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1) Executive Summary 

In northeastern Brazil diarrhea is a major source of
 
morbidity and mortality among infants and small children. 
In rural areas, traditional healers have long been the first 
source of medical care for children suffering from diarrhea 
and other illnesses. The healers are available to the 
community 24 hours a day and work without monetary 
incentives, but rather a desire to serve their community. 
This PRICOR study is finding that these healers are the 
critical frontline caretakers that can be effectively 
mobilized, at an unbelievably low cost, to prevent diarrhea, 
treat dehydration and reverse mothers' harmful health 
practices. Moreover, this can be done in a culturally 
appropriate manner WITHOUT destroying the exisiting, 
indigenous medical system. The objective of the study,' 
conducted by faculty from the Federal University of Ceara,
 
and the University of Virginia, is to determine how best to
 
mobilize and integrate traditional healers into the official
 
health system to clinically manage diarrlieal illnesses and
 
to deliver oral rehydration therapy (ORT). Thestudy was
 
conducted in Facatuba. a rural community of about 7,000 near 
Fortaleza. the capital of Ceara. 

In the problem analysis, the researchers sought to
 
understand the social, cultural, and medical svstems in
 
which the traditional healers work. Data was collectd from
 
surveys on the knowledge, attitudes, and practices (KAP) of
 
the community regarding diarrhea and child morbidity and
 
mortality due to diarrheal diseases. Ethnographic analyses
 
were undertaken of the health care delivery system and
 
utilization patterns, and interviews were conducted to
 
reconstruct the household patterns of a diarrhea illness
 
episode.
 

These analyses revealed that 1.) diarrhea/dehydration is 
a serious problem in Pacatuba. IMR is estimated to be 
150/1000, with 507% due to diarrhea/dehydration. Villagers, 
too, implicate it as the most serious health problem which 
theatens children's lives. Of 535 childhood deaths that 
occured in Pacatuba between 1951 abd 1984, mothers believe 
56.8% were due to diarrhea/dehydration or closely related 
folk illnesses; 2.) mothers adhere to such folk medical 
explanations and definitions of diarrhea and dehydration as 
fright disease, evil eye, spirit intrusion, intestinal heat, 
teething and fallen fonternelle; 76.97% of
 
mothers--representing all socioeconomic strata--seeK FIRST
 
the traditional heale in cases of diarrhea; 4.) the popular 
healer to patient ratio is 1: 150 whereas it is an 
overwhelmir-g 1:2000 for physicians; 5.) the official medical 
system is sorely inadequate in caring for poor children with 
diarrhea. Long waits, rationed appointments, physician 
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control of free government ORT packets, costs and
 
communication barriers result in a failed system.
 

During Phase II of the study, 46 popular healers were 
mobilized to promote, use, and teach ORT to villagers and 
spread five basic health messages: 1.) give ORT for 
diarrhea; 2.) breastfeed, especially during the diarrheal 
episode; 3.) continue feeding (do not withhold food) during 
the diarrheal episode; 4.) eliminate drug therapies; and 5.) 
seek the traditional healer immediately when 
diarrhea/dehydration attacks. Researchers worked with the 
traditional healers to develop a strategy to involve them in 
the promotion and use of ORT. Group meetings were held 
during which the traditional healers had their first 
opportunity to share ideas with one another and participate 
in the formulation of a strategy for incorporating ORT into 
their healing rituals. The healers helped to develop a* 
tasty homemade ORT recipe that blends their medicinal teas 
with sugar and salt, to teach the use of simple bottle cap 
salt-measuring devices, to design and construct 5 "curing 
rooms"; simple mud and thatch room additions on healers' 
homes. Each of these is fully, yet simply equipped as a 
rehydration unit. Healers also upgraded and equipped an 
additional 1? exisiting rooms as ORT units; and helped us 
create teaching materials understandable to illiterate 
mothers and child caretakers. Most importantly, healers 
skillfully integrated ORT into their OWN -healing system, 
often in unique, exciting, and eclectic ways. 

The testing of the strategy began in October of 1984. In 
approximately one year, the traditional healers' impact on 
has been astonishing. A comparison of the responses of 204 
mothers with children <"5 years before PRICOR with 226 
responses after the project documents the following: a 
highly significant (p.O01) 69% increase in mothers who know 
about homemade ORT; dramatic 54.3% increase in mothers who 
have USED the traditional healer's homemade ORT; a highly 
significant (p<.001) 20.5% increase in mothers who believe 
they should continue breastfeeding during the diarrheal 

,episode; an 18% increase (pK.01) in those who believe 
feeding should continue, not be withheld, during a diarrheal 
episode. This PRICOR project decreased by 11.6% (p<.01) the
 
use of expensive commerically promoted, pre-diluted ORT and
 
even more significantly by 25.5% (p;.0001) the use of
 
commerically sold ORT packets; no signficant change was
 
found in the use of free government ORT (CEME) packets.
 
Importantly, a highly significant (p<.001) 20.54% drop in 
the use of phamaceuticals was recorded, although the 
percentages of mothers who still use drug therapies for 
diarrhea remains alarmingly high (87.5%). The seeking of 
physicians first in cases of diarrhea did not change
 
(p.05); onl';, 18.2% did before PRICOR and 17.7% afterwards.
 

/ 
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These impressive alterations in hard-to-change mother
 
attitudes, beliefs and practices occured because of the
 
traditional healer's activities, we believe. Yet, we
 

document clearly that the lay system of medicine was NOT
 
destroyed or altered signficantly. Our introduction of ORT
 
in a culturally-sensitive manner did not signficantly
 
(p>.05) change -villagers' folk medical beliefs about the
 
causes of diarrhea (this isn't a precondition to introducing
 
ORT) or alter signficantly (Q.05) the well established
 
tradition of seeking the traditional healer FIRST for
 
diarrhea. Nor did we recoru a significant change (p>.05) in
 
the use of widely used medicinal teas to treat diarrhea.
 

We also found healers, despite their illiteracy, can
 
prepare safe electrolyte solutions using homemade measures,
 
quickly learn ORT preparation, have no difficulty in 
teaching mothers ORT fundamentals using simple graphic' 
instructions, and have a respectable command of modern 
medicine related to children's health. Analysis of our 
attitude interviews leads us to believe that any opposition
 
to such a lay ORT program will NOT come from healers: they
 
are (understandably) cautiously cooperative with biomedicine
 
based on a highly pragmatic view of the benefits of modern
 
medicine. At the same time, they express a forthrightly
 
confident attiude in their own healing ways and, for this
 
reason, command villager's respect. They are conscientious,
 
dedicated, and willing to work, with certain conditions,
 
with the modern health sector.
 

In comparison with the 49 healers trained and mobilized, 
18 ORT units built and equipped, the 7.400 liters of ORT 
distributed in 12 months and the positive, documentable 
impact this PRICOR project has had on children's health 
(mortality impact not yet known) and the community spirit 
sparked, the cost of the program is pitifully low. The 
total program cost is $US 4,027, which includes the 
involvement of 2 physicians and 1 nurse. The average cost 
of constructing a "curing room" is only $US 26.22, fully 
equipping it for ORT, $US 43.15, and each healer's monthly 
sugar supply, an embarrassingly low, USM 0.48. So much for 
so little! 

Based on the successful experience with traditional
 
healers in Facatuba, the researchers are planning for the
 
incoporation of traditional healers into a new large-scale
 
child survival project that is being implemented in 33 
municipios (counties) in Ceara with funding from Project 
Hope. 

-4 



2) BACKROUND 

2.1) 	Description of Target Populations
 
2.11) Narrative Description
 

Health conditions are harsh for residents of
 
Pacatuba. Life expectancy at birth of the poor in
 
northeastern Brazil is estimated to be only 40 years.
 
Typically, a villaoe woman has endured 15 to 20
 
pregnancies with 10 to 12 live born children, and 2 to
 
4 deaths. Well over half of these childhood deaths are
 
due to diarrhea with or without malnutrition. This is
 
followed by pneumonia, measles, and tetanus as other 
causes of death. Guerrant, Kirchoff, Shields, et al.
 
in their 1983 article ("Perspective Study of Diarrheal" 
Illnesses in Northeastern Brazil: Patterns of Disease.
 
Nutritional Impact, Etiologies, and Risk Factors" in J. 
Infet. Dis. 148:986-997) report that the leading cause 
(50,.) of childhood death in Pacatuba was diarrhea and 
dehvdration and over 90% of childhood deaths occurred 
in children under 2 years of age. 

The leading enteric pathogens responsible for these
 
infections .d deaths according to Guerrant, et al. are
 
Enterotoxigenic Escherichi coli and rotaviruses. Poor
 
children ages 6 to 11 months suffer more than 9
 
episodes of diarrhea per child per year, rates that
 
are amongst the highest reported worldwi0e.
 

Thirty percent of Pacatuba's children are moderately
 
to severely malnourished according to Gomez I and II
 
classification. Typically children do not receive the
 
nutritional benefits of prolonged breastfeeding. 
Growi no numbers of babies are not breast-Fed at all 
(5Z.6% of wealthiest and 10% of pocrest). Those who are 
breastfed are nursed exclusively for only a short
 
period, about two weeks. 

Parasitic infections are rampant. The two most 
common pathogens are Ascaris lumbricoides and Giardia 
lamblia. Others include Entamoeba histalvtica,
 
Irich-uris trichuria, Strnovloides stereoralis, and 
hookworm. Indeed, infections with more than one 
parasite occur in approximately 29% of children under 5
 

vears of age and in 65% of children over 5.
 
While the above health profiles are derived from
 

epidemiolooic data, mothers in Pacatuba report nearly 
identical health problems. Reporting on the causes of 
535 deaths o their children less than 5 years of age 
occuring in Pacatuba between 1951 and 1984, mothers lay 
blame first on "illness of the child", a folk medical 
illness which includes at least symptoms of diarrhea 
and dehydration. They implicate next, like the 



Page 	2
 

epidemiologic findings, diarrhea and dehydration.
 
Measles and pneumonia are reported killers as well as a
 

number of additional folk illnesses whose biomedical
 

correlaries are yet unknown. Three hundred and thirty
 

Pacatuba mothers interviewed in 1984 reoeat the same
 

story (Appendix 1) The most dangerous threats to
 

children's health are diarrhea, dehydration, illness of
 

the child, measles, pneumonia, other respiratory
 
illnesses, and the same list of folk illnesses.
 

2.12) Socioeconomic Conditions
 

Pacatuba (oopulation 7000). located only 32 km from 

the burgeoning state capital of Fortaleza ( pop" 
1.800,000) is an ideal research site for a number of 
reasons. Facatuba was a homogenous, isolated community 

of subsistence farmers until the 1950's when improved 

communication and transportation brought Fortaleza's 

changing ways to its doorstep. While its residents are 

influenced bv and dependent upon the nearby capital, 

not all have equally reaped its benefits. The most 

successful are families living in the Centro (town 

center). Relatively high salaries (male wage 1980 $US 
4-$US 40 per day: female $US 8.000) of-merchants, civil 

servants, and teachers make affordable modern comforts: 

electricity, automobiles, televisions. stoves, and 

refrigerators. Because a fairly regular supply of 

running water (mean fecal coliform count = 9xlOdl) from 

an 11-meter-deep well is piped directly into their 

houses and toilets flush away fecal wastes, Centro 
families can maintain sanitary home environments. 

In view of this wealth, but just out of its reach,
 

live the migrant wage laborers of the neighborhood of
 

1atadouro. Promise of a cash income, albeit low and 
sporatic (US 0.00-$US 4.00 male; $US 0.70 female, per 
day. 	1980). draws them to distant jobs in construction, 
mining, house cleaning, and manufacturing. Matadouro,
 

once an old slaughter yard, remains a tightly-packed 
maze 	of poor adobe and plaster houses. Scavenging dogs
 

and 	 pack animals roam its dusty streets. Few highly 
desired home conveniences are affordable. Water for
 

in-home use is contaminated (mean fecal ccliform count 
4x10 to the third dl). It comes from an unprotected 

reservoir in the nearby mountains and must be piped to 
a communitv faucet located in the Centro and then
 
transported b. hand or on donkey's back to Matadouro 
where it is "rested" in clay jugs. Families defecate
 
into 	crude pits duo in their backyards.
 

Left outside Facatuba's headlong tumble into the
 

- (a 
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future, the poorest live in the isolated neighborhood 
of Sao Joao. Some have entered the migratory circuit 
(with males earning up to $US 1.20 per day and females 
up to US 0.70 per day in 1980) while most work as 
subsistence farmers or sharcroppers under large 
landholders. They struggle to grow the beans, rice, and 
manioc root that barely sustains them. Drab adobe 
houses lack the basics: electricity, dirt floor 
coverings, stoves, sinks , and even pit privies. What 
human excrement is not eaten by pigs is washed into a 
nearby stream where families collect highly 
contaminated (mean fecal coliform counts = 1.5 x10 to 
the fourth dl) drinking water, bathe. and wash clothes. 

2.13) Population Health Frofile and Problems
 

Diarrhea and dehydration is the single most important
 
health oroblem of young children in Pacatuba.
 

These epidemiologic/scientific findings do not 
baffle lay people, who also ,implicate 
diarrhea/dehdration. often as a symptom of various folk 
illnesses -- as both the most common cause of death in 
Pacatuba and a serious threat to vouno children. An 
intensive retrospective pre-intervention survey of all 
712 households in Pacatuba, yielding a total of 535 
deaths between 1951 and 1984 revealed that 304 or 
56.82% of deaths were believed to be caused by "illness 
of the child" (21%), a folk illness which includes 
diarrhea/dehydration -- 17% diarrhea and 11% 
dehydration. Other folk illnesses Nhich presented with 
diarrhea as a symptom include teething (4), fright 
disease (2.8.), and evil eye (1.t%). Describing a
 
child's death in popular terms which often escape exact
 
codifying by epidemiologists, and a direct translation
 
into a morbidity profile is common. Of the 535
 
childhood deaths in Facatwba, 29% were described in
 
-foll lay terms; a practice most common (55%) in the 
poorest, most tradition-bound neighborhood (Sao Joao),
 
and least practiced (18%) in the wealthiest, most
 
modernized neighborhood (Centro). 

Our ore-intervention community survey of 330 Facatuba 
houses revealed that diarrhea/dehydration/"illness of 
the child" and other folk illnesses that have diarrhea
 
as principal symptom are considered most dangerous 
for small children by 54.4% of village families, 
followed by measles (22.11%) and pneumonia. and other 
resoiratorv illnesses (18.87). Hence, striking 
similarities exist between epidcmological survey 
results and people's own ideas about the major health 
hazards in their lives.
 

/1~ 
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2.14) Description of Official Health Care System 

The health of Brazilians is ultimately 
 the

responsibility of 
the Federal Government. Rather than
 
one centralized governmental body, however, a number of
 
autonomous institutions, 
 Lnder the direction of two

principal ministries -- the Ministry of Social 
Security

and Assistance (MF'AS) and the Ministry of Health (MS)
 
-- carry out national health care policy/programming.

Indirectly, the Ministry of 
Education and Culture 
(MEC)

also participates 
through the education/training of

health care professionals. MF'AS controls 
two public

institutions which 
provide nationwide h:- ith care

services: the Natinnal 
Institute of Medical 
 ssistance 
and Social Security (INAMPS), and the Brazilian Legion
of Assistance (LBA). MS controls two public
institutions concerned 
 with people's health at the
 
national level: the Organization of Fublic Health

Services (SESP), and Superintendency of Public Health
 
Campaigns and Measures (SUCAM). And finally, 
MEC is
 
indirectly yet importantly involved in the national
 
health arena with 
their activities in various 
Federal
 
Universities through 
 their funded Centers of Health
 
Sci ences.
 

What kinds of services can the average Brazilian
 
theoretically expect from 
 these institutions7 The

worker elioible for a "signed Social 
 Security card"

orovided bv INAMPS (for urban workersz and FUNRURAL 
(!or rural workers), and any Brazilian over the age of65 can receive free medical care at specific INAMPS

hospitals and clinics, or private and public clinics
 
that are contracted by INAMPS nationwide, such as state
 
health posts, mobile units etc. 
The problem is however,
 
that the poorest Brazilians, 'those most 
in need of
 
health attention 
 are often unemployed, or

semi-employed, 
often in highly ezploitative jobs, that
 
do not provide social security and hence free national
 
medical coveraae. Brazilians can also theoretically

obtain basic medicines and vaccines throuoh 
 CEME's 
activities. Fublic and private 
pharmaceutical

laboratories have contracts with MPAS produce
to 
essential drugs. These are distributed for free with 
medical prescription by a physician, to INAMPS 
contracted health posts and hospitals as weil as state 
health posts. Poor pe-school children can have their

oroNth monitored by health professionals and receive
food supp]ements through foodthe suppl ementati on
proOraw (P.S.A.). LBA maintains free child daycare 
facilities in various locations. Mothers receive 
 free
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health education/support for breast feeding, community
 
horticulture and training in inccme-generating work.
 

All Brazilians, not just workers, have theoretical
 
access to free medical services provided in Health
 
Posts and hospitals that are supported by the state
 
secretary of health (SSE) of each respective state.
 
Those people suffering from threatening transmissible
 
infectious diseases -- tuberculosis, leprosy, etc. -­

are provided with care from SESP and SSE. Brazilians
 
lacking even basic sanitation and water treatment, are
 
also entitled to assistance in constructing toilets and
 
piped water systems through SESF. People suffering
 
from parasitic diseases, especially malaria.
 
schistosomiasis, and chagas -- can be protected through
 
national treatment/eradication campaigns by SUCAM.
 
Dasic food stuffs -- rice, soy. corn. milk -- are
 
provided to children under 5 and nursing mothers to
 
help fortify their bodies and provide the increased
 
food intake necessary for nursing an infant through the
 
food supplementation programs of INAN. Besides these
 
standardized national services. Brazilian families may
 
also benefit from local research and service activities
 
that stem from Federal Universities and Medical
 
Schools. In Fortaleza, Ceara, for example, the Federal
 
University of Ceara has numerous programs including a
 
primary care delivery program (PROAIS) and ambulatory
 
pediatric clinic, pharmacy projects, and home visiting
 
projects besides maintaining a universitv-directed
 
Terciarv Care and Maternity Hospital. Families living
 
nearby or in the target project areas benefit from
 
their health services, but coverage is limited and
 
University programs vary from region to region.
 

State and Regqion al Heath System: 

The State Departments of Health (SES (which is one
 
department of the state government) is indirectly 
subordinate to the federal government and is 
responsible for the health of Brazilians in their 
resoective states. SEE maintains a network of health 
posts, centers, and hospitals. Brazilian families are
 

entitled to free medical services -- particularly
 
ambulatory care, medical consultations, vaccinations,
 
infectious diseases control intervention, and health
 
education -- at the SEE facilities. Outside the state
 
capitals. however, it is the county mavorships that are
 
primarily responsible for the health of residents in
 
their diztricts. The degree to which these regional
 
services are effectively integrated with the State
 
Department of Health, or national level health
 

A /
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Institutions is variable, county to county, depending,

of course, on local material resources, finances, and
 
manpower. The "health" of 
these resources directly

determines the quality and quantity of regional healtb
 
services, and hence the health of the local population.

Health care in 
Pacatuba consists mostly of services
 
provided by the secretary of health who maintains a
 
health center that serves as 
the principal source of 
medical care. Just for localnot residents but for the 
entire county. Any Facatuba resident can consult 
general practitioners. One obstetrician-gynecologist 
and one dentist have appointments for about 20 to 30)
people, one day a week. Rural families can have basic
 
laboratory work -- bacteriological, parasitological, 
urine or hemoglobin exams performed at the Center's
 
Clinical Analysis Laboratory.
 

Because Pacatuba has been earmarked as a site for the 
UFC's academic project, some rural families receive
 
medical. nursing, and dental 
 consultations on
 
Satu-rdays. For the destitute mother and for the family

that has no one to turn to, a source of help iz thu
 
mayor 
 who gives emergency drugs and transportation to
 
health facilities in Fortaleza. 

Members of the Syndicate of Rural Workers are covered 
by FUNRURAL and receive medicalcan and dental care at
 
the FUNRURAL clinic -- which is located in the Central
 
District of Pacatuba. Those with INAMPS coverage can 
receive care at a private clinic. 

Women must go to a neiohborina community. Guaiuba, 
to gct prenatal care, administered by trained midwives 
housed in a UFC maternity center. Several indiginous
midwi ves in Pacatuba have undergone training there and 
provide "ungraded" obstetrical/gynocologic care.
 

Depending on the particular day of the week, 
children can be vaccinated with the vaccine scheduled. 
Vaccinations aaainst tuberculosis (BGG) are given once 
a month. Pacatuba's pregnant breastfeedinQ mothers 
and children under 6 years regardless of socio-economic
 
conditions can receive free milk and food 
once a month
 
from the INAN program. In the entire country. 1,600 
are enrolled in this program. Malnourished c.hildren. 
ages 6 months to 7 years, those with their nutritional 
status verified, can receive a limited ouantity of 
powdered milk through the LBA. Only 100 children are 
e!Cepted. TheoreticaDlly thoe with mild first deoree 
malnutrition are allowed to receive milk only if there
 
ar no moderate second degree or severely third degree
malnour ic.hed children in need. For 200 children ',in
th 1- entir-C county) ages 2 to 6 years, LBA and the 
mayorship provide free school lunches.
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a doctor's prescription and
On occasion and with 


consultation, a parent in Facatuba can secure a package
 

of free government produced ORT (CEME) at the State
 
about 40Health Center. At present there is a stock of 

in the
boxes of ORS. each bon containing 50 packets 


locked room in the center, some of them decomposing.
 
can be taken by their
Severely dehydrated children 


Fortaleza to get
parents to the distant capital of 

have any oral or intravenoushelp; the county does not 

rehydration therapy program.
 
Despite the considerable efforts of PROIS these
 

people's health
various institutions to better rural 
ways. A Brailian
 are deficient in a number of 


cartoon accurately if symbolically, portrayed
oolitical 

the national health care system as a giant cow,
 

The
insatiably eating money, and giving little milk. 


system is topheavy and uncoordinated. Health care
 

services in Facatuba are represented by a wide array of
 

national , state, and university services. often
 

competing, overlapping, and contradictory. , The few
 
to
doctors assigned to the PIASS state posts often fail 


are rare, and when present they
show. private doctors 

care for private patients, not poor ones. DPT and
 

lacking (polio vaccine,
measles immunizations often are 

efficiebtly through 
 a
in contrast, is delivered 


national campaign) and follow-up well baby care is
 
oiven
weak. Breastfeeding promotion. while recently 

increased importance through the UNICEF-sponsored 

National Breastfeeding Promotion Campaign. is scanty in 

this area which, ironically, has a very low rate of 

breastfeeding. 
Other problems include the following: 

--- Doctors employed and paid by the state to attend
 

the poor are not actually doing so. Of 4 physicians
 

reoistered. only 1 actually delivers services. 

health
Ineffective management of other state 

(19). Healthemployees despite their large numbers 

staff are not trained in primary health care, often do 

work. and are likelv to be political appointeesnot 

rather than interested in health care.
 

Few-- CosUtatihVre " -r avai b e for poor 

{ami iies who h.ve, no insurance. Of 7,C otal consultS 

avai l abl e each wee[:, only 10 are earmarked for ooor 

patients, these are paid for by Facatuba's mayor. 

are restricted to 3 days
--- Free services for the poor 
: to 6 hoursa w-:k and patients must wait in line for 
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to reserve a place or they are attended by University
 

medical/nursing/pharmacy students in training once a
 
month.
 

--- For a total population of 70-)- only 1 physician is 
full time in Pacatuba; he attends 4 mornings per week
 
for patients with FUNRURAL and INAMPS. Two additional
 

physicians visit Pacatuba and attend only private
 
patients on mornings each week.
 

--- Free food supplements have little impact because 

there are a limited number of openings, no official 

screening criteria -Arccording to nutritional or 
socioeconomic status, and insufficient food.-. IF6 
addition, each child must be registered and vaccinated 

in order to receive food. Poor children are often sick 
and can not be vaccinated or their mothers can not pay 

for birth registration. 

-- No emeroency services or clinics are avlilable in 

afternoons or evenings. 

-- No pre-natal, birthing, or well-child health care 
is available in Pacatuba. 

-- Vaccination is limited because each type has an 

appointed day, no education is given on the value of 
vaccines. Negative sanctions are used instead 
(suspensi on of food supplement). Suppl ies are 

i rrCCIular, poorly stored, and subject to spoilage. 

-- Distribution of medicines is faulty. No screening 

criteria exist. When medicines arrive, people go, but 
they need a doctor's consult for medicines, even ORS. 
The types of medicines available is restricted and poor 

mothers must ask the mayor's wife for financial help to 
buy medicines not available, a very personal and faulty 

orocedure. 

