are there distinccive mortuary practices for certain pcople? (e.g.,
those with a religious role, those with status, the aged)

33, Are thcre special mortuary practices because of the nature of the
death? What diffcrences can be noted by residants? (e.g., loath-
gome disease, cowmunicable diseuse, sudden tragic death)

34, Are people generally concerned that the mortuary process be carried
out in the traditional way? (e.g., very concerned, indifferent)

35, If the mortuary treatment is not performed as trcditionally pre-
scribed, is this considered dungerous? Lo pcople belicve that illnean
can result from improper mortuary practice?
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CHECKLIST (Cont.)

AGE SEX TIME PLACE
in outside | Additional
SUB~TOPICS child adol. adult aged |male fem. alvays occas. rare | village village Comments

B. Funeral
1. Attitude Toward Corpse
a. tabu avoidance
b. no tabus
(1) kissing of corpse
(2) nandling of corpse

2, Mortuary Preparation
8. 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) ccxplete body
b) certain parts
(5) purification of
Fractitioner 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, uvakes

3. Pressrvation Techniques

a. exbalming

b. murmification

c. desiccation

d. special ointments and
scents




CHECKLIST (Cont.)

AGE

SIX TIME PLACE
in outside } Additional
_SUBR-TQOPICS child adol. adult aged |{male fem. | always occas. rare |village wvillage | Comments

4, Interval Between Death

znd Eurial
a. lonxy (3+ days)
b. short (2/less days)

c. ss=e day

5. Method of Disposal
. zbandonxent
. ichumctioa
. cremation
other

an o

6. Place of Disposal of

Ceorpse

a. cexzetery
(1) specific location
(Z) non-specific

b. ossuary

c. toch

d. other

7. Burial Rites

a. religicus ceremonies
(1) before internment
(2) after interncent

b. Fexmilial Cbligatiom
(1) before internment
(2) zfter internzent

¢. Surification Ritual
(1) before internment
(2) after interament




CHECKLIST (Cont.)

AGE SEX TIME PLACE
in outsdie |Additional
PICS child adol. adult aged |male fem. |always occas. rare |village village | Comments
Distinctive Mortuary
Practices

. special mortuary
practices for reason
of:

(1) ioathscze disease

(ezic)

(2) cozzunicable disease
(ezic)

(3) sudden tragic death
{ezic)

(4) magically-caused
{enic)




GUIDE QUESTIONS FOR HEALTH CARE DELIVERY SYSTEM

The following questions will be asked of medical personnel in health

Lospitals, clinics, dispensaries and other health facilities. The questions

may

1.

10.

1l.

12.

vary in form depending on the person being intervieved.

What is the number of beds of the facility?

Is there patient separation according to sex? age group. disease?

How many medical personnel are there? What are their roles and
responsibilities? What is their training and education? How many
hours do they work per week?

a. Physiecians

b. Dentists

¢. Pharmacists

d. Fully qualified midwives

e. DBirth attendants

f. Fully qualified nurses

g. Health assistants

h. ©Sanitary ussistants

i. Laboratory assistants

How many non-redical personnel are there? What are their titles, duties
and responsibilities?

How meny in-patiencs are seen weekly? Monthly? Yearly?
How many out-patienis are seen veekly? Monthly? Yearly?

What are the diagnoses of in-patients? Out-patients? Are they categorized
by sex, age, type of conditiou?

Are in-patients given care by friends or relatives? If so, what cere do
they provide?

Whot is the number of deaths of in-palients by cause, sex and age group?
Are autopsies performed? For what rcasons are they performed?

What diseases are reported? To whom are they reported? Who does the
reporting?

What irmunizations are odministered? Are there lerge-scale campaigns?
Which are required by law? How are imnunization regulations enforced?

Arc there out-patient facilities? What is their nature?



13.
1k,

15.
16.
17.
18.

19.
20.

D

Are mental disorders treated here?

What rehabilitation services are available for people with physical

impairments? e.g. loss of sight, loss of hearing, loss of limbs, paralysis?

When are out-patient services available?
Are there training progrems for your medical personnel?
Who prescribes medications and where are they available?

