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Preface

By Seren Hualkof, compiler and editor

Introduction

This is a book about an exceptional indigenous health project in the
Peruvian Amazon. The project was invented, designed and implemented
by the indigenous organisations themselves, with funding and support
from a private Danish foundation. The book gives a kaleidoscopic insight
into the multi-faceted universe of indigenous/non-indigenous relations,
and into an attempt to merge the best health practices of both worlds with
multiple actors and ethnic identities. It is neither an attempt to present an
academic analysis of the medical and anthropological dimensions of this
process, nor to offer an intellectual statement for post-modern contempla-
tion. Rather it aims to present an optimistic testimony to the practical pos-
sibilities of developing an indigenous health system within the modern
state in a globalised setting, hopefully inspiring and motivating other
indigenous peoples and organisations, NGOs, government institutions
and international organisations to engage and cooperate on similar
endeavours.

The Project

The project was born in the wake of a very successful land titling process
following years of indigenous peoples’ struggle for their rights. The suc-
cess of the indigenous communities in obtaining legal collective titles to
their territories aroused an awareness on the part of the native
Amazonians to the fact that indigenous rights existed within the Peruvian
State, that it was possible to change the status quo and that international
support was available. Excited by this new scenario after centuries of
oppression and abuse by successive colonists and patrons, the indigenous
people finally demanded what was rightfully theirs: their own education,
their own health system, their own government, their own religion and a
new sustainable economy. They wanted to become an active part of mo-
dern Peruvian society and of the world.

Armed with new optimism, in 1992 the indigenous umbrella organi-
sation of the Peruvian Amazon, AIDESEP!, approached a small Danish
consultancy company, NORDECO?, enquiring about support and funding
for the development of an indigenous health programme that was of the
highest priority for the indigenous organisations. Serving as a mediator,
NORDECO made contact with a larger Danish medical foundation, the
Karen Elise Jensen Foundation, which normally funds high-tech medical

research and, after a period of project formulation, a proposal was sub-
mitted. The Karen Elise Jensen Foundation approved the project and
donated the funds necessary to launch a pilot project. AIDESEP and its
regional member organisations were to implement it on a daily basis and
NORDECO was given responsibility for technical supervision and finan-
cial control. An unusual condition of this support was, however, that
board members of the Karen Elise Jensen Foundation would participate in
the monitoring visits, and report their findings and observations on the
project’s development back to the Foundation. This turned out to be a
decisive factor in the success of the project.

The project was named The Indigenous Health Programme -
"Programa de Salud Indigena“ in Spanish - with the acronym PSI-
AIDESEP. It began operating as a pilot phase in 1993, initially with three
different projects in three different regions, one in northern Peru in the
area of San Lorenzo on the Lower Marafion River, one in the Upper
Ucayali around the provincial capital of Atalaya in the Central Amazon,
and one around Puerto Maldonado on the Madre de Dios river system in
the southernmost part of Peru. All three regions represented different eth-
nic, social and geographical characteristics, as the Programme wanted to
gain comparative experiences that could be used to improve the health
programme’s development and methodology. After an initial three years
of health work in the three areas, a second phase was approved by the
Karen Elise Jensen Foundation. Based on the experience of the first phase,
it was decided to concentrate the work in the Atalaya province and dis-
continue the work in the other two regions. After completion of the second
phase, a third phase was approved, aimed at consolidating the Program-
me, extending its coverage and promoting its continuation through the
public health system in Peru. The Indigenous Health Programme was
eventually phased out during the year 2000, having succeeded in involv-
ing, training and establishing a health service system in 119 indigenous
communities. A proposal for an institutionalised indigenous health tech-
nician training system was subsequently developed by the PSI and is
presently being considered for funding by the public Peruvian health sys-
tem and a multilateral development agency. The Karen Elise Jensen
Foundation has agreed to support this new project in its initial activities
u?ttﬂ cilntemational funding is secured and transfer of experience is com-
pleted.

The book

This book reflects the reality in which the health programme has deve-
loped. A reality that articulates a number of different and often contradic-
tqry positions, cultural backgrounds, political views and cosmologies, cre-
ating a new indigenous authenticity out of this conglomerate of meanings.
_()ut:§1de spectators may comment on the impossibility of managing a pro-
Ject involving so many different actors and power relations: a number of
different indigenous groups all with their own particular and frequently



unrelated languages, different cosmologies and belief systems, all with
their particular understanding of sickness and cure and of cause and
effect, indigenous groups ranging from small nomadic units with only
very sporadic and recent contact with Peruvian national society, speaking
no Spanish at all, to large and well-organized groups with centuries of
experience of contact with the ever expanding and aggressive national
and non-indigenous society. A team of nurses and physicians, profession-
ally trained in the conventional western biomedical system, who have to
communicate, mediate and work together with shamans and other spe-
cialists in indigenous medicine and accept medical practices and rituals
completely alien to western tradition and logic. Another group of indige-
nous leaders and politicians with yet other agendas, but simultaneously
supposed to coordinate, organize and take responsibility for the imple-
mentation and administration of funds. On top of this there are a number
of other interests and power brokers, such as the colonist mestizo popula-
tion, which has traditionally distanced itself from any attempts to develop
indigenous capacity but which, on the other hand, is equally interested in
health issues and a better life, and also represents the public health sphere
in Peru, including the staff and management of hospitals and health posts.
And, finally, we have the funding and support institutions, based at the
extreme opposite side of the globe and with a completely different back-
ground within an old and well-functioning European democracy but,
nonetheless, insisting on taking personal part in the development of the
Programme despite the logistical complications and conceptual contradic-
tions.

This book aims to represent this multiplicity of positions and views
by giving representatives from many of the different groups of actors an
opportunity to voice their views, either in the form of written contribu-
tions or via interviews. The various articles and chapters are thus very
diverse and uneven in their approach, language and style, reflecting the
empirical reality of the project.

The contributions

The book contains articles by AIDESEP's Programme Director and its
indigenous leadership documenting the political and organisational back-
ground and motivation for developing an integrated health approach and
decentralised implementation strategy. The same indigenous leadership
also contributes with interpretations of indigenous health practices and
shamanism and of the philosophy behind the restitution and integration
of such practices and, finally, with their vision for a future continuation of
the PSI in the form of an official Peruvian indigenous health technician
training syster.

The technical staff of the Programme present a number of contribu-
tions. The physician and medical coordinator in the field has written a
lengthy article on the medical perspectives of the Programme, taking a
more conventional western approach to the topic. He presents statistical

information as well as reflections on the effects of the projects. The nurses
are represented by a number of interviews. As these key staff spent 11
months in the field each year, it would have been an overwhelming chal-
lenge to make each of them write a piece for this volume. The interview
form was chosen to ensure that their points of view and their experiences
were heard. As it turned out, these interviews are probably the most vivid
part of the book.

Other sets of interviews represent the positions and opinions of the
indigenous specialists, such as the shamans, vapour and herbal healers,
midwives and others. Also, patients and community members, as well as
indigenous leaders, health promoters and project coordinators, have all
contributed with their views and voices. All the interviews were tape
recorded in the field between July and August 2000 by the editor, and sub-
sequently transcribed and edited. Some of the names mentioned have
been substituted with pseudonyms, but only in cases where it was crucial
to protect the privacy of the persons concerned.

Representatives of the Karen Elise Jensen Foundation and the
NORDECO staff involved in the Programme have all contributed with
articles covering different aspects of the ethnographic and historical back-
ground, the project’s history and structural development, personal experi-
ences of their encounter with an unfamiliar world, and reflections on the
attempts to integrate indigenous health practices and western medicine.

Finally the book contains a number of photos, drawings, designs and
other illustrations all originating from people involved in the Programme.
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Notes

1. The Asociacién Interétnica del Desarrollo de la Selva Peruana
(AIDESEP) - the Interethnic Association for the Development of the
Peruvian Amazon - was established around 1980 with three different
indigenous organisations as members. Today (2003) it covers more than
40 indigenous federations and regional organisations from all over the
Peruvian Amazon, and is the largest indigenous organisation in the
country, playing a very active role in national and international politics
with regard to indigenous rights.

2. The Nordic Agency for Development and Ecology (NORDECO) is a i
small consultancy company based in Copenhagen, Denmark. It spe-
cialises in integrated conservation and community development in
Third World countries and Eastern Europe, and has for many years
been working with indigenous organisations and peoples in Latin
America, Asia and Africa. It is registered as a non-profit making foun-
dation that supports initiatives in developing countries within the areas
of the environment, sustainability, biodiversity, participatory monitor-

ing and community support. (cf. www.nordeco.dk)
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1. Introduction

AIDESEP and the Indigenous Perspective

By Gil Inoach Shawit, Ex-president of AIDESEP
and Juan Redtegui Silva, Director of PSI-AIDESEP

The indigenous reality
The history of the indigenous peoples of the Peruvian Amazon during
colonial times is already common knowledge. The continuity of colonial
policy throughout a large part of the Republic is also well-known, and it
was during this time that the dark history of the rubber boom of the early
1900s unfolded. What remains to be written, however, is the history of the
Amazonian peoples and the “developmentalist policies” of the Peruvian
state, from 1960 to the rise in drug trafficking and terrorism of the last two
decades of the 20th century.

Prior to AIDESEP’s creation, the indigenous peoples of the Amazon
had their own tradition of organising, according to their objective deve-
lopment conditions and the tasks to be done. The centralisation of these
forms of organisation began with the support and guidance of religious
groups (Catholic orders and evangelical churches) but generally disap-
peared when the organising group left. The first real attempts at inde-
pendent organisation began as a defence against the penetration of settlers
and companies exploiting raw materials. These organisations were, ini-
tially, local, communal and then, later, regional or basin-level. The
Ashaninka, Amuesha of the Selva Central and Aguaruna of the Alto
Marafién were the ones who initiated the federative movement among the
communities in the late 1960s/early 1970s.

The socio-political context of the early 1970s was highly favourable
to the development of indigenous peoples’ organisation. On the one hand,
social upheaval was occurring within broader society and, in Peru, a pop-
ulist military experiment was underway. This led to the enactment of the
Law of Native Communities in 1974 and began the process of titling com-
munity lands. As part of this process, indigenous organisational develop-
ment progressed, the Coordinating Body of Native Communities of the
Peruvian Rainforest (COCONASEP) being formed in 1979, changing its
name a year later (1980} to the Inter-Ethnic Association for Development
of the Peruvian Rainforest (AIDESEP).

AIDESEP

The Association for the Inter-Ethnic Development of the Peruvian
Rainforest is a national-level organisation of Amazonian indigenous peo-
ples whose aim is to fight to defend the territory, natural resources, cul-
ture, language and other human and political rights of indigenous peo-
ples. It also challenges actions being carried out, by the state itself or by
individuals, that violate other rights accorded them in terms of legal order,
bilingual intercultural education, respect for their customs, world view,
history, identity, language and affirmation of their free self-determination,
given that the Constitution acknowledges that Peru is a multicultural
country.

Reasons for establishing AIDESEP

It was the requirements of the Law of Native Communities (1974) that was
behind the indigenous peoples’ search for more complex organisational
forms. The answer, in 1980, was AIDESEP, the result of ten years of grass-
roots experience. Whilst it is clear that the peoples themselves are the main
protagonists in their history, it is also clear that, at each historic moment,
the peoples are reflected in their leaders. This first generation of
AIDESEF’s leaders is engraved in the memory of all those who know and
love the history of the Amazonian peoples.

AIDESEP’s path

Since its early days, AIDESEP has directed its efforts towards formulating
a basic platform that guarantees respect for the fundamental rights of
Amazonian indigenous peoples. AIDESEP has done so based on an aware-
ness of the need to unite the communities around common objectives in
the face of adverse circumstances, demanding their recognition, legalisa-
tion of their lands and territories, and implementing actions that boost
indigenous presence in the country’s political, social and economic activi-
ties, for the first time raising the banner of indigenous demands, under the
leadership of their own organisations.

AIDESEP also promotes the coordination of intercultural and
interethnic spaces aimed at recovering their rights as peoples, developing
mechanisms for formulating proposals and negotiating the implementa-
tion of indigenous cultural and economic activities, interacting with civil
society, public organisations and national and international bodies
involved in indigenous daily life.

AIDESEP has promoted the formation of other indigenous federal
organisations and, in 1982, was the driving force behind the creation of the
Coordinating Body of Indigenous Organisations of the Amazonian Basin
(COICA), which now acts as umbrella organisation to associations in nine
countries of the Basin, namely: Venezuela, Surinam, Colombia, Ecuador,
Bolivia, Peru, Brazil, French Guyana and British Guyana.

AIDESEP’s efforts to improve the living conditions of indigenous
men and women have been considerable and are praiseworthy given the




current context of such issues within the country. Administrative and leg-
islative acts are issued with no consideration for the provisions of ILO
Convention 169 regarding consultation and participation, and the attitude
of the judiciary and the Attorney-General’s office when administering jus-
tice fails to respect customary law, which is constitutionally recognised.
Nonetheless, AIDESEP continues to work tenaciously to achieve its objec-
tives.

AIDESEP’s organisational strength has enabled it to become a main
player, with a key role in representing indigenous peoples before the var-
ious state sectors responsible for designing action policies. It proposes ini-
tiatives and legislative reforms, such as the proposed Indigenous Law,
Regulations Governing Hydrocarbon Activities on Indigenous Territories,
and Tax Regulations governing indigenous peoples. Furthermore,
AIDESEP has made significant contributions to the Proposed System for
Protecting Indigenous Peoples’ Collective Knowledge of Biodiversity and
Access to Genetic Resources.

It has contributed to strengthening harmonious relations between
indigenous peoples on both sides of the border with neighbouring
Ecuador and Colombia, proposing state action to support exchanges
between the indigenous Huitoto, Bora, Achuar, Shuar, Aguaruna and
Huambisa peoples.

It has participated actively within the country, in the Selva Central
region, contributing to the defence of the Ashaninka people in the face of
subversive action. In addition, the organisation has been involved in inter-
national peace initiatives, organising two binational meetings between the
indigenous peoples from Peru and Ecuador who were involuntarily
involved in the border conflict between the two countries.

AIDESEP’s aims

Based on experience gained during the struggle for their own autonomous
organisation, AIDESEP’s federations and grassroots organisations have
set themselves the following overall objectives:

1. To represent the immediate and historic interests of all indigenous
peoples of the Amazon.

3. To guarantee the preservation and development of the cultural
identity, territory and values of each of the indigenous peoples of
the Amazon.

4. To make the exercise of indigenous self-determination viable,
within the context of national Peruvian law angd international law.

5. To promote the human and sustainable development of the

indigenous peoples.

AIDESEP’s legal status in Peru
The Inter-Ethnic Association for Development of the Peruvian Rainforest
(AIDESEP) is a non-profit making organisation with legal status under

national private law, recorded in the Public Registry of the Book of
Associations of Lima on sheet no. 6835, entry A-1, dated 27th May 1985.

AIDESEP’s grassroots

AIDESEP can be found the length and breadth of the Peruvian Amazon,
in six decentralised bodies located in the north, centre and south. At a sec-
ondary level, there are 53 federations and territorial organisations repre-
senting 1,340 indigenous communities throughout the federations’ territo-
ry. These federations group together communities belonging to 64
Amazonian indigenous peoples, including: the Maijuna, Secoya, Bora,
Huitoto, Yagua, Jebero, Achuar, Kichwaruna, Wangurina, Shipibo,
Cacataibo, Ashaninka, Cashinahua, Sharanahua, Culina, Amahuaca,
Amarakaeri, Kechuas, Aguaruna, Chayahuita, Cocama, Cocamilla,
Huambisa, Shapra, Candoshi, Yine, Yami, Matsiguenga, Yanesha,
Arasaire, Toyoeri, Harakmbut, Ashéninka, Nomatsiguenga, Ese-eja,
auachipaeri, Ocaina, Ticuna, Urarina, Yaminahua, Yora, Nahua and
uratu.

AIDESEP’s institutional development

AIDESEP is working to find a solution to improve the quality of life of
indigenous peoples through the following actions:

Territory and natural resources

In this area of work, AIDESEP endeavours to put an end to encroachment
onto its territories through education, organisational strengthening, self-
demarcation, legal defence, titling, and through agreements with the
Ministry of Agriculture and Regional Agrarian Departments. It puts effort
into raising awareness among the authorities, and national society as a
whole, of the basis of the indigenous relationship with their territories, ter-
ritories that cannot be exchanged for other land and which are the basis of
their ethnic, material and spiritual reproduction, guaranteeing their sur-
vival as peoples.

Another important activity in this area of work is that of training pro-
moters on legal issues in order to manage and defend the territory and
promote a good use of the Amazonian forest’s natural resources.

In the last few years, this type of work has achieved the demarcation
of a high percentage of the communities and the titling of 40% of the
indigenous territories of the Peruvian Amazon.