Transport and emergency services are not included 
in national services, but depend on the Mayor, the 
availability of care and of drivers, etc. No screening
 

of patients by health professionals is performed before 
tr 7nsfer: the motorist decides when and where patients 
aIe transferred. 

2.15) Dpecription of Fonular Health Care System 

A. In Facatuba, at least three types of indiginous 
healers treated children with enteric infections: the 
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rezadeira or rezador (prayers); the raizeiro
 

and the Mae de Santo (voodoo healer).
(herbalist); 

differ
These "doctors of the poor". however, 


significantly in their training, powers, and healinq
 

ways. Rezadeiras(-dors) the most common type of lay
 

healer in Pacatuba, are deeply religious women and men
 

who are endowed with the power to heal from God, a
 

special healing force that they inherit either directly
 

from the deity or from an elderly healer shortly before
 

rezadeiras are illiterate,
his/her death. Because most 

they must learn healing skills not from books but from 

their mothers, fathers, or elderly neighbors; they 

imitate a practicing healer with whom they associate,
 

watching, reciting prayers, and learning to prepare
 

under the expert eye of their mdntor.
home remedies 

on God-given
Unlike rezadeiras, who rely primarily 


the raizeiros de-emphasize the
healing powers, 
role in illness. As herbalists, they curesupernatural 


with chemical substances extracted from medicinal
 

plants and. more recently, with modern pharmaceuticals.
 

distinouished from 


The Mae de Santo, head of the religious sect Umbanda -­

a voodoo-like religious svncretization of ancient 

African. Brazilian, and Catholic belief is 

the other traditional healers in 

Sever.rl important ways. As a spirit medium, she has 

contact while in trance with supernatural beingsoirect 
from whom she receives the power to heal. This voodoo 

healer, unlike the prayers or herbalists, also has the 

to cause harm in the form of sickness and even
power 

death. Because of her tremendous supernatural power,
 

flirtation with the underworld, and demands for food
 

and money offerings, she i.= feared, respected, and kept
 

at a social distance, and is often unacceptable to more
 

pious clients. 
These healers' skills are in particular demand by 

vi llaqe parents, since according to popular thought, 

di arr-hea and dehydration are symptoms of a number of 
eye (quebranto,folk-defined illnesses including evil 

(susto), spirit intrusionMal olhado). fright disease 

(sombra. encosto) . intestinal heat (ouintura do 

intestino), and fallen fontanelle (caida da moleira). 

a beautiful child by neighbors,An envious glance at 
friends, or strangers; a sudden, Unexpected fright 

from. sap, a passing train or barking doQ: intrusion of 

a dead person's spirit into a child's body, heat that 

,ccumul ates insi de the i ntesti ne and upsets the 

hot-cold humoral equilibrium can all resilt in diarrhea 

iust as a fall or blow on the head is believed to cause 

the child's fontanelle to sink into its skull, a signal 

o+ arave illne=-s and almost certain death. 

http:Sever.rl
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B. In Pacatuba, traditional healers can maintain 
(theoretically) more intimate contact with their 
patients who are far fewer than for local doctors. The 
ratio of popular healers to patients is 1:150, whereas 
the ratio of physicians to patients is 1:2000. 

C. Traditional healers are located where illness 
exists. Whereas 100% of biomedical services (4 health 
posts) are located in the town center where in+ants 
ages 7 to 12 months have less than 2 episodes of 

,
diarrhea per person per year 71% of traditional
 
healers. 15 rezadeiras and 7 Maes de Santo, live and
 
practice in the poor rural periphery where diarrhea
 
attack rates for infants ages 7 to 12 months is much
hioher (>9 episodes per clhild per year, only 297. of lay 

healers, 4 rezadeiras, two folk pharmacists, one 
orador, one herbalist, and one "lay doctor" are 
concentrated in the wealthier and healthier Center Town 
District. 

D.Traditional healers are the +ront-line providers of 
care for infants with diarrhea. 76.9% of mothers, 
representing all socioeconomic strata sought the help 
of popular healers for their child s diarrhea. 
generally thought to be a symptom of various 
folk-defined illnesses. Only 17.6% sought physiciar 
in the first place. 



3. STUDY PURPOSE
 

3.1) Description of Operational Problem
 

3.11) Objectives 

From the previous analysis and data is clear that the
 
mobilization of traditional healers and their existing
 
systems of medicine for the delivery of ORT holds the
 
key to actually reaching poor rural families and
 
extending FHC to the most grassroots level. Hence, the
 
operational objectives of this PRICOR project are to:
 
1) determine how best to mobilize and integrate
 
traditional healers into the official health system tQ
 
clinicaliy manage oiarrbeal illnesses and to deliver
 
ORT: 2) identify the optimal health delivery structure
 
that integrates popular and professional spheres of
 
care for the ready distribution of ORT, especially 
aimed to develop a model system of ORT deliverv that
 
mobilized traditional healers. 3) integrate ORT into
 
the popular healing system, introduce homemade ORS, and
 
4) r-einforce behavioral modification of infant
 

care/feeding to include continued feeding during
 
diarrheal episodes, continued breastfeeding during
 
diarrheal episodes, elimination of drugs for 
unindicated diarrheas, and quick seeking of healers at 
the onset of diarrhea. 

3. 12) Backround 

rhe roots of this project date back to 1978, when the 
Division oF Geographic Medicine at the University of 
Virginia joined with MEAC/UFC under the leadership of 
Dr. Richard Guerrant to investigate gastrointestinal 
illnesses. Support was provided by the WK Kellog 
Foundation. FRICOR investigators Dr. Auniliadora de 
Souza, Dr Marilyrn Nations, and Dr Luciano Lima Corria 
were all part of this initial team. Dr Galba Araujo, 
world renouned for his work on traditional birth 
attendants, and MEAC chief, helped initiate ard 
supervise the iritial Kellogg Froject. He was actively 
involved in the FRICOR project until his death in April 
of 1985. 

7.. 1 ) History 

Building on Dr Nations' doctoral research on the 
cultural co:ntent of childhood diarrhea in NE Brazil 
undertal en between 1974 and 1980, as part of the 
orioinal Kello=0 Gastroenteritis Project our team 
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became convinced of two things. First, we must free
 
ourselves of the classic hospital/doctor-based model of
 
delivery and seek alternative delivery strategies that
 
are more cost effective and stand a greater chance of
 
actually reaching the poor. Second, the optimal method
 
to ieliver.ORT to children in Northeastern Brazil must
 
involve existing traditional healers. We based oiir
 
conclusion on the fact that village mothers consult
 
healers about their children's illnesses prior to
 
physicians, only 1.2 days after onset. Families rarely
 
sought aid from urban rehydration centers or hospitals,
 
and, when they did, it was relatively late in the
 
illness at 9.6 and 12.56 days respectively. Healers
 
are the frontline health providers in urban
 
neighborhoods as well, of 62 poor children admitted to­
an urban rehydration center in the state capital,
 
Fortaleza, 91.9". had already been treated by a healer
 
prior to their admission for intravenous rehydration.
 
We also observed that healers are knowledgeable about
 
local antidiarrheal plant remedies, are Ekilled at
 
preparing accurate ORS, are pragmatic, seeing value in
 
Western-style medicine and referring patients to
 
doctors, and share with patients a common understanding 
of disease; villagers believe diarrhea results from
 
evil eve, fright, and spirit intrusion -as well as other 
folk causes. Our belief that traditional healers hold
 
the key to deliverino PHC has been reinforced by Dr J 
Galba Araujo, our Brazilian collaborator who has a long 
history, and indeed, is a world leader in demonstrating

how obstetrical care can be extended to poor rural 
women by enlisting the assistance of indiQinous 
midwi yes. 



4. METHODS EMPLOYED
 

4.1) Problem Analysis_
 

4.11) Rationale For Traditional Healer/ORT Approach
 

Today the simple logic of using ORT and
 
traditional 
 healers to reduce the staggering mortality

rates in northeastern Brazil 
is self evident. This was
 
NOT 
 the case several years ago. University physicians 
at UFC laughed out loud in 1980 when Dr. Nations
 
presented a lecture on lay healing. What in the 
 world
 
did wrinkled-up old women, 
toothless, illiterate, poor,

waving leaves, singing chants, going into trance states
 
have to 
do with diarrhea and dehydration? And whAt did 
salt and sugar in a Coca-Cola cap have to do with
death? The notion was ridiculous, unless you knew the 
facts.
 

Villagers defined diarrhea and dehydration in folk
 
medical terms--evil 
 eye, fright disease, spirit

intrusion: mothers first to
go them, they already

recognize and treat 
these illnesses. Healers have the
 
trust of the community whereas 
they fear distant
 
hospitals where children "go to die". Mothers are

already skillfully practiced in self-care, are able,

willino and to
anxious do something to save their
 
children's lives if 
given the necessary technology and
 
support. And healers are open 
 to modern medical
 
interventions 
 that work. 
 They see no conflict in

diagnosing while in trance 
state and then walking to
 
the pharmacy 
 to purchase a drug afterwards. But

despite the enormity of this well-intentioned healing

network that at
exists the frontlines, the poorest

village household level, it was hidden. It was out 
 of
 
view of health authorities, but not of 
village mothers.
 
What was out of 
their reach was the official health
 
care services because of economic, social, cultural,

and geographic barriers. 
The answer to the problem of
 
the enc.mously high infant death rate, 
as laid out in
 
the conclusion of Dr. Nations' 
 doctoral thesis,

"Illness of the Child: The Cultural Context of 
Childhood Diarrhea in Northeastern Brazil", was to go
directly to the source of the cure: laythe healer
 
using simple technology for diarrheal disease control 
i.'C. , ORT. 

4.2', Solution Development
 
4.21) ]Identifinq Constraints 

We faced difficult realities: staggering infant
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mortality in a country that has the 
 eighth leading
 
economy 
 in the world. Brazil has pitiful health care
 
services at the village level, 
and yet in the urban
 
medical centers C-section rates are amongst the highest

in the world. 
Poverty painful to see exists in the
 
rural countryside and a skyrocketing annual inflation 
rate reaches well over 150%. Rampant illiteracy exists
 
among poor women in the northeast and yet the tne
 
national agencies produce
of Brasilia sophistic-,ted

health education materials. Dire health problems are
 
visible everywhere you turn: local village health posts 
are overcrowded, physiciar.ns faulting, supplies absent. 
Our realities, our constraints were worrisome, 
difficult. arid at times appeared overwhelming.
 

Our ORT program had to challenge these problems

head-on. We needed an approach that would 
fit with the
 
severe economic difficulties and realities of 
high risk
 
families. 
 We needed a system that was: 1.) low cost;

2.) easily accessible by poor mothers; 3.) covered well
 
poor areas; 4.) safe: 5.) utilized appropriate

technology; 6.) understandable to illiterate people;

7.) ma:ximized community/ participation; 8.) involved no 
costl mass media ads or health campaigns; 9.)
encouraoed exchange between physicians and lay healers­
and finally. 10.) was replicable in other Brazilian 
communi ti es. 

4.22) Analytic Techniques 

To analyze IF, HOW. and with WHAT CONSEQUENCES 
traditional healers might be mobilized to deliver ORT 
at the home level we needed the following information. 
Methods used to gather this data are briefly mentioned 
below and fully detailed in section 5 immediately
preceedina each result subsection. 

1.) Knowledge, beliefs and practices of village 
mothers--by socioeconomic status--related to child
 
health. diarrhea/dehvdration, ORT and traditional
 
medicine.
 

A community wide survey was conducted with 
which to exact this information. One half of the 
population was children less fivewith than years
of age was surveyed before the project; the second 
half surveyed afterwards. Their reponses were 
statisticallv compared to deduct FRICOR project
impact on knowledge, beliefs and practices of
 
village mothers about ORT and child health. 

http:physiciar.ns
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2.) Identification of the traditional healers,
 
their types, subspecialities, numbers, locations,
 
and patient coverage.
 

Healers of each household were identified 
during the communitv-wide survey and mapped. 
Healers known to researchers were asked to 
identify other healers. Basic demographic data, 
as well as in-depth interviews were conducted with 
all healers. Numbers identified increased 
steadily throughout the project, reaching 45 near 
the end. 

3.) Traditional healer's knowledge about modern
 
medicine, specifically childhood health.
 

A "health test" was administered to healers
 
(an identical one for biomedical personnel was 
prepared but time constraints orohibited its 
administration) and scored. 

4.) Traditional healers' attitudes about
 
cooperating with biomedicine to introduce ORT into
 
their community.
 

In-depth interviews were conducted with 19
 
healers which probed their attitudes about working
 
with the modern medicial system.
 

5.) Traditional healers' ability to give ORT on
 
a routine and supervised fashion.
 

Throughout the project, community health
 
researchers and PRICOR staff supervised
 
traditional healers in their activities. In
 
addition to frequent meetings, healers were
 
visited monthly in their homes, were interviewed,
 
observed and data collected on their activities.
 

6.) Acceptable homemade ORT solutiorn made with
 
local utensils and ingredients.
 

Healers worked with PRICOR staff to identify 
locally available and readily recognizable 
measures and inoredients to mix homemade ORT. 
"hi tchen sessions" were held to mix, up various 
ORS's with healers and children sampled their 
flavors until agreed-upon measures and mintures 
were accepted by all. Measures were confirmed by 
laboratorv testing. 
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7.) Safety of traditional healers mixing up
 
ORT; 
 the accuracy of their electrolytic
 
concentrations.
 

Unannounced spot checks were made in 
healers'
 
homes 
 and samples of ORT they had prepared
 
collected and tested 
in the UFC's laboratory to
 
verify the electrolytic concentrations.
 

8.) Feasibility of integrating essential 
 ORT
 
educational materials and delivery into the
 
exisiting coanitive 
 and religious background of
 
village healers.
 

9.) Cost of sustaining such a program 

All costs were noted. categorized, and 
tallied. Research costs were subtracted from 
actual Froject costs. 

10) Impact of traditional healers on reducing
 
childhood mortality
 

4.7' Solution Validation
 

Our solution to combat deadly diarrhea/dehydration in
 
Facatuba. Brazil is to: 

J) Mobilize all traditional healers who customaril1 
treat sick children to deliver ORT without undermin, nq 
thle indicginous healing system. 

2) To implant 5 basic health messages within the 
-xistino folk healing infrastructure. They are 

a) to qive ORT for diarrhea/dehydration 
b) to continue feeding during diarrheal episode 
c) to encourage continued breastfeedinq during the 
diarrheal episode 
d) to eliminate pharmaceutical treatments (except 
when indicated by laboratory findings) 
e) to seek TH quickly at the onset o­
di arrhea/dehvdrati on 
wImplement the simiest, most readily accessible and 

acceptAbl e ORT solution and methods of preparati on. 
US] iCI tochnclogy available. 

- CCoistruct "curi no rooms" onto homesTHs from 
locI]Iy- vailable materials or upgrade e;xisting T H'. 
room- to serve as front-line rehydrati on teachino, 
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supply. and treatment centers.
 

5) To develop teaching/training materials that are
 
culturally and cognitively appropriate for illiterate
 
TH's.
 

6) To maximize the entire community's participation in
 
the "diarrhea problem".
 

7) To build a solution that is, above all, low cost,
 
sustainable by Facatuba, and replicable in other poor
 
Brazilian communities.
 

Process The process used to arrive at our solution was.
 
creative, eclectic, and by necessity, modified from our
 
initial proposal. Initially we proposed to gather all those
 
involved in health -- administrators, doctors. TH's etc.
 
and, usino a formal group decision. process rank alternative
 
solutions. given our constraints, and proceed to field
 
testing. We didn't plan that healers would be intimidated
 
bn this proce.s: that they don't read, are overpowered bv
 
health officials who hold social/economic statis drastiLall'v
 
different from tneirs, that classroom settings are
 
unfamiliar, that papers and lists have little connecti on t ­
their real iife problems. We had to rethink our approacht 
we had to chnqe it. 

We reached our solutions throu.gh group concensus but donL 
in a radical], different way. Meetings of FRICOR staf+ and 
THs. moth.r and sometimes children were moved to thE 
coilmlInLit. cLive dialoou- between all participant:: 

,
replaced a furma meeting. Status differences were lesseried 
by FRICOR Ltaf listening, speaking in lay language, 
participatinQ in healing ceremonies, solicitino herbal 
c:ures. and showing utmost respect +or healer's traditional 
wisdom. V,'rbal solicitation of each healer s opinion and 
nose count- r op aced De] bec or other formal oroup di scussi on 
praoese. ihe sharp division between solution development 
and testino wns blurred: we created, we tested in the 
laborator4, in the field, we met and discLssed more. we 
chanioed, W, recreated. We remai ned f 1e: ib le, 1 tt ing new 
iniormation +1ow back into our new develoomentsisolutions. 

Durin the solution develooment phase we held 1 meetings 
toothe, with healers. Each carried a basic theme: whot 
.a-e tli ch Id health prob Iems in Facatub . wha, can be done 
obout th,., how can we t-ckle them7 Helers identified 
wida anc, of fol illnesses -- evil eye, frignt di eane. 
illness a- the child, teething, which threaten infants' 

',,O;: th, came through discussion to also e pres- that 
their folk illnesses also include diarrhea -- and that 

http:throu.gh
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diarrhea kills. "Dry meat" (came seca) and "angel eyes" -­
both symptoms of severe dehydration are devastating; healers 
learned to associate these with dehydration and thus the 
need for ORT. From here the meetings became even more 
creative and experimental. We used a participatory model as 
fully as possible: a wide range of props were used to 
stiMUlated discussions, to generate ideas, to help 
consolidate the grouP's position on a number of topics. For 
example, how would we treat "dry meat" and diarrhea? 
Healers were asked to bring their favorite treatment to the 
next meeting. A large table was set up and remedies 
displayed: a coconut, rice water, & wide array of medicinal 
teas, packaged ORT, etc. PRICOR added more: drugs, 
expensive diluted ORT, until the table overflowed with 
remedies. In turn, the merits of each was discussed.. The­
consensus: herbal remedies work. but a child with "dry 
meat" and "angel eyes" needs ORT too' The commercially
 
prepared (and only available by prescription) ORT is 
ex.pensive. Children need the "thinos" in ORT, but they can 
oct these "things" in ORT made at home for free like herbal 
teas, Hence. the birth of our homemade ORT. H "kitchen
 
ses-i on' where each healer prepared hi s/her favorite 
medicinal tea for diarrhea, then ORT solutions resulted in a 
taste test with village children; they clearly preferred the 
celicious tastino, heavi , sweetened tems.. But healers 
clearl'- recoonized they need the ORT too, even if it -- like 
,,an'. medi cinsi -- doesn't taste oood. Result: healers 
,t.,ci d;:c to 1i , homemade ORT with teas. Not only is the 
water boiled and biomedical treatment added, the mi;,ture has 
th, .Ldd t i-,a i power of tr ad it i onalI herbal treatment A 

lI taste esL-t of the "new" CIRT met their approval. 
Where would children, especiall those severely 

oehvdrated be treated? Where would they be watched after 
,.'hen mothers are workin' Where could supplies be stored? 

This di ,cus-i on gave birth to the "curi ng room.l" Through 
di.-cLI'slOnS:, the construction of mo,:l models from styrofoam, 
n osE c-1u nt,:: and data on the cost and availability of 
buildinQ supplies, the "curing room" slowly came into being: 
it I.Would be located where the healers live, be made of the 
same material as their houses (mud and thatch) , be 
constructeO b' their neighbors, be both an altar and 
r,El ioious center and a place to mix Lip ORT, to teach 
mothers, and an infirmary durinq the diarrhea season when 
motners tra\el on toot long distances for help. It would be 

,. iOle. bit di] nified, sanctified roc-.T, adoit:,o_., 1:o the 
hoL t or c Ian i n aridh ei r- rr L-. an e: i at1 ina room ,:.L p ed 

o-at-, w,_:t 17 :.t tues and p1cture= o. her fa.' ori seaint. 
Huv. -jould o,.? measutre the sal ts To the nmeetinos where we 

I .:.cL,-,-,d t hi:. the heal ers brouoht the 11tchen Ltensi is, 
hc i t I F-. and containers they keep on hand. The,, discussed 
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the advantages and disadvantages of each. Results: the
 
bottle cap won. It is easy to find and comes in only one
 
size. Seven cups of sugar instead of 8 ws elected by
 
healers because of the magical value 7 has in popular
 
culture -- either measure, FRICOR found, after careful'
 
laboratory testing, gave safe electrolyte values. How would
 
mothers be taught? These discussions gave rise to our
 
graphic recipe and charts for illiterate people. When
 
presented with standard health education materials about
 
diarrhea/dehydration healers discovered nobody could
 
understand them! If they, as experienced healers couldn't,
 
how was a young mother going to2
 

Healers dedicated themselves to rewriting our materials so 
that they could understand them. Passing each graph around 
healers "read" outloud what they "saw". We all laughed 
because it was obvious how different the same piece of paper 
looked to each. Some healers redrew the oesigns, a local 
artist helped, and our educational materials were developed. 
Developing our solution was painstakinojy slow. It required 
FRICOR staff to listen more than talk; to observemore than 
leach, to respect more than criticize. It was a dialectical
 
process between people, between laboratory results, between
 
experience, between data and new findings. Importantly, it
 
was the healers' and village women's (and even children's)
 
simple solution. For this reason, it will stay.
 

4.4) Timetablre
 

Time scheduled for the extensiveness ot this project was
 
not adeouate. We maintained n +urious pace for the entire
 
tLwo vears. and still have data to complete analyzing.
 
Ouestionaires (for e:nample illness episodes) were often open
 
ended and required transcriptions and then typping, and
 
enormous effort. The richness of our understanding of
 
Lraditional medicine and ORT is worth the effort, however.
 
To summanri :e: 

"Froiect initiation: March 184 

MGrc!-AprwLI 1984 Setting up infrastructure of project,
 
hiring. traininq, selection of community, mapping,
 
problem review, indentification of constraints.
 

iL- nL 184 Contacts with community,
... identification
 
of THs. hiring and training of villa-ae health
 
workers,, esearchers, questionaire aevelounent.
 

_ 
solution de',elopment wel 1 underIwav. Laborator\ 
analvyis o- ORT completed. Fre PRICOR questionnaires 

__L.-_yuFirs t 6 meetingqs with THs held arnd 
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(illness episodes, community survey) launched.
 

Sept-Nov 1984 11 meetings with TH's now held.
 
Solution development crvstalized with completion of
 
first curing room. Mortality review begun.
 

Nov-Jan 1985 Implementation of solution; 4 "curing
 
rooms" completed; pre-PRICOR questionaires kepisodes,
 
mortality, socioeconomic) winding down, In-depth high
 
risk and attitude questionaires with THs begun.
 

Jan-Feb 1985 Implementation of solution completed: 4
 
healing rooms finished. 12 TH houses upgraded and 26
 
healers in all trained in ORT. Villaqe health w.orkers
 
trained. Concentration on training THs to administer-

ORT correctly,
 

March-April 1985 Analysis of data from Fre-PRICOR 
phase underwav (mortality, socioeconomic Survey), 
illness episodes. Documentary film completeo for NOVA, 
PRICOR staff site visits. 

Mav-June 1985 Fre-PRICOR data analysis. Transcription 
of tapes, implementation of new TH supervision form, 
in-depth interviews with THs on high- risk children 
continue. Contact with additional types of TH -­
spiritists, Umbandistas, Protestant prayers made, and 
healers mobilized. 

Jul.v-Auu4t 19;-)5 Revision of cLrinq rooms, continued 
trainin0 of- new THs, continued data analyses. 

Sept-Oct 1985 Integration of FRICOR into UFC's PROAIS 
project, development and refinement of post-PRICOR 
questionnaires. Initiation of Post-PRICOR 
questionnaireS. Presentation of preliminary (pre 
FRICUR) findinas in National Pediatric Conference. 

Nov-D'.C: 1985 Finishing post-FRICOR surveys 
international presentations in Rome and Washington.
 
Initiation of Fost-PRICOR illness episodes.
 

Ja:in-Feb ]FR Data analysis 

T V- Nwhich remain publication of findinos and formal
 
presentation to appropriate Brazilian authorities.
 



RESULTS
 

About.
 
5.1) Mothers' Attitudes, Beliefs. and Practices 


Pre and Post PRICOR
Diarrhea/Dehydration and ORT: 


Pre/post program knowledge and practices were 
50% of householdsdetermined by 	the following methods: 


a
 
with children under 5 years old were surveyed during 


3 month period from mid August 1984 until mid-Novemeber
 

The entire city and surrounding rural area of
 
1984. 


All houses with children less
 
Facatuba was mapped. 


local research assistants
than 5 were identified. Four 

knowledge of the community, and
 with ample first-hand 


people were trained and administered an interview

its 


well as
 
which asked 	 basic sociodemographic data as 


mother's health attitudes, knowledge and
 
soliticiting 


or
 
practice. Interviews were conducted with mothers 


primary child caretakers in their homes. Sample size
 

204. The 'identical

of the pre-intervention survey was 


was followed at the conclusion of the project
process 

during 2 months (December 85 and January 1786). The
 

village health assistants performed the
 
same four 

survey. The sample size was 226.
 

sorted by
Questionnaires of households were then 

a combination 	of the 4
level. We used
socioeconomic 

following criteria: 

month of the
1.) Income per capita per 


househood
 

This is the figure calculated as the total income 

of the family for one month divided by the number 

in the household.of persons living 

2.) Type of house construction.
 