Are thore fees for services rendered? e.g. Hospitalization, immunization,
emergency, out-patient, medication

How arc the hospitals and clinics financially gsupported?

What type of follow-up is given patients upon completion of treatment?

The following questions will be asked of personnel at the national and

local departments of hcalth.

1.

2.

8.

9.
10.

11.

12.

What discases are reportable by law?
How is morbidity date collected?

How is mortality data collected?

How are births reported?

Is there an officiul census?

What kinds of census data are available on both national and local levels?

What is the current census data and what types of information does it
contain?

How is cenous data collected?

When was the last cencus taken?

Are registries of populution updated through reports of births and deaths?
Is there a system of death certification?

Are death records uvailable? Are fetal death records available? What
type of {nformntion is on these recordsf? '

What dincnses arce notifiablce by your own repulations?
Vhat action ig taken when such conaunicnble disenses are roported?
Ig there a repgistry of comnunicable discnnen?

How do physicinng nnd other henlth personnel report their data to tho
nationnl ministry of health?
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APPENDIX B

GUIDELINE QUESTIONS AlD ODSTRVATIONAL CHECKLIST

PREPARED FEBRUARY, 1972
BANGUI, CENTRAL AFRICAN REPUBLIC

DAILY CIICCKLIST

INFORNANT
QUESTIONS
QUESTIOLS
QUESTIONS
QUESTIONS
QUESTIONS
QUESTIOS
QUESTIONS
QULSTIONS
QUESTTOMNS

IUFORNATION GUIDL

0:] ECONOMIC AND POLITICAL PATTERNS
0: LHVIROILTAL NEALT!H/SANITATION
Oli KII'SHIP ALD DARRIAGE

O FOOD HABITO

Ol TATEREAT, AND CHILD HEALTH

Ol RELIGION

FOR TRALITIOUAL HDALTH PRACTITIOITERS
On lonRplpTy

Ol! NONTALITY

—

CLINIC QUESTIONIAIRE

by

Garth Ludvig
Busan Poroching
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10.

11,

DAILY CHECKLIST

Researcher's Naeme:
Date:

Hour(s):

Place:

Weather conditions:

Day of weel: .
Goals of that day's Tield operations:

General mood, health, and personal concerns of researcher:

Special activities on research site (feast, birth, market, etc.):

Note gencral pace of activity on research site (slow, rapid, random,
melancholy, purposive, etc.):

Check the oxistonce of any of the following health indices:*

—__ Pregnoncies —_ Facial ovelling
e Vomiting e Lack of eyebrows
______ligh pitched whooping couch —Filed teeth
____ Fxcesslve nneezing —___ Dbecayed teeth

Spitting blood

v s o e ¢ -

_ Beveral minaing teeth
Bringing up phlegm _ Gum disorder

_ Fainting ___Eye Infections (incl. wormn)



Worms 1in stools
Worms in vomitus

"Raspberry lenions" (yaws)

|

Bone/cartilege disintegration

Nerve malfunctions
Circumcised boys

Nonsensical behavior

T

cola nuts
betel
hashish

Chewing

Cheving

|

Smoking
Hanging groin

"Sliding” upper eyelid
Bloody or darkened stools
Deafness

Broken arns, legs, ete.
Hallucination

Hysterico

Asphasia (non-talking)
Intoxication

Catatonic states
"Possession"

Sprains

Sunburns

Wounds (induced by others)
Agpression (phy. asscult)
"Fresh’
Circumcision
Red hair

Puffy carlobes

scarification

RALARRRARRARRARRR

Runny noses

Wrinkled forehead

Skin depigmentation
Shortness of treath
Extrerie nervousness
Fpileptic attacks

Skin rash-minor
Ulcerated skin lesions
Jaundice

Severcd limbs or digits
Withercd extremities

ARRARRRRAR

____ Itching/scratching
—____ Burns

éuts

Bruises

Acne
_____Recent scarification

Fdema of feet/legs
(except w/pregnancy)

___ Body lice

Hair lice

Ringworm

Body chiggurs/ticks
Fleus around people
Swollen eyes
Blindness

Ear discharge

RRRRAR

Thyroid enlargenent

Swollen stomachs
Obvious I'CM

1
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12. Check the incidence of the following medical equipment:

Glasses
Braces
Eye Patches

Crutches

LT

Canes
__ Wheelchairs

Bandages (specify material)

Other (specify)

¥ Describe in detail any medical incident (i.e., birth, bites, illness,
accident, etc.) and exnlain who treats it. Describe hovw any medicines
are concocted, how instruments are cleaned, and how any other type of medical
equipment is used.