In terms of technical support for this territorial work, AIDESEP liais-
es with an organisation known as the Centre for Territorial Information
and Planning (CIPTA), which enables adequate information to be
obtained on natural resources, their location and correct management,
such as:

* Defence of the ethnic territory, natural resources and the environ-

ment,



AIDESEP’s organisational structure
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¢ Demarcation and titling of the communal territories and establish-
ment of communal reserves. As a result of this work, more than 8
million hectares of territories have been titled.

¢ Over one million hectares of territorial reserves benefiting the
indigenous peoples in isolation.

e Creation of the communal Reserves of El Shira, Purids and

Amarakaire.

* Legal training for indigenous promoters in the management and
defence of their territory and natural resources.

* Proposals and initiatives regarding the condition of the territories
and natural resource management in the Amazon forest.

Economics and alternative development

This area of work aims to promote an inter-ethnic exchange of traditional
knowledge, both technical and strategic/conceptual, and of innovations
relating to the use and management of plant and animal resources and
subsistence activities. The objective is to recover indigenous natural
resource management wisdom. This is reflected in economic practices and
in social models and powers of co-existence and interrelating. The conser-
vation and rational use of resources and the biodiversity is vital in this, for
it guarantees indigenous life in the long term. It is also responsible for
drawing up forest management plans and sustainable development pro-
jects, all aimed at improving indigenous peoples’ quality of life. The work
includes:
¢ Compiling, researching, promoting and training on tropical eco-
logical agrarian technology, in accordance with indigenous know-
ledge and practice.
¢ Formulating management plans and projects for the sustainable
economic development of natural resources.
¢ Conservation and regeneration programme for renewable natural
resources.

Indigenous health
This area of work is aimed at recovering traditional indigenous medicine
uses and practices through promotion of a healthy environment, cultural
self-esteem and social harmony. It is also responsible for developing an
indigenous health system appropriate to the reality of each region and
area, recovering and developing indigenous health knowledge with the
objective of providing the human resource training and self-training nec-
essary to the system’s progress.

At the same time, the Indigenous Health Programme (PS]) is aimed
at improving the indigenous population’s access to western health
resources for treatment of illnesses that have “come from outside”.

Over the last few years, after much hard technical and organisation-
al work, it has been possible to establish indigenous health systems that
work in harmony and coordination with the western system at the level of
three grassroots organisations. The work includes:

* Recovering and developing indigenous medicine as a basic com-
ponent of our culture, both its human and material resources and,
fundamentally, its spiritual, magical and anthropological aspects.

* Gradual incorporation into an indigenous health system, as appro-
priate, of effective western medical contributions.

* Achievement and implementation of agreements with the




Ministry of Health in areas of support to the control of epidemics,
research work into tropical and infectious diseases and the deve-
lopment of intercultural health polices.

* Proposal for the creation of an Amazonian Intercultural Health
Institute (INSIA), in collaboration with the Ministry of Health and
the Institute for Human Resource Development (IDREH).

Indigenous rights and civil rights
Grassroots leaders are being trained to be able to effectively carry out the
tasks of representing their peoples and fulfilling the political offices they
have assumed. Legal defence and advice are also provided by this area of
work, on issues related to collective rights and regularisation of people’s
personal documentation.

Alongside this, consultancy work is being undertaken with the grass-
roots federations in relation to all administrative and legal steps required
to obtain their legal status.

Education and culture

AIDESEP is particularly concerned to ensure that indigenous peoples
enjoy their constitutionally-recognised right to bilingual intercultural edu-
cation. From this perspective, indigenous languages are now, for the first
time, no longer a transitory vehicle towards "hispanicisation”, nor are
they tools used to perpetuate the dominant ideology but tools created by
a society to conceptualise and interpret its reality, tools that there is every
reason to believe will continue to develop in order to incorporate new
technical and scientific concepts.

With the Training and Professionalisation Programme for indigenous
bilingual teachers, an educational proposal was for the first time deve-
loped. An educational proposal that was based not only on bilingualism
but also on an intercultural methodology which, based on the knowledge
of the indigenous peoples themselves, and free from prejudices, comes
close to the knowledge formulated by western science.

This area also promotes access to grants programmes for profession-
al or technical training on the part of indigenous youth. The work
includes:

¢ Training of bilingual intercultural teachers.

* Endeavouring to get indigenous teachers into posts within the
Regional Education Authorities, in order to ensure better orienta-
tion of the official system towards the communities.

¢ Co-implementation of the Programme of Bilingual Indigenous
Teachers of the Peruvian Amazon (FORMABIAP), through an
Agreement with the Ministry via the Loreto Institute of Higher
Education.

* Formulation of curricula for primary schools and for teacher train-
ing programmes in relation to the bilingual intercultural education

specialism.

* Programme of professionalisation of bilingual indigenous teach-
ers,

* Promotion and affirmation of the cultural values of the peoples of
the Amazon based on research undertaken into their culture, sci-
ence, technology and art.

Relations with the Peruvian state and the international
community

As the representative institution of the indigenous peoples of the Amazon,
AIDESEP maintains relations with the various Peruvian state bodies, it
also has relationships with national and international institutions that
have an interest in establishing friendship and cooperation links with the
Amazonian peoples.

We have established an agreement between the Ministry of
Education, AIDESEP and the Loreto Institute of Higher Education, for the
implementation of the Bilingual Teacher Training Programme
(FORMABIAP). We have also established agreements between: the
Ministry of Agriculture’s, special project for land titling — PETT and
AIDESEP for the titling of the native communities of the Peruvian
Amazon; with the National Institute for Natural Resources (INRENA) for
work on the sustainable management of the Amazon’s natural resources;
with the “Alexander von Humboldt” Institute for Tropical Medicine of the
Cayetano Heredia Peruvian University for the joint design and manage-
ment of projects and programmes to control the main diseases affecting
Amazonian indigenous peoples and development of environmental
defence actions and their impact on health; with the Ministry of Health
through the General Epidemiological Office (OGE) to develop actions to
assess the health situation of Amazonian indigenous peoples; and with the
Institute for Human Resource Development (IDREH) to implement
actions of human resource training and education for the Amazonian
indigenous peoples.

t\?le have signed agreements with the following international organisa-
ons:
* Technical Cooperation of the Government of Denmark
(DANIDA), through IWGIA.
¢ Italian Technical Cooperation, through Tierra Nueva.
¢ The Norwegian government, through FAFO International.
* The Karen Elise Jensen Foundation, through NORDECO, to imple-
ment actions of Indigenous and Intercultural Health.
* GTZ - Germany, to implement workshops with indigenous
women.

National and international recognition

In 1986, AIDESEF, the Aguaruna and Huambisa Council and the
Coordinating Body of Indigenous Organisations of the Amazon Basin




(COICA) received the Alternative Nobel Peace Prize in Stockholm,
Sweden.

In 1993, the National Institute for Statistics and Computing (INEI) in
Peru awarded AIDESEP a certificate on behalf of the nation, in recognition
of the support provided during implementation of the National
Population and Housing Census.

Our shared vision of the future

We wish to be an organisation that is representative of all the indigenous
peoples and communities of the Peruvian Amazon, recognised by the
Peruvian state as the valid intermediary with whom to resolve all the
problems of the Amazon, and by the international community as the gen-
uine representative of the aspirations of Peruvian indigenous peoples, and
the indigenous peoples of the world as a whole, in relation to their estab-
lished rights in international legislation.

We aspire to building a multilingual, multicultural and democratic
Peruvian national state that respects the human rights of our children and
our children’s children. Within the context of this national state, we seek
the autonomous and sustainable human development of all indigenous
peoples of the Amazon, within their recognised territory, and the building
of a shared vision of the future with other peoples.
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Map 1. AIDESEP: Member organisations.
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1. Introduction
Project Summary

By Thomas Skielboe, Co-director of NORDECO'

The inception of the project
The pilot phase of the Indigenous Health Programme was initiated in
mid-1993 as a form of co-operation between the funding agency, Karen
Elise Jensen’s Foundation, the development agency Nordic Agency for
Development and Ecology (NORDECO) and the Peruvian umbrella
organisation for indigenous peoples of the Peruvian lowland, Associacién
Interétnica de Desarrollo de la Selva Peruana (AIDESEP). The Project has
undergone three phases of implementation from 1993 to the end of 2000,
and has been marked by a strategy favouring a trial-and-error approach.
This approach puts great emphasis on using experience gained along the
way, changing strategies, where necessary, as the project progresses. The
Programme was the first long-term project initiated by the development
and environment agency, NORDECO, established in 1990. The NORDE-
CO staff, however, already had many years experience working with
indigenous peoples and organisations in lowland Peru, specifically with
the nascent indigenous organisations of the Ucayali River region.
AIDESEP, which was established in 1980, had for the past decade
been working intensively on indigenous peoples’ rights, and much effort
had been put into defining indigenous territories in the Peruvian legal
context and securing land titles to indigenous communities, as well as
developing the bilingual education concept into a bilingual inter-cultural
education system to be implemented in the indigenous areas. Health
aspects and aspects of environmental and local economic development
had also been touched upon as part of the strategy of supporting the
indigenous peoples’ possibilities for influencing their own life and future.
To move more intensively into the health sector with an integrated
approach was, at this time, a natural step for AIDESEP in its work with the
local indigenous organisations. The national health system does not cover
the Amazon area in any sufficient way, and there is a serious lack of
resources, clinics, medicine and health workers. Generally, there was at
that time a total inability to address the local indigenous reality, including
their language and their understanding of health. The indigenous health
systems had, for centuries, been suppressed by the national society and,
particularly, by the Christian missions, and AIDESEP wanted to focus on

a revitalisation of indigenous health knowledge as part of the indigenous
reality. As a consequence a project document for a two-year pilot phase
was formulated, in collaboration between AIDESEP and NORDECO.
Three smaller projects run by AIDESEP were merged into one and
analysed, with the aim of developing a two-year pilot project in which dif-
ferent approaches could be tried out in order to lead to an actual pro-
gramme for indigenous health, in line with specific indigenous needs and
with AIDESEP’s overall strategies.

In 1992 the project document was submitted to the Karen Elise Jensen
Foundation, together with an application, and the project was approved in
early 1993. The three projects implemented in the pilot phase were located
in San Lorenzo in Alto Amazonas in the north of Peru (in association with
three indigenous peoples’ organisations), in Madre de Dios (with one
organisation} and in the Atalaya province (with one organisation).
Following the lessons learned through implementation of the pilot phase,
it was decided to concentrate the work in Atalaya province, where the
largest project had been implemented and which had had the highest suc-
cess rate. The project area in Atalaya was expanded from some 50 com-
munities to covering 119 communities in three districts, working with
three organisations in these districts: OIRA (the Indigenous Organisation
of the Atalaya Region), ORDECONADIT (the Regional Development
Organisation of Indigenous Communities of the Tahuania District) and
OAGSP (the Indigenous Organization of the Gran Pajonal).

Project structure

The organisational structure of the project comprises five levels of stake-
holders, all with different responsibilities:

Table 1: Project stakeholders and main responsibilities

Orginasational level Main Body Responsible

Financing Karen Elise Jensen

Foundation overall supervision

and quality assurance NORDECO

Strategic development

project administration and AIDESEP-Central /PSI

field supervision (Programa de Salud Indigena)

Local implementation OAGFP, OIRA, ORDECONADIT
Implementation Health Teams and Native Communities




The Karen Elise Jensen Foundation, the project’s funding agency, has
also been involved in project supervision in the sense that they have par-
ticipated in all review visits to Peru carried out by NORDECO. NORDE-
CO has had overall responsibility for the project, providing supervision,
backstopping and quality assurance in close collaboration with AIDESEP
and the project administration in Peru.

In Peru, the project was initially implemented centrally by AIDESEP
in association with the local organisations; the project had its main office
in Lima. However, in phases Il and 1ll, the project was decentralized and
more responsibility for implementation was handed over to the local
organisations. A project office was established in the regional capital,
Pucallpa, and a smaller extension field office in the provincial capital,
Atalaya. AIDESEP still retained overall responsibility for implementation
but a field coordinator was now based in Atalaya, with responsibility for
planning and supervising the field work in collaboration with the local
organisations. A Project Director based both in Pucallpa and Lima was
responsible for supervising implementation and overall project perform-
ance. Each of the three regional indigenous organisations had their own
budget and was responsible for implementation in their own area. The
decentralization had an important impact in terms of developing local
ownership of the project. In each of the project areas, health teams consist-
ing of two indigenous co-ordinators and a nurse have played key roles in
implementing the health system. The teams have continuously travelled
throughout the area, visiting all communities two or three times a year.
The teams have conducted awareness campaigns, supervision and train-
ing in basic western and traditional medicine for promoters and leaders,
as well as training in the structure and functioning of the Indigenous Inter-
cultural Health System. Moreover, the teams have established village-
based health posts in all villages. The health teams have, together with the
Project Co-ordinator and Director, been working on the capacity building
of the organisations, specifically related to the administration and mainte-
nance of the health system.

Collaboration with the Ministry of Health, MINSA, has been an
important priority in the project’s strategy for sustainability, and MINSA
has been involved at many levels.

Participating organisations
The funding agency, the Karen Elise Jensen Foundation (KEJF), is one of
the largest Danish foundations exclusively funding health research and
related projects. The foundation mainly supports work in Denmark and,
as the involvement with health and indigenous peoples in Peru was a
totally new activity, the Board of the Foundation has actively been moni-
toring the development of the project, through all three phases. This has
been a great advantage for the project.

Founded in 1990, NORDECO is a consultancy company wholly
owned by the non-profit making Nordic Foundation for Development and

Ecology. NORDECO's main area of work is providing advice on develop-
ment processes, integrating local development and nature conservation.
The consultancy services offered are concerned with enhancing the quali-
ty of development efforts by approaching the interactions between socie-
ty, culture and the environment as an integrated whole. NORDECO con-
sists of experts from both the social and natural sciences and has, through
this integrated approach to development, very broad experience in work-
ing with participatory methods. Through the senior anthropologists con-
nected to the office, NORDECO also has solid experience of working with
indigenous organisations and indigenous affairs.

As the umbrella organisation for indigenous peoples of the Peruvian
Amazon, AIDESEP is an important stakeholder in the project. It has 44
member organisations and among these are the three local organisations
OIRA, ORDECONADIT and QAGPF. AIDESEP’s main offices are in Lima
and it has five regional offices around the country. In relation to this pro-
ject, AIDESEP has developed a special section, Programa de Salud Indigena,
PSI, that works with indigenous health problems. The Indigenous
Organisation of the Atalaya Region, OIRA, consists of 50 communities
from six ethnolinguistic groups situated along the main rivers, Rio Tambo,
Rio Urubamba and Rio Ucayali, and their tributaries. The organisation
was formed in 1988 and has an office in Atalaya. The Development
Organisation of Indigenous Communities of the Tahuania District, ORDE-
CONADIT, covers 27 communities belonging to two ethnolinguistic
groups: the Shipibo-Conibo and the Ashéninka. The communities are sit-
uated along the Rio Ucayali and its tributaries in the district of Tahuania.
The organisation has its office in the village of Bolognesi. The Ashéninka
Organisation of the Gran Pajonal, OAGP, has its main office in Ponchoni
in Gran Pajonal and another smaller office in the regional capital,
Pucallpa, a necessity due to the remoteness of Gran Pajonal and resulting
logistic difficulties. The area is very different from the riverine areas of
OIRA and ORDECONADIT. It is situated at an altitude of some 3,500 feet
(1,200 m) and all transportation takes place on foot or on horseback. All
three local organisations had been working with projects before but this
was the first time they had actually been responsible for the budget and
administration. This responsibility turned out to be of great importance,
both in relation to the involvement of the population and the development
of a sense of project ownership, and in terms of strengthening the organi-
sations per se.

Funding and supervision

For the funding agency, the Karen Elise Jensen Foundation, this was the
first time it had been involved in a health project of this kind. The foun-
dation has shown a remarkable interest in following the project’s imple-
mentation, its development, and sharing the experience gained through-
out the three phases of the project. Two members of the Foundation’s
board have visited the project at least twice a year, participating in the



review missions carried out by NORDECO. The medical expertise of the
board members has also played a significant role in the quality assurance
of the western medical input into the project. This active involvement of
the funding agency has proved to be of great importance for the develop-
ment of and interaction within the project.

One co-ordinator from NORDECO has been responsible for the
supervision and Danish administration of the project throughout all pro-
ject phases, and a team of two anthropologists from NORDECO has car-
ried out technical backstopping and quality assurance.