(dirt cement)Iwo factors, the type of floor or 

and type of walls (straw with mud or brick) were 

considered. 

..) Type of sanitary facilities
 
don't have, running water and


These included 

septic tank, and toilet with flush. 

4.) Type of water source 

pond. well. and piped-in.Including river, 

Appendix 2 shows the cut-offs for each level. A 
it at least ' 

household was assioned to a level if met 
case of a 2/2 split, the

of the 4 criteria; in the 
two. The

holiet? was assigned to the !l wer level of the 

!I~ 
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pre-PRICOR survey households were classified as
 
follows: Level 1 (poorest) 66 families; Level 2, 70;
 
Level 3, 31; and Level 4 (least poor); 37. Post-PRICOR
 
survey houses show nearly an identical proportion of
 
each socioeconomic level. 71 are Level 1 (poorest): 64 
Level 2; 51 Level 3; 40 Level 4 (least poor). 

Data from pre- and post- questionnaires were 
compared usino chi square analysis. The results are 
presented in Appendices 3 through 24 and summarized 
below. 

The PRICOR Traditional Healer Project modified a
 
laroe number of diarrhea-related beliefs and practices
 
which we maintain are health improvements. However we.
 
did not sionificantly alter the core of existing
 
traditional medical beliefs and practices which did not
 
conflict with desired ORT medical management, or indeed
 
reinforced it.
 

PRICOR'S POSITIVE IMPACT ON DIARRHEA-RELATEI) BELIEFS
 
AND PRACTICES:
 

IMPACT ON MOTHERS' ORT ATTITUDES, KNOWLEDGE AND
 
BEHAVIOR:
 

--Did not substanially increase (p.>. 05) the
 
numbers of mothers who were aware of the existence
 
of ORT. The numbers who had already heard about
 
ORi was amazingly high (96.1%) before PRICOR and 
increa ed only 2.6% to 58.7% after. Fost-RICOR 
1 . % of poorest mothers know about ORT, a 4.6% 
i ncrease. 

-- Increased significantly (p<.I.0001) by 69% the 
numbers of mothers who know about AN' type of 
homemade ORT; only 3% knew before FRICOR 72% did
 
after.
 

-- Increased dramatically the numbers of mothers 
who knrow about the traditional healer's (PRICOR's) 
homemade ORT from 0% to 72%. This increased in 
awareness occured without any formal advertisino 
or mas media campaigns. 

-- Incre&-,ud significantlv (p<.001) by t8.6% the 
numbers of mothers who know about free government 
ORT oLocl8ones (CEME) : the greatest increase in 
awarenc',,s (28%) was by poorest mothers: only 59% 
Inew before FRICOR while 87% did after. 

-- Incre ,snd significantly (p<.05) by 6.8% the 
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numbers of mothers who have used, at 
least once,
 
ORT.
 

-- Increased significantly (p<.001) by 29.4% 
 the
 
numbers of mothers who ALWAYS use ORT when 
 their
 
child has diarrhea/dehydration. 
 Only $4.2% did so
 
before FRICOR whereas 68.6% report doing so
 
afterwards.
 

-- Increased signficantly (p<.01) by 8.8% the
 
numbers of mothers who theoretically believe, 
 at
 
least, ORT MUST be given if 
a child has diarrhea;
 
the high numbers (84.2%) prior to 
 FRICOR was
 
pushed even higher (93%).
 

-- Increased dramatically by 54.3% the numbers of 
mothers 
 who have USED the TH's homemade ORT; the
 
greatest increase 
(60%) was in the poorest homes,
 
while even the wealthier mothers increasud by 
40%.
 

-- Increased bv 28.2% the numbers of mothers who 
know how to prepare correctly homemade ORT. The
 
greatest increase 
 (30%) was reported in the 
poorest neighborhoods. 95.8% of those who did,
learned from a FRICOR traditional healer; onl',.

2.8,. learned from doctors and 1.5% 
from villaoe
 
health workers. Still, 65-70% of mothers do not 
know how to MIX-UF the homemade solution 
thema i s. 

-- Increased significantly (pi.05) by 11.6% the 
numuers of mothers who know how to prepare free
 
government packet ORS 
 (CEME) from 55% to 67%.
 

--D1 d not change (p :.05) the numbers of mothers 
who have sugar in their homes, sugar is readily
available in 88-39% of Facatuba housholds. 

IMPACT ON TRADITIONAL HEALERS' 
 ATTITUDES,
 
KNOWLEDGE, AND BEHAVIOR:
 

-- Increased the numbers of traditional heylers 
givino ORT from 0 to 46 

-- Increased the number of healers who know enact
 
measures of homemade ORT from 0 to 
46.
 

IMPACT ON FEEDING/NUTRITIONAL BEHAVIOR:
 

'j\
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-- Increased significantly (p<.0 0 1) by 20.5% the
 
numbers of mothers who believe they should
 
continue breastfeeding when a child has diarrhea.
 
The percentages of women who believed
 
breastfeeding should continue during a diarrheal
 
episode was already high (71.2%) before PRICOR,
 
increased even further to 92% afterwards. The
 
greatest increase (36%) occurred wealthiest women.
 

-- Increased signficantly (p<.001) the numbers o±
 
mothers by 18% who continue to feed milk to their
 
children during the diarrheal episode. Only 30%
 
did before PRICOR 47% did after.
 

-- Decreased signficantly (p<.Ol) the numbers of
 
mothers who withold milk for dangerously long
 
periods of time (5+ days) by 9.8%. 

-- Increased significantly (p<.0 0 1) by ,25.4% the 
numbers of mothers who believe it possible to 
manage their child's diarrhea/dehydration using
 
only ORT and dietary interventions (e.g.
 
breastfeeding).
 

IMPACT ON MEDICATION BEHAVIOR:
 

-- Decreased significantly (p..01) by 11.6% the
 
numbers of mothers who mostly use ex pensive
 
commerically promoted, pre-diluted OR7.
 

--Did not significantly change (p>.05) the numbers
 
of mothers who use free government ORT packets
 
(CEME).
 

-- Decreased signficantl' (p<.001) by 25.5% the 
numbers of mothers who mostiv use commercial lv 
pr omoted ORT packets. The greatest drop (44.8%) 
(CCCLlred in the poorest neighborhoods, the same 
locale where TH's homemade solutions enjoyed the 
greatest (41.9%) increase in popularity. 

-- Decreased significantl y (p<.001) by 20.54% thE 
numb-,r _ of mothers who think they must cii v2 
pharmaceuti cal s to their chi 1d w th 
diarrhea/dehydration from ?3% to 7.,. While these 
numbers arc still unacceptabiy hioh, PRICOR did 
make sionificant inroads in reducino 
indiscriminate drug use. The greatest decrease 
Q:.) was recorded in the poorest households. 
th-1o I least able to afford expensivye and 
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unindicated drugis. Before PRICOR, 92.3% of 
poorest mothers believed in giving drugs for 
diarrhea. 63.3% did after PRICOR. The smallest 
reduction was recorded amongst the wealthiest, 
100% believed in giving drugs before and this 
declined only 12.5% to a still _;Jarmingly high 
87.5% post-program. 

PRICOR'S NON-ALTERATION OF CORE TRADITIONAL MEDICAL WISDOM 
--Did not change signficantly (p:.(-)5) villagers' 
folk medical beliefs about the causes of diarrhea­
fright disease (susto), evil eye, as well as poor 
food preparation or quality, worms and. poor. 
hygienic pracitices continue as explanations. 

--Did not change siqnificantly (p>.O5 ) the number 
of mothers who they should take a child with 
diarrhea to the traditional healer for cure. The 
already high numbers (79.4%') before PRILOR climbed 
slightly' higher to 83.37% after. 

-- Did not chanqe significantly (p::.05) the numbers 
of mothers who FIRST take their children with 
diarrhea to pray with traditional healers; the 
numbers were already high before the program 
(79. 4%) and increased slightly to 83.2; 
afterwards; a e..8%increase over all. 

-- Did not change signficantly (p::. 05) the numbers 
of mother who feed medicinal teas to children with 
diarrhea; the practice was common (76%) before 
PRICOR and increased 6.5% to 8.% after PRICOR. 

PRICOR'S NON-ALTERATION OF USE OF BIOMEDICINE
 

-- Did not significantly alter (p.05) 
villaners' util::ation of doctors as the FIRST 
source of care their children with 
diarrhea/dehydration. Percentages of mothers 
consulting doctors first was low (18.2%) before 
PRICOR and remained constantly low (17.7%)
 
af terwards. 

-- Did riot chanae siqnificantly (p>.05) the numbers 
of mothers who FIRST t ke their child with 
diar-rhea to the pharmacist. The numbers were low 
(37' before the prooram and declined to 0% after. 

5.2) Irditonal Healers' Attltudes_ Beliefs and Practices 

Related to srrhe3,'Dohvdration and ORT 
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5.21) Identification of Pacatuba's Healers Mobilized
 

By the conclusion of the PRICOR project in January of
 
1986, 46 healers had been wobilized to deliver ORT.
 
Their primary identity is as follows: 20 prayers
 
(rezadeiras) , 7 Afro-Brazilian healers (Umbandistas) , 4 
spiritists, 3 popular pharmacists, I herbalist, 1 
popular "doctor". and 10 visiting Protestant prayers. 
However, the initial core of healers, with whom we 
worked most closely and for whom we have the most data 
was approximately 20. 

Approximately 71% o-f healers live and practice in the
 
poor periphery of Pacatuba, where diarrhea is common:
 
29/% live in the Centro wealthier area. About 2/. are
 
female, 1/3 male. Most are in their late 50's.
 
although one was as young as 35 and another as old as
 
82 years. Healing is no new vocation; on average they
 
have nearly 24 years of experience. All are professed
 
Catholics, which does not preclude them practicing
 
other religious beliefs in tandem (see Appendix 25).
 

5.22) [::nowledqe of Traditional Healers About 
Biomedicine 

In 1985. a "health test" was administered to 18 
traditional healers. The purpose o? the test was to 
find out how much healers knew about the official 
biomedical system and vocabulary. Healers were asked 
to identify a number of types of medical professionals 
and hospitals by description. In addition, each healer 
was presented with three symptom lists to see if they 
could give biomedical names to the sicknesses described 
(diarrhea, dysentery, dehydration). Further, healers 
were asked to respond to a list of disease names with 
whetherg the diseases involve diarrhea, to a list of 
pharmaceutical names with whether the pharmaceutical is 
useful for diarrhea, and to a list of behaviors with 
whether the behaviors prevent diarrhea. Results are 
qiven in Appendix 26. 

In general healers were better able to identifv 
doctors (72.22%) and nurses (72.22%) by description 
than health agents (07.) or nursing a,'x i 1i ar i-

Most healers identified the description od , 
health agent (a non-educated person from the communiVt
 
who is trained to orient people about health) as tnat 
of a traditional healer. The health agent is a 
recently introduced role from out-ide the comnLnit: 
traditional healers have an indioenouslv evolved role
 
that has social meanino to locals. 
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Healers also failed correctly to identify types of
 
doctors and hospitals, especially with
 
gastroenterologists 
 (a doctor who cares for intestinal
 
or stomach sickness) which no healer was able to
 
identify.
 

Most healers responded to the sickness descriptions

with folk terms such as quebranto, susto, and quintura. 
Many stated that the descriptions involved a mixture of
 
sicknesses, quebranto with a susto as well,
bit of for
 
ex amp le.
 

Healers were better able to stat2 
 which diseases
 
involve diarrhea most especially with measles whch­
94.44% of healers correctly associated with diarrhea.
 
In no case 
did fewer than 55.56% of healers correctly"
 
identify a disease.
 

Healers are familiar with modern drugs, they know
 
many by name and cor-ectlv identify their use according
 
to local pharmacists' and doctors' recommendations.
 
For example, they overwhelmingly recommend ,Colestaste
 
for diarrhea (83.34%). Some drugs however, were
 
unfamiliar to healers: 
only 16.66% correctly identified
 
Flagvl. Unfortunately, often these drugs are 
 judged

unindicated or indeed dangerous by WHO standards.
 

The list of behaviors presented to-healers included
 
both biomedical recommendations and folk medical 
belief=.. Healers enthusiastically recommended 
treatncnt of water (83.04%), breastfeeding (83.34%),
wal1::ing 
 with shoes on (88.89%), and less strongly,
 
boilin or filtering water (66.66%), constructing

bathrooms 
and running water ii houses (66.66%), and
 
avoiding getting wet with dew or rain 
(55.56%). In
 
this section 
 it was clear that the biomedical
 
suggestions were firmly accepted, whereas the folk
 
beliefs were accepted to varying degrees, with avoiding
 
walkino barefoot the only strongly recommended folk
 
practica.
 

Thus it 
appears that while healers are unfamiliar
 
with some of the vocabuary of the medical system, they
 
are familiar with pharmaceuticals, with the names 
 of
 
some diseases, and with biomedical hygienic
 
instructions. Although healers weru for the most part

unable to respond with biomedical terms to the disease
 
descriptions, they had 
 their own fol, medical
 
ca7r l ' and diagnoses; not a one responded "don 't
 
Irow" to these. Healers are most familiar with that
 
part c! the biomedical system with which they have the
 
most contact (nurses, doctors, pharmaceuticals, 
h'q I c rnrecriptions) and less with the more distant
 
parts khospitals, disease names, more specialized
 
proiessiono]z). 
 Although familiar with health agents.
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healers 
 identified themselves with the description of
 
health agents, perhaps on indication of their opinions
 
on the relative importance of the two professions.
 

( 7 



5.23) Attitudes of Traditional Healers About
 
Physicians/Bi omedicine
 

Nineteen traditional 
healers were 
interviewed in 
 1985,
They range in age from 35 
to 82. with a mean 
age of 56.7
years 
 (see Appendix. 25) Twenty-six percent are male, and 74
percent are 
 female. While all 19 
 (100%) profess theirreliaion 
 to be "Catholic", 

(rezadeiras) 3 (15.7% ) 

1 (63.1) are prayers
 
are Afro-Brazi 1i an 


, 
healers(Umbandistas), 1 
 (5.2%) is 
a combined prayer/spir-tualist,


(5.2%. is an herbalist, and 
1
 

1 (5.2%) is a traditironal birth
attendant. 
 Interviews 
were conducted 
in the healer's
home by 
 PRICOR staff. A prepared interview schedule was
used with open-ended questions. 
 interviews 
 were tape,
recorded 
 and transcribed. Interviews lasted between 3hcours each, to 5often divided into 2 
to 23.sessions.
interviewer had excellent 

The
 
long-term rapport with healers and
we believe answers are 
quite open and frank.
How willinp are traditional healers to withwork modern•,nedical practicianers in such an ORT proqram? This isperhaps the most fundamental question. For if there existsa conflict between them, no program based 
on their mutual
cooperation, 
 no matter 
 how technicallv 
 excellent, will


succeed.
 
Our results (Appendix 
 26) show t-raditional healersexpress a CAUTIOUSLY COOPERATIVE 
 y t HIGHLY PRAG1ATICat ti tude towards working with physicians. They eschewprofessional dominance of 

the 
the physician while 
clearlyrOcoQ i i the.:nQ benefiis of biomedicine. 
Moreover,trI-Li, ] -:ea1 err _p a FORTHRIGHTLt CDNFIDENT,Attittd, in their own healing andways, command RESPECT.Ihey have a clear sense of their role, "territory", limits,and healing methods, some which they
of 
 believe to 
 be
snupcrior to biomedical ones. 

I) CAUTIOUSLY COOPERATIVE: Healers do not race toe embrace-,thi nQ modern medicine has to offer, nor blindly enterjoint partnerships with doctors. 
Healers e;xpress a spirit
o- cooperatio n; however, 
 it is tempered, cautious,
tentative. 
 For e;,xample, while 68.4% of 
and
 

healers are willino
to wo'l with doctors, 26% of these aree to only if certaincondition:. 
 are 
 met, and 26.-3% either refused outriqht toOnrI tooether 
 or were indifferent 
to the proposal . Heal e-Tticon71 o e;xplains, 
"I would like the doctors to work with me
if I s,e that his help is equal to mine. Now if 
he tarted
d id nr it differently ... well, then ... I wouldn't ]eth)in won, 
because this would complicrate the cure". 
While 42%:
of heacr think 
that the official medical system help
car
thein in their worl , a 
larger number (47.'7%) gave biomedicine(n] u i erarm response: indifference,w . irrelevance, o­
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neutrality. As Dona Beatrice sums up, "I don't take away
 

value from the doctor, I think it is good God left the
 

doctor to take care of the heart of creatures ... no, it
 

doesn't bother me to work with doctors. A mother comes here
 

to pray. I pray ... then they say they are going to the
 

doctor ... OK ... u And I say, you go because you want to but
 

guarantee that with my prayer and the power of God this
 

child will escape death. Some go, some weak mothers, that
 

don't have a lot of faith in prayer and cures. Those who
 

have strong faith in prayers return here and are healed".
 

Why then are traditional healers willing to cooperate?
 

Healers feel that doctors do good; they save lives, they
 

attend the sick, and they prescribe effective medicines, and
 

they have their patients' best interests at heart.
 

Eighty-two vear-old prayer, Alfredo, with over TO years of '
 

healina enperience, praises doctors saying, "they. give
 

health to so many people, so much beauty!" Another healer
 

simply says, "Below God are the doctors". The majority
 

(7.5%) of healers interviewed state that doctors cannot do
 

.,harmful thinos to patients.
 
Moreover, doctors have powerful medicine. There are
 

illnesses that only they can cure, accordinQ to 94.7% of our
 

sample. These are "big sicknesses", inside sicknesses,
 

dancerous illnesses, cut fingers, fever, cancer, pneumonia.
 
sorE throat&. dehydration, and hepititis.- Doctors can 

perform heart operations and immunize for polio. Their 

PraqmaLic abi1it. to treat these conditions is attractive 

Lo traditional healers and draws them to modern medicine. As 

Mother o+ the' Gods Dona Loura says, "The doctors take care 

ot morc ,:o."7 illnesaes, more complicated iIlnesses, 

thinog-, that 1 cannot cure with prayer ... it is things that 

need operations,. for that we have doctors". Indeed, b8% 

believe that doctors can help them in their work, and 

nenrl'. b'O" of healers pinpoint specific things they would 

like to lerr, trom doctors, including techniques for 

treatino iniectioHs, dehydration, and children's illnesses. 

1'id(cine ha:I 'lonr maQic, such as ORT, according to healers. 
Healers know of ORT. 89.47% are familiar with it, 84.21% can 

prepare it correctly, 89.47% believe it is effective whether
 

given orallv (52.o%) or intravenously (.6.8%).
 

Not unl, are the doctor's techniques awesome to manw, 

traditional healors, their training and medical languaqe are 

revered. Doctors are seen as having usefUl and important 

knowi -,dce, anJ q4.7% of healers are adamant that doctors 

nCCd not i,trocit their training in order to w rk[ towether 

wi th trad itional he,alers. "Doctors don'tneed to forget what 

the, hq.e i-rnpd. " says Afro-Braz i l ian heeler Lona 

Vicencia. "1lhev ony! need to learn how to pray ,.. and 

with.,. hg, pr aver, plus the modern medicine, p]u. 
pharmaceut ica i t woul d be even better.'' 
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While recognizing that nearly half 
(42.5%) of patients
don't understand doctors' talk, 
 traditional healers still
believe (63%) that 
 it is important For doctors to 
 use
medical language 
even where mothers hold different beliefs.
about the causes of illness. Indeed, 68% 
go so far as to
say that it is helpful 
for them to use biomedical terms in
their own traditional 
medical practice. Traditional healers
take this tolerant stance, because 
 70.6% believe in the
biomedical causes of 
disease described by doctors. Even 
 if
they did 
not believe personally in biomedical 
explanations,

healers respect 
 the power of their 
 patients' (potential)
biomedical beliefs, for 
 if people really believe in
biomedical causes, they sicken 
(89.47%).


Yet another- practical reason 
for traditional healers to
associate with 
physicians is to guarantee the well-being of
their patients in 
distant hospitals. Healers (100%) re-fertheir patients to doctors. They (73.9%) want follow-up and
feedback from 
doctors on their patients condition. Says
hea]er Beatrice. "I always try to find out what the doctordoes when I refer a patient to learn and to see if my prayeror if my medicine was really strong and powerful or not.'' 

2) CONFIDENT IN TRADITIONAL HEALING

Despite a pragmatic tolerance 
or perhaps we can even call
it an affinit, for biomedicine, healers do-not sell out
traditional healing. 
 They view themselves as the frontline"doctors of the poor". Heal ers are \,i tal to thei rcommunit, o health and take care of anyone in distress.

-2 ear ol d prayer, Rai mundo, says, "I take care of --' &wl one, the old, the white. the black. c Til ren, women,1-,. , peopIe with toothaches, headaches, body aches, tnisillness, that illness, what ever thing, I pray and cure".

They 
 (741.) declare that patients believe equally if not morein lay healers than in physicians: only 10% state thatpatients 
 believe more in doctors. Children can 
be cured by

-ee in, both doctors and healers according to 84% of healers 
u''nw_d. MNreoruv r, if doctors work together with them.tlci r own abilitv to marshal patient confidence wouldincrease (Sc,.5%). Healers see their as apowers to cure

di'. in gift bestowed upon them by God. 
 The majority o­hualers do not eipect to receive monetary reimbursement forthel r I abors. Thev view physicians' primary benefit as 
fiscal.
 

Hoolprs do not 
 find the prospect of working withbcomod cal Ver-.onnel threatening; they are self-assured.
Me majoritv Q.V have no objections to doctors' enterinoth, ir hom.s ond observinq their healing rituals. Healers donot object to doctors learning to cure evil eye, an illnes mo . l',.iiev-, cu-able only by traditional methods, even i5cuts into their own practice. That 

it 
healers are not 
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threatened by professional infighting extends to health 

and mothers as well. One hundred percent
professionals 

encouraged the involvement of other non-medical health 

workers participating in the community's health. They
 

unanimously support lay people learning to prevent and treat
 

diseases at home their or doctors' intervention. All
 

mothers, +or instance, should have on hand and use homemade
 

ORT to save their own children's lives (94%).
 

Traditional healers have a clearly defined sense of 

their own role and functioc-. They Ar- important to the 

community's health even in the face of modern medicine. A 

wide array of folk-defined illnesses are believed by them 

(89.5%) to be curable only by traditional healers. These 

include witchcraft, hexing, evil eye, spirit intrusion,. 
"pain of the woman", diarrhea from evil eye, diarrhea from 

friaht disease, fallen spine, fallen womb, fallen 

fontanelle, "illness of the child", "red", "twisted meat", 

etc. Curino these illnesses is a specialty of lay healers, 

53%/. believe doctors don't recoanize evil eve. As one healer 
says, " ... evil eve or fright disease, these thirngs you can 

ta ke to the doctor 7 or 4 times, give your child lots ot 

medicines and it won't get better but if ', ou Qo to the 

rezadeira early, you only need go once to pray and the child 

Is wl." OnIv one thouaht doctors could recognize the 

malady arid she added, "but they can't cure it". Seventy-nine 

percent stated th it doctors cannot cLre evil eye alone. 

Despite their clear- notion that treating these illnesses is 

their steci "l t\ , the do not entirely proclude doctors' 
in'- ol ven.t n such rse-. They state that if doc-tors learn 

lic'k. to pr' i-And cure (47. 7%.), i-f they know and believe in 

popular illnesses (21. %) , if they understand and learni 
about Umbanda and spiritism (15.3%), and if they master the 

use of herbal remedies (5.3%), they too will be able to cure 
full ill ness e.. 

Healers have an acienda for doctors, their own list of 

t+ecti\vc, ther-aI)iu o to teach. As 56-year-old prayer Dona 

N sa as ., t ,, "I Would like to teach doctors the art o4 
prayinc bucau;e doctors know how to prescribe medicine for 

d,-hydratinn iand vomitinq but there is a whole other field 

that he (dlctor) doesn't even beqin to understand. Dona 

JesuIna, too. wants to teach doctors traditional healing. 
,

os .- he .tat--, "F-adino, I don' t even know. (dding, I don 't 
ev(n Inon. To sa this is that much or that much, I don't 
C\ n I:non . Tho only thing in this world that I learned is 

curinn. hic- i s whc-t 1 want to teach the doctors." Given 

thu opero, i tv , ,healers (. 7,.) would teach doc-tors t he 
secret-- o(i hea! io 1 -,nts that cure infecti ons and di arrhea, 
power ful Ior ."Ort. (''1 . 5 ,.) that can even stop blood flow, and 

the art C-f heAl i nF children ( 15.8%) . One healer even 
,1Mmt Ioncw' t:,,'cl no doctors how to use pharmaceLiticals. For 
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fewer, teaching the secrets of their trade is prohibited;
 
they believe it will break the healing force as Dona Geralda
 
explains, "I can't teach my prayers. I don't have
 
permission for this .... I could teach doctors an herbal
 
remedy or a measure ... but my prayers, no way". Cah
 
modern practicianers then utilize traditional remedies in 
their clinical practices? The answer is min-ed; 47.7% say 
yes or somewhat; 42.1% say no. 