UNIVERSITY OF PITTSEURGH DATA-BANK QUESTIONNAIRE

' yillage of Yamboro, Bimbo Sous-prefecture

INFORMANT THFORMATION GUIDE

4
I. Household Census

Name of Village

Name of Family

Name of Clan

Name of Ethnic Group _

Religion of Family

First Name Sex Age Fducation Occupation Marriage Condition
# 1

#t 2

i# 3

# h

# 5

f# 6

#1

# 8

# 9

#10

Number of rooms in the house

Is there a family cookhouse secparate from the living quarters?

Does the fomily have its own latrine (water closet)?

How long havce you 1ived in this particular dwelling?

Have you ever been to the Sakpu secourist cor Lreatment?

Have you cver been to the Bimbo dispensary for treatment?

Jlave you ever been 10 the General Hospital for treatment? |

Other? What?
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1k,

15.

16.

QUESTIONS ON ECOHOMIC AND POLITICAL PATTERNS

Do all men of the village work here in Yemboro? Do some work elsevhere?

How do people make their 1livlihood?
What is the diflerence between a cultivator and a planter?

Describe the process by vhich land 1is prepared for cultivation?
- How long is the land allowed to fallow?

Is there o cash crop grown in the village?

- How i5 uhis crop related to the national cconomy ?

Give a list of all the crops grown in Yanmboro?

Does the village engage in fishing and hunting?

Is meal difficult to procure? How is it procured?

What other subsistance itcms are carried on in the village? Describe.
Do people of the village sell food to cach other?

What activities do men only perform? wvomen only?

what is the average income of the village man?

How is the village governed? Describe.
Describe how any misdemeanor in the village wvould be handled?
How are children disciplined?

How does a person become a chief?



A.

B.

QUESTIONS ON ELVIROULENTAL HEALTH/SANITATION

Water
1. Where do you get your water for drinking and ccoking?
a) wells b) river ¢) strecam d) marsh e) pump
2. Who bringc this water into your home?
3. Are certuin pcople restricted from carrying water becauss@ of age
or malady? '
L, Is the water source rapid moving or slureish?
5. Is this vnter source used for bathing, washing clothes or swimming?
6. If water is used for bathing in the home, is it used for other
purposes alno?
7. Is water al'oved to stand for many hours or days at a time?
8. Vhat other eveunts take place upStream from the water source? For
example, do animils use the same water source?
Refuse Disnosnl

9. Arc focd Cr unimal discards buried or burned or piled?
10, How closc is any refuse kept to a public or private dwelling?

11. V¥hot is done with aniral cxcreta near the home? Is it ever used for
fertilizer or fuel?

12, how ofidi e whiliid shelters (c.g. chicken, pigeen shelters)
y

Excreta Disposal

13, Are toilct facilities permanent or temporary?
14, If a child soils the floor of his home or building, how is 1t cleaned?
15. What clcuning agents are used after defecation? If water 1s used,

does one scck a water source for climinotion? If leaves or other
such tissue is used, vhat is done with 117

16. Who keeps the toilet facilities clean? lHow often are they cleaned
and in whut nunner?
17. Are the latrines used mainly by certoin ages and sexcs?
10. Are mosquitoes scen on the wollg nnd crilings of bulldirgs?
19. Are they sceen around water sources or near water contuiners in buildings
20, What times of the doy do most bites occur and around what oreas?
51, Arc any rensures tuken Lo repel insccto? (¢.g. fires, lotions, oint-

mentu)

22, Are there covidences of the tsetse fly? What precautions are taken
agalnst them?