Project developments

As already mentioned, project implementation has been characterised by
a trigl-and-error approach with a specific focus and ongoing discussions on
project outputs at all levels. Since the idea has been to develop a kind of
prototype health system to be applied in different settings in the Amazon
area, it has been important to test different strategies both in relation to
capacity building, training, management and project sustainability. Based
on the experience gained throughout the different phases, the Programme
has made particular achievements in two fields: a) it has increased the
focus on strategic flexibility in order to be able to adjust to the specific
health understandings of a specific ethnic group; and b) the focus on sus-
tainability of the health system has expanded towards development of a
project for public inter-cultural training course for indigenous health techni
cians, who are seen as important promoters of the integrated indigenous
health system.

Present situation

The integrated indigenous health system has now been developed and
implemented in three districts in the Atalaya region. All participating
communities have 2-3 trained health promoters. The three organisations
have been trained in management and maintenance of the system, ensur-
ing contact and supervision of all villages both in relation to maintenance
of the village pharmacies and in relation to village human resources and
contacts with the public health system. Manuals for applying the system
to other areas of Peru have been developed and an office within
AIDESEP's Indigenous Health Programme is functioning, focusing on dis-
semination of the system and development of the training course for
health technicians. It is an important challenge for AIDESEP to follow up
on these initiatives. A proposal for the establishment of a National
Institute of Intercultural Amazonian Health, INSIA, has been finalised and
approved by the Ministry of Health, and a four-year pilot project proposal
has been formulated. The Karen Elise Jensen Foundation has agreed to
finance the first year of INSIA’s start-up phase. A well-functioning colla-
boration with the Peruvian Ministry of Health, MINSA, and with the
regional health administration has been developed, and should be care-
fully cultivated in the coming years. The present situation is thus a crucial

Taking a break on the Ucayali River,

time for the Programme. This is the time when the project will demon-
strate whether it can work in the hands of the organisations, and in asso-
ciation with the public system.

Note

1. Thomas Skielboe is a Danish anthropologist working as a socio-eco-
nomic consultant. He is the co-director of NORDECO and a member of
its bogrd. He has broad experience from South-East Asia, Africa, Latin
America and Russia. He has the administrative responsibility of the
PSI-AIDESEP in relation to the funding Karen Elise Jensen Foundation,
and has supervised the project during its entire operational period. Mr.
Skielboe has actively contributed to the establishment of a National
Institute of Intercultural Amazonian Health, INSIA.

Foto: Thomas Skielboe, 1998
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2. The Confext
Place, People and History

By Seren Hualkof, anthropologist’

THE PLACE

Introduction

The Indigenous Health Programme is located in the Upper Amazon of
eastern Peru. This area is characterised by a dramatic encounter between
two major geographical features: the majestic mountain range of the
Andes and the enormous Amazon basin. The meeting of these two fea-

tures has created one of the most impressive, varied and logistically com-

plicated geographical formations in the world, called the Montaia. In fact,

the Montafia formation bounds the entire eastern edge of the greater

Amazon basin in a long u-shaped transitional zone along the eastern

slopes of the Andes, running all the way from Venezuela north of the

equator, through Colombia, Ecuador and Peru, to merge with the great

plains of eastern Bolivia far south of the equator. Obviously, there is great

geographical and ecological variation within this zone, which holds the

highest biodiversity in South America®. It is also the area with the highest
cultural diversity, being the area in Latin America where the highest num-
ber of different indigenous peoples still lives. This, combined with a dra-
matic history of European expansion driven by the assumed potential of
the extractivist economy, has created a framework that is essential for an
understanding of the livelihoods and health of the present inhabitants of
the area, and thus an understanding of the overall social situation.

The following chapter will sketch the geography, history and ethno-
graphy of the particular section of the Montafia and neighbouring flood-
plain in which the Indigenous Health Programme is operating, namely the
Upper Ucayali river basin of eastern Peru and adjacent interfluvial areas,
each of which presents particular characteristics integral to the develop-
ment and implementation of the Indigenous Health Programme. We will
then follow up on the recent political and social achievements of the
indigenous population in the region and the social movement it has given

rise to over the last two decades.

The Amazon and the Ucayali river systems

;[i'l":zr[ict:il};z]iln River is the most important tributary of the main Amazon
n 1t s a major water catchment area of the south-eastern Andes of
eru, known to be the initial source of the Amazon. The Ucayali rive
i’langes its name durin.{c,r its course from the mountain sourZe to th;
D‘rer;;?;nb;;gr asu;:g:rtllt'le Clinbth;: Baazicllianfestuary of the Atlantic Ocean.
. undreds of la i i i it i
still possible to trace the cou);se of the main rffjrtg:;tzﬁziﬁg ;:)Stvl:: )gt;f -
f}togover; % stretch of some 3,000 km in Peru, with a width varying betwez::;
. lgr;ﬁa},]e?’gers;. geclm ;?lt:sl 19118 éhleﬁ'lll)lie‘,rncil glacier at a high altitude of 5,597
: : ; and, as it is joined by other And
glacial streams, it soon turns into the torrenti it o e
popular challenge for elite white-water kayak::?; ?npci'l ;ﬁ;iti:ee:é tgcrll?é ii
Ee::lxﬁet;\jeogg;e; tlglpiﬁl forest zones, its name is changed to tile river
' d by the Mantaro river, and again to Tam i
with the Perene river. A few hundred kilomegtres later, itbig ;\IJ\:IT iﬁzﬁ
;)li:};r?gizi:twgeg it Tf}ig‘:is with the Urubamba river running from Cuzco
- centre of the Inca em ire. This point is si j ’
§mall provincial town of Atalayal,awhere thg PSI hsa:li'crialrtligc:]luzta?f;?: tih :
ing excellent fluvial access to the upstream Urubamba wate;%hed anéigtl":-
downstream U_ca.yz%lil and affluents. Some 1,600 kilometres further downE-!
stream, when it is Jomed by another big affluent, the Marafion river, the
name change::-; to !110 Amazonas, a name this majestic river maintains imtil
g enters Brazil a 11t‘tle over 700 km further downstream, where its common
Uortugll.nese name is RIE) Solimoes. The distance from the confluence of the
ccailyall and the Maraqon, where the main Amazon river takes its name
i?n (titérgs 1egngstward to its mouth in the Atlantic in eastern Brazil, is 3,762
il ‘1N : enc;. If we add the total length of the Ucayali-Apurimac head-
S s kgp v_v1th a total length of the entire Amazon river of some
i HO‘:veva mtg it the longest river in the world, even longer than the
e e.ntire T nfr, i trgns_ports 50 times as much freshwater as the Nile, and
1o annrie az}?nd asin of an estimated 6,430,000 km2 (not including the
P ers;he ) holds cl_osel to 25% of all surface freshwater in the
s 01fngffl e Amazon river's course through its basin, it is joined by
By rered affluents. More than 200 of these have a length of over 1,500
ch and the navigable fluvial network has an estimated total length
of some 50,000 km (ibid.} o
. C"ggei;\;elt systﬁm of t'he Amazon is enormous and impressive and, as
e con e ;ﬁl[ne" the variety of ecosystems, subsystems and local varia-
- d?verSiy immense. Water is the all dominating creative element,
e e lti);emai(éu:ct:tclzg:tt?msﬂ}:as mogld]edfthe most varied habitat
g 2 or the survival of man. i i
diversity, we can broadly distinguish between two rf'tra\inDlizgt))littztt }tl)lfs;)%;eii:

the Amazon: the alluvi i jor ri
e uvial floodplains along the major rivers, and the inter-
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Map 3. Main area river systems.

Elaborated by Seren Hvalko?

The floodplains

The floodplains are created and constantly recreated by sedimentation
from the changing water levels and seasonal inundation. The variation in
water level can be up to 12 metres. These alluvial soils are very fertile but
the annual inundation converts potential agricultural land into swamps
for large parts of the year, making it impossible or very difficult to exploit
for agricultural production or cattle ranching. Only small-scale horticul-
ture and husbandry are well adapted modes of subsistence, which the
local inhabitants, indigenous and non-indigenous, have developed and
practised for centuries. An additional obstacle to modern agricultural pro-
duction is the seasonal unpredictability. Fluctuations from one year to the
next regarding the onset of dry and rainy seasons, besides great irregular-
ity in the volume of precipitation, intensify the capricious nature of the
floodplain, halting most attempts to establish larger agricultural enter-
prises where predictability and planning are a prerequisite for success.

The small-scale combined subsistence and market producer, on the
other hand, can adapt to the structural characteristics of the floodplain
landscape and its whimsical climatic behaviour. The levees along the
meandering rivers form small rises and hills, which may be dry most of
the season. Such knolls are called restingas, and are obviously favourite
places for cultivation and settlement. Oxbow lakes formed by cut off river
bends are called cochas or tipishcas, being habitats for special aquatic fau-
nas and favourite fishing places. The hinterland behind the river levees is
often flooded most of the year and forms complex swamp systems or
tahuampas, criss-crossed by canals and smaller rivers. Such swamps in the
Upper Amazon are usuaily characterized by extensive growths of aguaje
palms®, or aguajales in local Spanish. The aguaje fruit is a very popular
snack and there is always a demand on the local markets. But small green
parrots also favour the fruits and nest in the palm trunks. These small par-
rots are sold as pets on the local markets and the indigenous inhabitants
are masters at domesticating them.

The climate is tropical in the floodplains, with average temperatures
in the mid to upper twenties (degrees centigrade), and with a precipitation
that varies locally between 1500-3000 mm annually. Seasonal variation in
rainfall is dependent both on the distance from the equator and the close-
ness to the Andean mountain range buf, although it rains all year round,
there are generally marked differences between the rainy and dry seasons.
The plains are covered with lush tropical forest of various compositions,
depending on local soil qualities, with the canopy reaching over 30 m.

The interfluvial areas

The higher lying interfluvial areas between the floodplains of the major
rivers can roughly be subdivided into two areas: the interfluvial areas of
the larger Amazon basin, and the interfluvial areas merged with the
foothills of the eastern Andes, known as the Montafia. The Lower
Amazon’s higher lying zones between the rivers generally have poorer



soil quality than the silt fertilized floodplain and fewer people live here. It
is not suited to most agricultural production but is still the basis for the
most impressive tropical rainforest. There are good ecological reasons for
this balanced system but it is beyond the scope of this chapter to discuss
it in detail. There is no sharp boundary between the floodplain and the
higher lying hinterland between tributaries, and there are many transi-
tional areas that combine characteristics of both zones, particularly along
the many smaller and medium-sized tributaries.

The other type of interfluvial zone is the montane forest of the
foothills, the montafia or selva alta, with quite different features. It is char-
acterised by a combination of steep mountains up to above 2000 m, rela-
tively narrow and deep valleys with fast running rivers, all tributaries of
the Amazon system, plateaus and forest plains with rolling hills, criss-
crossed by smaller rivers and streams running through gullies and gorges.
The rivers are fast white water types, with rocks and many rapids, mak-
ing navigation only possible in parts, particularly the lower sections.
Precipitation in this montane tropical forest is the highest in the Amazon,
in certain places reaching well over 4000 mm annually which, combined
with marked seasonal differences, means a lot of rain in a few months of
wet season. Generally the area has better soil quality, particularly in the
intermontane valleys, than in the interfluvial areas of the lower Amazon
basin. However, only the valley bottom lands are suited to intensive agri-
culture, due to imminent erosion problems on the steep slopes that con-
stitute most of the landscape. It is covered with dense tropical and sub-
tropical rainforest, which may not develop a canopy as high as in the low
lying floodplains but which, nonetheless, is much denser and more
diverse. Because of the ruggedness of the landscape and logistic difficul-
ties in access, it has through pre-history and history constituted a
favourite refuge for both man and beast. The combination of better pro-
ductive potential for swidden horticulture, good hunting potential, pro-
tection and a pleasant climate and, not least, access to trade with the
Andean civilizations, has altogether contributed to making this area
attractive to the greatest number of different indigenous groups in the
Amazon area in historic times. We will examine the history of human set-

tlement and development in a later section.

The Upper Ucayali project area

The part of this system that constitutes the project areas of the PSI is the
Upper Ucayali river and its tributaries, the Lower Urubamba river and
tributaries as well as the interfluvial meseta of Gran Pajonal, which forms
a natural mountainous barrier to the west of the Upper Ucayali. The par-
tition of rivers into "upper” and "lower" sections is a typical way of organ-
ising direction and space in the Peruvian Amazon. in Peru, it is common
to speak about the "upper" and "lower" rainforests (sefva alta and selva
baja), the "upper” being the tropical forest areas of the eastern foothills of
the Andes and the "lower” referring to the Amazon floodplain rainforests.

The target area of the Indigenous Health Programme basicall
all three types of landscape: 1) The immediage floodplains ofyt!‘::en 31:;2
I.?cayah iand the Lower Urubamba and tributaries joining at the right river-
sndg, 2)' interfluvial areas of the headwaters of the tributaries east of the
main rivers and the narrow interfluvial brim area on the left bank of the
Upper Ucayali bordering the Gran Pajonal rocky barrier to the west, and
3) the_ Montafia plateau of Gran Pajonal to the west. The different’geo-
graphical features of the three zones demand quite different logistic
approaches through which to access the communities. The communities
situated on the levees along the main rivers and in the immediate hinter-
land can be accessed by speedboat with powerful outboard motors and b
foot when within reasonable walking distance from the riveg
Reasonable” in this context may imply up to a day’s walk. .

Communities situated in the interfluvial areas are more difficult to
access. The communities on the headwaters of the tributaries east of the
Ucayah.and the Urubamba can only be visited by canoes or canoe-like
boats with s-maller outboards, which are able to go upriver on the extreme-
ly meandering tributaries, provided that there is enough water. This basi-
cally means that project teams cannot visit these areas in the dry season. It
may take up to ten days to reach the farthest communities, a joum;ay
always combined with long treks from the river to the hinterland settle-
ments. The hinterland communities of the left bank to the west of the
Ucli'yah and Urubamba are normally accessed by foot without major diffi-
culties.

The third geographical zone, the Gran Pajonal, presents quite diffe-
rent characteristics. It is a vast interfluvial tableland between the rivers
Ucay.ah to the east, the Tambo to the south, and the Perené and the Pichis-
Pachitea to the west. The plateau rises up to an average of 1,000-1,200 m
with higher peaks on the edges up to some 2,000 m. It is criss-cros:sed by
numerous streams and smaller rivers cutting deep ravines and gorges
giving the area a very rugged appearance although it is still regarded e;
plateau in geographical terms. The name Gran Pajonal means the Great
Grassland, a designation it gained because of the many open grass areas
ranging from larger savannas of several hundred hectares each to smaller
open glades in the forest. Still, less than 10% of the area is covered with
natural_grass, although the grassland is increasing due to settlers clearin
forests in order to expand their cattle raising. There are no navigable riverg
in Gran Pajonal and, although the largest system, the Unini river, flows
into the Ucayali at its upper end, it is only navigable for a couple 0} miles
(:‘]059 to the mouth. There are still no roads in, and the only way to enter
tg;; SGls'cte::i Gradss;land" is by foot, horseback or small plane. The health
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e travel around on foot and horse when visiting the




Regional divisions

The main political and administrative division is the Region (and
Department) of Ucayali, and the PSI has focussed its work in one of the
region’s provinces: the huge Province of Atalaya, which is subdivided into
several districts. The PSI works in the District of Tahuania, the District of
Atalaya (same name as the Province) and the district of Gran Pajonal®.

The District of Tahuania has its administrative centre in the small
riverine settlement of Bolognesi, on the right bank of the Ucayali.
Bolognesi was initially founded as a trading post during the rubber boom
at the turn of the last century. Now it has a small health clinic, a harbour
and an airstrip for small planes. Today, both the mayor and vice-mayor are
indigenous Amazonians, a major shift in power relations that will be dis-
cussed later in this chapter. The PSI is working with the two major indige-
nous groups in the district: 1) the riverine Shipibo-Conibo living along the
major rivers and on the banks of some of the larger lakes in the district,
and 2) the interfluvial Ashéninka living in the hinterland and along the
tributary headwaters. The indigenous organisation in the District of
Tahuania is ORDECONADIT, which is the partner and counterpart of the
PSI there, and responsible for implementing the programme.

The next division up the Ucayali river is the Province of Atalaya. The
provincial capital is the small riverine town of Atalaya situated a little
upstream from the mouth of the Tambo River in the Ucayali-Urubamba
junction. Its strategic location, with access to all three rivers, is obvious,
hence its name, which means "watchtower”. Atalaya is a former rubber
trading post that the local patron donated to the Franciscan mission in the
late 1920s. Around the mission grew a tiny colony which, today, has
reached well over 3,500 inhabitants of mixed heritage. Atalaya is the ser-
vice centre for several districts contained within the province. The
province reaches all the way to the Brazilian border along the Rio Breu and
points far into Brazil along the upper reaches of the famous Puriis river to
the extreme east. To the west it encompasses most of Gran Pajonal, which
has applied for district status but officially still only holds the status of an
annex to the District of Atalaya itself. However, it has its own Ashéninka
mayor.