Healers have a sense of the limits of medical intrusion
 
into their work. While 47.36% state that they have no
 
particular limits on doctors' use of their techniques,
 
31.57% have limits: they would not permit a doctor to 
receive a spirit, to achieve a point of equality with them, 
or to interfere with their patients. As one healer stated, 
they can diagnose, but they cannot cure. Healers also tend­
to want the last word; only 10.5% state that when working 
jointly they would let a doctor have the final say on 
treatment in case of disagreement. Healers' ultimate 
control of their patients' well-being may be covertly 
manipulated, as healer Dona Corina says, "When A reach an 
impasse with the doctor, I let him do what he wants. 
Afterwards, I call the mother and say, bring your child to 
me and I will cure her. '" Others, like prayer Dona 
Beatrice. assume (and demand) total responsibility. She 
says, "I'll Qive the doctors a million klots of credit) but 
it s my word that must stand." Thus we see that healers, 
while respectinn the ability of doctors to treat infectious 
and other biomedical diseases and perform operations, have a 
stronc sense of their own worth and the value of their 
[ nowl odom i n treating those illnesses most likely to harm 
and kil1 the children in their neighborhoods. To summarize: 

-- TH's are willing to enter partnerships with 
physicians although with reservations, concerns, 
and conditions. 

-- TH's value modern medicine. They admire 
technical aspects and scientific knowledge and
 
routinely refer unresolvable cases to doctorn.
 

-- TH's association with physicians increased 
their villagers' confidence in their healing 
skills. 

-- Fhvsicians, however, need to pray and learn 
abcut herbal medicines. 

TH's have a crucial role to play in their 
communities even if modern medicine is readilv 
avai 1able.
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-- TH's see their primary function as helping
 
people, a service which is an act of charity and
 
love.
 

-- When TH's work jointly with physicians, the 
healers' believe their opinion should be the final 
word. 

Supervision of Traditional Healers
 

Community health agients were 'instructed to visit 
traditional healers and administer to them a questionaire 
about their preparation and use of ORS. This questionaire' 
went through several versionF. Until May, the questionaire 
asked for the name of the healer, the date of the visit. a 
description of the preparation and administration of ORS, of 
the use of the filter, consumption of sugar and salt, number 
of liters of ORS prepared in a three day period and the 
"conduct" of the healer in dehydration and diarrhea. In 
addition there was a space for comments. In May the 
quezstionaire was expanded. Questions added included a query, 
as to the kinds of sicknesses treated without ORS, whether 
the healer had treated any very sick children or children 
who died, and whether the healer used any kinds of medicine, 
b iomedical or traditional, to treat sicknesses. Surveys 
wtre administered from February 1985 through January 1986 
with the ei;ception of October 1985, during which month no 
'5Ld, \ cvs. wore 'dninistered. 

In the first months, the major problem noted was with the 
administration of ORS. There were no reported problems with 
preparation of ORS, but many healers administered it 
according to age and dosage related formulas (see Appendix 
26). In all of these incorrect administration methods there 
is a cleal- effort to control dosage and to modify it 
accordin j to the ane of the child. In the case of such 
metIhod,, a- numbers 6 through 8 on the chart, the amounts of 
ORS adminst,red are high and the attempt to control dosaae 
ma well not adverscly affect a. child's health, but methods 
'.uch a E numbers 4,5, and the popular 1 severely restri ct 
fluid i ntal: e wi ti consequent serious compl i cations for 
dehydrated childr-en. 

tAft-r M:A". no further problems with administration are 
noted in th- ,ur-e':. (e:xcept for one use of method number 2 
;n No,,emL.-' . al though in many cases this qu2stion is simplyv 
r 31?d "c, i intructed" without further elaboration, 1eavinn 
open ti, p s.iblitv that healers are still aominis-erino 
OFC II%;-'ct1'. Eighteen healers reported usin1R 
governmernt-pryi dcd pre-measured packets for preparing ORS. 
}*,e oi-e Hi'i-. , ,u lnher of problems with filters (dirty, torn. 
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broken, leaky), supplies (missing filters, no sugar, ants),
 

and curing rooms (wet floors, leaky roofs, moldy walls,
 
were
untidiness) were reported. After May fewer problems 


recorded with the exception of an occasional broken filter.
 

in May agents began recording sicknesses treated without
 

ORS; these included the ethnomedical complaints quebranto
 

and mal olhado (evil eye), vento caido (fallen fontanelle),
 

and susto (fright disease). A disturbing finding was that
 

many healers reqard these ethnomedical complaints which
 

often involve diarrhea and dehydration as not needing ORS.
 
little
in addition. 4 healers stated that only children with 


diarrhea need ORS.
 
Healers prepared varying amounts of ORS (Appendi- 3) 

ranging from 0 liters in . days to 18 in 3 days with an. 

averaqe of 4.45 liters in 3 days for all months (low of 1.1 

in Aoril 1985, high of 7.42 in January 1986). 

5.25) Traditional Healers' Freparation of ORT: Laboratory
 

Fi nd ing.s
 

Homemade and ENE ORT 
We performed analyses of the ORS prepared by traditional
 

healers. Each TH prepared homemade ORS and CEME ORS alone
 

in her home, without the presence of researchers. Thev were 

instructed to prepare these in the same way the,/ would for a 

clicnt. ihe ne:.t day we took each prepared liter to the UFC
 

laborator'. in Fortaleza for analysis. These analyses were 
performed two months after our training program. 

EWr- laorator- results showed no traditional healer 
pr epared homemade ORS wi th dangerousi \. abnormal sodium 

levels; the electrolyte concentrations of all ORS solutions 

were in the normal range: sodium (98-42 mEq/l) , glucose
 

(2.218 - 1.06b mq/dl), and potassium (0.7 -C.0.3) (Appendix 
.-0) Une-xpectedly we found greater variability in the 

electroly'te composition of the free government (CEME) packet 

u-1hn mir'ed with one liter of water by traditional healers. 
Composition.s of sodium ranged from a high of 110 mEq/l to a 
low of 82. Glucose concentrations ranged from 1.747 to
 
1.057 midI and potassium ranged from a high of 19 to a low 

o 1.2. Those variations, we believe, are due not to TH 

error in prcparat ion, but rather to variations in the 

packets t I eIves. From this data we conclude that TH's 

At-e enm3nent:iv capable of preparing safe, effective ORS at 

hc'imE and th.,tt Et 1east in some cases. homemade ORS may evt:.,ri 

bo Lrete rable to the government packages. 

t'uiol~vesli ol Teas and Rice Water 

We also perormed analyses of the traditional medicinal 

teas for diarrhea and rice waters. See Appendix ces a ind 
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32 for results. Eight healers prepared medicinal teas at 

home in the same way as they would for a client of a year of 

age. in contrast to the preparation of ORS, researchers 

observed the preparation of teas because we wanted to record 

the methods of preparation. Appendix 30 shows results. 

Glucose concentration compare favorably with WHO ORS; 

concentrations varied between 2.096 mg/dl and 1.464 mg/dl. 

However. the teas contair, no sodium. 
Healers also use rice water as an indiginous treatment for
 

diarrhea. We selected one healer, Vicente, who specializes
 

in the preparation of rice waters, for analysis. She 
 was 

asked to make rice water, in the same way she makes it for a 

child: approximately 100 grams o+ rice with outer shell 

boiled in 1 liter of water for 15 to 20 minutes. The water 

is fed to the child after it cools. No other ingredients are" 

used. Sodium and gl ucose concentrations are low in 

comparison to our TH homemade ORS. See Appendix 00 for 

results. This could be increased by the addition of salt and 

sugar after the preparation of the water. Fotassium 

concentrations are much higher than either TH homemade ORS 

(very low) and lower than WHO ORS. The principal advantage 

oi rice water is the concentration of protein (14.6 mg/dl) 

which could be further increased by mashing the cooked rice. 

In Pacatuba, where rice is harvested, rice water ORT offers 

a tantalizinq option. 

5.2o? Ed,'qjjional Materials For Illiterate Traditional 

Healers 

In our pI-oject we used educational materials appropriate 

tor illiterate people because most of our target population 

is i]literate. In order to design the best possible 

material, we performed tests of different versions with TH 

to see how they interpreted our illustrative materials. We 

beoan bv deuslQning a series of illustrations in our office 

in Fortaeo and then we bought this material to the TH in 

F'azatuba. We found that they interpreted the material 

completely differently than expected. An example is 

Appendin, , figure 1. This figure shows 

pooul ar -bel ieved causes of di arhea and dehydration, 

leading to the death of the child. When healers looked at 

thI-: fIourc. they looked first at the drawing of the dead 

child and iqcnored the sequence leading up to it. They did 

not undur,_-t-and the significance of the arrows drawn between 

tho -muroo:. :-, and therefore read the illustration in re',ers:­

,rdcr, strting with death, and progressing backwards to the 

figures representing evil eye, fright, heat, teething, etc. 

of ter I L'figI the figures, they were unable make the 

e:'p, c t? connections between cause and effect. We returnLod 

to our offie with the materials and redesigned them usinq 
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The same message was
the suggestions of the TH. 

this time using Figure 2. Here the sequence
communicated, 


with arrows is eliminated and popularly-believed causes of
 

diarrhea are represented as a circle which can be viewed
 

from any point. We represented the causes with more
 

elaborate figures and simplified the message, removing the
 

image of the dead child which had totally absorbed the
 

the healers, its negative impact overshadowing
attention of 

the other message. This is how we designed almost all our
 

figures, designing and testing them until we had arrived at
 

the best possible desions.
 
Anthz,- example of using appropriate messages to teach the
 

public is o.r sign about preparation of our homemade ORS
 

(Figure 3) Healers identified the Coca-Cola bottle cap as
 

a readily available standardized measure during our
 

meetinqs. Subsequentlv, we tested the bottle cao measure in
 

and found that the correctour UFC Iaboratori es 
liter could be made with 7 or S
concentration of glucose/per 

full caps. Healers opted for 7 rather than 8 because 7 is a 
"magical number in folk cul ture and i- thought to be lucky; 7 

is. used in manNY cures, prayers, and remedies. The 

acceptance 
had hoped 

and memory 
because of 

of the ORT recipe was easier than we 

its close fit with popular cognitive 

cateaor ies. 
That mothers' popular beliefs about- di arrhea were 

respected and held b,) researchers as valid, important, and 

was another important factor in the developmentintere-tinn 
ot our ,nateial. Dur method was to build on folk medical 

concept-- Fiw health messages. We started with what mothers 

knew o ,d bel ieyed -About a subject, gave val Lk to Ihert 

interprttions 1 , theii added new biomedical knowledge. Even 

so, new information given was minimal, as healers generallV 

had a keen understanding of diarrhea/dehydration, although
 

they ciften obscure their basic clinical 

observat ion,_-./ ex'perience with fol.: medical/mysti cal
 

termi nol cio' . Ref er- +or e" amp l e to FiQures 4 and 5. 
signs by which mothersSInitiall in Fig.uroUI, we see the 

popularly know and recoQnize dehydration (by whatever name 

they cal I it). These lay terms are often not known to 

doctor'E, but they are e cel lent descriptions of seriou7l v 

dehydrated children: anqel eyes, broken vision, dry sklin, 

fallen iontanelle, etc. Nex:t, in Figure 5, we see the sane 

pictuLe Of a dehydrated child, but this time a few [e'% 

additionl sians/tarm7 recognized by biomedicine are added. 
HeAI er-, foulnd .t Limrle to add a few new thuhts to their 
basil nc' knowl edoe. 

We uscd these ba zic concepts -- respect for mothers 'H 

indipinon1s beo i ef s. simple graphi c presentations that 

incorporated people 1, cognitive. forms of organizing and 
"seein(n" realltv, and building on people's base knowledge
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new messages to develop all our educational materials.
 
Figures 6 and 7 show this same process with popular and
 
biomedical ideas about preventative strategies for diarrheal
 
diseases. Figure 8 shows our health messages about the 
biomedical management of diarrhea. 

5.3) Cost Analysis 

'So much for so little". No phrase better describes the
 
cost analysis of this PRICOR project (Appendix 34). The
 
cash outlay is pitiful in comparison with the services
 
provided, the "hidden" health resources mobilized and the
 
community spirit sparked. 

We mobilized, trained, supervised, in the end 46 lay
 
healers, and 4 village health agents to deliver ORT,
 
constructed from scratch 5 fully equipped "curing rooms", 
or
 
popular rehydration clinics, upgraded an additional 13 
existino curing rooms and equipped them for ORT delivery. 
Traditional healers 'ered over 7.4C0 liters of ORT in 12 
months. 

The total program cost of $US 4,027.2i is a small price to 
pay. Initial costs totaled only $US 2,959.5. and this 
amount includes the training of traditional healers by 
senior and junior level physicians+ and a nurse, supplies, 
materials to construct and equip the curing rooms and 
transportation expenses. Operating expenses for a 15 month 
period were equally, minimal: SUS 1,067.7). And this figure 
included ongoing supervision of TH's by 2 physicians and a 
nurse, and 4 health agents, and an "incentive" for TH s. It 
includeo, the salt, suqar, and other necessary ORT mjterials 
and 	 travel costs. 

When we break Our cost analysis down by activity the 
financial feasibility of such a project even in economically 
strapped communities males plain sense. All initial training 
per ormed mostly by health professionals is only US 
C?0. 00. Ongoing supervision, training, and maintenance 
toLall onlv $US 1,157.09 for the 15 months. The average 
cost of constructing a curing room is $US 26.22; and fully 
equipping it for ORT delivery is TUS 4..15. The estimated 
,zest o1 sugar needed per month per healer is an 
,.mibarrassingly low TUS 0.48; for that she can provide over 
I- liters oi ORT.
 

The costs are low because the technology is simple, no 
a.:l:aon-ive mass media campaigns ore utilized (depending 
r-.itod "n word of mouth), healers are paid by; their 

commun It Ies, in love and respect and gifts, as has al ways 
beon trChir custom. And the mothers ano fathers o! v: 11ae 
children themselves donate their labor, their resources and 
their enenr gies to an effort for which they can see their 
dior-ct p, back:l: the lives of their own children. 

http:1,157.09
http:4,027.2i
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+ This cost could be cut further using non-professional 
health trainers/supervisors.
 

5.4) Mortality Impact
 

For the purpose of calculating mortality impact, we will 
consider only deaths in 1985 as project impact, since 
healers did not fully function in 1984. Our survey data 
(Appendix 35 revealed that the pre-PRICOR infant (0 to 5 
years) mortality rates in Pacatuba were historically as 
follows:
 

In the 5 years immediately preceeding the PRICOR ORT
 
project, the infant deaths per thousand were 106.2 in 1980,
 
61.2 in 1981, 71.8 in 1982, 38.5 in 1981, and 53.4 in 1984. 
The FRICOR program began in February of 1985. Post program 
infant mortality rate in Facatuba was 51/1000 in 1985. 

The mean infant mortality death rate for the five years 
preceeding FRICQR (1980 - 1984) was 66.2/1000. Because 
(fortunatelvi only 5 deaths occurred in 1985 in children < 1 
year, we are unable to statistically compute a chi-square 
value to test the significance of their difference because 
one cell iii less than 10. 

Mean IMR 

pre post 

live births 175 98
 
deaths 12 5
 
total 187 10
 

Harce we cannot conclude whether the difference is 
,'tatiA 1 l\' significant. 

While we did not have a large enough sample size to
 
document a reduction in mortality, we did discover that the 

,method o! death surveilance leads to significantly different 
mortalitv rates. It is difficult to get accurate death 
statisticl: FRICOR tested 3 methods and found them quite 
different in terms of accuracy. The methods included using 
the o~ficial death registry, using an intensivo door-to-door 
sur'p ., ond ques ning local gravediqgers. The official 
-enislr4 re'corded 4 deaths of children under 5 years in 
19 5 ir Facatuba. PRICOR in-depth and labor intensive
 
questionnnit es detected an additional 
 4 deaths in childrn 

5 vea, s tor a total of 6 deaths, but failed to record 2 
death&- found in the official registry and 5 deaths reported 

. 1?
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by grave diggers. The most accurate method 
 by far was a

culturally-derived death surveillence network composed 
 of

local traditional 
healers and the grave diggers. They noted
 
8 deaths that occured in the same period and in the same
 
setting.
 

A comparison of the information from all 
sources revealed 
that 9 deaths had occurred in 1985 (see Appendix 36). If we were to calculate the infant mortality rate (K.l ye:o) for 
1985 using each method, we would discover significantly

different IMRs. The official registry would yield 
an IMR of

30.6/1000 (3 deaths/98 live births). 
 PRICOR's door to door
 
survey yields an IMR of 40.8/1000 (4 deaths/99 live births).

And the Qravedigger's simplest method yields 
 an IMR of

51.02/1000 (5 deaths/98 live births). The last is the most
 
accurate and suggests that 
more culturally appropriate death
recordina methoos are needed. If 
we fail to address -this 
problem, deaths could be underestimated by at least 20%. 



6) Conclusions/Recommendations
 

6.1) OR Method
 
The positive aspect of OR methods is that they are
 

PROCESS oriented; they are FLEXABLE and allow for, we
 
believe., the greatest degree of creativity. There is no
 

need to wait two years for some final outcome. Rather.,
 
one can change, modify, alter what isn't working based
 
on your current data and group process.
 

There is a serious shortcoming which we wrestled
 
with throughout the project: the inherent problem of
 
class conflict in group decision process. Initially we
 
had planned to bring together traditional healers,
 

administrators, researchers etc. and rate/rank our
 
solutions. This was a naive approach. Traditional'
 
healers, illiterate, economically inferior and socially
 
signmatized, sat with their hands neatly folded in
 

their school desk, eyes cast downwards. There was no
 

reasonable chance they were going to contribute equally
 
with the hospital administrator in a setting where
 
social class inequality is hundreds of years old. We
 
had to modify our approach: traditional healers alone
 

with researchers, meetings held in their houses, no
 
written materials, reaching consenses through dialogue
 

and exchange. OR methods need some serious rethinking
 
with such real situations in mind.
 

Summarizing the large volume of data we have
 
presented is a difficult task; there are however two
 

essential take home messages:
 

I) Traditional healers in Northeastern Brazil can
 

be effectively mobilized to deliver homemade ORT
 
without destroying existing popular traditions.
 
They are capable of preparing safe and effective
 

ORS and conveying this message to mothers; they
 
can significantly influence mothers feeding and
 
drug use behaviors during the diarrheal episode.
 

2) The PRICOR traditional healer model in an 

accesible, low cost, ORT delivery model that is 
understandable to illiterate people, maximizes 

community participation and is replicable in other 

Northeastern Brazilian communities; it involves no 
c.otly mass media advertisements or health
 
campaig ns.
 

6.0 ecommendatiaons acted Upon
 

Throucah the UFC's PROAIS/VIVA Projects (AID's Child
 
Survival roject, traditional healers are now being
 



Page 2
 

systematically mobilized to delivery ORT in 33 counties, 
with a total coverage of approximately 500,000 people. 
With the exception of the "curing rooms" all other aspects 
of the FRICOR project have been adapted including our 
graphics, teaching aids, ORT preparation methods and 
measures. 

6.4) Additional Research
 

These questions still remain: 

1. What are doctor's knowledge and attitudes towards
 
workino with traditional healers? We did not find
 
resistence on the part of traditional healers. Perhaps the
 
general resistence to such an alternative health program can
 
best be explained by physicians' lack of knowledge or
 
neqative attitudes towards popular medicine.
 

Z' What. is the essential healer-patient interactidn like'
 
How does it differ from a doctor-patient clinical encounter? 
Wh do mothers seem to prefer this encounter? Perhaps this 
Qualitative aspect, the HUMANISTIC CARING of patients, more 
than an\, 4antiative measure is the most fundamental aspect 
to captureQ and evaluate. 



7) ADMINISTRATION
 

7. 1) Staff/Role: 
The project was directed by Dr. Marilyn K. Nations, 

PH.D. and Dr. Maria Auxiliadora de Sousa, M.D., Ph.D. The 
two principal investigators oversaw all technical aspects of 
the research project as well as the much of the day to day 
functioning. They were directly responsible for the 
supervi si on of the Coordinator of Research, Dr. Luci ano 
Correia and Coordinator of Field Activities, Diana Nunes, a 
nurse. Five community health researchers collected our
 
large volume of questionnaire data. One, a trained nurse. 
conducted in-depth qualitative interviews as well. 
Transcriptions of taped interviews was performed in part by.
 
a contracted employee as was the data coding. Expert
 
assistance was given by three PRICOR central -staff.
 
Secretarial and bookkeeping assistance, while highly
 
deficient, was paid in part by PRICOR and donated by UFC's 
Department of Community Health. English translations of all 
reports were done by Dr. Nations, the' Principal
Investiqator. Statistical assistance was contracted as was 
laboratorv evalutions. Technical medical assistance was
 
provided by Dr. Richard Guerrant. Volunteer medical
 
students (5) , Fellows etc. were involved through the
 
Universitv o Virginia or UCSF. 

-2 T)Onuri t cf FRICOR supiport 

This 25 month study cost $135,146; this includes direct 
and indirect costs for American and Brazilian portions. 

7.3) Estimated Total Sup!pqrt/Source 

Support for this project came from numerous sources in 
addition to FRICOR. Fortions funded b, outside sources 
inc lIuded: 

Dr. Nations' salary (approx. $45,000) Dr. Auxiliadora's
 
salary X1l,(:.0 additional from UFC
 

comouter usu (HOPE) $1 ,000C 

J-ficc space. air conditioning, lights etc. $5,000 from UFC 

s tLIdcnt \C.unt eer time (020,O00) 

UVA- support secretarial staff (010,000) 
Misc. contri butions (02,000) 

Totl co.-.i of project: appromimately $228,146. 



8) SHARING FINDINGS
 

8.i) VIVA/PROAIS 

During the past six months of the project, PRICOR staff 

participated directly in PROAIS (the Federal University of 

Ceara's PHC program) and VIVA, Project HOPE/AID's Child 

Sutrvival Project. Formal presentations of data were 

presented and aspects of the PRICOR project, as well as the 

entire staff, have been incorporated into these University
 

programs.
 

8.2) NOVA Television Program 

The film "The Silent Emergency" produced by Boston Public
 
FRICOR project
Broadcast Service's series NOVA featured our 

and has been broadcast nationwide; filming was at-ranged and 

conducted during our project. 

8.> International Academic Community 

at fiveEvaluative findings have been presented 


international academic meetinqs:
 

1) Western Meeting of Clinical Research, Carmel
 

California, February 198&
 

2) Vatican Conference on the Interaction of
 

Farasi tic Diseass and Nutrition, Vati can Ci t\ 
Rone, Italy, November 1°86 

3) XXIV Brazilian Pediatric Conference, Fortaleza 

Ceara Brazil, October 1985 

4) ICORT Conference. Wahinoton DC. December 19C5 

5) NICH Conference, Washington DC, June 1986.
 

Findings are being prepared for publication in a special 

edition oi Social Science and Medicine on ORT and in an 

O,:ord Univcr=ity Press Book Child Health in a Traknsitional 

C..4 irai I n National Health Institution-

FRICE R0 stafi has planned upon the termination of our final 

report t c present findings/lectures to the W1. I ello 

F0Lorndat i on. UNICEF, AID in Brasilia, and possibly PAHO 
r,- i onal headquarters. 



APPENDIX 1
 

lotal Causes Attributed to Childhood Deaths by Mothers in
 
Pacatuba
 

57.5 deaths of children 5 years occuring in Pacatuba
 
between 1951 and 1984.
 

Causo #
 

Doenca de
 
Crianca 110 21 .C)
 

Diarrhea 93 17.0
 
Dehvdrati on 58 11.(, 

.
Measles 4 

Teething 20 4.0 
FneUmonia 1 3.
 