23, Are there cvidences of rats? What precautionn are token ngainsat
them?



Questions on Environmental Health/Sanitation (continued)

E.

F.

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 grovps or individually?
4. 1Is soap, sand, or other cleaning agent used to clean the body?
5. Is there a special bathing routine for the infant?
6. Who does the bathing of young children?
T. Who clcans the body of an injured or extremely i1l person?
8. Does hand, fuce, or feet washing take place at appointed times?
Clothing
9. How often is clothing changed?
10. VWhere and how is clothing leundered? Are clothes beaten, soaped, or
rubbed with rocks?
11, Wherc are the clothes dried?

Special Cosretics

12.
13.

1L,
15.
16.

How often is the hair washed and the hairdo changed?

Arc r'acial or body cosmetics used? Are they oils, grease, clay, or
other materials? Describe.

When are ornements inserted in the holes of the nose or ear?

Are any drugs or anesthetics used to curdb pain or infection?

Do pcople have decorations placed on their Lady? Describe.
What is the rcason for these decorations?



1.

10.

QUESTIONS ON KINSHIP AND MARRIAGE

How i3 descent determined?
- What class does the boy belong to?
-~ What class does the girl belong to?

- Who carries on the father's line?

Are there preferential marrirge patterns in the village?
- What are the prohibited degrees of marriage?

- Is there a principle of exogamy in the village?

"= Is marriage betveen clans in the village prohibited?

How is inheritance determined?

- Is there a principle of primogeniture?

Whet are the principles of residence?
= Will & son live vith his father, near his father, or away firom his fathcr?

What is the naming prccedure for children?
~ Who names the child?
- Do they keep this rare for life?

- When arz they named?

What principles govern the ownership of property?
- Is property by the right of the Usufruct? or is it individuslly owned?

What is the proccdure of marriepe?
- Are all young pcople expected to become married?
~ When does a young man becone married? A young woman?

- Deseribe the process of courtship culminating in a marriage.
Describe the rarriage ceremony?

Are there polygamous marriagzes in the villege?
- For what rcason doos a men have rore than one wife?

Are these marriages harmonious?
I

What happens if there is a problcm between tae wives?

«~ lfow are sexual rclutions pgoverned?

Is any vife given authority over the other?

What rules govern the process of divorce?
- Are divorces frequent in the village?
~ For what rcasons are divorces carried out?

= Vhat s the proecuss by whic divoree is granted for both men and women?
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2.

3.

10.

11,

12.

13.

1k,

15.
16.

17.
18,

19.

QUESTIONS ON FOOD HABITS

How meny times a day does your family eat?.
At what times during the day does your femily eat?

What foods do you eat most often?

1

What foods do you most prefer to eat?

Do people in your family all eat together or do some'eat whenever they
wish?

Which foods are taboced for men? for women?
Who is served first at mealtimes? last?

How often do you eat or drink?

.a) meat b) fish c) fruit d) vegetables e) other

How are meals prepared?
How are sauces made?

Where do you get your foods? ‘
a) garden b) market ¢) store . d) other

What foods are not eaten when a person is 1117
How do you keep your food from spoiling? '
How do you store foods for future use?

How long is your food stored before eating?

What containers do you use for each type of food stored?

Are your containers covered?

Do insects or small animals such as rats invade your food storage?

How do you prevent insects and animals from invading your food?



QUESTIONS FOR MATERNAL AND CHILD HEALTH

A. Conception and Pregnancy

1.

10.

1l.

12.

13.
1k,

155

When do girls usually get married in Yamboro?

Does the marriage take place shortly aftér their first menses or
after an initiation ceremony?

Vhen do women usually have their first child?

How many children altogether does a woman want?

How does a woman know she is pregnant? What signs are there?
What special foods should pregnant women eat?
What does a pregnant woman do for herself and the expected baby?

Do pregnant women work as much as other women?

What signs during vregnancy indicate what the baby will look like?
(a boy? a girl? normal? deformed?, etc. )

Do other people relieve the pregnant woman of housework and other
chores?

What kind of medical care do women seek during pregnancy? Do they
treat themselves or ask help from others? Who?