Most of the project activities of the PSI take place in the Atalaya
Province, working with five of its major indigenous groups: the
Ashéninka, the Ashaninka, the Yine (former Piro), the Amahuaca and the
Yaminahua. There are other smaller groups as well, in the province, some
of them nomadic and having only casually been in contact with the PSI.
The town of Atalaya has a small hospital, a harbour, and a small airport
with a new large asphalt runway, which even larger-sized planes can use.
The PSI’s base is in Atalaya where it has a small office, and where the pro-
ject physician was stationed. Most of the activities have been developed
with the Ashdninka, the Ashéninka and the Yine and only infrequently has
it been possible to help the Yaminahua and Amahuaca due to logistical
constraints. The regional indigenous organisation of Atalaya, OIRA, is the

organisation responsible for managing the PSI programme in the
province.

Only one indigenous group lives in the Gran Pajonal, the Ashéninka
who constitute the vast majority of its population, numbering some 6 000.’
The zone has a small colonist settlement, Oventeni, in the centre, w:fth a
landing strip for small planes, a municipal council, a health clinic with a
few nurses and, occasionally, a doctor. The colony recently had potable
water installed thanks to the indigenous organization, OAGP. This orga-
nization is responsible for the PSI in the Gran Pajonal. The headquarters
of the organisation is in the indigenous community of Ponchoni, close to
Qventenl, where two project teams also have their base. Ponchoni also has
its own landing strip. The PSI serves all 36 communities of Gran Pajonal
where all transportation takes place on foot and horseback. The PSI owns
a few horses and donkeys for that purpose.

_ The three project areas serviced by the PSI, each with its autonomous
project management and decentralized funding, are linked together and
coordinated by the PSI offices of AIDESEP in Pucallpa and Lima. The pub-
lic Peruvian health service has been involved through a cooperation agree-
ment with the regional health sector and the hospital in Pucallpa, provid-
Ing emergency services, cooperation on specific campaigns, such as minor
surgery campaigns, and providing laboratory analysis of TB samples and
others. The public political divisions have constituted no hindrance to the
activities of the PSI, since the indigenous organisations have adapted to
this Peruvian administrative structure.

THE PEOPLE

The ethnic scenario

T"he ir_md?genous population in the project areas belong to two major ethno-
linguistic families: the Arawakan language speakers and the Pano speak-
ers. The Arawakan branch is one of the oldest language families in the
Amazon and, according to available archaeological evidence, the first
proto-Arawakan people settled in the area over 4,000 years ago (cf.
Lathrap 1970). Unfortunately, very few systematic archaeological investi-
gations have ever taken place in the Upper Ucayali, and never in the Gran
Pajonal, and it may very well be the case that the Arawakan presence in
the zone dates back much further. The Arawakan family in the area com-
prises the Ashdninka, the Ashéninka and the Yine. The Matsigenka and
Yénesha who live outside the project areas of the PSI are also related. The
Pano speakers migrated into the area up the Ucayali river later than the
Arawakan speakers, probably during the first century A.D., pushing the
indigenous groups already there further upstream and into the hinterland.
This is, at least, the governing theory based on the joint evidence at hand
{lbld.): Of course, this process of indigenous migration over thousands of
years 15 much more complex than outlined here but again we have only
scattered evidence from the area. The Pano-speaking branch comprises the




numerous Shipibo and Conibo, today almost merged into one group, and
several smaller groups such as the Uni (Cashibo), the Amahuaca, the
Yaminahua, the Cashinahua, the Sharanahua and the Mayoruna. In recent
years, several smaller nomadic bands, always Pano speakers, with very
sporadic contact with other people, have turned up at oil exploration sites
and lumber camps, asking for merchandise or medicine. In some cases, the
encounter has been confrontational and conflictive. The results of such
contact are always the same: contagion with common diseases like colds,
influenzas and similar viral infections, which turn out to be fatal for these
small family bands. The PSI has been in contact with one such band,
which had joined the Yaminahua at the former oil colony of Sepahua,
needing health care and asking to be relocated to an Amahuaca area due
to discontent with their Yaminahua hosts. But this is the only case the PSI
has been involved in. The bulk of project activities are undertaken with the
Ashaninka and Ashéninka, the Yine, and the Shipibo-Conibo. In the fol-
lowing pages, we will give a brief ethnographic description of each of
these major groups, leaving, however, the Amahuaca, Yaminahua and
other interfluvial Pano speakers aside, since they have played only a
minor part in the project, having received but a few sporadic visits. The
Indigenous Health Programme has had to restrict its work to the major
groups, mainly due to limitations in organisational capacity and budgets
given the logistical complications and transportation costs.

Besides the indigenous population, the Upper Ucayali is also inhab-
ited by a very visible non-indigenous population of mixed origin. The
majority of this population are mestizos, either local Amazonians of mixed
indigenous-colonist descent, so called riberefios, i.e. "river dwellers”, or set-
tlers with a mixed peasant background from the Andean highlands, serra-
nos, often with Quechua roots’. Whereas the riberesios are considered legit-
imate Amazonians locally, being a self-reproducing group living in small
riverine settlements, the Andean immigrants are regarded as newcomers
and most often referred to as colonos. As we shall learn later, most of the
conflicts of indigenous communities over land are with this growing
group of colonists. These Andean settlers, however, tend over time to
assimilate with the riberefio populations. The last distinct population in the
area is the group of old colonists of European background, although inter-
married for generations with Peruvian mestizos. These are descendants of
merchants and rubber barons, who settled in the area around the turn of
the last century, during the rubber boom, which lasted until the 1920s.
Some of them stayed on, attempting to make a living out of agriculture,
cattle or timber extraction. They settled on small homesteads, "fundos” or
"haciendas” if they could invest, and soon became the local power elite

Ashéninka basket-weaving, Gran Pajonal. Photo: Seren Hoalkof, 1996



and patrons of indigenous labour. This is a small but still powerful elite
of entrepreneurs in lumber, transportation and services; an ethnic group
that also tends to reproduce itself within its own circles and identifies

itself as white.

The Ashéninka and the Ashininka

The Ashéninka and Ashdninka are two distinct dialect groups who yet
share most cultural characteristics. They are by far the most numerous
indigenous groups involved in the healtl:l programme. They belgng toa
larger conglomerate of Arawakan-speaking indigenous groups in Peru,
which also includes the Matsigenka and the Nomatsigenka. Sometimes
Yinetheir Yine (formerly Piro) and Yédnesha neighbo_urs are included, but
linguistically they are regarded apart, although still Arawak speakers.
Today the conglomerate numbers an estimated 85,000 persons (1990) but
given a relatively high natural population growth rate they may number
considerably more. In earlier ethnographic and historical literature, mem-
bers of this ethno-linguistic conglomerate were commonly referred to as
Campa Indians, with the exception of the Yine, who were referred to as
"Piro"” and the Yanesha as "Amuesha". The term Campa is today consid-
ered disparaging and is practically out of use. An even more c!‘erogator'y
term used in older literature and synonymous with Campa is chu’nclho "
a Quechua derivate meaning "savage”. The Ashéninka and Ashéaninka
alone number over 60,000, dispersed over a vast area of the cgntral
Peruvian Amazon (Selva Central), an area of more than 100,000 km". Tk}e
area covers all the intermontane valleys of the eastern Andean foothill
forests and stretches out into the Ucayali basin and beyond, all the way to
the Brazilian border in the district of Breu of the Upper Yurud river.
However, it is in the Montafia that the highest concentration of Ashéninka
and Ashéninka is found, whereas they are more scattered in sm.'.aller com-
munities in the interfluvial areas of the Ucayali basin, living as islands in
an otherwise Pano-dominated area. _

The difference between the Ashéninka and Ashdninka is mainly of a
linguistic nature. The two languages may be defined as different dialects
of the same language and are mutually understandable, although there
are great differences - so great that Ashéninka parents in Gran {’a!onal
once filed an official complaint about the assignment of an Ashaninka-
speaking schoolteacher to one of their bi-lingual schools., as the Pajonal
children did not understand him. The Ashédninka mainly live in tbe south-
ern part of their territory and predominantly along the larger tributaries,
whereas the Ashéninka are mostly distributed in the northern zones and
in the interfluvial areas such as the Gran Pajonal. This division is also
reflected in the Ucayali where the indigenous inhabitants from the mouth
of the Unini downriver on both sides speak Ashéninka, and the commu-
nities upriver (south) around Atalaya and up the Urubamba and Tambfa
rivers speak Ashaninka. However, their material culture, f:osmology, reli-
gious practices, economy and social organisation are basically the same.

For the sake of simplicity, we will refer generically to those involved with
the P51 as Ashéninka, except in specific contexts where either Ashaninka
or Ashéninka (or other denominations for other groups) will be used,
depending on the specific location.

These peoples typically live in small communities with scattered
houses. Those living in a riverine environment often have a more village-
like structure and often number more families than those living in the hin-
terland and in the higher altitudes. These truly interfluvial residents live
in small family dwellings of some three to five household units, some dis-
tance from the next small settlement. They are all linked together through
kinship ties and often clustered around a headman's family unit. A head-
man is a charismatic leader of a group of such household clusters. He may
be referred to as "the chief” by outsiders, but has no other formal powers
than those his followers and supporters assign him. Such a headman of a
local Ashéninka group has responsibility for organising the community,
representing it to outsiders and guests, and building and maintaining
a social network that guarantees good trading relations and exchange
systems. The Ashéninka and Ashéninka are famous for their long distance
trading and exchange networks, the ayompari system, which causes
favoured articles and goods to circulate and at the same time upholds a
social network of personal trading relationships, which connect the differ-
ent dialect groups over a vast territory with dispersed settlements. The
system is operated by specialized exchange partners and, by attracting
such ayompari partners to come to the local settlement, the headman pro-
vides for his supporters.

The Ashéninka houses are typical of the indigenous Amazonian
architecture, all constructed from local materials, posts and beams tied
together with special vines, not nails, and roofs thatched with palm, where
the palm leaves are woven and braided together. The Ashéninka live in all
kinds of local environments, from the highest lying settlements in the
Pajonal above 1,300 metres to the lowest riverside dwellings on the
Ucayali riverbed, and their architecture reflects all these different condi-
tions. Houses in the warmest spots are usually open houses with a roof
and house posts only and no walls. In the case of riverside locations, the
inhabitants generally use raised floors above the ground to protect against
seasonal flooding from the rivers. Contrary to this, in the most high lying
settlements on some grass covered ridge tops in the Gran Pajonal, the tem-
perature in the dry season may drop as low as 10 degrees centigrade at
night, sometimes lower, making closed houses with walls and a door pre-
ferred, and normally with the immediate ground as floor. All kinds of
hybrid architecture between the two extremes can be found.

The Ashéninka do not favour a village or hamlet structure as such.
Even where there are larger clusters in the river environment, the houses
are organised in family clusters. Each family normally has two houses, a
family house where the women and children sleep and where you cook,
and a guest house where visitors can stay overnight and where visiting




men drink their manioc beer together. In areas close to mestizo, colonist or
riberefio settlements the Ashéninka have increasingly adopted their archi-
tecture, which means houses built of boards and corrugated iron using
nails. They are easier to build and signal that the owner is a modern per-
son, but it is definitely a less elegant architecture and not nearly as good a
shelter as the traditional houses.
The Ashéninka are not riverine people to the same degree as, for
example, the Conibo. They live mostly in the upper sections of the fast
running tributaries, and although canoes are part of the river Ashéninka's
means of transportation, they most often transport themselves downriver
on rafts, to walk back later. They are typical hinterland horticulturalists
and hunters. They have one of the most well-developed swidden agricul-
tures in the Amazon, a system known as “indigenous agro forestry”. They
grow hundreds of edible and useful plants in their garden plots, the chacra,
which gradually return to secondary forest in a controlled system of suc-
cession. Thus such gardens can still be harvested for years while the land
lies fallow. The fallow period depends on location and soil quality, and it
may take as long as 25 years to complete the cycle. Their staple crop is
sweet manioc (manihot esculenta) called yuca in Spanish, of which they
have close to 70 varieties, but sweet potato, yam, taro, arrowroot and yam-
bean all form part of the daily tuber diet. They also grow several varieties
of corn, bananas, peanuts, fruits and vegetables. Add to this perennial tree
crops like avocado, brazil nuts and citrus and you have a very varied diet.
Each stage has its composition of crops and species. Even when a plot has
been abandoned and has returned to secondary forest, some of these tree
species will survive and can be harvested in the fallow forest for years.
Such fallow forests are called purmas in Spanish and are owned by some-
one, although they appear to be jungle regrowth. Like all other indigenous
groups of the Peruvian Amazon, the Ashéninka ferment the yuca and
brew an alcoholic drink, masato in Spanish, a kind of milky manioc beer. It
can be mixed with other tubers and even sugar-containing palm fruits to
add extra strength. They drink masato daily in a diluted version and
reserve the stronger brew for parties, which often develop into drinking
bouts of Dionysian proportions. And they love it.

Their need for high quality protein is covered by game hunted in the
forest, small animals collected such as grubs, insects and amphibians, as
well as through eating fatty palm fruits. The Ashéninka are hunters par
excellence, whereas their fishing abilities are somewhat more limited.
Today, this subsistence economy is extended with some cash-cropping
and wage labour. This is particularly true where the Ashéninka are living
close to colono and other mestizo settlements. The favourite cash crop of
the Ashéninka living in the higher lying zones of the Montafia is coffee
which, particularly in the Gran Pajonal, is of very high quality. Coffee is
well integrated into their multi-cropped garden plots and rotational crop-
ping/fallow system. But also other products like cocoa, beans and peanuts
are marketed, albeit with varying results. Wage labour is almost exclu-
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sively in the form of hired hands for colonists or lumber patron
they are very Poorly paid and most often in kind rathgr t}(:as ESICL:SIEI
Working conditions are abysmal and debt bondage and chattel slaverj,;
was widespread until very recently. The colono use of indentured labour
still ;)ccE?, b}i;xt is much more limited than even a few years ago. The rea-
son for this change in the situation will i i i
ot ity (CE et osts be dealt with below in the section
The material culture of the Ashéninka is simple. People do not own
much and can easily move if desired. The men hunt with longbows and
arrows, a must in a man’s paraphernalia and, if they can afford it, with
shotguns. They always wear a small woven shoulder bag, which ma)'z hold
a mirror, cockle shell tweezers to remove facial hair, a comb, a bag of coca
'leaves for chewing, a tiny calabash with lime powder for the coca chew-
ing, a tube of tobacco syrup also for chewing, a bamboo tube with red
525;:; t;e:(l;e—up m:izdte of ;nn;tto, a black or lilac pencil for underlining
0s, amulets and other i i
L Enls i o magical artefacts, a knife, shot gun shells
_The typical dress, which is virtually their ethnic hallmark today, is
the “cushma™®, an ankle long cotton tunic, which both men and WO!'I;eﬂ
wear. The best quality is hand spun and home woven. The colour comes
in different shades of natural light cotton with woven darker died stripes
most often brown, greyish or black. Some also use coloured stripes of fac-
tory spun yarns. In the men’s version, the cushma is stitched together out
of two long pieces of fabric, worn lengthwise and doubled, leaving out the
stitching in the centre and making a hole for the head, and likewise mak-
ing holes fpr the arms at the shoulders. It is like a poncho stitched togeth-
er at_the sides. The women wear their cushma across transversely, which
requires an alteration in the design since holes left open for the a;'ms are
in the same stitch line as the head opening. The head opening in a
woman’s cushma is also wider, to allow for breastfeeding babies. If one is
ever is in doubt of a person’s sex, looking at old photos of Ashéninka or
Ashaml}ka, a man's cushma always has the stripes vertically and a
woman's horizontally. It is unthinkable that they would swap them. Large
new white cushmas are the men's favourite trading object in the ayumpari
egchange network. When a cushma becomes worn it is usually dyed red-
dish brown, a process which will be repeated through its lifetime until it
?llcf?hs ::irﬁosttblack.ch:iday,bcushmas are also made out of factory woven
; not regarded as bei igi igi
St s 1g992, - eing as prestigious as an original hand woven
To the women's attire must be added the baby sling, w
body hanging from one shoulder. The finest ones iave E ’nuzrrgeicéi?i,i::ﬁ
engraved l:}ones dangling, which sound like small bells or fine rattles
;vhen walk‘mg: The female symbol, paralleling the bow and arrows, is the
hasket, which is carried on the back hanging from a headband on the fore-
| ead. 'I_'he women can carry an impressive weight this way and often over
ong distances. Besides the facial painting with red annatto make-up




paste, they have few adornments apart from some shoulder and neck pen-
dants, amulets and feathers. Men often wear large plumages on their
backs. As a headdress, the women sometimes wear loose red headscarves,
while the men use a wide headband made of the inner cortex of a type of
large bamboo cane. The Ashaninka seem to favour a crown of fine plaited
cortex, a fine wickerwork in keeping with typical Ashaninka designs, as
reproduced in the vignettes of this book. At the back of the headband or
crown they often attach a few feathers in an upright position, looking very
decorative. Although they may sound exotic, the Ashéninka are quite
modest in appearance, with no conspicuous ornaments, handicrafts or art-
work, no colourful rituals. They basically have the colour of the earth and
merge with the forest. We will later discuss aspects of their beliefs, religion
and shamanic practices, while comparing all three ethnic groups.