Frioht
 
, Di sease 12 0 
Evil Eve 8 1.5
 

18 
 =
 Other 

Percenta2qe of Deaths Attributed to Pou 1r Diaqnose5 

Nei ahborhoods listed in ascendina order o+ wealthinesS 

Nen nr_ orfri :ocL-N_to.D -,:kt h_
 
attriouted to 
ppJLtlar causes/ 
total deaths
 

Sao Joao 88 /252=_"3 

Forqui I ho 12/56 21
 
Dh~JosE 12/4, 26
 

Hatadouro 21/86 24
 
SiAo bt:nto I/53 

Comntro 1 0/57 18 
I'M AL 15 4/535 29 
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Socioeconomic Levels for Pre­
and Post _roJect Community ORT Survey
 

Facatuba, Brazil, 1984-1985
 

Level 	 Income Type 
 Type Source
 
per of 
 of of
 
capita house 
 toilet water
 

wal Is/
 
floor
 

a.* -	9.900 thatch/ don't river 
b. 0:-59.9C€)) dirt have damor 


:US C)-5.E15 

.jI a. 	 10.00)- bricl ' running community
19. 	9oij di rt water/ faucet 

b.60. 00-
 septic with 
119. 90y 	 tank openair 

SOUrCeS
 
_TUS 5.0 ­

11. 	73
 

Ill a. 	20.O(.- thatch., running pro­
49'. 900 ceinLnt water tected
 

b. 120.O 0--
 septic wel 

-
2 	 .
 i 	 tank: 

$US 11.74­
29, 70. 

IV a. 	 50.CU)( h-i, flush piped 
b. .Q0)(+ cem.nc~nt toilet in 

TUS 29.7f9+ 

* 	 a= Jul, 1984 to October 1984, TUS 1.00 = Xcr 1,7[)(')
 

b-z Decembe- 198 5. -US 
1.00 = cr 10, 2(X.
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Question: Have you ever heard about ORT? 

Before After
 

Level 1 I=66 I=71
 
(poor 

yes 6 95.40' 71 i0:.O0 

no . 4.6C, ( ). 0 

Level 2 I1=70 I1=64 

ve 67 95.7. I 95.3' 
no .. (4.30 4.70 

Level 3 111=31 111=5,1
 

yes 29 93.50 51 100. 
no 2 . 5C) U30 (. 

Level 4 IV=37 I V=4C) 

Ses 37 )0. C:C 10€o. (3:133(:3 40 
no0. . O (:3 3. (3 

TOTAL total =2 C'4 total 2 ­

ye 19b 96.1 C, 2.2. 01 .9 E. 
no 8 L' T 13 

Note:Level 1 increased b'Y 4.b.., Level 2 decreased by (0).4/, 
Level inci eased by .. and Level 4 remained the srne. 
Overal cC01113flLItv by 2.58'..u incr-ased 

Chi Square=not lppropriate statistic. 

ConcluSir_,n1c.: Orlv a . 5,,. increase wAs detected in the 
nLumber ,? i othrrs who are aware of Z)RT before and after the
.1-'I-COR pr OjLct. The percentages of mothers who had heard 

aboLut ORT kaq Anazrml hioh (96.1%) before PRICOR and 
increaEd 2.o. to 9C.77". after. Interestingly, 100% o+ the 
poor ,ct w nicn report L:nowinq about ORT, Up 4.6.. after- thL= 
FRICOR pr'c)jivrt. 
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Question: Are yOU familiar with any type of homemade ORT?'
 

Before After
 

Level 1 I=6c I=71
 
poor)
 

I. Don t know any 63 95.50 18 25.35 
2. Rice water cc. 4.50 0 0.00 
3. Coconut water- 00 . 00 C) C). ')
4. TH ORi 	 UI 0.C)() 5 74.65 

Level 2 1=70 II=64
 

)'1. Don't know anv 68 97.1 C 17 26.56 
. Rice water- 1 1.40 ) C). )). 
.. COCOnUt water 01 . 40 C). C)0) 

4. TH ORT CW) C.(.00 47 73.44 

Level I I=_,I III=51
 

1. Don t I now any .1 100. C) 18 .5. 00 
2. Rice wat(.r 0-. C 0 (.000.C00 

CoconUt t r) C .. C.00 C I). U() 
i" L iki (9, U. (W( . 65,. €. 

Level 4 IY=C.7 IV=40 

1. Don't know any 36 97.30C) 12 :.00 
2. 	 Rice water (,i .0 0 .W
 

"- Coconut w~lter- 0.0 (.))0 .
 

4. TH OF 	 ' (9 . 28 70. CC 

1LT0. 	 tota1=204 total=226 

i. Do~n t now an, 1'T:: '17. 10 65 28.00
2 . rF:ice Lt.<, , . 5U U0 0.O
 

C cCo CI)t ). OC&t' C()' 

CcCorn wN5 t t4 r. 1, 1_1. C:) 0. C) 

a. TH O'I 	 0 0.00 161 72.00 

/AI
 



Note: Percentage increase and decrease as follows: Level 1:
 
don't know any (down 70. 1%) , rice water (up 74.66%) , coconut 
water (no change). TH ORT (up 74.6%). Level 2: don't know 
any (down 70.1%), rice water (down 1.4%), coconut water 
(down 1.4%). TH ORT (up 73%). Level 3: don't know any (down' 
65%), rice water, coconut water (no change), TH ORT (up
 
65%). Level 4: don't know any (down 67.31), rice water (down 

.07.), coconut water (no change), TH ORT (up 70%). Overall: 
don't know any (down 69.1%), rice water (down 2.57.), coconut 
water (down (:.5) , TH ORT (up 72%) 

Chi Square=2U7.680' 
before after 

ves b 161 
no 1 65
 
Total 204 226 

p.:.001, Highly sionificant 

Conclusions: Sionificantlv more mothers know abc.ut homemade
 
ORT after the PRICO, prooram. Whereas 97.1% of all mothers 
did not ;now about hnmemade ORT at the program s onset, onl\ 
20. did not know at the conclusion, a signiicant drop of 
0q.1%. (p c.YU1). Mothers who do not know declined amongst 
all SOcM]-ec onor-mic strata almost equally, w.th onl'v a 
sliqhtls 	 hiler drop (70.1%) among poorest mothers. 

lth;oLinh not~ners +rquentlv use rice water and coconut water 
to tric5 dendration few specifically named these as ORT 
beiore or a- tr the p-roject. Clearly the introdu:tion of 
th, tH ,ditiofal hIac r- ORT is directlv accountable for the­
hi qhKW -ion34icont ,.r-: in mothers' lack of famliar-it, with 
ORT. ,7i , n o mother mentioned the TH OFT at the onset, 
72. did afterward-; a striking increase. TH ORT is best 
known and accounts for the largest increase in knowledge 
about ORI amonost the poorest mothers. Here, knowledge of 
1H OR] increased ir om 0 to 74.6%. 
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Question: Do YOU k:now about the free 
government packages of ORT that are 

aiven out by CEME? 

.Before After 
#4 %. 4 % 

Level 1 I=66 I=71 
(poor' 

Yes 9 59. 00 62 87. 0 
No 27 41.00 9 13.00 

Level 2 11=70 II=64
 

Yes 42 60.00 4 75.)0
No 28 40.00 16 25. )0 

Level 3 III=1 III=51
 

17 54.90 ., 69.-)' 

No 14 45.10 16 71.00 

Level 4 I V=37 I V=4C 

e 17 45-.3 25 62.00 
No 20 54. 0C 15 36. 0 

TOI AIL total =204 tot !l .=26 

e 115 56.30 170 75.00
 
No 89 43.60 56 25.00
 

Note: Level 1 increased by 28", Level 2 by 15%, Level 3 by 
14. 1%, n Level 4 by 16. 1%, overall communit'y increase: 

Chi Squ-.are=25. 54 

Prefore After
 
\es 115 17(0)
 
No 839 56
 
Tota1 204 226
 

p 1 , h.hi ,hiv sioni icant 

CCr u -10n .: F-,FIEC proiect increased Si-Inificantly
 
p .UU1l) tho numbers of mothers who know about free
 

:.', . cjc'vtrnmnt (CEME) ORT packages. 56.- knew before whereas 
... ,,. ,The overall community increase was 

18.U.%. I oreattest increase (28%) occurred amongst Leveluh 1 
p oo- ,.,t ) mothrc. 1hl,' percer, aqe of weal thiest mothers wI, 

FR] , on]y 16%.I. i -:--o t CEM7 incr a.-ed bv 



APPENDIX 6 

Question: Have you ever used ORT? 

efore After 

Level 1 I=66 I=66 
(poor) 

Alwavs 29 43.90 47 66.30 
Sometimes 29 43.90 23 32.3., 
Never 8 12.10 1 1.40 

Level 11=70 II=64 

Always 30 42.85 45 70.30 
Sometimes 34 48.57 13 20.30 

,Never 6 8.58 6 9.40 

Le 3.] I1l=31 III=51 

Alwavs ii 35.40 .9 76. 50 
Sontime- 14 45.20 12 23.50 
Never 6 19..30 0 0.00 

Level 4 IV=.7 IV=40 

Wi . , 1c: 27. (( 24 60. 00 
Sometimes 24 b4. 0 13 :2. 50: 
Neyer- U . 20 7 . 50 

TOTAL total =204 tota1=226. 

Al wavs, S :-P. 20 155 68.59 
,Lomati me 10.1 49. 5) 61 26.79 
Never 27. 11.30 10 4.42 



Note: Level 1 increased by 10.65, Level 2 decreased by
 
0.82%, Level 3 increased by 19.4%, Level 4 increased by
 
0.70%. and the overall community increased by 6.887%.
 

Chi Scuare=6. 166 
Before After
 

Ever 181 21&,
 
Never 2: 10
 

total 204 226
 

p .05. sionificant 

Chi Square=.6. 378 
Before After 

Al ways 80 155 
Other 1241 71
 
Total 20:4 22L 
p:,.001, hiqhlv significant 

Conclusions: PRICOR project significantly increased (p:..05)
 
the numbers o+ mothers who have ever used ORT; the 
percentage increase was 6.8,. overall. There was also 
detected a highly significant (p<.el) increase in the 
iruquencv of use: whereas only 3. 2% ala4av- used ORT when, 
their child had diarrhea prior to the program, 68.6% report 
doinq so afterwards. an increase of 29.4%. 
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Question: In cases of diarrhea, do you think 

you must give ORT? 

Before After
 

Level 1 I=65 1=71
 

(poor)
 

Yes 5A 83.07 69 97. 00
 

No 11 16.93 2 3.00
 

Level 2 iI=7(- II=64
 

Yes 	 58 82.85 5b 88.00
 

12 17.15 8 12.0C)
No 


II1=51
.,Level III=.l 


25 8€:.65 50 98. OK,
Yes 

No o 19.35 1 2.00
 

I=37 1V=4(-)
Level 4 


34 91. 3-. 9 00J
Yes 

3 8. io 4 1 .C:.No 


tota ITOTAL total =2(.3 


Yes 171 84.20 211 93.0)
 

No 32 
 15.8u 15 7.00
 

2 increased by
Note: Level 1 	increased by 13.9%, Level 

17.75... Level 4 decreased by
5.15%, Level 3 increased by 


1.9", and overall community incr.,:, Dy 8.8%.
 

Chi SquL 167
 
Bef ore After
 

Yes 171 211
 
15
No 32 


Total 2WM. 226
 

p.::..01, highly 	 significant 

F-RICOR project siar icantly increased (p .01:
 
Conclusions: 


who believe ORT must be
the numbers of: mothers (by 8.8% 


a child has diarrhea. The uercentaqe of mothers
given if 

cases of diarrhea prior to


who believed one must oive ORT in 

' 
bu the project drove the
FRICOR was already hiqh (8ut: 


to 97. over_ !i.
percentage hioher 



APPENDIX 8
 

Question: Have you ever used homemade ORT 
from the traditional healer? 

ALL "B EFORE" = 0 

After
 

Level 1 I=71
 
(poor) 

yes 44 66. 00 
no 27 38.0:'0 

Level 2 II=64
 

yes 40 63.(0 
CO 24 37. 00 

Le've] 7 III=51 

yes 22 43.00 
no 2' 57 

Level 4 IV=39C 

yes 16 41.00 
no 23 59.00 

TOTA'L total =225 

yes 122 54.30 
no 10'. 45. 30 

Note: Level 1 increased by 62%. Level 2 by -. %, Level . by 
45%j Level 4 by 41%, and overall community by 54.1%. 

Conclusions: PRICOR project resulted in a striking increase 
in the numbers of mothers who have used homemade ORT from 
traditional healers. The greatest increase (>60%) was 
observed in the poorest homes, while even (>40%) of the 
"wealthier" homes in the town center have used the
 
traditional healers' ORT. 



APPENDIX 9
 

Question: Do you know how to prepare the homemade ORT that
 
the traditional healers are teaching?
 

ALL "BEFORE" = Q
 

After
 

Level I I=71
 
(poor)
 

yes 22 31.00
 

no 45 69.00
 

Level 2 II=62
 

yes 22 35.00
 
no 40 65.00
 

Level 3 III=50
 

yes 10 20. 00
 
no 40 80.00
 

Level 4 1V=40
 

yes 09 23. €0
 
no 31 77.00
 

TOTAL total =227
 

yes 63 28.20
 
no 160 71.80
 

Note: Level I increased by 01%, Level 2 increased by 35%,
 
Leel Z increased by 20%, and Level 4 increased by 21%. The
 
overall community increase was 28.2%.
 

Conclusions: FRICOR project resulted in a striking 28.2%
 
increase in the numbers of mothers who know how to prepared
 
homemade ORT. The greatest increase (>30%) was recorded in
 
the poorest neighborhoods. When taken together with data of 
those who have ever used the traditional healer's ORT, a 
trend occurs: of appronimately 1/2 of mothers who have used 
ORT, only' about 1/4 know how to make it, a trend which 
remains constant in all classes. 



APPENDIX 10 

Question: Who taught you how to prepare homemade ORT? 

ALL "BEFORE" = 0 
After
 
# %/
 

1 I=Level 

(poor)
 

1. Didn't learn 45 64.:30 
2. Rezadeira 25 35.70
 
3. Doctor 0 0.00 
4. Health Agent 0 0.00
 

Level 2 II=63
 

1. Didn't learn 42 66.67 
2. Rezadeira 20 31.7A 
3. Doctor 1 1.59
 

4. Health Agent 0 0.00
 

Level 7, III=51
 

1. Didn't learn 39 76.60 
2. Rezadeira 11 21. 50 
1. Doctor 01 1.59 

4. Health Agent 0 0.00
 

Level 4 IV=39
 

1. Didn't learn 25 64. 10 

. Rezadeira 13 "3. 30 
3. Doctor 0 0. 00 
4. Health Agent 1 2.50 

TOTAL total122
 

1. Didn't learn 151 67.72
 

2. Rezadeira 69 30.95
 
3. Doctor 2 0.89 
4. Health Agent 1 0.44
 

Note: Total of those who did learn = 72 or J2.28, 

Conclusions: Approximately 65 to 70% of mothers still do not 
[now how to mix up homemade ORT solutions themselves. Of
 
those who do. 95.8% learned it -rom the "rditional healer;
 
only 2.8% learned it from a local doctor and 1.45 from
 
V illaqe he Lbih worler,.
 



APPENDIX 11
 

Question: Do you know how to prepare the
 
free government packages of ORT?
 

Before Af ier
 

Level 1 1=66 1=71
 

(poor)
 

Yes 36 54.54 61 86.00
 
No 30 45.45 i0 14.00
 

Level 2 II=68 II=64
 

Yes 44 64..70 41 64.00 
No 24 35.29 23 36.00 

Level III=31 III=51
 

Yes 17 54.83 30C 59.00 

No 14 45.16 21 41.00 

Level 4 I=37 IV=40
 

e s 15 40. 54 20 50. 00 

No 2 O2 2)59. 45 50.00
 

TOTAL tot al =2C)2 total =22 

Yes 11 .' 55.4E) 152 67. 0
 

No 90 44.60 74 33.00
 

Note: Level I increased by 31.46., Level 2 decreased by 

y.7(15, Level " increased by 4.17%. Level 4 increased by 

q.,11,;, and the overall community increased by 11.6%. 

Chi Square=5. ,057
 
Be+ore After
 

Yes 1:12 152
 

No 90 74
 
lotal 02 226
 

pl...ol, hial,,' ,-.cinificant 

Conclusions: F-'RICOR project significantly . increaseu
 

the numbers o-f mothers who [now ho,/ to prepare the free
 

Lovernment pacl aes of ORT by 11.6%, from 55.45 prior to the
 

The greatest increase (31.46%) was
project te 67/. atter. 

a
ricorded admunc the poorest women. This increase is 


bypr-odLu:t Co tht: PRICO'. project, which concentr.7ted on
 

homcmado solutions but also instructed healers in packet
 

preprAl icn anC prov ided them "b_=ckup" CEME picLets -or
 

mIor I.-,lY1\ delo)d'i ,.ted children.
 

.
 



APPENDIX 12 

Question: Do you have sugar in your house today? 

Before After 
# %7% % 

Level 1 I=66 I=71
 
(poor)
 

Yes 58 87.87 55 77.00 
No 8 12.12 16 23.00 

Level 2 II=70 II=64 

Yes 61 87.15 56 87.00 
No 9 12.85 6 1:.00.) 

Level 3 III=31 III=51 

Yes 25 E. 65 49 96. (0).0 
No b 12.85 E, 4.00 

Level 4 IV=37 IV=41 

Yes 3 7 1 (J) . CU0 40 100. 00 
Nc 1 C". (1( 0 . 0() 

TOTAL to ta 1 =204 total=226 

Ne 1 1 88.70 200 88. 00 
No "'-_ 12 . 0011 .30(* 26 '(. 

Note: Level 1 decreased by 10.87%, Level 2 decreased by 
0.15%, Level . increased by 15.355, Level 4 remained the 
same, and thp overall community decreased by 0.70%. 

C S-nq takr p--I -.Ch i 7..'Zi.,1 

Bel ore After 
VesC711 1 20C)
No 26 

Total 204 226
 

p .05, not sianificant 

Conclusions: Sugar is available in approximately 88-85% of 
Facatuba households overall; there was no significant 
difforence in suar availability before and after the PRICOR 
project. 



APPENDIX 13
 

Question: In cases of diarrhea, do you
 
continue breastfeeding?
 

Beiore After
 

Level 1 1=65 I=71
 
(poor)
 

Yes 50 76.90 69 97.20 
No 15 23.10 2 2.80 

Level 2 II=69 II=64
 

Yes 50 72.40 60 93.8O 
No 19 27.60 4 6.30 

Level 3 III=31 11I=50
 

Yes 24 77.40 42 84.00
 
No 7 22.60 8 16.000 

Level 4 IV=7.7 I V=40 

Yes 20 54.00 36 90.00 
No 17 45.90: 4 10.00
 

TOTAL total =202 total=225 

Yes 144 71.2 207 92.00 
No 58 28.70 18 8. c:)o 

Note: Increase in Level 1, 20.30%; Level 2, 21.4%.; Level 3,
6.6%: Leve) 4. 36%; overall community increase. 20.8%. 

,Chi Square=2Q.3127 
Def ore After 

Yes 141 207 
No 5F3 18 
Total 202 225 

p .001, highly significant 

Concusion_: FRICOR project significantly increased by 20.8% 
the numbers of mothers who believe they should continue
 
breastfeedinq when a child has diarrhea. Overall 
 there was 
a 20% increase; with the greatest increase (36%) occurring 
amonQ wealthiest women while the percentages of women who
 
believe breastfeeding should continue during the diarrhea]
episode was ailready high (71.2%) before the prora-am and 
increaed cvn more afterwards to 92". The problem,
hc, ,o,'or. ,. that infants are wEane very early and mothers. 
c':::ciall. woolthisr ones, moy not h&ve breastrmilk to give
dur inq diarrhcal attacks even when if they support the idea. 



APPENDIX 14
 

Ques 	t.on: When your child has diarrhea,
 
flow long do YOU withhold milk?
 

lit %ore After 
% % % 

Level 1 ]-6 1=71
 

(poor)
 

1. 0 days 2? 33.3 35 49.2
 
2. 1-2 days 13.6 16 22.5
 
3. 3-4 days 1' 28.7 14 19.7
 
4. 5 or more 1, 24.2 6 8.4 

Level 2 I l . II=64 

1. 0 davs i'" 27.1 26 40.6
 
2. 1-2 days 1V 17. 1 12 18.7
 
3. 3-4 days 2.' 34.2 20 31.2 
4. 5 or more 1n 21.4 9.3 

Level 11iv . III=51 

1. 0 days 11 35.4 28 54.9 
...
--. 1-- da% 22... E 6 

.. 3-4 dav. 29.0 11 21.5 
I. n or inri .2 1".1 4 7.8 

Lovel 4 	 7Y 1V=40 

1. 0 days 7 18.9 17 42.5 
2. 	1-2 days 17 45.9 11 27.5 

.. 1-4 dav_ Ift 27.0 8 20. 0 

4. 5 or MOr 8.1 4 IU.U 

TOTAL tot aI=204 total=22_ 

. 0 o 	 28.9 106 46.9 

Z. 1-2 davs 4!m. 22. 47 '. 7 
3 .-4 dvy, L. -.. 3 5. 23.4 
A. 5 or mo, e 16.6 20 8.8 



Note: In Level 1, 
the practice of not withholding milk
 
increased 159%, Level 
2, 13.5%, Level 3, 19.5., Level 
4
 
23.6%. for an overall increase of 18%. 
 Those who believe in
 
withholding milk 1-2 days increased 8.9% in 
Level 1, 1.65 in
 
Level 2, decreased 6.9% in 
Level 3. and decreased 1R.4% in
 
Level 
4 for an overall decrease of 1.3%. Withholding milk
 
3-4 days decreased 9. in Level 
1, 3% in Level 2, 7.5%. in
 
Level 3, 7% in Level 
4, for an overall decrease of 6.9%.
 
The practice of withholding milk 5 or 
more days decreased
 
15.3% in Level 1, 12.15 in Level 2, 5.1% in Level 3,
 
increased 1.95 in Level 
4 for an overall decrease of 9.8%.
 

Chi Square=13.9086
 

Betore After
 
Not Withhold 
 59 106
 
Withhold 115 
 120
 
Total 204 
 226
 

p:.01, hinhlv significant
 

Chi Square=7.96b7, highly significant
 

Before After
 
5 or more days 20
-8 

Other 
 166 206
 
Total 
 20( 4 226
 

p:.01. hiahlv sionificant
 

Conclusions: Pricor signifiantly (1<..'1) increased the 
numbers of mothers by 18% who feed milk to their children
 
durino tne diarrhea episode. 
 Only 28.95 of mothers did so
 
before FRICOR; 46.9, did afterwards. At the same time,

PRlCOR significantly (pK.01) decreased the numbers of
 
mothers who withhold milk for dangerously long periods of
 
time (5+ days) by 9.8%. 18.6% of mothers did so before
 
FRICOR and only T. '. did afterwards: 
the bignest decrease in
 
this h.rmful 
practicG occurred amongst the poores:t mothers;
 
24.0.~withheld 57 davs before; 
only 8.4% did after the
 
project.
 



APPENDIX 15
 

Question: Do yOU think it possible that
 
a child can be managed for diarrhea using
 

only ORT and dietary interventions?
 

Before After
 

Level 1 	 I=56 
 I=71
 
(poor) 

'. -27 	 40.90 48 68. 00 
No 	 39 59.10 ., 3,2.00
 

Level 2 II=70 II=64
 

Ye:.29 	 41. 40 42 66.00 
No 41 58.60 2'2 34.0C:. 

Leve I I.I ]=31 III=51 

e 15 48. 3.8 36 7C). 0C) 
N 16 51.62 15 3.0.0) 

Level 4 	 iV=-7 I '=4 C) 

NCS 	 1 43.20 28 68. 00 
2I 717 0C. , :7( . )0. 

TOToL to-aI =2C)4 total =226 

Yes 87 42.6C: 154 68.00 
14o 117 54.4t 72 -2.00 

Nora,: L.-1 . 1 increased 7. 155, Leve!I 2 increased 24.65, 
, incr-a._:-d 21.7%., Level 4 increased 26. 8%, and 

oVer 1 comMuUnitv increased 2'5 47. 

1t -'7-C1LLIC:2 72 .> 
bt.i ore after 

nc. 117 

p i t h]I , . qnif 1 cnt 

Co'nclu .:-,i : FRI COR projeL n-inf1cAntly increased the 
nuiber-r- Li- mother. (by 25. 4%)/ whc believe that it is 
pii.itL,,to mwrn,,Qe their ch-ild s di arrhea using only, ORT and 
J ct ~. '.rition.. The ch,- e was -lig-ht1 ly higher..... t 
(2 . I;, n the poorest neighborhoods. 



APPENDIX 16
 

Question: What type of ORT do you use most?
 