What do pregnant women do when they have unusual pain, bleeding or
other signs of trouble during pregnancy?

Is gsexual interccourse with the husband allowed during pregnancy?

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?

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?)

Who generally is callea to assist a voman in childbirth?

- 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?

What is done in the case of conplications? (e.g. severe bleeding,
prolonged labor, or breech birth)

Are local medicines given to the woman during childbirth?
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(Questions for Maternal and Child Health)

10.

C.

8.
90
10.

11.
12.

13.

What is done to make the birth go quickly?

Who cuts the umbilical cord? What is it cut with? What is done with it?

What care is given the mother after the childbirth if she is not in a
clinic or hospital? (special diet, restrictions, etc.)

If a woman sickens during or after childbirth, vhat things are done for her?

How long after a birth does the mother see and hold the baby? (if a
son? if a daughter? if sick? if dead?)

Child Health

What is done to the infant at birth? Is the infant washed? Clothed?
put to the mother's breast? given water or food? other? )

"If the mother is unable to suckle her baby, how will it be fed?

Will another mother suckle a child not her own? What relation to the
mother or child will this person be?

How do peonle feel about Labies which are deformed? How are such babies
cared for?

How do people feel about having more than one baby at a time? (e.g. twins)
Vhat food, plant, or other techniques will increase a mother's milk?

Hov long do mothers nurse their babies? one year? two to four? until
the next baby is born? until the next pregnancy?

Are any foods besides mother's milk fed infants? !
After weaning, what foods are fed the child?

Is sexunl intercourse with the husband allowed after a birth? How long
after?

How do pcople wean a child? When?
How do people toilet-train a child? VWhen?

What do you do for your child if:

l. fever 9. skin rashes or itchiness

2. swellings 10, itchiness in rectum

3. dizziness ll. worms

h, coughing 12. boils

5. sopitt. g blood 13. pain in jJoints 17. colds

6. Vblood in urine 14. pain in 1imbs 18, hecadaches
T. stomach pains 15. pains in torso 19, other

8. diarrhea 16. sore throat



11.
12.
13.
1k,
15.
16.
7.
18.
19.
20.
2l.
22,

23.

QUESTIONS ON RELIGION

Vho created the universe? (What is God's name?)

Did He do it by Himself?

Describe how le did it?

Where does Géﬁ live?

Who lives there with Him?

What is the center of the universe?

Is God Omniscient?

Is God Omnipresent?

Is God Omnipotent?

Is God cternal? (Can God ever die?)

Is God a spirit?

What are some of the activities of God?

Do the M'Bake people have special stories, legends about God?
How should a person worship God?

If you pray for things, will God give them to you?
Does believing in Gecd dbring a man prosperity?

Does every person have a soul? (Do animals have souls)
Can he lose his soul? .
If a person is ill, is his soul in danger?

Is it good to have a Jot of drcums?

Are there any other spirits besides God?

Describe them. Do they have names? Are there different types?

Where do these opirits 1ive? (Rocks, trees, fields, volcano, wind,
rain, sky)

Do people who die become spirito?
Do elans bave guardian spirits? (Does every clan have any animal?)
Arc there ospirits who are evil (mechant)?

Are gome people able to do witcheraft (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?.

31. Does it make a person prosperous to wear a charm? Will this help him?
32, Can people who are evil-speaking hurt you? (medisance)

33. Can people who have the evil-eye hurt you? Are they dangerous to
children?

34, Are there apecial medicaments to protect you from evil people?
35. Does it help to pray?

36. Are there special songs to protect people from evil?

37. Is the rainbow o go;d sign?

38. Are there other good signs in the universe?

39. What is the season of the yeor 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?
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16.

17.
18.

QUESTIONS FOR TRADITIONAL HEALTH PRACTITIONERS

How many practitioners are in this village?

Are they male and female? Which is more frequent?

Is there a choice of practitioncrs?

Vhat type of training do the health practitioners receive? Does their

training involve actual studying (e.g. apprenticeship, ectc.) or do they
become practitioners through other means (e.g. visions)

At what ages do health practitioners become recognized as practicing
practitioners? How long do they practice?