The Shipibo-Conibo
The Shipibo and Conibo form the largest Pano-speaking complex in the
Amazon which, together with the rest of the Panoan conglomerate of
some 42 ethno-linguistic groups, number an estimated 40,000. (Erikson et
al. 1994). The Shipibo-Conibo total some 25,000 of these. (Morin 1998:286).
Contrary to the Ashéninka, they are a decidedly riverine people. They live
along the main Ucayali river from the upper end all the way downstream
to the lower middle Ucayali, where they are replaced by the descendants
of the Tupi-speaking Cocama and Spanish-speaking riberefio communi-
ties. According to the German explorer and geographer, Giinter Tessmann,
who visited the Ucayali in the 1920s, "Ucayali” means the "mosquito river"
in Shipibo. This may not be completely true, but it could just as well be
since their habitat is the lower floodplains of the Ucayali riverbed with its
aguaje swamps, oxbow lakes and other larger lake systems of the season-
ally flooded alluvial landscape. There are indeed a terrifying multitude of
mosquitoes. We will refer to the people as Conibo, as the upriver people
are Conibo descendants and the downriver people are Shipibo. There are
still dialectal differences although they have basically merged into one
ethno-linguistic group. A Shipibo shaman trainee, Tomds Arévalo,
explains the different subgroups:

“...a shipi is a little monkey...Shipibo means ‘little monkey men’...in actual
fact, in the past, there were different groups of people: the tigers, birds, mon-
keys...there were many of them...but they were all from the same tribe. With
time, and because of their common exploitation, they joined together, the Shipibo
came together with the Setebo and the Cunibo to defend themselves...”
{Céardenas 1989:29). ;

The historical processes causing the ethnic differentiation between
the different subgroups of Pano speakers are very complex, and the unifi-
cation mentioned by the Shipibo student is very recent, whereas most of
the history of contact is rather characterized by escalating interethnic con-
flict and slave raids induced by the colonist economy, a phenomenon that
will be dealt with below.
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The Conibo have always been attached to the riverine environment, devel-
oping excellent skills in canoeing, fishing, and floodplain and riverbed
horticulture. Fishing is unquestionably their most important economic
activity in the context of subsistence. It is their main source of high quali-
ty protein but also plays a role in terms of income generation. Fishing is
essentially a male activity, and the Conibo use a number of different tech-
niques and types of fishing. When fishing traditionally with poison in
small streams, creeks and brooks, however, both women and children may
take part in catching and collecting the paralysed fish. This is common
practice among all interfluvial groups, including the Ashéninka and other
Arawakans. Hunting is only a secondary source of protein for the Conibo,
and mostly practised during the seasonal flooding when game is concen-
trated, seeking refuge on the restinga knolls.

The Conibo practice the typical Amazonian swidden horticulture
described for the Ashéninka above. It is, however, less diverse than the
Ashéninka interfluvial system in terms of different cultigens. The Conibo
benefit from the rich silt-covered alluvial soils along the Ucayali, which
permit mono-cropping such as bananas and plantains combined with
beans. But they also cultivate the typical manioc gardens with mixed crops
for their daily food consumption and for masato brewing. Cash cropping
is part of the economy, with plantains, beans, maize and rice being mar-
keted on a regular basis. Unlike the interfluvial groups, the riverine
Conibo are exiremely dependent on the seasonal variation in the river’s
water level. The cyclical variation in the river's level and course creates a
very special environment. It renews the nutrients in the soil creating spe-
cial conditions and productive opportunities, which are only found here.
One example is the rice cultivation that takes place in the dry season on
the mud banks, the so-called barreales. Also, water melons are favoured
cash crops on the dry sandy beaches, arenales, in the "summer"’. Turtle

gs are another very popular product that can be collected on the sandy
beaches and banks and marketed. Boiled turtle eggs are very popular in
the Amazonian towns and cities. When the river starts rising again, many
different species of Amazonian fish begin their seasonal migration up-
river to their spawning grounds in tributaries, lakes and swamps, some-
times creating a fishing El Dorado for the local people, increasingly under
competition, however, from outside commercial fishing vessels. Still, the
blessings from the river's fluctuations are mixed, and the other side of the
picture is a seasonal lack of food. The rainy season floods inundate the vil-
lages and lower lying gardens, destroying most of the remaining crops.
Only cultivation on high lying restingas is still possible in this season. In
recent years, these floods have seemed to be increasingly violent, proba-
bly due to the combined effect of global warming, which has caused the
Andean glaciers to melt, and the expanding deforestation in the colonist
frontier, which causes the rainfall to run off much faster than before. In
certain stretches of the Ucayali, extreme flash flooding has reached cata-
strophic proportions, sweeping away entire villages, drowning people
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aptti:ledesft:ﬁyilr}g all crops, even on the higher knolls. The Conibo commu-
ni . . : :
- ;fc; {)01? pper Ucayali suffered such a disaster during the rainy sea-
Most of the Conibo communities that form parts of the Indigenous
Hgalth Programme have their villages situated on the river levee, usually
with the main settlement a little back from the immediate river bank
where they have their harbour for canoes and boats, and where n'vel:
barg'es_can land to load and unload merchandise or passengers. Unlike the
Ashéninka communities, which are characterised by dispersed settlement
clusters, the Shipibo-Conibo favour a hamlet-like structure for their settle-
ments. The houses in the central hamlets are typically organized in two
rows of houses with a wide cleared "boulevard” between the two rows.
The centre may broaden into a plaza-like place, the prolongation of which
again takes the form of a wide street. The school building, community
office (a recent innovation) and health post are usually situated close to the
central plaza. In larger Conibo communities, which house up to a thou-
sand‘persons, the village lay-out may be extended, with other "streets"
crossing or running parallel to the main "boulevard”. This adaptation of
the Spanish colonial village structure is the result of years of contact with
the Catholic missions and mestizo nationals. Most communities have a
few hundred inhabitants but the Conibo villages along the Ucayali river
banks were known to have up to 1,800 inhabitants at the time of European
contact, between the 16th and 17th century. (Santos and Barclay 1998: xxii)
Thus the nuclear village as such is not a new phenomenon among the
Conibo. The architecture is typical for most river dwellers today, indige-
nous or not, with palm leaf thatched houses as described for the
Ashéninka, but always with a raised floor of either split palm cortex or
sawn planks for the wealthiest families. The raised floor is a must in an
environment that floods seasonally. The house is basically a single family
unit but may also function as home for the matrilocal extended family.
Today, it is increasingly common to see houses with partition walls to cre-
ate several small rooms, making privacy for the extended family members
and Visitors. Otherwise, mosquito nets serve the same purpose in more
tradltional one-room houses with no or few walls. Besides the main fami-
ly unit, they have a cooking unit with a hearth, also on a raised platform.
The two houses are sometimes connected by a little bridge, making it pos-
sible to pass dry-shod between them. This is quite common to many river-
ine people adapted to the floodplain.
. What really distinguishes the Shipibo-Conibo today from other
indigenous groups in the Peruvian Amazon is their ceramics, their dress
and adornment, and their exclusive ornamentation and design. Their
dress has obviously developed and changed over time as fashion changes
and they come into contact with other peoples, including the European
and Peruvian colonists. Yet there is a strong continuity in dress and orna-
mentation among the people of the Ucayali floodplain from the time of
contact until the present day (cf. Thomas P. Myers n.d.:17). Today the




Conibo men ordinarily wear western clothing, such as shirts and trousers
or sport shorts, but they do have white or reddish dyed knee length cush-
mas like the Ashéninka. Instead of the longitudinal stripes, they paint
black elaborate Conibo geometric patterns, as can be seen in the vignettes
of this book. These cushmas are their festival dress together with crown-
like headdresses, and blue-black genipap body paint with the same orna-
ments and different bead necklaces, bracelets and bandoliers. Unlike the
Ashéninka, only the men wear cushmas and not as their usual dress,
whereas the Conibo women use a very conspicuous and colourful every-
day dress, a fashion that was initially developed at the Franciscan mission
of Sarayacu in the early 19th century (ibid. 8). Today it consists of a short
sleeved blouse and a knee length decorated cotton skirt, a pampanilla,
consisting of a tubular piece of material wrapped around and rolled down
the waist to the hips. The blouse is made of fine cotton in bright colours
like clear blue, red, yellow or purple with or without figured patterns, a
large collar and front with different coloured edging. The skirt is usually
either black, white or brown with the typical elaborate geometrical design
embroidered or painted on. To this attire is added a slack belt, made of
many loose strands of small white beads worn around the waist, and mul-
ticoloured beadwork bracelets. Some also wear a necklace made of old sil-
ver coins or seed beads. To the festival dress is added a small silvery metal
disc fastened through the septum and hanging under the nose. Sometimes
they also insert another thin metal piece a couple of inches long through
the pierced lower lip. A necklace of tiny coloured glass or plastic beads in
a multi-strand design wrapped tightly around the neck, and a string with
pendants of seeds that produce a rattling sound when walking attached to
the instep, complete their dress.

The Shipibo-Conibo are particularly famous for their very fine poly-
chrome ceramics. They produce a number of sizes and forms, including
anthropomorphic pots. The largest vessels produced for the masato man-
ioc beer may contain up to 500 litres. The ceramics are usually white, dec-
orated with characteristic geometric patterns in black, but ochre and red
with white or black patterns are also common. However, plastic buckets
and aluminium pots and pans are increasingly substituting the ceramic
ware in daily use. A determining factor for the production of this beauti-
ful ceramic seems to be the possibilities of selling it to tourists. Only a few
years ago, the Shipibo and Conibo operated an arts and crafts cooperative
shop near Pucallpa, the Maroti Shobo, exporting quite a lot of their cera-
mics, and supporting the local communities' potters and economies. It is
an exclusively female occupation to make and design ceramics and the
knowledge of their elaborate geometric patterns is a woman’s "secret”. The
women thus control the most important income-generating potential in
Conibo society: pottery. Their geometric patterns are also very important
identity markers for the Conibo and they apply the designs to any blank
“space” including their own skin. As only women are able to acquire the

knowledge of how to paint the patterns, the Conibo men are dependent on
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g:e' women'’s design skills, which give the women a central position in
eir society. No other indigenous Amazonians have similar designs
except their immediate neighbours upriver, the Yine. ’

The Yine

The Yine were, until very recently, referred to as Piro both i i
literature and in common speech®. Yine working with ?he }’IIS?tethirr? [::11;
Piro is the name of "a little fat and ugly fish”, and that it is an unfortu-
nate mzsunde_rsta_nding to use this designation for their people. The Yine
are t'hfe other indigenous group of the Arawakan linguistic family branch
participating in the Programme. They are truly riverine like the Conibo,
ar_id are equally excellent river navigators, canoers and outboard motm;
pilots. Although of the same linguistic stock, their language is rather dis-
tant from the Ashéninka/Ashaninka and not mutually intelligible®. The
Yine live in a few communities on the Lower Urubamba river and at the
upper end of the Ucayali, from the Unini river mouth and southwards to
the Sepahua and Mishagua rivers mouths in the lower and middle
t{'rubami_:a. The provincial administrative town of Atalaya is in some wa
situated in the middle of Yine territory, if such a concept exists. They num)f
ber an estimated 2,500 - 3,000 today but it is difficult to give an exact fig-
ure. W])o among them should be considered Yine and who not is hard tgo
determine since they frequently intermarry with their indigenous neigh-
bours. Their communities are dispersed along the main rivers, and tl%e
neighbour numerous Ashdninka communities on both rivers. iiut insidﬁ
tl:le Yine communities there are also several Ashaninka families and indi-
viduals present. The Yine could be characterized as an interethnic grou
whlch,_ In many ways, resembles the Cocama riberefios of the l_g‘owef-
Ucayali. Mlxed marriages between Yine and Ashaninka are very common
but marriages with mestizos and Matsigenka are also frequent. (cf. Gow
1991) The Yine have, throughout modern history, developed a particular
trade anc'1 war re!ationship with the Ashdninka, the Conibo, mestizos and
other neighbouring groups. They have been involved in slave raidin
against neighbours but also in extensive river trade up and down thg
Urubamba and the Ucayali. They have often been used as labour contrac-
tors and brokers for the mestizo colonists and larger patrons around
Atalaya. The Yine regard themselves as the most civilized of the ethnic
groups of the Ucayali-Urubamba nexus, specialized in entrepreneurshi
mlddIerpansmp and inter-ethnic trade. To be "civilized" in the indigenofs;
context in no way means that they are losing their identity as members of
indigenous groups. On the contrary, it rather signifies that they have now
de\{eloped a kind of autonomy and status as Yine inside modern Peruvian
society, and that they are able to deal with the requirements of modern
fﬁcfety{ a f:ievei_opment that will be described in the next section. Part of
skﬁllr c1v1!115ed Imagery is expressed in their excellent Spanish language
' s, an thel'r deep interest in education and the bilingual community
schools. The Yine share several cultural characteristics with the Conibo,



including their ceramic tradition and design patterns. It has been suggest-
ed that it was, in fact, the Yine who introduced several of the features of
material culture that are today regarded as typically Shipibo-Conibo.
Although the Yine in daily life use standard Peruvian clothes, the men
wearing shorts, trousers and shirts and the women a plain summer dress
of cotton or nylon, they do express their ethnic position when putting on
their festival attire. This comprises white cushmas with black Yine designs
and decorated crowns with feathers for the men, and for the women the
wrap around skirt, the pampanilla, and a blouse or bare torso decorated
with geometrical designs and figures, besides crossed bandoliers and
strings of seed beads hanging from their necks. Their architecture and
housing structure is very similar to both the Conibo and the river dwelling
Ashéaninka of the Urubamba. The community layout is indistinguishable
from the latter. Their production is a combination of the advanced swid-
den horticultural system of the Ashéninka and the fishing excellence of the
Conibo. They have many ties to the mestizo society in the area and are
apparently more involved in cash cropping and commercialization of
products than any other indigenous group around Atalaya. They also
regularly work in timber extraction for the local patrons. Although nume-
rically few in comparison to the Ashéninka, the Yine always occupy a
number of high positions in the Regional Indigenous Organisation of
Atalaya, OIRA, an organisation meant to represent all indigenous groups

in the province.

Shamanism and healing
Each of the indigenous people involved with the PSI have their own
impressive cosmological system, with complex structures of time and
space. These world orders are kept alive and in place through an elaborate
mythology that rationalizes and regulates the place and meaning of all
things and events. The landscape is obviously part of this construct and all
important features refer to some mythological event. In consequence,
places are intrinsic parts of people’s self-identification. These cosmologies
are not the same for each group, although they are structurally compara-
ble. The modern western world and rationality is articulated and often
rationalised in the indigenous ideological process, thus avoiding the alien-
ation that concerned non-indigenous visitors are often worried about.
Peruvian national society, its logic and its rules, are very much seen as a
resource potential to be exploited rather than as a threat to indigenous cul-
ture and survival. Thus, although the modern state’s economy and culture
is expanding, there is also the opposite process evolving, an appropriation
and indigenisation of the "white world". This became quite clear as the PSI
developed, in the sense that non-western healing practices and the ration-
ale they are based upon came to impact on the entire Programme and even
the public health system in a surprisingly constructive way.