Before After
 

Level 1 	 I=61 I=105
 
(poor)
 

1. 	Fedialyte 4 6.55 10 9.52
 
2. 	CEME 19 31.14 42 40.00
 
3. 	 Comm Facket 32 52.45 8 7.61 
4. 	Homemade/TH 0 0.00 44 41.90 
5. 	Don't Use b 9.83 1 0.95 

Level 2 II6o 	 II=89 

1. 	 Pedialyte 25 37.87 16 17.87 
CEME 10 15.15 21 23.59 

-3. Comm F'acket 27 40.9o 13 14.60 
4. 	 Homemade/TH 0 ). 2H) 39 43.82 
5. 	 Don't Use 4 6.,6 0 0.00 

Level 	 I11=28 III=67
 

1. 	Pedialyte 11 39.28 17 25.37
 
2. 	 CEME 5 17.85 15 22.38 
3. 	 Comm. Facket 8 28.57 13 19.40 

82.3
4. 	 Homemade,TH C. .. .2. 
5. n.rt Use " 14. 2B Q 0. 00 

Level 4 IV=.4 I=52 

1. 	Fcdial\vte 23 67.64 25 48.07 
2. CEHE 5 14.70 6 11.53 
-. Comm. Facket . 8.82 2 3.84 

14. Honuad- -H 0 0. 00 16 30.76 

5. Don't Use 7. 8.82 3 5.76 

TOTM. 	 total=iS9 total=313 

1. Podialvte 63 3.33 68 21.72 
2. CEHE 	 09 20:.063 84 26.8:. 

3. Comm. p c et 70 37.0)3 36 11.50 
4. Hcift;n,,;cAde. TH) U. UY 121 "8. 65 
5. Dont Use 17 8.99 4 1.27 



Note: Use of 
Pedialyte increased 2.97% in Level 1. decreased
 
19.9% in Level 2, decreased 13.91% in Level 3, and decreased
 
19.57% in Level 4. for an overall decrease of 16.61%. Use
 
of CEME increased 8.86% in Level 1, increased 8.44% in Level
 
2, increased 4.51% in Level 3, decreased 3.17% in Level 4
 
for an overall increase of 6.29%. Use of
 
commercially-prepared dried salt packets fell 44.84% in
 
Level 1. 26.3" in Level 2, 9.17% in Level 3, and 4.98% in
 
Level 4 for an overall decrease of 25.53%. Homemade
 
traditional healer ORT increased 41.1'% in Level 1, 4..82% in
 
Level 2. Z2.83% in Level T. and 70.76% in Level 4: for an
 
overall community increase of 38.65%
 

Pedialvte Chi Square=7.5722
 

Before After
 
Yes 63 245
 
No 126 245
 
Total 18C? 31.
 

p: . 01, highlv iqnificant 

CEME Chi Square=2. 108
 
Before After
 

Yes 3q 84
 
No 15() 229
 
Total 189 313
 

p .05. not s5Qnificant 

Commercial Chi Square=44. 1815
 
beforo Ater 

ies 70 W6 

No liq 277
 
Total 189 313
 

p<.001, highly significant
 



Conclusions: PRICOR significantly decreased (p<.01) by
 
11.6% the use of expensive Pedialyte: which is used
 
primarily amongst wealthier mothers (67.6%); even this,
 
however, decreased by 19.6% after the program. A 3% 
increase was found in the Pedialyte use in poorest homes 
which we attribute to a general increase in Pedialyte use 
for ORT in these neighborhoods. No significant change 
(p>.05) was detected in the numbers of mothers who use the 
free government CEME packets. A slight increase of 6.2% was 
recorded overall. It appears that the staggering 38.65% use 
of the TH's homemade ORT (and the 6.2% use of free 
government CEME packet) did significantly reduce (p<.001) by 
25.53% overall use of commercially prepared dried salts 
packets which are similar to the homemade and CEME salts. 

The use of commercial ORT packets fell from 37.03% to only 
11.55 as the preferred ORT. The most significant drop
 
(44.8,') in the commercial packets was recorded in the
 

poorest neighborhood, the same locale where the TH's
 
homemade solutions enjoyed the areatest (MI.9%) increase in
 
popularity.
 



APPENDIX 17 

Question: Do you think that in cases of 
diarrhea, you should give pharmaceuticals? 

Before After 
it % # % 

Level I I=65 1=71 
(poor) 

Yes 60 ?2. 30 45 63. 30 
No 5 7.0 26 36. 6C 

Level 2 I=70 11=64 

Yes 63 90. 00 43 67.18 
No 7 10.00 21 3..80 

Level 3 I11=31 II1=51 

Yes 29 93.50 41 80.40 

No 2 6.50 10 1R. 6C 

Level 4 IV=37 IV=40 

Yes 37 100. 00 3.5 87 .50 
No C-) 1),00 5 12. 50 

TOTAL total=20. total=226 

Yes 189 93.1I0 164 7 2.5W 
No 14 6.90 62 27.W 



Note: Level 1 decreased by 29%. Level 
2 decreased by 22.8%,
Level 3 decreased by 13.1%, Level 
4 decreased by 12.5%,
overall community decreased by 20.54%. 

and 

Chi Square=29.5493
 
Before 
 After
 

Yes 
 189 164
 
No 
 14 62
 
Total 
 20 226 

p<0.001. 
highly significant
 

Conclusions: 
We found a highly significant reduction
(p<0.001) in 
the numbers of 
mothers who believed they must
give modern pharmaceuticals to 
their children with diarrhea
after the implementation of 
the PRICOR project, whereas a
shocking 9.1% of mothers believed they should give drugs
prior to the project, 72.6% surveyed believed 
they shouldafterwards. 
 While this is still 
an unacceptably high
number,- the PRICOR project does make significant inroads in.,reducing indiscriminate drug 
use. The greatest de-rease
(29%;) ws recorded in 
the poorest households, those least
able to afford expensive and unindicated drugs. 
 Before
PRICOR 92.3% of 
poorest mothers believed in giving drugs for
diarrhea, 63.7% did after PRICOR. 
The smallest reduction
 was recorded amongst 
the wealthiest, 100% believed in givingdrugs before and this declined only 12.5%, 
to a still 
alarmingly high 
87.5% post program.
 



APPENDIX 18
 

Question: When a child has diarrhea, do 
.ce 

you tnink you must take him or her to a rezadeira?
 

Before After
 
# %7% %
 

Level 1 I=66 I=71
 
(poor)
 

Yes 58 87.80 60 84.50
 

No 8 12.20 11 15.50
 

Level 2 II=70 II=64
 

Ye= 56 80.00 59 92.20
 

No 14 20.00 5 7.80
 

• Level 3 II1=31 III=51
 

Ye- 26 83.80 39 76.50
 
No 5 1.20 12 23.50
 

Level 4 IV =27 I V=40
 

YeF 2: 81.40 30 75.00
 
No 5 18.60 10 25.00
 

TO] AL toc't al =_2, I.- tot ai -2­

yes iO2 79.4u 188 83.20 
No 42 20. 60 38 16.80 

Note: Level I increased by 3.3%, Level 2 increased by
 

12.20%., Lol - decreased b' 7.35, Level 4 decreased by
 

.. 5, and overall comunitv increased by 3.8%.
 

Ch'i Squatr?=:O.777Z!',
 

Be fore At ter
 

s 162 188
 
No, 42 38
 
Total 204 226
 

p.OE, nut si ani f icant 

Conclusions: Seel inq of traditional healers for diarrhea did 

not change sianificantly: already high (79.4%) before, it 

incrnsnd sliqhtlN, to 8!.25 afterwards; a 3.8% increase 

overall. 



APPENDIX 19
 

Question: in cases of diarrhea. do yOU
 
take your child first to the rezadeira?
 

Before After
 

Level 1 1=61 I=71
 
(poor)
 

Y 54 88.50 51 72.00 
No 7 11.50 20 28.00 

Level 2 	 I1=70 II=64
 

Ves 56 80.00 56 88. 00 
No 14 20. 00 8 12. 00 

LeVel . III=31 III=51
 

Yes 26 83.80 38 75.00 
N o 5 16.20) 13 25. 00 

Level .1 IV=76 I'J=40 

Yes 20 55.. 27 68.00 

No 16 44. 50 1 -. 2.00 

TOTAL total=198 total=226 

Yes 156 78.70 172 76.00 
No 	 42 21. J0 54 24.00 

Note: Levol I decreased by 16.5%, Level 2 increased by 8.0%, 
Level L decreased by 8.8%. Level 4 increased by 12.5%, and 
overall communitv decreased by 2.7%. 

Chi Squ.tre=(.2937 
befor e after 
I.L. 172 

no 	 4,2 54 
ot& C', 226 

p: 1.'. , not sinificant
 

Corclionn,: FRICOR project did not significantlv change 
tp;.0. fami Iv's first seeking of rezadeiras in cases of 
di ,rr-AI, . 7R;,.7,% of mothers did before F'RICOR, and 76% did 



APPENDIX 20
 

Question: In cases of diarrhea, do you take your child first 
to the .ce
 
Mother of Gods?
 

Before After
 
# % # % 

Level 1 I=65 I=71
 
(poor'
 

Yes 0 0.00 4 6. 00 
No 65 100. 00 67 94. 00 

Level 2 11=70 11=64
 

Ye0 .00 1 2. 00 
No 70 100. 00 63 98. 00 

Leve 7. I11=31 111=51
 

Yes 0 C). 00 0 0. 00 
Nc-) :71 100. 00 51 100. 00 

Level 4 IV=37 IV=4:) 

Ye -) 0. (-00 0 0. 00 
No 37 100. 00 40 100o.00 
TO1 AL. total =2: total=226 

Yes 0 0. 00 5 2. 00 
No 20:3 100.0) 221 98.00 

Note: Lcovel 1 increased by 6%, Level 2 increased by 25.,
 
L'ov . 0 and 4 did not change. The overall increase was 2%.
 

Chi Sauare= not wpropriate 

Conclusion.: Only a 2% increase was detected the numbers of 
moLhrsr- who first take their children sick with diarrhea to 
th, Mothcr cWf the Gods as a consequence of the FRICOR 

ola,o t. Nc familv admitted going first before; 2. reported 
they did aftorwards. 



APPENDIX 21 

Question: When your child has diarrhea, do you 
(mother) believe that you should give a 

medicinal tea? 

Before After 

Level 1 I=65 I=71
 
(poor)
 

Yes 51 78.50 64 90. 10
 
No 14 21.50 7 9.90
 

Level 2I I=69 11=64 

Yes 55 79.70 54 84.40 
No 14 20.30 10 15.60 

Level 3 III=31 III=51 

Yes 25 80.60 39 76.50 
No 6 19.40 12 23. 50 

Level 4 IV=37 IV=40 

es 2:, 62. 10 30 /5.00
 
No 14 j.7. 90 10 25.00
 

TOTAL total =20b total =226
 

Yes 154 76.20 185 82.703
 
No 48 27.G0 -5 17.30.
 

Note: Level I increased 11.6%, Level 2 increased 4.7%, Level 
'3 decreased 4. 1%. Level 4 increased 12.9%. overall community 
increased o.5%. 

Chi SqIar=2. 400:
 
Before After
 

Yes 15.. 187
 
No 4 0 Z9
 
Total 202 226
 

p >.0., no sicinificant difference 

Conclusions: Mothers did not change their practice of giving 
medicinal tea'- to children with diarrhea. A . increase
 
was record-,d in the belief that when a child has diarrhea it
 
nhould bo aiven ORT. 



APPENDIX 22
 

Question: In cases of diarrhea, do you take 
your child first to the doctor? 

Before After
 
# ,: # %
 

Level I I=65 1=71
 
(poor)
 

Yes 7 10.70 14 20. 00
 
No 58 89.30 57 80.00
 

Level 2 11=70 II=64 

Yes 12 17.10 5 6.00 
No 58 82.90 59 92.00 

Level 3 III=31 III=51
 

.00
Yes: 	 4 12.90 11 22
No 27 87.10 40 78. O0 

Level 4 IV=37 IV=40 

Iei 14 .7. 8 10 25.00 
1140-:, 2 ,°=: 62. 10 0 75. )0. 

OTIAL total =2czC total=22o. 

Yes 37 18.20 40 17.70 
No 166 81.80 186 82.30 

Note: Lo've! I increased 9.3%, Level 2 decreased 9.15, Level 
. incr-w'-d q". ., Level 4 decreased 12.8%, overall communitv 

use of doctors decreased 0:.5%. 

Chi SquLa-eA2. 609 
beffore after 

V 	 1-2 0,40 
no 1 , 187 
Tot':, 2 - 227 

p.05, not sinnificant 

Concluolons: FRICOR project had no sionificant impact on the 
utili ",:aion of doctors aa the first source of care for 
diodr ,ho,in children. Fercentage= of mothers .,sinq doctors 
i 	 t . I, " iS.2%) be.fore the prcject and remained
 

-. . minimal decr-eae- c 0.5 oera%
 



APPENDIX 23
 

Question: 
In cases of diarrhea, do yOU take your
child first to 
the pharmacist?
 

Before 
 After
 

Level 1 
 T=58 
 I=71
 
(poor)
 

yes.50 
 100.00
no 56 96.50 
 71 100. C0
 

Level 
 11=57 
 II=64
 

no 
 () . C C) 0 . CIC
 

Level 3 
 111=24 
 III=51
 

ve5 1 4. IC') C C0. 0
no 2 , 
9 .9C 51 1(0)C).00
 

Level 4 
 1V=3 
 IV=40
 

e IOC. 0.
O0
 

TO TAL 
 t oti o 1=169 totalI =2.2
 

3C (JC5 0. )C)no 
 64
-7. 
 00 226 1On.00
 

Note: Level 
I de-re&sed 3.55, Level 
 ' stayed the same, Level
- decreaced i. I ,. L,1vel 4 decreased ..6%C O M M U t cikc f E 
and overallr nl ' - , c J '
 

Lhi Squ&re?:---mt appropr-i te Stati -:;t 

ConclL .iOnE: Drli .w'za ._-.decrease detectedof mothc2r-. kJ1,.) ijrst in the numberstake their child with diarrhea to thept x- mac t 11 
phlirmacj 

i 

f-t 
,. ,3 3y reported first consulting thebofore FRICOR. C05 report doing so ;A.FLer-words. 

/
 
4 
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Question: Why does a child have diarrhea?
 

Be-fore After
 
No. % No.
 

1. Don't know 4 1.18 5 1.26
 

2. Worms 43 12.72 40 10. 10 
Worm Attack 

2. 	 Hygienic 38 11.24 56 14.14 
Fl i es 
Flies dirty the food 
Dirtv water-
Lack of Asseic
 
Walking barefoot 
Poorly washed baby bottles 
Lack of hvaiene 
Plavinq with sand 
Unwashed fruit 
Mother doesn't take care
 
Water 

4. Heat 10 2.95 7 1.76 
WalI:inQ on hot sand 
Hot nroutnd 
Wher the chili teels hot 

t. 	 Food 87 25.=73 99 25.00 
Foor-lv made food 
Food which attacks the liver
 
Food without bas,? (tuo strong 
or too weal 
( ereC]
','-o1 h.-;I dcv,:.;r I ',"' 

a t t e1 t i on to too d 
of chlI d 

L .vv food 
When thoe eat a lot 
Ci t3e,rn,7 

,.Didioca -Ind btin-. 
Fs: t 4 ood-
FOCI-d Wi th tL'C) Ol(li2i 

Ejt 	 c, lot oi _',,iar 
Eat 	 dirt 

Fallinq 90 2.66 8 2.02 



Question: Why does a child have diarrhea? continued
 

Before After 
No. % No. % 

7. Teething 49 14.49 57 14.39
 
When the teeth ar-e about 
to appear
 
Appearance ot incisors
 
Appearance of teeth
 

S. 	Dehydration 4 1.18 2 0.50
 
Because the I Ac k
 
water- in their bodv
 
BeCaLse they weren
 
givern wate:­

?. 	 Mi I k 16 4.73 22 5.55 

IheY don t tolerate
 
mi I I
 
Foorlv prep- rod milk
 
lNil I doe--6 b Ac
 
beE?(ClaEAL - t_ )I I I I
 

10. 	Evil Eye ib 4.73 26 6.56
 
Duebranto
 
r:,I CLhado
 

11. 	Fright 60 17.75 71 17.92 

%,,.elIi_ 0 U4 1 dcI 

12. 	Other 2 0.59 3 1.75
 
Weak:i t ,= i e 

In- ect i or)-i 

,TOTAL RESPONSES 	 396 



Note: Percentage increase and decrease in beliefs as 
follows: don't know increased 0.08%, Worms decreased 2.62%, 
Hygienic increased 2.95, Heat decreased 1.19, Food 
decreased 0.70%, Falling decreased 0.o4%, Teething decreaseP 
0.10%. Dehydration decreased 0.68%, MiIk increased ().82%, 
Evil Eye increased 1.83%, Fright increased 0.17%, and Other 
increased 1. 16%. 

Worms Chi Square=l.0012 
Before After
 

yes 4M 40 
no 295 356 
total 218 296 

p>.05, not sionificant 

Hyqiene Chi Square=l1. 1249 
Before After 

V0eS: 38 56 

nu(- 300 340 
total 38 :96 

p: .05. not signi-ficant
 

Food Chi Square=0. 0208 
Be-ore Affter 

ye B7 99 
no 25] 2?7 

p. ioL significan t
 



"[eethinQ Chi Square=4.3200
 
Before After
 

yes 49 57
 
no 289 33?
 
total 338 396
 

p-.05, significant
 

Milk Clhi Square=(). 1114
 
Before After
 

yes 1- 22
 
no 32-- 374
 

total 33: S96
 

p .O5, not significant 

Evil Eve Chi Square=O.8..v2
 
Before After
 

•,no 	 ._.-? 370 
total 'I: 39&. 

p.:.05, not sioniicant
 

Friqht Cni SLUre=1.1552
 
beforte After
 

veS 00 71
 

total ITS 1%
 

pj..I. , not siqn-ificant
 

Conclusion: PRICOR did not significantly change villager's
 
belisef about the causes of diarrhea in children. Food, 
preparation ud quality (42.61%), f+rjht disease (29.4%), 
wor-,n1 .2. ,'.. .:3nd hygi eni c practis: (12.L1.) were cited 
, L.cauI U FII ft,,r PR,' i-CO, rez ,r---es wor.fe n e-r ,_ *F, OR; 

identical. L inct in teetlhing, h.,ieni c pracLic;._., ml1!,
 
evil 
 e c. ond 1iqh as a cause of diarrhe& increased 
31iohl ]v. The onl y significa nt change (p-0.05, o in,ccurred 
the belief in te'thing as a cause of diarrhea.
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TRADITIONAL HEALERS' ATTITUDES TOWARD BIOMEDICINE
 

Total Number of Traditional Healers Interviewed=19
 

Traditional Healers bv Name
 

Name age 'years curing 

Jose Martins 40 12 
Corina 55 29 
Beatriz 56 9 
A1lfredo 82 30 
Nelsa 56 14 
Geral Lo 47 4.2 
Jesui na 6? 20 
Antonio 37 12 
Chi qui nha 76 70 
.oGaldencia 62 15 
Jose Maria 54 25 
Vicencia 42 15 
Ona 56 30 
RaimUndco 65 20 
Idal ina 61 
LOLr-a 60 20 
Luc i ene 656 

Binha 
Raiinttndo 

65 
72 

40 
55 

Traditional Healer Median Acges=56.73 

Traditional Healer Range of Ages=35-82
 

Median Years of Healing=2.89 

,RIngo of 'laV o- Heaing =6-55 

,1-'N' AnCe -1'51
 

http:Healing=2.89
http:Acges=56.73


Question: Who do your patients believe
 

more, you or the doctor? 

responses # % 

Equal 8 42. 10 

Traditional vnealer 6 31.57 

Doctor 2 10.52 

Don't know 2 10.52 

No response 1 5.26 

TOTAL 19 

Question: Do you think your clients
 

understand what doctors say about their illnesses?
 

responses :4 %. 

Yes 7 36.84 
omet 1me - 15.78 

A few thin-E3 1 5.26 
NY 4 21.05 

Don t know 15.78 

Missing data 1 5.26 

1OT- ­ 19 



Question: Are there any illnesses that only you can cure:
 

responses # %
 

Yes 17 89.47
 
No 2 10.52
 
TOTAL 19
 

Which ones_
 

Ramo, queda, bruxaria (witchcraft), feiticaria
 
(enchantment). macumba (religious curse), lunucao, carnoe
 
triada, hematoma, engago, ,vermelha,ezipa, quebrante (evil
 
eye), dor de cabeca (headache), negocio espirito (spirit
 
business) , conxipacao (constipation), dor de mulher (woman s
 
pain). the diarrhea of quebrante. the diarrhea of susto
 
(fright disease), espinilha caida (Hallen spine), vento
 
caida kfallen fontanelle), doenca de crianca (the illness of
 
the child)
 

Puestion: Are there any illnesses that only.
 
doctors can cur-e?
 

responses #
 

Yes 18 94.73
 
No rescop:z 1 5.26
 
TOTAL 19
 

Doence., orandes (big sicl::nesses), doences por dentro
 
(sicknesses inside), dedo cortada (cut fingers), fever, 
cancer, nwis periqoso (most dangerous) , anemia, pain, 
dehydr -otio;, hepititis, (carocos) s:in infections, utero. 
polic. _ qaroanta (throat)., coracao (heart).i;-iumionia, 




Question: Would you like to use some equipment
 

exams, or drugs that doctors have?
 

responses 


Yes 

No 

Don't know these
 

things 

No response 

TOTAL 


Question: 


responses 


No 

'Yei. to- specific
 

eQui pment-
No response 
Hi s-, n data 
tOTAL 


# % 

8 42. 10 
6 31.57 

2 10.52
 
3 15.78
 
19
 

Do you know what hospital equipment
 

is used for?
 

# %
 

6 31.67
 

9 47,.36
 
15.78
 

1 5.26
 

19
 



Question Do you know any prejudice 

that doctbrs have against you or your work?
 

responses # %
 

They don't have 
any 47.36 

Maybe they have, 
don 't know 4 21. 05 

Yes 2 10.52 
Don't think so 1 5.26 
No response 1 15.78 
TOTAL 19 



Question: Do you try to find out if your 
patient has already seen the doctor before 

seeing yJu? 

responses 	 # %
 

Yes 	 11 57.89
 

Sometimes 2 1C.52
 

No 6 31.57
 
TOTAL 19
 

Question: Do You want to accomoany 

your patients inside the hInspital when 
they are very sick? 

responses 	 # 

Yes 	 9 47.36 
26.31Yes, conditional* 5 

• 	 Don't know 1 5.26 
I'm too old 3 15.78 

No response 1 5.26 

TOTAL 19 

*but I have other responsibilities
 

Ouestion How do VOu think you will be 
received at a hospital? 

response-	 , 

Well 8 42. 10
 
Indifferent 3 15.78
 
Don't know 5 26. 78
 
No response 3 15.78
 
T]I AL 	 19 



Question What do You think you could do 
at a hospital to help? 

responses # %
 

Pray 10 52.63
 

Give medical 
history to doctor 2 10.2 

Take care of child 1 5.26 
Give homemade 
remedies 1 5.26
 

Depends on what 
patient needs 1 5.26
 

Take care of mother 1 5.26 
Everything that 

I can 1 5.26, 
No response 10.52 
TOTAL 19
 



Question: Do you have an idea how many
 

people in your community self-treat and die
 

without seeking traditional healers?
 

responses # %
 

Yes, it happens,
 
but I don't know
 
how often 15.76
 

No. it doesn't
 
happen 5 26.31
 

Don't know 8 42. 10
 

No response 3 15.78
 
TOTAL I9
 

Question: What do Ynu think about non-medical
 

people (rnot doctors, nurses, or traditional 

healers) working in community health?
 

response- %
 

1od IU
19 


TOTAL 19
 

Question: How do you think the government
 

views the work of these non-medical
 

people to improve the health conditions
 

of people?
 

responsc> tI %
 

IJprovt' G 42. IC) 

They don't want 
to know 5 26.31 

Don L krnoL. 2 I).52
No r-eirons e 4l 21 .0 

iI 22A
1.C.9 
10TAL
 



uesition: Are politicians in favor of 

or 
against community heath work?
 

responses # "
 

In favor 
 6 
 31.57
 
Aaainst 
 4 
 21.05
 
Indifferent 
 2 
 1C.52

Don't know 3 15.78
 
No response 
 4 21.05 
TOTAL 
 19 

Question: Does it help you to speak in 
medical terms to your patients")
 

responses 
 #
 

Yes 4 )I.05
\e, conditional 
 5 
 26.31
Somet i mes 

10.52
 
.. No 0 31.57
Don't know 
 1 
 5.26

No response 
 1 
 5, 2
 
TOTAL 
 19
 

Question: Do you try to find Out what the 
doctor does (follow up) when YOU send 

send a patient to him? 

rtesponse. 41 

l15 78.9-I4o 
15.78 

No response 
 1 5.26
 
TOTAL 19 



Question: Are you familiar with homemade ORT?
 

responses # %
 

Yes 17 89.47
 
No 2 10.52
 
TOTAL 19
 

Qstion: How do you prepare homemade ORT? 

responses # %
 

Prepare correctly 16 84.21 

Prepare incorrectiv 5.2& 
Don t know 2 10.52 
TOTMI 19 

[uestion: Does it help your work as a 
traditional healer if you speak in 

medical terms to your patients? 

responseE / 

Yes 1? 100 
TOTAL V?
 