Do the practitioners dircct their attention to curative medicine or
preventive medicine? Or both? Which is most frequent?

Are there diviners wno practice also? What is their function?

How do traditional health practitioners cooperate wiith government
health personnel®

llow do goverrment health personnel cooperate with traditional health
practitioners?

Does religion have a part in traditional healing? In what ways?

How many nmidwvives are there in this village? Vhat is the nature of
their training? Are they older women, younger women?

Which health practitioners are male? Vhich are female?

Is the practitioner usually narried?

Does a practitioner work in a private arca, or his own property, at the
dwvelling of the client?-

What other cconomic activities does a practitioner engage in?

How does a practitioner get paid? (e.g. cash, food, services, ete.)
Does he get paid each Lime he performs a service?

Do practitioners troaln others to be practitioners? low long?

Do the clicents of the health practitioner travel long distances?

1lrer Cnwn®



QUESTIONS FOR MORBIDITY

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 traditioral medicul sphere?

3. For what maladies is aid from clinics (dispensaires) sought? Please specify.
L. What treatment do people reccive for emotional problems?
5. What preventive medicul pructices are found in this village and neighboring

rural srcas. Are there innoculations, vaccinations, ete.?

6. Are illnesses rcgularly reported to town leaders or governmental health
officials? What types of illness are reported? Who does the reporting?

Do sick veople continue to work? For what duration?

What is the general understanding of disease cause?

O oo 3

+ What is the general understanding of discase transmission?
10. What is the people's understanding of germ theory?

11. How dc people identify a sick person?
12. What do pecople think is the cause of emotional problems?

13. VWhat is the understanding of western druzs for prevention or curing?
Do western and traditional redicires work differently?

1h. Do the prople renurd one specilic drug as being beneficial for any
particular illness?

15. Do people regard one dru; (or some druss, or types of drugs) as not being
beneficial? Are some drugs regerded as being harmful? Which ones?

16. Do pecoplc regard ore type of traditional drug, or herdb, as being more
efficacious than others? COrecifically, what traditional drugs or herbs
work for particuler diseasec?

17. What is the explanation of the causes of injuries or accldents?

18. Vhat other explanations do the people have for curing?

19. Do pecople believe thut there is 2 vulnerability to disease at particular
periods of u« person's life? (e.g. infancy, childhood, puberty, old age)

or under certain condltions (e.g. menstruation, after extended hard
work, ectc.)

20. 1Is one type of discasc feared cr considered more reprehensible than others?

2l. 1Is it dangerous Lo varticipate in the curing of a particular discase which
another person hau? Why is il dangerous?

22. What is the attitude toward specific treditional health practitioners?
Arc male or ferale pracliticners held in hipgher regard?

23. Is there a prererence for Buropean medicine over traditional medicine? For
wvhat specific maladies is traditlonal m-dicine preferred to European
medicine?



Questions for Morbidity (continued)

2. For what maladies are people separated from their families?
25, How far is it to the nearest dispensaire (or clinic or health post)?
26. How do people travel to the dispensaire (or clinic or aid post)?

27. Mre thers many townspeople who are outpatients at a dispensaire? For
vhat malzdies? How many people?

28, Maludies (Diseases)

Symptom
fever
swellings
dizziness
coughing

spitting blood
bloodé in urine
stomach pains
vomiting

diarrhea

skin rashes or itchiness
itchiness in rectum
werms

eye pain or redness
boils

pain in joints

pain in limbs

pain in torso

sore throat

colds

headaches

Disease

amoebic dysentery
bacillary dysentery
hookworrm

gonorrhea

syphilis

infectious hepatitis
leprosy

molaria

measles

meningitis
shistosomiases
trypanosomiasis
tuberculosis
typhold fever
whooping cough

Question: What are the traditional health measures for these sicknenses?
Describe the teclniques used in local traditional medicines.
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1l.
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15.
16.
17.

18.
19.

20.

2l.

22.

QUESTIONS ON MORTALITY

When death occurs, what is the first thing done?
s the death announced? low? (to village, to the kin group)
Ts the death reported to the health authorities?