We cannot in this chapter review the different indigenous cosmolo-
gical orders represented in the Indigenous Health Programme, but we can
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try to sketch a few basic structures of indigenous illness and healing.
Common to all groups is a world in which basically all things have a life
of their own and a history of creation reflected in mythology. No single
person knows all the stories, myths and narratives but all know something
and at least have a core knowledge. Illness is, in most cases, believed to be
a result of a conflict between the human world and the spiritual world. In
this context illness is understood to be a malignant spirit who has enteéed
_the quy to do you harm for some reason. As a matter of principle, all liv-
ing things, including objects that we usually regard as dead like rocks and
lakes, may inflict damage on you. For example, certain trees may not like
pregnant women for a primordial reason explained in their mythology,
and may inflict harm on the foetus if the pregnant woman touches the
trunk when she walks by. This may prevent pregnant women from walk-
ing in the forest. Humans can also call upon certain evil spirits, through
rituals, to do harm to specific individuals for revenge or envy. This is
witchcraft and believed to be one of the major causes of illness and death
Witches and sorcerers can be both men and women, but also children and
even domestic animals may be accused of sorcery. The problem is that
weak an.d vulnerable souls (e.g. those of children and adolescent girls)
may be invaded by evil spirits that may "hypnotise” them to do sorcery
while they are asleep. Accordingly sorcery is very often seen as a type of
illness in and of itself. It is severely punished if proven and cannot always
be cured. However, some very common diseases such as colds and simple
infections are most often not seen as the result of witchcraft but rather
rega_rded as contagion, which is self-propagating, or regarded as a general
punishment from God and, as such, just a condition of everyday life.
~ Although each indigenous culture has its own system, there are cer-
fain common features, and they all have specialists in repairing imba-
lal}cgs in their animist universe, The most important is the shaman, the
spiritual master, who can interpret signs and events, as well as investi'gate
and explain cause and effect relationships. The shaman also has the abili-
ty to communicate with the spiritual world, thus building bridges
between the earthly human beings and the spirits and God(s), with whom
humans lost direct contact when the secular and the spiritual worlds se-
parated. For example, the shaman may renew “contracts” with animal
master spirits for hunting a specific animal species or even enter into a
fight with threatening genies at night. Sickness and disease can also be
cured by. the shamans through a series of different rituals and methods.
The Conibo, Ashéninka and Yine all have different ways of curing. In
order to enter into a mental state that permits the shaman to interact with
the spiritual world, different herbal medicines and drugs may be taken to
alter the mind. One of the best known and commonly used by shamans
from all ethnic groups in the Upper Amazon is a powerful hallucinogenic
concoction made from the ayahuasca vine (Banisteriopsis sp.) in combination
_vvltll chacruna leaves (Psychotria sp.). Ayahuasca is a Quechua word mean-
ing "death vine" and is the common term in Spanish, but each indigenous




language obviously has its own term. Ayahuasca produces a mea'.ltal state
in which the shaman can look into the past and the future, while identify-
ing possible sorcerers and other reasons for illnesses. Although all indige-
nous groups know and use ayahuasca, it is much more dominant among
riverine groups such as the Conibo, Yine and even mestizos than among
the Ashéninka. Indigenous shamans often claim that real knowledge and
insight into the world order and its condition come from the ayahuasca.
The Ashéninka shamans are much more associated with the curing effect
of tobacco. They produce a very strong tobacco syrup by making a con-
coction from tobacco leaves and boiling it down to a viscous black sub-
stance that is kept in a bamboo tube. The syrup is then licked in very small
portions at a time, from a stick dipped in the syrup. It is mixed with coca
leaves, which the Ashéninka chew with lime, together with a b_lt of anoth-
er dried liana that makes it taste sweet. The nicotine intoxication in com-
bination with the coca also alters the mind, resulting in ms:gl}t _and
visions. The tobacco plant spirit is central to Ashéninka and Ashéaninka
shamanism and healing practices, hence the name of the shaman is
Sheripiari, i.e. the "tobacco spirit master”. They sometimes mix ayahuasca
into the tobacco syrup as well as other herbal medlc!na'l substances. The
Sheripiari cures almost everything with tobacco and is, in his }ntoxmated
state, able to suck the evil causing the sickness out of the afflicted body.
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This evil agent may even be identified as a small object he will be able to
hawk and spit into his hand. Another commonly used and very powerful
drug is toé (Datura sp.), often applied in cases where other remedies do
not function. Some shamans see the toé as antagonistic to the ayahuasca
spirit.

It requires years of training and guidance by an experienced master
to be able to gain sufficient insight and knowledge to be a shaman. Several
taboos, including sexual abstinence, must be meticulously observed and a
strict diet kept for years, and sacred shamanic chants, icaros, must be
learned and practised with the master. The shaman, Unanya in Conibo,
Sheripiari in Ashéninka, and Kamchi or the Spanish word curandero in Yine,
not only serves the important function of a psychotherapist, curing the
somatic and mental diseases of individuals, he (or she sometimes) also
works as the society's guarantor of collective mental health, the one who
maintains the moral values and balance of the society within the indige-
nous cosmos. This is indispensable for the collective well being of humans
and, in the last resort, for the survival of the indigenous group.

Besides the shamans, there are several other medical specialists in
indigenous society. One is the herbal healer, who may also be the shaman,
but not necessarily. Knowledge of herbal medicine requires long-term
commitment. All plants are living and have spirits, and it is the spirit of
each medicinal plant species that cures specific diseases. The knowledge
of the curative powers of plants, and how to deploy them, is particularly
developed with the Yine and Conibo, where it is part of the shamanic cur-
riculum; whereas among the Ashéninka it is particularly knowledge that
older women have accumulated but otherwise is common knowledge in
any family. Herbalism is also well developed among mestizo riberefios, a
population who adopted the practice from their indigenous neighbours
but were in a position that allowed them to mix practices and knowledge
from several different ethnic groups.

A special type of herbal healing is practiced by the "vapour healer”,
the vaporadora, who almost always is a woman. The vaporadora is, in many
ways, the female counterpart to the male shaman. However, her activities
are particularly focussed on personal healing and do not reach into the
shamanic sphere of wider cosmological commitment. Vapour therapy is
applied by putting red-hot stones in a pot with water and herbs with par-
ticular curing properties, and then letting the patients squat over the pot
wearing a cushma, which will keep the vapour inside like a tent.
Afterwards, the remaining herbs in the pot will be examined and a small
object, exorcised from the body, identified among the residue. The vapo-
radora is often also the midwife, the partera. Midwives are generally high-
ly respected in indigenous communities, and the midwife is expected to be
a person with extensive knowledge of healing, her role being that of the
‘chief nurse” of the community. The last category of medical specialists we
should mention is the huesero, the osteopath, who is specialised in healing
bone fractures and repositioning dislocated joints. Some of them are very




skilled and combine their osteopathic capacity with anaesthetic herbal
treatment. All types of indigenous healers and medical specialists are fre-
quently visited by non-indigenous inhabitants from the area, however dis-
creetly.
ghamans are greatly respected but also feared, as their spiritual pow-
ers and psychological skills may be turned against any person if so
wished. Shamanism and other healing practices have been repressed by
the Church and by missionaries from all religious communities, Catholic
or not, through the centuries. It has been a major objective of the
Indigenous Health Programme to revalue, regain, legalise and reinstitute
these specialists, as they are crucial for the acceptance, support and build-
ing of any sustainable indigenous rural health system. Their knowledge
and cooperation is indispensable for success.

HISTORICAL OVERVIEW

Introducing the colonist frontiers

As mentioned previously, the Upper Amazon of Peru can be roughly
divided into two main geographical zones: one is the sefva alta, the high-
lying rainforest constituted by the rugged eastern slopes of the Andes,
stretching into the Amazon basin. The other is the low rainforest, the selva
baja comprised of the river basins of the Ucayali River and other major
rivers and tributaries'’. These two different geographical formations have
determined the distinctive way in which the colonisation and expansion
of national society has developed in the two zones. The high forest is
immediately connected to the Andes which, despite their difficult topo-
graphy, have had certain logistic advantages as they are relatively close to
markets and labour. All rivers in this area are fast running white water
tributaries with no potential for fluvial transportation. Penetrating the
area requires road construction. Because of these characteristics, the high-
er rainforest areas have primarily been targeted for their potential for agri-
culture and cattle ranching, connecting to the national commercial centres
by means of roads.

The lower lying tropical forest belongs to the great Amazon basin,
characterized by slower running rivers flowing towards Brazil, far away
from the Peruvian commercial centres of the Pacific coast. Despite rich
alluvial soils along the main rivers, this area has not been dominated by
agricultural expansion, due to the combination of unpredictable fluctua-
tions in seasonal flooding and the distance to markets. All transportation
is carried out by river, forming a complex logistic network traditionally
oriented toward the markets of Brazil. The Lower Amazon of Peru has,
since the first European contact, been an appendix to the rest of the coun-
try, living an economic life of its own dominated by extractivist activities,
such as Chincona bark for quinine, rubber tapping, extraction of tropical
hardwood, gold and crude il deposits, to mention a few typical products.

Thus we have two frontiers of national economic expansion pushing

into indigenous territories, framing the development of the indigenous
societies in the area: the agricultural frontier moving down and eastwards
from the Andes, imposing permanent colonisation and infrastructure; and
the extractivist frontier moving upriver and westwards, implying fewer
permanent settlements initially but great demands for indigenous know-
ledge and labour. In the following, we will briefly review the history of
colonisation in Gran Pajonal and the Ucayali simultaneously, in chrono-
logical order.

Missionaries and rebellions

The European expansion and colonisation of the Peruvian Amazon began,
as in so many other places in the world, with a pacification process
launched by Catholic missionaries, who pioneered the penetration and
exploration of unknown lands and established mission stations and out-
posts in the forest of "infidels", as they regarded the unbaptised indige-
nous inhabitants.

‘ _I—Iowever, the first ascent of the Ucayali took place long before the
missionaries ever set foot here. It was the expedition of Juan Salinas de
Loyola who, as early as 1557, departed from Ecuador in search of the
famous El Dorado and new lands to claim for the Spanish crown. He trav-
elled u pstream of the Ucayali and wrote several reports about his findings.
According to his description, three indigenous groups dominated the
Ucayali: the Cocama on the lower river, the Conibo in the middle and
upper section, and what could be identified as the Yine in the area around
the conjunction of the rivers Urubamba, Ucayali and Tambo, Salinas tells
us that they lived in large riverine settlements, that they used cotton cloth-
ing with elaborate embroidered and painted designs, and that they wore
golgi and silver jewellery as nose pendants, earrings, necklaces and waist
chains, along with head-dresses. As such metals cannot be found down-
stream of the Ucayali, they must have been trade items, presumably one
of the specialities of the Yine, having contacts upstream of the Urubamba
to the heart of the Inca empire in the Cuzco region of the Andes (Morin
1998:199-200). Another century was to pass before serious attempts were
made to settle there.

Missionary activities accelerated rapidly during the 17th century,
once the Spanish colonial order was well established. Both the Jesuit and
the Franciscan orders obtained the concessional right from the Spanish
viceroyalty in Peru to colonize and civilize the indigenous populations in
our area of interest. The Jesuits were based in Quito, in what is now
Ecuafior, and the Franciscans were based in Lima, the capital of the
Spanish viceroyalty. In the Ucayali, the two orders were competing for
influence and proselytes, a dispute that ended with the expulsion of the
Jesuits in 1767. Thereafter, the Franciscan order was left alone on the scene
and was to have a decisive impact on the history of the Central Peruvian
Amazon and Ucayali over the next two centuries. The preferred strategy
of these first missionaries was to establish positive relations with the lead-
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ers of particular indigenous groups or sections thereof, through gifts of
metal tools and other desired items, in exchange for conversion and loyal-
ty. Once such a missionary outpost was established, the next step was to
concentrate as many "Indians” as possible around the post and gradually
develop a mission-controlled community. Such idealistic colonies were
called "reducciones”, and were established all over South America during
the first couple of centuries of missionary activities.

The Franciscans had penetrated the eastern Peruvian Montafia and
established their mission stations among the Ashédninka and Yanesha in
the mid-17th century, with the support of the colonial army. They attemp-
ted to continue eastwards to reach the Ucayali in 1641 but the initial
attempt failed, halted by an attack from the Shipibo who, at that time,
lived upriver of the Aguaytia, one of the tributaries of the Ucayali. The
next attempt by the Franciscans to proselytize in the Ucayali took place
eleven years later when they succeeded in founding two mission posts
that were, however, soon to be destroyed by indigenous rebellions. In fact,
most of the initial mission stations had a short life span, finishing up
destroyed or abandoned due to indigenous uprisings. This was certainly
the case both in the Selva Central and in the Ucayali. The reason for the
rebellions seems to be the same during the first period of contact: virulent
epidemics in and around the missions and “reducciones” devastating the
indigenous society, abuses committed by the accompanying soldiers and
colonists, and Christian prohibitions and repression. The recurrent epi-
demics of smallpox, measles and other viral diseases introduced by the
missionaries and soldiers, in particular, caused a fierce reaction against
further contact from both the Ashaninka and the Conibo (cf. Santos-
Granero 1987, 1992). These epidemics had a dramatic effect on indigenous
society and the demographic structure of the entire region. A devastating
epidemic of smallpox ravaged large populations of Cocamas in the Lower
Ucayali around 1644, causing a decline in population of some 85% in a
very short space of time (cf. Myers 1988). The Jesuits established other
“reducciones” in the north, along other tributaries of the Ucayali, the
Huallaga and Marafion rivers, relocating a great number of the surviving
Cocamas from the Ucayali to Huallaga. (Morin 1998: 302-302) The social
order of the Cocama practically collapsed, opening up trade for the
Conibo downriver into a territory that had previously been inaccessible
for them. Some of the missions succeeded in their efforts and became local
trade centres where indigenous traders could exchange their different
goods, including food items, for iron, tools and salt. This was the case in
the central rainforest, where the Franciscans established a mission in the
vicinity of the famous Cerro de la Sal, i.e. the salt mountain, (cf. Varese
1973, Santos-Granero 1992), and it was also the case with the Jesuit mis-
sion in the Lower Huallaga. The epidemics had cleared the way for the
Conibos, who began trading all the way downriver to the Jesuit missions
in the Huallaga, a round trip of some 2,300 km by canoe! The trade jour-
neys gradually developed into piracy ventures and the Conibo became

Photo: Bente Korsgaard, 1994

Men cooking, Gran Pajonal.
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notorious for ransacking indigenous settlements and capturing slaves.
The booty and the slaves were brought to the Jesuits, who bought the
slaves, taught them Quechua and used them as interpreters and guides for
further evangelising in the Upper Ucayali (Morin 1998:303). Soon a new
economy and social order developed in the Ucayali and vicinity, based on
indigenous trade, piracy and slave raiding. The indigenous societies
became destabilized, more epidemics followed and a rapid population
decline ensued. The indigenous groups had an ambiguous attitude
towards the Catholic missionaries. On the one hand, they were highly
appreciated as sources of metal tools, salt and other rare trading items
and, on the other, they were a nuisance bringing oppression, death and
disorder with them.

Both the Jesuits and the Franciscans attempted to establish a mission
in the Central Ucayali and eventually entered into a conflict over a mission
station they both claimed the right to. Intense travel up and down river
from both sides caused the Yine to intervene by attacking a Jesuit com-
mission on its way to Lima via Ucayali-Tambo. The situation came to a
head in 1686-87 when the Spanish Viceroy in Lima decided to divide the
territory in two: the Lower Ucayali and Northern Amazon for the Jesuits
and the middle and Upper Ucayali and central forest for the Franciscans.
Consequently the famous Franciscan, Father Biedma, who had years of
experience with the Ashéninka in the Selva Central, established a new
mission close to where Atalaya is situated today as a base for a renewed
effort among the Conibo. Unfortunately he was killed in 1687 by the Yine
in an ambush on the Rio Tambo, which caused the Franciscans to give up
their mission in Ucayali. This spurred renewed efforts by the Jesuits to
relocate as many Pano-speaking groups as possible into their "reduc-
ciones". The general turbulence in interethnic relations caused by a com-
bination of epidemics and missionary imposition finally allied the Conibo
and Piro in a common rebellion against the Jesuits in 1695-1698, with the
outcome of destroying the mission stations in the Ucayali. The rebellion
brought an end to both Jesuit and Eranciscan travel and influence in the
Upper Ucayali for the next 15 years. Several uprisings among the Pano
speakers subsequently followed. But the Ashéninka, the Yanesha and the
Ashéninka in the higher lying areas of the Montafia also repeatedly
rebelled against the Franciscan influence.