Question: 
Do You think it is worthwhile
 
for doctors discuss the causes 
of illness
 
with mothers when his beliefs about them
 

are very different from the mothers'?
 

responses # %
 

Yes 
 12 
 63..15
 
Yes, conditional* 
 2 10.52
 
Indifferent 
 i 
 5.26
 
No 
 4 21.05
 
TOTAL 
 19
 

*But mothers won't do what 
he says
 

Question: Do YOU think people should
 
know how to prevent and treat 
diseases
 

at home without having to wait for doctors
 
or healers to help them? 

rewpocnse. %. 

Yes 18 94.73 
No response 1 5.26 
TOTAL 19 

Pylu-,tior: Do you attend all 
the sick people
 
in your community?
 

r"espons,-
 %/1
 

Yes 
 21.05
 
Yes, conditional* 
 14 
 73.68
 
No response 
 1 5.26
 
TOTAL 
 1i9
 

1+1 treat a:l who seet fie. 

NIV
 



Question: Do YOU believe it is very important 
for mothers to Use homemade ORT?
 

responses # 
Yes 19 100.0€0 
TOTAL 19 

Puestion: Do you believe mothers must 
always have at home some type of ORT 

that can be used at any time? 

responses 

Yes 18 94.7-
No 

TOTAL 19 

1 	 5.26
 

Question: 	Which is best, intravenous or
 
oral ORT? 

.i-esponses 


Oral it. ). 6. 
Intravenous 7 36.84 
Either 1 5.26 
Depends on 

si tuat i on 1 	 5.26 
TOTAL 	 1
 

Clc-t i on: 	Have you already referred someone 
t c the doctor/hosnital:' 

r esponses 	 I 

Yes 	 1s 94.77 
No 1 5.26 
TOTA L 1 q 

L'UtLtion: Do you always refer patients 
to the doctor/hospital? 

respolrnees 	 I% 

71.57
 
SomLC t I l2 r-7%. 6"-' 
Onv once 1 5.26 
No 1 5.26 
No r.-poii--e 1 5.2 
TCTL 1? 



Question: Do you prescribe pharmaceuticals 

for your patients? 

responses # %
 

Sometimes 8 42.1(
 
Yes 5 26.31
 
No 31.57
 
TOTAL 19
 
Which ones?'
 

Micostantin for
 

Infectrin for diarrhea 1
 

"little balls in mouth" 1
 

Caulim for teething 1
 
ORT for diarrhea 5
 
Colestase 7
 
Enterovi o+orme
 
Teas (vat- ious) 5
 

Xarope de aeromicina
 
+o- f ever 


Manah 1
 
*1 Fitalomicina 1
 

Sweet oil de rino 1
 

Meracilina, terramicina,
 

garamicina 1
 
Comel for throat 
AAS 1
 
R'ibalcin 1
 
Ci bl eIe I
 
,4nadnr I
 
_r.c-vi te +fr- 1 ac:t. u-f
 
appetite 1
 

Redoxon +or colds 1
 
Ascaridil for worms 1
 



Question: Does the doctor need to forget 
what he has learned and learn what you 

know about illnesses in order to work toqether with you' 

responses # %
 

No 18 94.73 
Don't know 1 5.26 
TOTAL 19
 

Question: If you work together with a doctor 
on a case. and you don't agree with his opinion 

who should have the final word on treatment? 

responses #
 

Healer 7 36.84
 
Depends on the type
 

of illness o 31.57
 
Reach an acreement
 

together 2 10.52
 
Doctor 2 10.52 
N.- response 2 10. 52
 
TOTAL 19
 

Question: Do you, yourself, believe in the 
causes o illnesses doctors talk about? 

ren.pon sei. 11i 

YeT 14 70.66
 

Yes, if they also 
make e: ,- 1 5.26
 

Sometimes 3 15.78
 
11,L 1 5.26
 

' 7AL 19
 



person who really believes
a 

illness, become ill


Question: Can 


in biomedical causes of 

their beliefs?
 or aet well because of 

%
#
responses 


89.47
17
Yes 

1 
 5.26
No 

1 5.26
No response 


19
TOTAL 


a
Question: Do you think that for 

to be successful people musttreatment 
believe in it?
 

responses 

, Ie c)C)1C C". 
"VOTAL 

believe that homemadeQujestion: Do you 
ORT iS effective? 

41 % responses 
,

es - 8c 1 'I ­

17 1? Pr 7UE 
,

'Yu , cond t:onal 2
 
i v mn
[r 10 TA L 


t hive mone,)
-tor- tho.'-,e wilic, d~n 



Question: If the doctor learned how to cure
 

evil eye would it be good or bad for you? 

responses
 

Good 9 47.36
 
Indifferent . 15.78
 
No response 4 21.05
 
Missinq data 3 15.78
 
TOTAL 19
 

Question: Do you believe in working together 
with doctors?
 

responses # 

Ye_ 8 42. 1 
es, conditionalA 5 26.31 

I'ndit+erent 1 5.26 
No 4 21.05 
No response 1 5. 26 
TOTA1L 19 

*i I were Vounoer 4 

LO-es.,tion: Until what point would 
you permit the doctor to work with You? 

""" 47. -

Limits* 6 31.57
 
Would not wot- I. 

tocl;,, hor 1 5.26 
L t Inct,, 1 5.26 
r-,c- i3O]fli - 10"I. 52 

19 

,wOuld not pormi t the doctor to 

-l 'h ,k' 1 ri t i
 

CqtI.- ] I 1 
L'I&itnn.cz ic~. t,_[*2 


flU 1. 



Question: Would you accept the doctor
 

and observing your prayers?
entering your house 


# %
responses 


15 78.94
Yes 

It 	wouldn't hinder
 

me 1 5.26
 

It 	wouldn't hinder
 

me, but I don't
 

like the idea 1 5.26
 
10.52
No response 


19
TOTAL 


Do 	you think that doctors would
guestion: 
gain more confidence from patients if 

thev worked together with you? 

responses"
 

yes 1o 84.21 

Yes. if they knew 

how to Cur-E 1 5.26 

Indiiferent 1 5.2o 

1hey wouldr t loey 1 5.26 

TOTAL 19 

the rezadeira losE the
O'2Lion.: Would 


colid nce of her patients bv working
 

responses 


No 

Do,(n t I now 
No response 
TOTAL 

together with the doctor?
 

# I
 

17 89.47
 

1 5.26
 

1 5.2c.
 



Tye of Traditional Healer 

responses # %
 

12 63. 1
Prayer 
Praver./Afro-Brazi 1ian 

Pr iest 1 5.2 

Frave.-/Spiri ti st 1 5.2 

Spiritist 0 0.0 

Herbal i st . 5.2 

Afro-Brazilian Priest 15.7 

Birth Attendant 1 5.2 



Puestion: What do you think the doctor should 
know about the popular illnesses to
 

help your work?
 

responses # %
 

How to pray/cure 9 47.36 
Know and believe in 

popular illnesses 4 21.05 
Take more time, 

care in examining 1 5.26 

Understand/ 1earn 
Umbanoa/spiritism 3 15.78 

Homemade remedies 1 5.2b 
No response 1 5.26 
TOTAI.. 19 

jguestion: Do you think that a doctor whose
 
orientation is to use modern medicine 

is capable of curing evil eye without your help? 

responses # 

Yes 1 5.26
 
Nes, if he learns 

how to prv 2 10.52 
No- 15 78.94 
No response 1 5.26 
TOLL 19 

SNhv "' 

He has to take the 
child to a prayer 1 

He doesn't know 
i.bor Ltt -31\ C-?\ e 1 

k hat. to learn how 
to pra and cure 1 

1'l2dicinc, can help 
but not cure 
evil eve 1 

Question: if the doctor
 
knew how to cure evil eye 

would this diminish the number o 
people who seek your help?
 

responses it % 

Y 12 63. 15 
No 1 5.26 
No r ,..ponn;,' 6 11.57 
7 07 QL 19' 



Question: Can a mother cure her child by
 
taking it to yoLt and to the doctor at
 

the same time?
 

responses %
 

Yes 14 77.68
 
Yes, conditional 2 10.52
 
No 3 15.78
 
TOTAL 19
 

DQuestiong: Is there something yOu would
 
like to learn from doctors about
 

illness or treatment?
 

responses #
 

Jes- 11 57.89
 
Don't know 1 5.26 
No 5 26.31 
No response 2 10.52 
TOTAL M 

lintections. Qaroanta (throat), dehydration, treatments of
 
chi 1dren.
 

gquest in: Should health services give 
spiritual support to patients? 

rspunsas "I 

"es 18- 94.73 
No response 1 5.26 
TOTAL 19 

tQiest-icn: Do you thirk it is important 
for You to, go w.ith your sici.: patientP? 

responses %
 

Yes 1b 84.21 
I am too old 2 10. 52 
No response 1 5.26 
f0TOL 19 



Question: Should you receive money for your work? 

responses # %
 

Yes 
 3 15.78
 
Yes. conditional* 1 5.26 
No 7 36.84
 
No response 8 42. i0 
TOTAL 19 

*Only if I need to buy something.
 



APPENDIX 26
 

HEALTH TEST FOR TRADITIONAL HEALERS
 

Administered to 18 healers
 

Correct answers provided in parentheses following questions.
 

1. Who are Lh ollowinq health professionals? 

A. An educated per-son who consults people and gives
 
remedies. (doctor'
 

responsei, 
 # ". 

correct 
 13 72.22
 
not correct 
 4 22.22
 
no response 
 1 5.56
 
TOTAL 
 18 10 0 

B. An educated person who cares for sick people in the

hospital ard orients people about health. (nurse) 

responses 44 ,i 

correct 
 Q. 72.22
 
not correc~t 22 22 
no response 
 I 5.56 
TOTAL 12 100". 

C. A non-educated person from the community who is trained
 
to 
orient people about health. (health agent) 

responseK_ ii % 

, L corr ct. 1" 9 4. 4 
no response I 5.M. 
TOTAL 1E 10 0; 

D. A pers on who in not oducated, works in a hospital or
hualth post and helps educated people to care for sick 
people. (health au'.iljary, nursinq auiniliary,) 

corr ct 3 16. .e.* 
not corrct 14 77.78 
no r eSpoi., 1 5. 56 
1 t1 EE,".T,) 1 

i / 



2. What do vOU call ... ?
 

A. A doctor who only cares for children? (Pediatrician)
 

responses 4 %
 

correct 
 5 27.78 
not correct 12 66.66 
no response 1 5.56 
TOTAL 18 100% 

B. A doctor who cares for any sickness? (general clinician) 

responses V % 

correct 422.22 
not correct 1. 72.22 
no responsE 1 5.56 
TOTAL 18 100% 

C. A doctor who cares for intestinal or stomach sickness?
 
kgastroenteroloaist)
 

responses 44 % 

correct 0 0 
not correct ! 94.44 
no response 1 5.56 

OT ,. 1F 1u0 

D. ,ohospital 
which onl v cares for children? (pediatric 
hospital) 

responses 4I 
 %
 

correct o] 22.22 
qot corretC 12 66.67 
no re~pone 2 11.11 

lAL
T A 10, 1()('.
 

E. A)hospital] which only cares for problems that need 
immediate attentiorn" (emergency hospital) 

r-esp-or E" - "fDo 1; 

CO~LrIC 27.78 
lot corret. 17 72.2'2'' 

-,  nc ,r _lon - ( 1
 
1-01,11. 1, 10 %
 



F. A hospital which cares for all sicknesses? (general
 

hospital)
 

responses #
 

correct 6 3-3. 3.
 
not correct 11 61.11
 
no response 1 5.56
 
TOTAL 18 100".
 

3. What sicknesses are these?
 

A. A child defecatina only water, with yellow color, without
 
bad smell, without fever; who ooes to the doctor and he
 
gives ORT and rice water and recommends continuing givinq

milk?7 (diarrhlea­

responses i,
 

Acorrect 4 22.22 
not correct 14 77.78 
no res~onsc (: 

TOTAL 18 100% 

b. H child with diarrhea, with a bad smell, -streaks of blood 
and muccus, hiqh fever who goes to the doctor and he gives

DRI. a diet. and a-n antibiotic. (intestinal iniection.
 

uysenter y) 

r spjn-. ,
 

correct 7 38. %,
 
not correct 11 61.11
 
no response ,
 
TOIAL 1 S 100%
 

A.. ," chil l diarrhea and voniLina t-or £ever-l dav. 
wca.. with "brolken vision" and a { alien fontanelle who goe's 
to the doctor and he orders the motl er to give ORT to the 
child. (dohvdration) 

fLai rcu t 6 33. 7: 

Tnoi 0-OL I 1 1 :)% 



A.. Which of these diseases present diarrhea'? 

A. Gastroenteritis. (yes)
 

responses l%
 

correct 
 12 66.67
 
not correct 6 33.33
 
no response C)
 
TOTAL 
 18 100%
 

B. Amigdalitis mno) 

respon<_i= e #
 

correct 
 10 55.56
 
not correct 
 8 44.44
 
no response 0 
 0
 
TOTAL 
 18 10:1 

C.. Dehvdration (yes) 

responses 
 #
 

correc t 13 72.22 
not corroct 2 11.11 
no rcvsponc3 16.b7
 

"O.L 18 i1C'0 $
 

D. liLc L i (o ky 

respons e. It 

corrci 1(0 55.56
 
not cor r ct. 5 27.78 
no ,-_F.,wo Io. 67
 

E. Dvsrnttiry (yes) 

C rr__t 1 0 55.56
 
Il t l-t "o -.. -4 22.2-'
 
Hu( rc, wnt- 4 2 2. 2?_
TOT, I , 100",;
 

F. G Jc cj (s'S) 

W 11 7.".7 

1t. I nilII . ".
 



5. Which o+ these remedies are used for diarrhea?
 

A. Caulin. kaomaqma (yes)
 

responses 14 %
 

correct 12 66.67 

not correct , 33.3W 
no response ( 0 

TOTAL 18 100% 

D. Melhorai AAS kno)
 

responses # %
 

correct 14 77.78 
not correct '" 1.66 
no response 1 5.56 
TOTAL is I100c]% 

C. Flasi l (no' 

responsen # i%
 

correct 8 44.44
 
not correct 9 

no response 1 5.5±6 
TOTAL t 100% 

D. 1,0,sec QUO,'
 

responses # %
 

correct 7 36.89
 

not corre'ct ] &1. 11
 
no re~sj~c'ns C 
TO1AL 1 , 100% 

E. Elizir Far-eorico (yes)
 

r espolsp-- ill" 1/.m 

correct 12 66.67
 
not. corrjct 6 ­

no rup -. 0
 
TO I,l_ I .
1 0 "' 



G. Bronchitis (no) 

responses * 


correct 14 

not correct 4 

no response 0 

TOTAL 18 

H. Malnutrition (yes) 

responses # 

correct 15 


not correct 

no response U 
TOTAL 16 


I. Measles (yes,
 

responses #%
 

correct 17 


not correct i 


no response 
 0 

TOTAL 18 

7
 

77.78
 
22. 22
 

C 
10C)% 

83.34
 

16.6o
 
Q 

100% 

94.44
 
5.5.. 

1C)0% 



F. Buzatona 


responses 


correct 

not correct 

no response 

TOTAL 


G. Colestase 


responses 


correct 

not correct 

no respons-

TOTAL 


H. F'talomicina 

responses 


correct 

not correct 


no responsL 

TOTAL 


1. In-_ectrim, 

correct 

not correct 


no respwn.o20
 
TOTAL 


' 3. Fra o 1 "m3o3 l 

rosp on s ,-. 


correct 

not corr _w:I-

no r",,.r ,-

Frl L 


(no)
 

# %
 

Ii 61.11
 
7 38.89
 
0 ( 

18 100% 

wyes)
 

# %
 

15 83.34 
I 16.6c. 
( 0 

18 100:% 

(yes)
 

44 %
 

i1 61.11
 
7 3,8.89, 

( 

Iis 10%
 

diontrim. bactrimn 
(yes)
 

10 55. 5c
 
8 44.44
 

18 100% 

t
 

9 50.0 
7 E;. 89 
1 11 . 11 

1F. 



K. Leite de Magnasia (milk of magnesia) (no)
 

responses # %
 

correct 9 50.00 
not correct 7 38.89
 
no response 2 11.11
 
TOTAL 18 100%
 

L. Flaqvl ryes)
 

responses 4 %
 

correct 16.66 
not correct 15 83.34 
no respon se-, ) (' 
TOTAL 18 100% 

M. Novalaina. Magnopyrol (no)
 

r-esponseL 7.
 

correct 11 61.11 
not correct 7 38.89 
n renpon s () C) 
TOTAL is 100% 

N. Clor- eni co] . Wuelicetina (yes) 

correct: 3.89 
not cor-rect 11 61.11 
no reoponor' 0 0 
TOT4AL 18 10(:)0% 

U. LoliM t] wvor7) 

r _ .insw, 


CorrectL 27 .78 
not correct 12 66.66 
110 Vc, lont, 1 5.56 
1 1V C 100,. 

F'. buZ Co00 i,11 BcLItV1 ' Z.s 

riusponsc: 7 

co rrecct 13 72.22 
nt cr i c 27.78 

T , IAi 

]il 1. cO"q'. 



b. Which of these are recommended by doctors to avoid 
di arrhea? 

A. Don't step or sit on hot ground. (no) 

responses #%
 

correct 7 16.66 
not correct 14 77.78 
no response 1 5.56 
TOTAL 18 100% 

B. Don t eat very cold foods. (no)
 

responses # %
 

correct 5 27.78 
not correct 11 61.11 
no response 2 11.11 

TOTAL 18 100 

C. Vaccinate children. (no) 

r-e p or _ ' -;. 

corr o-t8.89
 
not: correct 50.
 
no response 2 11.11
 
TOT HL E 100%t1 (%
 

L. H',oid du .t. (1o) 

responses It % 

curroct 8 44.44 
ncL c ,-ro,,:t C3 44.449 

no response 2 11. 
TOI AL 1is 99.990% 



E. Treat water. (yes)
 

responses #
 

correct 15 
 8:3.34 
not 	correct C) 0 
no response 
 16.66
 
TOTAL is 1C)C'!
 

F. lake a bath every day. (no) 

response. # % 

correct 	 b 7. 

not 	correct 10 55.56 
no response" 	 11 
TOTAL 	 18 1 0c% 

G. Construct bathrooms and running water- in the houses. 

r eson e., 
 % 

correct 12 66.67
not 	cort ct 
 527.78
 

no r-sDoonse 
 1 5.56
 
1O1A)L 	 18 1 C)7 

H. E-ce<A--. ,d children. (ves) 

I-L-2I.p Ct-1. _,r 

cor-reCt 15 83.34 
not curt cct 11. 11 
no r, pon 	 1 5.5 
TO I,:L 10 1007O 

1. 	 t,,l.I wi thi shoes. (nc-) 

r li1 7;2.41 

C Litt-	 0 0 
r, t cVV,;I 16 88.89 

]~ cL.1 1010 1 



J. Boil or filter drinking water. (yes)
 

responses # %
 

correct 12 66.66 

not correct 1 5.56 
no response 5 27.78 
TOTAL 18 100% 

K. Don't eat very sweet foods. (no) 

responses #
 

correct 2 11.11 
not correct 15 83.3 4 
no response 1 5.56 
TOTAL 18 100% 

L. Don't get wet with dow or rain. (no) 

responses #
 

correct 10 55.56 
not correct 7 38.89 
no response I 5.50 
TOIAL 18 I0(C 



APPENDIX 27
 

Question: Does the official system of
 
health help or hinder?
 

responses # %
 

Helps 8 42.10 
Doesn't hurt 4 21.05 
Indifferent 2 10.52 
Have different roles 3 15.78 
No Response 10.52 
TOTAL 19 



Is the official health system
Question: 


bad for people's health?good or 

%
# 
responses 


73.68
14
Good 

00. 

Bad 

15.78
3
Indifferent 

10. 52 

No Response2 

19
TOTAL 


the doctor?
Question: Which people go more to 

1"
# 
responses 


5.26
1
Sick middle class 

42. 108All sick people 


1 
 5.26

has money
Whoever 


Pregnant women with
 
10.52
2problems 

5.26
1
Verv sick people 


Poor people. because
 
10.52
 

they have more sickness 2 

-' 
 15.78
 

Children 

5.2b
1
Adults 


19
TOTAL 


What methods do you think
LeyLi_n: 
and treat illnesshUse to diagnosedocto)rs; 

%
# 
responses 


d i aqnos 

5 21.77
Ensm'nat ion, 

4 17.j9

Stethoscope 


7 3C. 43 
Studyinq books 


3 13.04
Enperience 

1 4.34 
Don't knw 


3 13.04
No response 23TOIAL 

1 -e ltmgn 

4 21. 05
L pcrati onE. 

8 42. 10 
Hcdicinos 

2 1Q.52
Food 


1 5.26
Don t Inow 


A 21.05 
no resp~ons2 

IO[" ! 1
 

response,*,,l to h.oi; more than one 



Do you think that people
Qutestion: 


believe in the doctor? 

# %
responses 


9 47.36yes 

some believe, some
 

I0 52.63don t 
19TOTAL 


QReStion: What does the doctor gain from his work?* 

responses # % 

15 57.69
Money 

4 15. 778Praise 
2 7.69Intellience 

1 3.84Friendship 


Ticket to heaven. 
3 11.5:3God's blessing 

1 3.84no response 


TOTAL 2L
 

to have more than one response.*Possible 
help more or lessQuestion: Have people sought your 


recent I v'
 

#'response 

11 57.89M 
0.
Less 


26.31The same 5 
: 15.78
no response 


TOTAL 
 19
 



Question: Do you think the doctor can
 

in his practice utilize traditional remedies?
 

# %
responses 


7 36.84
Yes 

8 42.10
No 

2 10.52Some 
2 10.52Don't know 
19
 

Question: Can doctors recognize evil eye in children?
 

TOTAL 


# %
response 


1* 5.26
Yes 

11 57.89
No 

7 36.84
Some 


TOTAL 
 1R
 

*but they can't cure it 

Question: Do you think the doctor 
could help you in your work? How? 

responsE # %
 

12 63. 15Nes 
2 10.52Nc. 

Don't [now 15.78 
'es. condi tional 1 5.26 
No r-esponsie 1 5.26 

19
TOTAL 


Ho=w? 

by helping at births, reading, studvina,
'Responses included: 
helpino with people who don't respond well to prayer, with 

medicines (2), money, attendance, support, and by curing 

traditional healers so they can practice. 

-xif they learn how to pray 



Question: 

teach 


response 


Home remedies: 

bottled remedies 

plants that cure
 
infections 

tea for diarrhea 

others 


Prayer: 

to stop blood 

for children 

other prayers
 

Curino: 

curing children 

curing in general 

Drug remedies 
Nothing, the doctor 
knows more already 
Don't know 

TOTAL 

If you had the opportunity to
 
something to a doctor, what
 
would you teach?
 

# %
 

7 	 36.84
 
1
 

1
 
1
 
4 

6 31.57 
1
 
I
 

3 15.78 
1
 
1
 

1 5.26 

1 5.26 
1 5.26
 
19 



Question: Do you think that the doctor
 

can do. harmful things to people?
 

response # %
 

Yes 4 21.05 
No 15 78.94
 
TOTAL 19
 

Question: What are the good things that
 
doctors do in their work?*
 

responses #
 

Help save lives 6 28.57 
Treat danqerous illness 2 9.52 
Attend people 4 19.04 
Give good remedies 6 28.57 
Be careful 1 4.76 
no response 9.52 
TOTAL 21 

*possible to have more than one response
 



APPENDIX 28
 
Healer Formulas for Administration of ORS
 

FormuIl a 	 Number
 

I. Under a year. a half cup, 
older, a CLIP 37 

2. 	One liter to all 4
 

3. 	Under one year, half
 
liter, older, I liter. 3
 

4. 	 Under one year, a spoonful 
an hour. older, a half CLIp. 2 

5. 	A spoonful an hour. 2 

o. 	Under- 2 years. 1 liter.
 
older, 2 liters. 1
 

7. 	Under a year, one and a half 
liters, older, _ liters. 1 

S. 	Under a year, one liter a
 
day, older, 2 liters-


Lnder a Ye~i . CUP an hour,
 
older, 2 litpr-. a da,.. 1
 



APPENDIX 29
 
ORS Use With Ethnomedical Complaints
 

Month Susto Vento Mal 

ORS: yes 

May 0 
June 1 
July 2 
AUg. 5 
Sept 0 
Oct. --
Nov. C 
Dec. 0 
Jan.66 C-) 

TOTALS S 


Caido Oihado,
 
Qebranto
 

no yes no yes no
 

9 11 35 13 25 
6 1 21 2 14 
12 4 19 

6 . 18 27
 
0 C) 2 C 9
 
.. .. .. .. .
 