What eguipment does one use to encase the dead person? (e.g. clothing,
colrin) ! '

Is there a post-mortem examination of the corpse? Who does this?
Are there any special mortuary practitioners? If so, who are they?

How much time elapses betveen the announcement of death and
preparation of the corpse for burial?

What role docs the family play in the preparation of the corpse?

Are health officials ever called in to help prepare the corpse? If
so, under vhat circumstances?

Vhat reasons are given for death? (e.g. natural, accidental, religious)

Are distinctions made between different types of death? (e.g. & sudden
death, death of old age, death Ly sorcery, illness, death after illness)

Ts there s type of death that is particularly feared?

At death do people stay away from the body? (e.g. fear of getting ill,
fear of tabu)

Who is allowed to touch the body?
Is the body cleansed before burial? Who cleanses it?
What solutions are used for such cleansing? What equipment?

Is the cleansing equipment disposed of in any particular vay? Is it
alloved to lic around? Is it thrown away? Is it destroyed? How?

Are the body orifices stuffed? What materials are used?

Are there any special ointments or scents used to prepere the body for
burisl? What are they? Uho epplies them?

Must those who prepare the body practice a purification rite previous to
this? If so, what is done?

Where is the body prepered for burisl? (e.g. in the home, etc.)

Is the body decorated in any special way? '(e.g. special mortuary garments,
medallions)



23.
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25.
26.
27.
28.

29.
30.

3l.
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Is there a religious ritunl connected with the preparation of the body
for burial? Who is responsible for this?

Are there customary vays of preserving the body? (e.g. embalming,
mummification, dessication, special ointments and preservatives)

How long a time occurs between death and internment?
Where is the corpse buried? (e.g. cemetery, tomb, at the home )
Is this the usual location for burial? Is everyone buried there?

Is there a procession to the burial site? Who usually attends this
procession?

Is anyone forbidden to enter the burial site? (e.g. aliens, non-kin)

What ceremonies are'practiced at the burial of the dead person? Who
leads these ceremonies? Do they take place previous to purial or after
burial?

Are there special mortiuary practices because of the nature of the
death? (e.g. loathsome disease, communicable disease, tragic death)
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18.

19.

20.
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CLINIC QUESTIONNAIRE

Name:

Sex:

Age:

Marital status:

Living children:

Name Age

Deceased children:
Sex Age at death

Husband's occupation:

Wife's occupation:

Husband's education:

Wife's education:

Religion:

Tribe:

Village:

Distance frum clinic: (km)

o it it

Mode of transportation to clinic:

Do you have 2 latrine? Yes Ho
Private or communal?

Where is your water source?

1s the source different in the rainy (dry) season?

How far is this source from your home (xm)

Why did you come to the clinic today?

8ex

Cause of death
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esses has each of your family member had?

Consultation at hospital
or clinic, ete.?

22, What illn
Name Ailment

" pate(s)

your first baby?
who assisted at the birth?
Assistant at delivery

How o0ld were you (or wife) when you had

23.
n and

o, Where were each of your children bor

Name of child Place of delivery

25, Did you use traditional medicines before coming to the clinic today?

26. Do some village medicines cure certein illnesses better than medicines

from the hospital or clinic?

Medicine Discase

27, Are there some {1lnesses a doctor or infernier cannot cure but someone

else in the village can?

Ailment Treatment



28.

29.

30.

31.

32.

33.

3h.
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llow often did you visit Bimbo clinic this year?
Allment Humber of visits

Has anyone in your family been in the hospital this year?
Name Allment

What vaccinations have you had?
What do you consider the biggest health problem in your villaget

What can be done to give your family better health?

Some say a doctor is good, others say the clinic is Just as good. What
do you say? Vhy?

Can any of the following things make you sick?
Yes o Potential Ailment

Water (specify source)

Damp air

Cold nights

Dirty hands

Flies

Mosquitos

Swirming (specify site)

Drinking from another's
glass/cup

Going barcfoot

Rats

Butterflies

Lice, mites, ticks

Meat

Other foods (specify)

Caterpillars
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