At the time of the Ucayali Pano-Piro rebeltions, the Franciscans had
sill not visited Gran Pajonal but the area became increasingly interesting,
partly because of the rumours of the grasslands, which evoked Franciscan
dreams of great cattle ranching and agricultural production. Beside this
economic potential and the potential Ashéninka proselytes, Gran Pajonal
also opened up the possibility of over-land travel to the Ucayali from the
central forest, thus avoiding travel down the Rio Tambo and passing
through hostile Yine territory on the way to the Conibo. After careful
planning several years ahead, the Franciscans made their first entry into

Gran Pajonal in 1734. They were initially well received by the local

Ashéninka, who were very interested in their iron tools, li
weapons. It was apparently a great success and, over the folsi’o::g:mr ez?sd
several mission posts, cattle stations and small colonies were esta%alsi(sheé
in the Gran Pajonal. The Franciscans were very satisfied, until 1742 when
; l.arge and coord.inated rebellion was surprisingly sta’rted in the Gran
S:Lonal. The moving spirit in this was the now legendary figure, Juan
tos Atahualpa, who held the opulent title of Apu Inca “Chief Inca”
{;an San'tos_was a mestizo cl_aiming to be of Inca descent, educated witl';
A;: Jesuits in Cuzco and with a background of travel in Europe and
A goiia. Fleemg.a murder charge and descending the Apurimac-Ene river,
e ended up with the Ashéninka in Gran Pajonal in 1742. From here he
staged a mass rally with a thousand Ashéninka, Ashéninka and Yine par-
ticipants, against the Franciscan mission. During the meetin tl;\e
dfecllared the zone liberated and issued a ban an all missionary eau:%i'vitiesy
giving tl?e missionaries and followers two weeks in which to leave the’
area, which they did. Juan Santos also declared war on the Spanish colo-
nial powers a{\d promised to liberate all the indigenous inhabitants of the
;:nhre Montana frqm the Spanish colonizers. Together with powerful
eadmen, he organized a standing militia of several thousand men. Soon
aft_er the first meeting, they moved their headquarter out of the. Gran
Pajonal to the Salt Mountain area, controlling the main trail and trade
betwilen the Andean highland and the Amazon. The rebellion rapidly
sc;lprea am‘i he attracted growing support from all indigenous groups and
ivisions in the central Peruvian Amazon, including the Shipibo and
Conibo. The rebellious Ashdninka, Ashéninka and neighbourinp rou
completely clfaared the central Peruvian Amazon of Franciscan %n?ssiog:
and colonisations, and maintained a standing Ashédninka militia for more
than 15 years. The rebellion ended in 1756, after which Juan Santos disap-
Pea'red from the scene. This was the largest and most significant of 51
indigenous insurrections in the Peruvian Amazon, with far-reachin
effects on the development of the region, which remained lar; elg
uncolonised until the late 19th century (Hvalkof 1998, Metraux 1%42),
Santos-Granero 1987, Varese 1973, Veber 1998). ' '
e Spanish viceroyalty and colonial administration in Li i
take great economic interest in the central Pemvia;raxlr?ur;zlgnljl’rrnhaeguringg
f!::?rc;::panox_l was with the Andean highlands and the Pacific coast, with
s onomic centres of mining, agriculture and trade. Only the eastern
; r; ean slopes on the edge of the Amazon basin were of some limited
ar;t:fI:Stts for its mining and agricultural potential. As mentioned, all
iz ﬂp; Fto est.abhsh permanent missions and colonies eventually failed.
iy e Franciscans, alone on the scene after the expulsion of the Jesuits
- a vision of a Catholic development utopia with the conversion of the
ontafia into the bread basket of Peru. Besides the goal of proselytizin
i?q st?\fm_g souls, the mission’s interest in the Lower Amazon was mostl?
mggs ﬁch finding a way of connecting the Pacific coast to the Ucayali and
ain Amazon river and waterways. Establishing such a connection across



the Andes was soon seen as being the trigger for tremendous develop-
mental potential, and this has remained a recurrent motivation for colo-
nizing the area (cf., Hvalkof 1989, 1998, 2002a; Santos-Granero y Barclay
1998).
In the Ucayali River basin, an extractivist economy was taking form
during the 18th century. Extraction of the zarzaparilla root (Smilax sp.}, an
export item to Europe as favourite anti-syphilitic medicine, and bark from
the guina tree (Cinchona officinalis), also known as cinchona or cascarilla, to
produce quinine for antipyretic purposes, was rapidly expanding. This
was not driven by missionary zeal but by private investors and merchants.
Logistic limitations still made canoeing Indians the masters of this area.
However, it also made them obvious targets for being forced into inden-
tured labour in the emerging extractivist economy, which was totally
dependent on indigenous knowledge and labour. As we have seen, slav-
ery and long distance trade were already well integrated into the indige-
nous economy, and the quest for metal tools, fire-arms and European mer-
chandise was growing. The basis of a new and brutal economy and
interethnic relations was being laid. Modernity was encroaching.

Rubber and slaves
Peru's independence from Spain in 1821 left the country in turmoil, and it

took almost fifty years for the new Peruvian Republic to reasonably con-
solidate and begin functioning as a contemporary state. Meanwhile, the

Franciscan were inactive, expelled from the country for a while, awaiting

better times to come, and both the Montafia and the Ucayali were left
without the proselytizing Catholic entrepreneurs for half a cenfury. But
one man's loss is another man's gain and, in the Amazon region, a new
extractivist enterprise was rapidly developing - the extraction of rubber.

Three European inventions were decisive in this new development: the

invention of the steam engine, leading to the introduction of steam boats

onto the rivers in the mid-19th century; the invention of the process of vul-
canization of crude rubber; and the pneumatic tube and tyre. The demand
for rubber in Europe and North America was exploding and a veritable
rubber bonanza was unfolding in the Upper Amazon and the Ucayali
from the 1860s to 1915. European commercial houses and capital ventured
into this very profitable pusiness, and scores of “wannabe” rubber
patrons, SO called caucheros and other soldiers of fortune, invaded the
‘Amazon in a reckless search for instant wealth.

There are several species of latex producing trees, and several ways
of extracting the rubber. Some methods tap the trees in such a way that
allows them to survive, others damage them severely or destroy them
entirely by cutting them down. The common way {0 produce wild rubber
in the Upper Ucayali is to find the rubber tree stands in the rainforest,
make a cut in the trees and drain them completely for the milky latex sap,
which is then coagulated, smoked and rolled up into giant balls or shaped
into giant slabs, which may weigh well over 50 kilos each. The rubber is
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flesh, the Indians would lose the incentive for their barbarous excursion.” (Sabaté
quoted from Izaguirre 1925: 99. Translated into English by the author).

Such slave raids are commonly known as correrias, and remained a
widespread practice in the Upper Ucayali watershed and the Gran
Pajonal. They involved all indigenous groups in the area, and several
indigenous headmen among the Conibo, Ashaninka and Yine were noto-
rious for their raiding expeditions up the tributaries to the east or into the
Gran Pajonal to the West". The rubber economy declined rapidly after
1914, when new commercial plantations in Malaysia, Indonesia and Africa
began to produce at a much lower cost. Rubber collecting was eventually
abandoned completely in the 1920s. Notwithstanding this, the slave trade
continued to develop, and correrias were practised well into the 20th cen-
tury, the latest was reported to the author as having taken place in the late
1960s in Gran Pajonal up the Unini river (cf. Hvalkof 1998: 134-140).

The rubber period from the 1860s to 1915 turned out to be highly
disastrous for the indigenous population. The demographic pattern
changed drastically, with steep population declines. People were moved
around and settled in new territories, the traditional economies of the hin-
terland groups were almost destroyed, and fierce epidemics, particularly
of measles, ravaged entire areas. The indigenous societies were complete-
ly broken and divided, and it took decades to overcome the catastrophic
effect of the correrias both in terms of depopulation but also in terms of
mutual distrust and enmity among local groups. The areas were laid open
to colonisation, and many of the rubber patrons now turned to more
sedentary economic activities, such as agriculture and timber extraction.
In the Upper Ucayali, haciendas and small colonist settlements were
established in the place of the former rubber trading posts, creating a new
need for loyal indigenous labour. The system of enganche and habilitacién
continued to provide contractual workers for the local patrons, and has
continued to do so up to this very day. But alongside the quest for loyal
male peons there also grew a need for domestic servants, which the new
patrons secured by bringing up abducted Ashéninka children at their
haciendas. Atalaya was founded in 1928, obtaining status as an independ-
ent district. A former rubber baron of the area, Sr. Francisco Vargas, donat-
ed land from his hacienda, La Colonia, to the Franciscans at Atalaya, and
with help from the local colonists and their indigenous workers, the
Franciscan mission was built. It was inaugurated in 1932 and the new
town of Atalaya became a reality (ibid. 140).

Photo: Saren Hvalkof, 2000 Early morning, Gran Pajonal.




The agricultural frontier
While the new extractivist economy and new social order in the Ucayali
and Urubamba areas were developing, the decolonisation of the higher
lying forest areas lost before independence to the indigenous rebel militia
of Juan Santos Atahualpa, was taking shape. The Franciscan mission had
resumed its colonisation of the Selvn Central in the 1860s and the new
Peruvian State was highly motivated to back this process up. The upper

and lower Amazon forests were believed to hold tremendous agricultural

potential, and large colonisation schemes were planned. In 1891 a vast

area of the central Peruvian forest of some 2 million hectares was given in
concession to a British owned company, the Peruvian Corporation, in
order to colonize and develop the Montafia. It was part of a compensation
deal to foreign creditors following a Peruvian State bankruptcy. The con-
cession area embraced a large part of the Y4nesha, Ashéninka, Ashéninka
and Nomatsigenka territories. The Peruvian Corporation "only” succeed-
ed in exploiting 500.000 hectares in the Chanchamayo valley, establishing
big plantations of coffee, cocoa and citrus, but they maintained control of
the area up until the agrarian reforms of the 1960s (Santos-Granero and
Barclay 1998).

It is worth mentioning that the company also contracted a Seventh
Day Adventist missionary from the USA, Ferdinand Stahl, to pacify and
discipline the Ashaninka and make them work for the company in
exchange for easy access t0 converts. After nearly 30 years of work in the
Chanchamayo, Ferdinand Stahl was eventually expelled by the company
in 1948 and decided to leave the area and establish new Adventist mis-

s caused an Ashéninka exodus from the ceniral

sions further east. Thi
Peruvian forest towards the rivers Tambo, Urubamba, Ucayali and Pichis.
cided to leave the

Stahl had many indigenous followers and, when he de

area, a veritable cult with Messianic overtones grew up around him. He
succeeded in establishing several Adventist mission in the areas men-
tioned, and had particular success among the Yine and Ashaninka in the
Ucayali-Urubamba nexus. The Adventist missionaries worked in the area
for many years, and the missions are still there with their Adventist fol-
lowers to this day. Several of the indigenous leaders in the PSI project area
are trained by the Adventists and support the programme.

The indigenous population suffered a sharp decline due to epi-
demics, and the frequent slaveraids, which extended all the way to the
foothills of the Andes, had broken the solidarity between local groups. So,
although skirmishes and local resistance to recolonisation occurred inter-
mittently, new mule trails were opened, connecting Lima via the Andean
highlands to the navigable tributaries of the Ucayali. The Franciscans
made several expeditions to find out if it was safe to setile and they suc-
ceeded in establishing several mission stations west of Gran Pajonal and,
as mentioned, also in Atalaya. Gran Pajonal was not recolonised until
1934, when the three mission posis were established, of which only one,

the small colony of Oventeni in the cenire of Gran Pajonal, survived. The
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Martinez, were captured and later executed and buried on a pajonal —
grassland, not far from Oventeni. The incident spelled the end of the
t and also of the Franciscan mission in Oventeni. The

cattle ranching projec
mission was evacuated and their boarding school closed, and three years

later, in 1968, the hacienda eventually gave up t0o.
Some of the hacienda workers stayed on in the Gran Pajonal, trying

on their own to make a livelihood as individual colonists. Others moved

to Atalaya and Ucayali, which looked more promising with a new timber

economy emerging. For the next decade, spontaneous colonisation was

the only movement in the area and the influx of newcomers was limited.

The colonists used the old system of enganche to secure Ashéninka labour

to cultivate their fields, look after their cattle and pick their coffee.
Protestant American missionaries from the Summer Institute of
Linguistics, the SIL, also appeared on the scene in 1968, when they under-
took translating the Bible into Ashéninka. They setiled in the vicinity of
the abandoned hacienda in the interior and began working with young
ashéninka as linguistic informants as well as engaging in discreet prose-
Iytising. This later came to have a decisive impact on the indigenous

movement in the area. The indigenous population in Gran Pajonal had
des due to the devastating

probably reached its lowest point in deca

measles epidemics that the many farm workers at the cattle hacienda had
brought with them. There were probably only around 1,500 Ashéninka liv-
ing in the entire Gran Pajonal at that time (Bodley 1972). But along with
the protestant missionaries came vaccination campaigns and limited
health care. The collapse of the cattle venture also opened the zone up to
indigenous resettlement, and Ashéninka families that had fled the area
due to a combination of correrias, epidemics, cattle and new colonists
o return to their old territory. The indigenous population of Gran

began t
dly throughout the 1970s. The colonists were happy as

Pajonal grew rapi
this initially meant more cheap labour to contract for their agricultural and
round 1975, the

cattle production. It became even more relevant when, a
Oventeni colonists successfully began planting good nutritional grass on
cleared forest land, instead of grazing the natural savannas, of low value
for cattle. The economic and social scenario in Gran Pajonal was beginning
to change. A new government and new international development loan in
1980 radically boosted this process. Large, integrated development and
colonisation schemes were launched during the 1980s in the Selva Central,
financed and backed by international development agencies such as the
World Bank, the Inter-American Development Bank, USAID and the
German international development agency, GTZ. These expensive pro-
grammes, called the Special Projects, mainly built roads, and thousand of
landless peasants from the Andes flooded the area, invading indigenous

land, destroying the ecology of the zone by indiscriminately cutting down
ed coca production for

the forest, criminalizing the area through organiz
the Colombian drug lords, and finally introducing the Shining Path and

MRTA guerrillas into the area, later to be followed by the Peruvian mili-
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Encroachment and conflict
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ly and several violent clashes between Ashéninka peons and colono
patrons occurred. The situation was tense and threatened to develop into
a wider inter-ethnic conflict.

THE INDIGENOUS MOVEMENT
Organising and land titling
The general political scenario both in Peru and internationally was chang-
ing in the 1980s. Regional indigenous organisations were beginning to
form and a new indigenous movement was developing. The first indige-
nous organisations had been founded in the Peruvian Amazon in the
1970s. A national indigenous umbrella organisation, with the somewhat
unusual name of the “Interethnic Association for the Development of the
Peruvian Rainforest”, AIDESEP?, saw the light of day in 1979. It had only
three regional member organisations in the beginning, one representing
the Aguaruna peoples in northern Peru, another representing the Shipibo-
Conibo of Pucallpa, and a third representing the Yanesha of the Selva
Central. More local organisations were formed and began joining
AIDESEP through the 1980s, including the first Ashaninka organisations
in the central forest. Gran Pajonal and Atalaya were still on the margins of
this emerging movement, but the Ashéninka and Yine did not tacitly
accept the growing oppression from the colonists and began organising.
The indigenous populations were increasing rapidly, primarily as a
result of efficient vaccinations campaigns launched by the Protestant US
missionaries. Missionaries from the American evangelist Summer
Institute of Linguistics (SIL) had, since the 1960s, been working on trans-
lating the Bible into the different indigenous languages. As part of their
proselytising strategy, they had built a bilingual school system with small
local schools scattered throughout the indigenous communities both in
Gran Pajonal and around Atalaya. Indigenous evangelist schoolteachers
were trained to teach in their own native language. The entire programme
was accompanied by logistic support, with light aircraft able to land and
take off on very short airstrips in the communities. Besides the crucial vac-
cination campaigns, they also provided basic health services and other
support to the local population. The SIL was soon joined by other evan-
gelist missions such as the Swiss Indian Mission and the conservative
South American Mission from California. The new indigenous schools
established in the communities were quite popular and the Ashéninka, in
particular, who lived dispersed in Gran Pajonal and the interfluvial areas
of the Ucayali, began moving closer to the schools. The schools soon came
to play an organising role for the local groups and settlements, where

Ashéninka woman in her garden, Gran Pajonal. Phato: Seren Hualkof, 1995




opposition to the encroaching colonists could foment. The evangelist
Protestants also symbolised opposition to the Catholic Church and mis-
sions who, for centuries, had been equated with the power elite and local
colonists. The SIL was widely criticised during the 1980s for destroying
the indigenous culture, propagating US middle class values, being a
covert agent for US imperialist interests etc. (Hvalkof and Aaby 1981, Stoll
1982). However, in retrospect, it must be stressed that had it not been for

the work of the SIL missionaries, their bilingual schools and their vaccina-

tion campaigns, notwithstanding their dogmatic agenda, there would
in Gran Pajonal nor in the

have been no indigenous organisations, neither
Ucayali. Furthermore it is unlikely that small languages like Piro (the Yine
Janguage) would have survived. (cf., Hanne Veber 1991 for a study of the
SIL school system in Gran Pajonal.)

In Gran Pajonal, it was S]L-trained school teachers who initially took
the initiative to call in Jocal headmen and their kin and followers, in an
attempt to create an organisation that would counter the colonist expan-
sion and put an end to land invasions and abuses. New legislation in Peru
following the agrarian reform in the Andean highland had opened up the
possibility of creating indigenous communities in the Amazon region. The
new indigenous organisation in Gran Pajonal, OAGP, began promoting
the establishment of “Native Communities”, Comunidades Nativas, in the
1980s. A Native Community is a legal administrative unit recognized in
the Peruvian constitution and other laws, which grants the indigenous
inhabitants exclusive rights to demarcated and titled communal territory,
exclusive rights to renewable resources inside the community, a certain
degree of self-government, and special indigenous rights to education in
their own languages etc. What the Ashéninka leaders of OAGP wanted
was titles to their land, in order to stop the colonists’ destructive cattle
expansion. The new indigenous leadership asked the SIL missionaries, the
anthropologists working in the area and others resource persons for logis-
tic and technical help to get a land titling process on track. The first five
communities were demarcated and titled in 1984 and, by contacting the

World Bank, the OAGP leaders succeeded in convincing the otherwise di-
sastrous Special Projects to fund and implement the demarcation and
titling of the rest. By 1988, some 24 communities in Gran Pajonal had their
own titles. Although the colonists protested and hindered the process as

best they could, the political weight of the internationally-funded deve-
rruled the local colonist administration and

lopment programme OVe
ower hierarchy. More Ashéninka communities were established, demar-

cated and titled in the following years. The indigenous people were gra-
dually regaining the territory and the control they had lost fifty years ear-

lier and were succeeding in stopping the colonist expansion, halting the

emerging conflict at the point where it was about to burst.