1 1 9 1 8
 
5 0 15 ) 9
 

28 0 5C) C) 14
 

52 2() 187 52 144
 

Liters F repared Per Healer Per 3 Das 

Month MaX 1mum Mini mum Averace 

Feb S U 2.5 
MaIrch 1 3.5 
Apr-I 1. ..',( 

McAv 6 0 2. 18 
JuLl- e 11 U 2.5 
July 11 0 3.6 
AuQ. 11 0 5.8 
Sept. 15 U 5.4 
Oct. -- --­

'Nov.- I5r. t.) 4.8 
Dec. 8 0 3. 1 
Jan. 86 14 0 7.4 



APPENDIX 30
 
Concentrations in Homemade ORS
 

Chemical 
Glucose Sodium Fotassi um 

Healer (mg/dl) (mEg/L) (mEg/L) 

Jose 1.722 98 '). 7 
Ma. Paula 1. 27 76 0.4 
Beatriz 2.218 58 0.5 
Geralda 1.274 52 C1.3 
Raimunda 1.279 48 0.7 
Idalina I. 670 45 U.b 
no name 1.C06 42 0.3 

Concentrations in CEME ORS
 

Chemical 
Glucose Sodium Fotassium 

He'aler (maidl) oiEg/L) (mEg/L) 

Jose 1.468 R0 15.4 
M,-a. F aula iL. 17' S2 1-.2 

Beatr i z 1.6 46 104 17.-
GeraI d a 1.057 84 6 
Ral.lund , 3E- B. i 3I. .B 
Idal inc, 1.747 104 17.5 
no nam: 1. 1 1I 19'. 0 



APPENDIX 30, coninve J 

Analysis of CEME ORS for 7 Healers 

Beatrice: 


Ph 8.1 

Glucose 1.646 ma/dl 

Sodium 104.0 mEq/1 
Potassium 17.:. mEq/1 
Chloride 88.8 mEQ/1 

Idalina: 


Fh 	 7.9 

Glucose 1.747 mq/dl 
Sodi um 1(:)4.0:) mEq/ 
Potassium 17.5 mEq/l 
Chloride 35.1 mEq/1 


Geralda: 


Ph 8.2 
Glucose 1.057 mq/dl 
Sodium 84. mEq/l 
Potassium 17.6 mEq/l 
Chloride c,L .' inEqi] 

Raimunda Chando:
 

Ph 8.1 
GILucose 1.78? mg/dl 
Sodium 98.0 mEq/l 
Fotassiun 16. mEq/l 
Chloride 1.4 mEq/l 

L-L,= r - i ion 

SLb-.tanci 

Sodium and 
FotaE.EIun 

GuosLCEnzimatico 

Chloride 

Fh 

nod 

Binha:
 

7.9
 
1.511mg/dl
 

110.0 mEq/l
 
19.0 mEq/l 
77.7 mEq/l 

Ze:
 

8.1
 
1.468 mq/dl
 

90.0 mEql 
15.4 mEq/l
 
70.3 mEq/l 

Ma Paula: 

8.0 
1.179 mg/dl
 

82.0 	 mEq/l
 
17-2 mEa/l
 
&-. 9 mEq/l
 

Ap aratus 

Espectrofotometria Micronal 
de chama 

GOD,.'F'OD 

Schales ;', 
Schal es 

El etrodo 

B 262
 

Espectra
 
I
 

Titulacao
 

Fotenciometrc
 
Metrohm
 

Ifn\ -,tl o or : r l ,.mingom EAi-r to de 011veirA 

Fort,1;eza, JonuarV 25. 1985 



Analysis of Homemade TH ORT for 7 Healers
 

Beatriz: 


Ph 

Glucose 
Sodium 
Potassium 
Chloride 


Idalina: 


Ph 
Glucose 

Sodium 
PotassiuLm 
Chloride 


.,Geralda: 


Fh 
Glucose 

Sodium 
Fotassium 
Chloride 

7. 
2.218 mg/dl 


58.0 mEq/l 

0.5 mEq/1 

48.0 mEq/l 


b.9 

1.670 mq/dl 


45.0 mEql 
1.b mEq/1 

6o.6 mEq/l 


7.1 

1.274 mg/dl 


5 .) mEq/l 
0.- mEqil 

44.0 mEq/i 

Raimunda Chando:
 

Glucose 
Sod I Ii 
Fotassium 
Chloride 

bc-: eorv.A t1 on 

SLbstanc. 

Sodium and 
F otassium 

G1 uco;e 

Fti 

ChlIoriddp1cue 

1.2E.-I mQ/dl 
46. (.) mEq/1 
0.7 mEq/l 

14F3.0 mEq/l 

.: 

Method 

Binha:
 

7.2
 
1.066 mg/dl 

42.0 mEq/i 
(..5 mEq/1 

33.0 mEq/l 

Ze:
 

7.1
 
1.722 mg/dl
 

98.0 mEq/l
 
0.7 mEq/l 

89.0 mEq/l
 

Maria Paula:
 

7.1
 
1.3.27 mg/dl
 

76.0 	mEq/l 
(:.4 mEq/l 

67.0 mEq/l 

Apparatus 

E-pectrofotometria Micronal 
de chama 8262 

Enz:i m-atco GOD/FOD Espectra I 

f-1 c-'tr o[ o Fotenciometro 
Metrohm
 

Ti tu-laCao
 

Sch-l es
 

Invps..ticit.: [,r- Dominaos Barreto de Oliveira 

I , ,1 .-, * I ,5. 19.S.5 



Analysis of Glucose in TH Homemade ORS 

Solution Glucose Healer 

01 1.644 mg/dl Ana
 
2 1.926 mg/dl Beatriz
 

03 1.662 mg/dl Binha
 
04 1.836 mg/dl Idalina
 
05. 1.362 mo/dl Jesuina 

06 1.848 mg/dl Ze da Eliete 
07 1.836 mo/dl Maria Paula 
08 1.968 mq/dl Raimunda Chandu 
09 2.064 ma/dl Vicencia 

Observat ions 

SUbstance Method Apparatus 

Glucose Enzimatico GOD/POD Gemini 

Investigator: Dr- Domingos Barreto de Oliveira
 

Fortaleza November 7. 1984 

Analivsis- ci Homemade ORS of Beatriz 

it incm 

Ph 
Sod 1um 6(-. 0 mEq/l 
FotasEium 1.6 mEq/l 
U.I U. ,S20C'. (.1 inc/dl 

LUbst- c ethod EPp ar a tus 

Ph Fotenciometro 

Metrohm 

,nnd ,i,-,-h. nm B 262 

Ul LICU. EU i im: :it1co GOD/ POD Gemeni 

Inr,.ptin.-itor: Dr Dc'imi nos Bar-eto de 01iveira 



APPENDIX 31
 

Analysis of ORS of Differing Types
 

Analysis of Medicinal Teas
 

Solution Glucose Type (healer) 

0M 1872 mq/dl Capim Santo 
(Vicencia) 

02 1672 mg/dl Folha de laranja 
(Geralda) 

03 1976 mo/dl Cidreira (Jose) 

C.14 1632 mq/d! Marmeleiro (Beatriz) 

05 1568 ma/dl Aortela (Raimundo 
Chando) 

0 1464 mq/dl Folha de laranja 
(Idalina) 

07 209b ma/dl AgLa (Binha) 

08 1496 mni/dl nador 
Isala) 

(Maria 

LObser,.t ione : 

Substance Method Apparatus 

C1luc0SG Ensimatico GOD/FOD Gemeni 

Investioator: Dr Dcminno Barreto de Oliveira 
Fortaleza. 22 October 1981 



APPENDIX 32
 

Analvsis of Rice Water of Vicencia
 

Solution 01: 

Glucose 9.6 mg/dl 
Protein 14.b mg/dl 
Sodium 6.0 Eq/i 
Potassium 4.7 Eq/i 
Calcium 2.8 mg/dl 
Chloride 0.0 mg/dl 

Opservati oni; 

Substance Method Anparatus 

"Sodium and Espectrofotometria Micronal 
Potassium de chama B 262 

Glucose Orto-toluidina Espectra I 

Protein Acido Tricholoro- Espectra 
acetico IT' I 

Calcium Coley mod. Titulacao 

Chlerida Schales Titul acao 
Schales 

Investiaatqr: Dr Domingos Barreto de Oliveira 

Fortaleza, July 4 1984 
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APPENDIX 34
 

PROJECT COSTS FOR PRICOR TRADITIONAL
 
HEALER ORT FROGRAM
 

PACATUBA,BRAZIL
 

JulY 1984 to October 1985 (15 months) in cruzeiros of 

January 1985 (exchange rate = $crJ',585 to $US 1.00) 

Personnel
 

1. Fhvsician-Direc'or, Senior Level: 

a. Direction of assistance project 

1/2 day/week .' 6 months (July-Dec) = 12 days. 

b. Training of traditional healers
 

1/'2 dav/week :- o meetings + 1 day preparation = 9 days. 

c. Training of health agents
 
1/2 day preparation + 1 day teaching = 1.5 days.
 

TOTAL DAYS: 2.Z2 5 

f crl6 . /day = icr. 622. 500 = 

SUS 1,010.00 

2. Fh\ Si :r ksearch Coordinator. Junior Level 

z,. rtaininQc o. traditional healer3 
i *da' preparation + 1/2 day)/meeting mieetings 

days. 

b. Trtainiria of health agents 
1/2 d.-A, preparation + 1 day teaching 1.5 days 

u. t';r L.L.t ion and outf i tti ng ot curi nq rooms 

' dav.i to buy aterials + 5 days per curing room 

cur inci room. = .5 days. 

TOTAL DAYS: 45.5 days 
=rcr42,927 $cr 1,952.99 = 

SUS 545.00 

http:1,952.99
http:1,010.00


Nurse-Field Activities Coordinator. Junior Level 

a. Iraining of traditional healers
 
(1 day preparation + 1/2 day)/meeting x 6 meetings = 9
 
days.
 

b. Training of health agents
 
1/2 day preparation + 1 day teaching = I 1/2 days.
 

c. Construction and outfitting of curing rooms 
5 'davy to buy materials + 5 days of work per curing 
room :, t curinq rooms = 35 days 

TOTAL DAYS = 45.5 x 
$cr3.692 = 
$crl.532.986 = 

$US 427.60
 
4. Health Aaents
 

a. 1raining 

,2 a' 4 agents % $cr7,0O/day = Tcr56,000 = 

$US 15.60 

TOTAL PERSONNEL: fcr7.164.470
 

$US 1,998.20 

http:1,998.20


INITIAL COSTS (continued)
 

Other Direct Costs
 

1. Office SuDplies (estimated materials used in the 

preparation of the trainino of health agents) 

$cr 13. 600
Paper 

Pens. erasers $cr 5.C.00
 

Art sLupplieEs tcr 7. 500
 
Total $cr2b. 10 

$US 7.26
 

2. Construction of curing rooms (6)+
 

a. Nails Tcr 	 9. 004
 

b. Wood 	 28.909
 

c. Tile 	 99.788
 

d. Labor 	 181.019
 

e. 	Doors 59. 168
 
4.58C
f. Hardware 

q. Door latches 	 10. 6t 

h. Deliverv of Materials 18.40
 

i. Wh tewasI1 	 19.26C 

i. 	 Hi noe 27. 44
 
W ot] 6.
 

-. -t)
1. Wi r ido ,,:-

m. F'.rcthcA- o-f entire 
I'-o . - 1 or F,a im~Flurl:c 1,7 . 21 ' 

42. 515n. Lecmort 

101AL 	 619. 949 

$US 172.90 

+ThisB doc not include materials and labor donated by the 

,comuli I tyV 



Outfitting of Curing rooms+ 
A. 	Materials
 

a. 	Pans 
 $cr 82.705
 
b. 	Plastic and metal
 

spoons 
 46.822
 
c. 	Funnels 
 7.653
 
d. 	Metal CUPS 44.'203 
e. 	Glass containers and 

liter bottles 124.362 
f. 	 Pi ctures and statues 

of saints 311. 190 
Q. 	Child-size hammocks 

and diaper- 590.820 
h. 	Rope. storage bins.
 

dish towels 1C)4.512
 
i. 	Filters 
 290.030
 
]. Tab Ies: 108.00
 
k. 	SBenches 
 81.072
 
1. 	Table cloths 7(-.465
 
m. 	Replaceable filter 

parts 58. WS22 
n. Jars +or medicinal 

horb - 1.748 

TOTAL 
 1.922. 404
 
$US 536.20
 

TOTAL OTHER
 
DIRECT COSTS 
 2.568.453.
 

$US 716.38
 

+11his +iur e in ludes materials purchased and distributed 
Until pr't--,=,nt: final costs will be sliqhtlv higher as some'heal er --- ai -c s-t 1 1 .n 1~r~ .Qtens. 



------------------------------------------

INITIAL COSTS (continued)
 

Trips and FPer Diems
 

1. Training
 

a. Travel Pacatuba-Fortaleza x 6 meetings x 
$c- 20 . 000' tr ip = ircr120.000 

US$ 33.50 
b. Travel ot health agents 
(4) to Fortaleza for their 
training 	 = $cr-12.000
 

$US 3.30
 

c. 
Food for health agents (4) during training
 
$cr 125. .:
 

$US 34.90
 

,2 Construction and Outfitting of curing rooms 

a. Gasoline for- shopping trips (estimated) = $cr20.00' 

SUS 5.60
b. lravel Facatuba-Fortaleza 
 5 days " curing rooms4ccr L. 000, tri = cr 6C.)U. .0C'. 

$US 167.40
 

TOTAL TRIPS AND
 
PER DIEMS 
 :cr877.000
 

SUS 244.70
 



OPERATING COSTS
 

Personnel
 

1. Physician-Director, Senior Level
 

a. Direction!supervision of project: 1/2 day/month x 1(.
months = 5 days.
 

b. On-the-job training: I meeting/month x 10 months - 5 
TOTAL DAYS: 10 days x $cr161.€(00 = 1.610.000 

SUS 449. 10:)
 
2. Phvsician-Research Coordinator. Junior Level
 

a. Supervision of health agents and traditiqnal 
healers: 1/2 day/month x 10 months = 5 days. 
b. On-the-job training: 1 meeting/month x 10 months 5 
davs. 

TOTAL DAYS: 10 days x$cr42.923 492.20.)= 
$US 119.70
 

Z. Nurs-Field ativities Coordinator. Junior Level 

6. Superi.ion ol agents and traditional healer:: 1dav',-inth 101, months = 5 days. 

b. On-the-job training: 
I meeting/month 
x 10 months = 5 
dav=v
 

TOTAL DAYS: 
 l0 davs x Mcr33.692 = Mr.b.92 C 

$US 94. 00 



4. Health Agents
 

Supervision of traditional healers: 80 hours/month x 
$cr875/hour = $cr7C).000/month x 10 months = $cr 
700. 000.
 

$US 195.30
 

5. 	Traditional healers
 

Incentives (parties, Dec
 
throuQh Oct): $cr83.299
 

$US 23.20
 

TOTAL PERSONNEL OPERATING
 
COSTS: $cr..159.449
 

$US 881.30
 



OPERATING COSTS (continued) 

Other Direct Costs 

Material s 

1. Health aaent uniforms and umbrellas 

2. Materials Maintenance+ 

$cr83. 468 
$US 23.30 

a. Salt 
b. Glue 
C. Sugar (244 kos) 
d. Plastic baqs 
e. Other 

$cr?.950 
8.217 

25.-. 82. 
25.471 
83.468 

$US i.10 
2'.29 

70.RS 
7. 10 

B.28 

TOTAL MATERIALS 

+Does not include additional 
substitute for lost bottles. 

374.929 
$US 104.6( 

liter bottles purchased to 

TOTAL OTHER 
DIRECT COSTS: 4.cr458..97 

$US 127.9') 

Contin.lig Iravels and Per Diems 

1. bUll r-V"i -IC-1-1and Training: 1 trip/month 
F , , L b :'--Fo t a le a x 1.:) months 

:r.US 55. 8€0 

2. Fc .cl 
month , -

in F'catuba 
crIU.0c'0 

(estimated): scr1.c,)()(:/month X l0 

SUS 2.80C 

TOTAL TRIFS AND 
PER DIEMS rcr210. 0003 

SUS 58.60 

TOTAL INITIAL COSTS: SUS 2,959.53 
TOTAL OPERATING COSTS: SUS 1,067.70 



COSTS OF THE PROJECT OF ASSISTANCE OF
 
TRADITIONAL HEALERS BY ACTIVITY
 

July 1984 to October 1985 (15 months)
 
Dollar amounts calculated in cruzeiros of January 1985. 
Values also given as corrected by the inflation index:
 
factor. (Exchange rate = $cr 3.585 to 4US 1.00) 

Initial Tra 1ninq 

Traditional healers 

4:cr2.258-2. 484. 388 
SUS 63(). 0), corrected to 
SUS 693. O0 

Health aaents 

-cr 575. 522-633. 074 
SUS 160.00 corrected to 
SUS 177.0) 

TOTAL INITIAL TRAINING 
t cr-2. 84.. 057-3. 117. 462 

sUS 790.00 corrected to 
SUS 870.00 



Operating (Supervision, Training, 
Maintenance) 

Total cost
 

$cr3.744. 378-4. 118. 816 
sUS 1,045.00 corrected to
 
$US 1,149.00 

Cost per month of work per healer: (total cost divided
 
by 142 months)
 

:tcr26. :69 - 29. 006 

$US 7.3b corrected to
 

$US 8.09
 

Constructlon/eguippinq of curinq rooms 

Aver.age cost oi cu-inq room construction (not all healers 
required construction of healing rooms) 

$cr 85.455 - 94.00:)0 
$US 23.84 corrrected to 

$US 26.22 

Cost of completely outfitting the curing room 

i;cr-i 4Cc. o4' - 15 ' -i; . 7C 

corrected
 

to $US 43.15
 

$.US $.US •.9.23 


http:1,149.00
http:1,045.00


COST EFFECT OF TRADITIONAL HEALER
 
ORT PROGRAM
 

Liters of ORT Distributed per Healer per
Estimated Number of 

Month
 

38 

ORT Distributed by 17 Healers
Estimated Number of Liters of 


per Month 

646
 

Liters of ORT Distributed by 17 Healers
Estimated Number of 

per 1.2 MonthE 

7,752
 

of Kilos of SLQar 	 Used per Healer per MonthEstimated Number 

1.65 

Estimated Co3t of 	 Sugar per Kilo 

$US 0.29 

Month for 17 HealersEstimated Cost o+ 	 qLtar per 
$US 8.18
 

per MonthEstimated Cost ot SuQar per Healer 
$US 0.48 

Estimated LiteE, of ORT Prepared from One 
10U 

Kilo of Sugar 

EtimatcM Lito," o-f ORT Administered Per Healer Per Month 

Estinmated Liter of ORT Administered By 17 Healers Per Year 
7 . )'-

I lnd,?:~~fld la.ndai 	 from our monthl y siupervision o+ 
-t ~ 1 4ht%_1 	 number of liters of O1RT~r ;11 "- S sot s the 


sdiini f '.ivd pl', I ezler slightly higiher at .. liters.
 

+4i3as' on S litetrs rather than 7..C). The total ORT 

dL.'i\) ,-oM Fi1ctL~bO Wy 17 healers during one year is 

c:,i ir to b0 7752. 



APPENDIX 35
 

'ear Number of Number of Death Rate 
Live Deaths , 1 year/ 
Births 1I, year 1000 

1985 98 5 51.0 
1984 131 7 53.4 
1983 156 6 38.5 
1982 195 14 71.8 
1981 19b 12 61 .2 
1980 198 21 106.1
1979 182 2':) 1)9. 1 

1978 166 18 1C)8.4 
1977 198 17 85.5
 
197c 139 14 100.7 
1975 121 15 124.0 
1974 1'17 15 1 C2.0 
197 154 13 84.4 
1972 1-7 14 102.2 
1971 98 10 100.5 
1970 10( I () 100.C 
196 , 
 112 17 151.8
 
1968 85 11 129.4
 
1967 l1u 11 110.0 
19bb ;,5 10 i()5.7
I965 O[, 1: 0.
 
1I'7 ,l4' 1.7 10 C). 6 
1956- i 169.5 

19I -41 12 25 .
 
1c9bU .4] 10 243.9c 

195Y 6
 
1Q58 24 6 250. 
1 957 2:- 13. 4 
1956 2Z 3 130 4 
1 ,.,, 1" 4 2 5
 

1954 - 4 17. 9
 
1953 1 . 200. 1 

1952 1 4 3:7.7 
1951 1, .. 230.8 



Year Number of Number of Death
 
Live 


Births 


1985 98 

1964 131 

1I;83 15b 

1982 1951 

1981 19t 

1980 198 

1979 182 

1978 lb& 

19 7 198 

197b 138 


174.4
 
1974 147 

1973 154 

1972 137 

1971 


I q7Ci 1C) 
14'-€ 112 

Iq68 8, 

1967 1 .
 

9
I4V6 

19o2 


1-11 '-.,:. 


S 24 

1957 23 

1956 27:.
 
1q55 17 


1952 1ic. 
I '51 13 


Deaths Rate 1-4
 
1-4 years years
 

3 
 6.8 
1 
 7.6
 
5 
 32. 1
 

I. 3
 
1 
 5.1
 

i). 1
 
5 
 27. 5
 
5 
 70. 1
 

15.2
 
6 
 4 3
 

11 
 74.8
 
b 39.0
 
6 
 4-3.8
 

91.8
 
0C
 

8. 4
 
4 
 47.1 
5 5C-. 

4 n
3.
 

1'), 1 E 7
 

1 ' " 
 .4
 

111 . 1
 

1 41.7 
287.
 

C) 
1 43.5 

C 

C. 
 0'
 



Year Number of 
Live 


Births 

1984 131 

1963 156 

1982 195 

1981 19o 

1980 19823 

1979 182 

1978 16b 

1977 198 

197c 138 

1975 121 

1Q74 147 

972 154 


1972 17 

1971 
 98 

1q7CD 1) (I
196 112 


" 


1961C15 
19o7 

1995.
! %. c5 

l6 012 

I2 .1166.7
 
I ,1 4 


o,) -;1 


953 '7 

1 

19 5L 

I q55 

23 

I7 


1954 -217.4 

9., I

1951 13 


er o 
Deaths 

0-5 


8 

11 

17 

14 


25 

23 

20 


24 

26 

19 


19 

15 

26 


16:) 
14
1 


'7 

17 

12 

10 


5 

4 

-I235.3
 

4 

3 


Death 

Rate
 
Q-5
 

61.1
 
70.5 
87.2
 
71.4
 

116.2 
137.4
 
138.6
 
101.0 
143.9 
198.3 
176.9 

.123 4
 
146.0 
193.9 
150.0 
23 ..226
 

176.5
 
16). 0 
147.4
230.]8 

-.19.4 
203.4 

361 . 7
 
317. 1
 
370.4
291.7 

217.4 

173.9
 

200. 0
 
3017. 7
23 .
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APPENDIX 36
 

Deaths in Pacatuba As Reported
 
By Different Sources
 

All deaths listed bv name. followed by address, age. date of
 
death, and diagnosis.
 

PRICOR House Official Grave­
to House Death Diqoer 

SLrVeV Records Reports 

1. 
 Diana
 
San Jose San Jose
 
2 months 2 months
 
15/02/85 15/02/85
 
D. 	de Crianca Diarrhea/
 

dehydration
 

Carlos Carlos 
Henrique Martins
 
Martins 

-- Matadouro 
8 months 8 month=
 
14/02/8 14602/85 
intestina] intestines 

1 nT.u-,- c iEenc, 

3~. t-­

coquel uche
 

4. 	 -- LUiS Luis 
Antoni o Antonio 

Sao Joao 5c, 	 -- Sao ,Joao 
I ver 11 months 11 months
 

e a 	 IT _(n' . e s I.F1-1s e_' me aslIes 

L)iri 1- ane Dirliane 
bC LI L-7d t" a 0LU S Z+,d",& _ JULI , 	 ­

-3m,n,:hs 8 months 
'4 C" C. 2/)7 /85 
t phm d tvohoid 



PRICOR House Official Grave­
to House Death Djgqer 
Survey Records Reports 

6. -- Manoel Emanuel 
Machado Machado 
Chaoas Chagas 

Matadouro 79. 1 -- Matadouro 
- years vearz 3 years 

12/C8/85 12/08/85 12/08/85 
diptheria diptheria chicken po:x 

and heart 

Sao Joao 
years
 

Pneumoni a 

8. -- Antonic. 
Frei tas 
Fi lho 

Sao Joao 81 Sao Joao 
- years 3 years

1 r-:o 

COnVuI Si ons cfonfVul Si OnS 

ao Joao £S.2 Sao Joao 
,da20 dasv 

D. de crianca d. de crianca
 