In the Atalaya area, local patrons along the Upper Ucayali and Lower
Urubamba were equally eager to consolidate their expansion and control
with the aid of indigenous labour. Although several Native Communities
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Conflict and democracy
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ers in Gran Pajonal were threatened after several disturbing incidents. The
OAGP in Gran Pajonal interpreted the situation as highly dangerous for
the stability of their newly-gained territory and their freedom, and deci-
ded to take over the colono settlement of Oventeni and grant all guerrilla
infiltrators safe conduct to leave within 48 hours. Finally, OAGP organized
a militia, named the Ashéninka Army, to patrol the Gran Pajonal borders
in an attempt to avoid both military intervention and a takeover by the
Shining Path guerrillas. This all happened in 1990.
The city of Pucallpa had been placed under martial law by the
Peruvian military and a curfew was imposed, due to the high guerrilla
activity in the area, with constant armed incidents. This was the situation
and complicated working conditions under which the demarcation and
land titling project in Ucayali began operating. In the Atalaya region, the
indigenous organisation, OIRA, had been founded and, together with
AIDESEP, were responsible for implementing the difficult demarcation
and community titling project. Offices were set up in Pucallpa and Atalaya
where the indigenous staff and topographers worked twelve hours a day.
Despite all odds and fierce resistance from the colonist society in Atalaya,
along with innumerable other problems of a logistic, technical, legal and
political nature, besides high-level attempts to stop the project, by July
1992 OIRA and AIDESEP had succeeded in demarcating and securing
titles for 114 communities. A second project phase was applied for and
supported by DANIDA in 1993 and, by 1998, 209 Native Communities
had received collective titles to their communal lands, and were now the
legal owners of some two and a half million hectares (cf., Gray 1998).

The collective land titling of Gran Pajonal and a large part of the
Atalaya Province and the rest of the Ucayali region meant that the indige-
nous population now had a legal position as land owners in modern Peru.
The process had changed the position of indigenous peoples within local
society radically. Owning land means controlling resources and political
influence. During the process, the indigenous population underwent a
metamorphosis from exploited peons and serfs to Peruvian citizens with
civil rights and voter registration. They had consolidated their representa-
tive organizations, resisted the guerrillas’ attempts to take over, and
shown the astonished colonists and other non-indigenous Peruvians that
they were very well capable of organising themselves. For the first time in
modern history, they were able to participate in civil society and take part
in the decision-making processes. They also attempted to run for political
office in the local election on their own electoral list outside the conven-
tional political parties. Both in Gran Pajonal, Atalaya and Tahuania they
succeeded in gaining the posts of mayor and a majority of seats on the
municipal councils in 1995. This was an incredible turnaround in a place
where the indigenous population, only a few years previously, had had no
rights, no registered citizenship and did not even appear in the census or
other national statistics. Peruvian society gradually overcame its crisis.

The guerrilla movements eventually withered away and the conflicts with

gm colonists decreased drastically. The indigenous peoples of the Atalaya
drovmce were now an important part of civil society and the process y;f
emocratization in the region. It is paradoxical that it was the indigenous
gopu}ahqn that gave the western concept of democracy meaning &;or the
wr}a::) t;ﬁt:]:nAtgla:jyla s ‘h.lS tory, and not the colonist and mestizo population,
Sl g had legitimized their presence by claiming their “civilizing”
But the new indigenous communities still n i ices ir
order to be able to cope with modern society in th?eel((j)i(; iou(r::a'lfﬁiw;;ﬁi 12
education, health care and infrastructure, not to mention the mos¥ im, c? =
tant: a new sustainable economy. The people now understood that tFl)\ n
had rights and obligations, and they wanted the rest as well. OIRA ar?g
AIDE_SEP agreed that the next complex issue to be addressed after territo-
rial rights had been secured was the health situation in the indigenot?s
communities. It was seen as crucial that the child mortality rate should be
broygh.t down and that the general increase in indigenous population was
lt)r;;l}?tgr;(:d.l"rhe Iallst aspect may surprise outsiders, who often believe that
L o rol would be a necessity to bring down the average family size.
ut this is not a problem in an indigenous society that is mainly based on
a submstence’ec_:onomy and where land is not scarce. One of the reasons
why the Asher.unk‘a lost their territories to colonists in the first place was
an abrupt dgcluTe in population due to epidemics and, had it nolt)been for
a fast growing indigenous population in the 1970s and 1980s, it would
ha\{e been impossible to fill the space and establish the con’ununities
vyhlc.h was the only possible way of regaining their right to land and ter:
ritories. Tfhu;; a numerous indigenous population is on the political agen-
da pf the indigenous organisations; it is seen as a necessity in order to %on-
iﬂiaetfezla:dt}g]ai.n the needed political influence and control, so that they
eir society i is i ’
wid e Seﬂ -determinatt}; c1;1Lthe way they want to. This is what they under-

Indigenous Health - the latest step

;I’h:e indllfenous Health Programme - the PSI - is precisely such an attempt
© take the next step and secure the indigenous population a better rate of
survival and integration into modern Peru as indigenous citizens, with
their own world views and beliefs respected, and with their own élevel-
opment agenda in force and controlled by themselves. Viewed in such

context the PSI is not only about health, it is equally a very important in';f
tiative to consolidate the organisational process and the territogal ains 1i1
a place where no one else cares, and where the odds are stﬂlga ainst
ﬁdlge;?ous success. The Indigenous Health Programme of AIDESgEP in
thzag:; :j -ﬁr:?med DESSALI - Played a very important part in following up
: itling process. It f:hd 50 by recurrently visiting all the communi-
ies, working with local midwives, healers and shamans, and establishin

general health services and systems. The results of this included that the
communities themselves became more viable, that people felt that their
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Notes

1. Saren Hvalkof is an anthropologist who works both as researcher
and consultant. He is a member of the boards of NORDECO, the
Solstice Foundation, and the International Work Group for
Indigenous Affairs, IWGIA. He has broad experience in working
with indigenous peoples and organisations in Latin America, par-
ticularly in land titling projects. His academic approach is oriented
around Political Ecology. He was one of the initiators of the PSI and
participated in the development of the project’s first phase. He is
the compiler and editor of the present volume; he currently holds a
research position at the Danish Institute for International Studies in
Copenhagen.

2 In fact, there are other areas in South America that may have as high
a biological diversity index, namely the tropical forests of the Pacific
coast of Colombia and Darien of Panama. However, the Montaiia
covers by far the largest continuous area with an extraordinarily
high index, covering several ecological zones. The Pacific coastal
forests are more uniform.

3. Mauritia flexuosa L. F.

4. Gran Pajonal has not yet achieved the status of District but is still an
annex to the District of Atalaya, although the "upgrade” is current-
ly being processed by the Peruvian political system. Nevertheless, it
functions as if it were a District, with its own mayor and admini-
stration.

L Quechua is the dominant indigenous language of the Andes and
considered the official language of the Inca culture. It spread with
the expansion of the Inca empire and developed into a lingua fran-
ca of the Andes and the Montana of Peru and Ecuador. Likewise, it
was used by the early Jesuit, Franciscan and Dominican mission-
aries in their mission settlements, the so called Reducciones, where
several different indigenous groups were relocated.

6.  Cushma is a Spanish word of Quechua origin. The Ashéninka name
for the tunic is Kitharentze.
7.  The dry season with clear and sunny weather is called "summer” in

the Peruvian Amazon although it really is the southern winter, and
the rainy season is called "winter" locally, although correctly it is the
southern summer.

8.  The Ashéninka use the term "simirintsi” when referring to the Yine,
meaning something like "those who speak differently”, however, it
also has a slightly deprecating significance.

9. The term Piro is still used among linguists when referring to the

Yine language, which is of Arawakan stock but most closely related

to the Apurifia spoken in the Purus area in the far east of Brazil.



10.

11.

12

I usually prefer the terms high-jungle and lox;v-lj;égf)}z ;Sa\tzec};fif
lation of the Spanish words, but severa :

:;Zr:tst:dlthat it is politically incorrect to use the term jungle at all as

a designation for rainforest, hence the choice of terms here.

One of the well-known rubber barons and slave traders operating at

= . ba was Carlos Fermin
the time in the upper Ucayali and Urubamba 2 Beiriars Moy

. ; ized by

i id, romanticized and 1mmortf':1hze ! . i
fr::lf:: l;fifemer Herzog in his movie "Fltzcarrakldof . wh;ci\ IW;: 21;1051

ion i - i haninka from Atala
d on location in 1980-81 with Ashani

iiﬁéniﬁka from Gran Pajonal and Ucayali as extras. The part as
Fitzcarrald was played by the late Klaus Kinsky. et Peruana: -
Asociacién Interétnica del Desarrollo de la Selva

AIDESEP.
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Town of Lagunas, Lower Huallaga River. Photo: Thomas Skielboe, 1993

Photo: Jim Thuesen, 1994 Preparing fish, Shahuaya community, Ucayali. Photo: Cacilie Mikkelsen, 2002
oto: ji 4

Riberefia indigenous family, Ucayali.




Photo: Dorte M. Jensen, 1998

Conibo house, Ucayali.
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Chayahuita community, Cahuapanas Rivers. Health post, Unini.
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Town of Yurimaguas.

; I ; . I X hoto: ﬁﬂl THESEN, Lﬂ d trtlm 1
P Th 1994 mn g unit, AIDESEP, Pucallpa i
] /] . Photo: I!m Thuesen, 1994




97

Photo: Jim Thuesen, 1994

The OIRA office, Atalaya.
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what I had learnt at university, and I was surprised to find that many ser-

: istor vices did not reach the communities in any effective way, and that in fact

3. The Pr Oled His Y they had no access to them. There were many problems but, at the same
. time, I found out something very peculiar, and very important, from

The Origins 0{ the |ndlgen0US Heﬂlth Pfogmmme which an initiative was born: This was that all the communities, the moth-

ers, the traditional healers and vapour healers who had been identified, all
used medicinal plants, and I thought it would be the best idea to take this

An Interview with the Programine Director a? a tsta&ingf Iiﬁint.. Mthhuar and Acfiguaruna ﬁllmil_y also uses megicifrllal

plants. My father is a huaymaco, and my mother is a woman who has

He grew up visions and takes plant medicine. My grandparents were great iwishin and

e s 1 1962, belongs to the Aguaruna p eaple. 12 g P's reat fiuaymacos [shamans and spiritual healers], this is part of my tradi-

Reidtegui Silva, born 1 the director of AIDESE 8 P P y

]'uag via iﬁ the province of Alto Amazonas.thi 15 'n; force behind it tion. And for this reason, I very rapidly developed a great desire to move

in Borja, the drivi :
and has been

Indigenous H ealth Programme in this direction, in our direction: My desire was to begin to build on our

own knowledge. Perhaps my university studies helped me to understand

this much more quickly, and gave me a better understanding of the fact
that this is a part of my own culture.

| The beginning

, . : m ) I was ' From then on, I began to develop this activity, which is known as tradi-
?iilstulie\::oljl(}; (l)ike to tell you about my d:gl;ft’ﬁgﬁﬁyagﬁﬁ;};; broth- tional medicine. !n early 1991, in_itially Wit_h the support of FONCODES‘,
oung. It was difficult becat_lse there wer S Hiriesses. oie.¢a used by the I began to work in Atala‘}‘ra Provu.lce, parhcularly with OII_QA, in order to
| zrs my two first brothers died from Commgnaticus] o the other by more ] be able to recover ths:* shamanic resource of thg sheripiaris [tobacco
; " érro del monte”, the bush dog [Speothos Urticular background. | finished | shamans]. OIRA’s president at that time, Bema}rdo Silva, gave me a great
b hoea. So I grew up with this rather pa hool. After that I wani- ] deal of support. He haq a very clear vision of thu‘1g.s, anc! wanted the \:vork

?;;r;rima ry education and went on t015e‘;0nda:vyh?fe but 1 couldn’t study , to be developed alongside that of the territorial titling with the Ashaninka,

:cine. 1 was in Trujillo for a ' tosttid Ashéninka and other communities.

fl'?eig :rt&ﬁysﬁzc::fﬂs Lima. Ldidn’t fiChilf"?;z‘fltr;e;?;fr};ggdgit of tha% H We began to work, v‘isiting' the communitie_s. We were a]?le to moti-

medicine, instead I began to study in tIe o od a certificate for best con- | vate p_eople, to give them incentive and to create in them a desire to devg-

a need to learn all about nursing. 1 § he school where I had taken . lop th1§ aspect of our culture. Duru:lg these first stages, a very strong split

it ¢ all the students and, for this reason, the sC K with them as a i was evident between these shamanic resources and the leaders and organ-

?Ctszcgndary education wanted me t0 lfil;\?nfgtg%ecause these were - is.ation?. Invariably, this valuable community resource was not even recog-

teZcher, teaching mathematics, physics gr‘:e e a place teaching from first msed.; it was unknown. Then, d‘urmg this stage of the project there was a

my areas of strength. They wanted to l?t O R uld have been it, for my dad certain rapprochement and so, in 1992, a project was proposed that could

to fifth grades. If I had stayed tbere, tha o Cies, even though I wanted to now be called thf:r second phase,' and which was a second anq much more

had no money. I could not continue my 8 i l’e people. But thanks to the ‘ integrated experience. But, in this case, we ah:eady had experience _of hav-

dv medicine, because my parents were SImp " a-Huambisa Council, ing worked t}}ere, we had a ready-made project. It was at this point that

b ent and support of the Aguaru you? became involved in the process to obtain funding and support. The

encou;glg)e?ve me a grant to study nurs'%ng- btained my degree. In lawyer, Pedro Garcia, also helped to formulate the San Lorenzo Project

AIDEI finighed the courses in 1989 jand, mdlgl?lﬂrl ;;2 ?lun dertook a basic and we completed the project from here in order to subFnit it to FENA-

1991, 1 received my prolgesi:;'onla—llle:lttlﬁ :;‘d Health Sérvice Management at MAD’. We began work in 1993 and it has continued to this very day.
! ublic

. 1& D I mn 1989
C g

: slhit X 2 This project has had three phases: In the first phase, we believed that,
: Project. When1 started, I visited the whole of Rio E;:a?‘a::;:ssment on the using a shamanic resource, such as the sheripiaris, the most expert, we
| ﬁm}e b ot o e o i tOdr?i a waydpet ik could begin to work in the communities. This was the first methodology,
l b:;i; e of e o it f%mtmll?t&‘e ::rork 1 did centred around in order to teach and meet people, but it did not work. It started well but
| f the communities. but a
| up the health o
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Don Angel teaching traditional medicine. 3
Photo: Jim Thuesen, 1994
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Meeting about the health programine, Photo: Thomas Skielboe, 1994 Ashéninka health technicians, Ucayali. Pt: ;Qun;:fa!ma




we found that there were apparently no such resources in the communi-
ties and some people began to question what 1 was doing there, asking:
“Why are you coming to my community, wanting 1o teach me?” This
meant we had to reconsider our proposal almost immediately. We pro-
posed, instead, that it would be better to have a team made up of OIRA
leaders, and an indigenous expert and a nurse, in order to make a trip t0

those resources the communities had, and

provide greater motivation to
in order to be able to draw up sOme statistics to find out which shamanic

resources there were in each community. We followed this methodology
and, by the time the second phase ended, we had found the resources.
Then we moved on to the third phase, aimed at communities that had no
such resources, and at communities that did not use medicinal plants. The
third phase was intended to support those communities that did not have
the resources and, at the same time, provide incentives to the mothers and
others to use and recover their medicinal plants and to promote and pass
on this knowledge to their children. This is how we have worked to this
day.

Actually, in this process We also made it clear that there were illness-
es that could not be cured with plant medicine. These include tuberculo-
sis, preumonia and some tropical diseases. Although the illness known as
Leishmaniasis can be cured with medicinal plants, no one has yet managed
this because the knowledge for doing so was lost and is still in the process
of being recovered now. This meant that we needed a professional nurse
with a nursing degree. The nurse participates in the team and trains the

romoters chosen by their communities, along with people such as the

sheripiari, the vapour healer and the traditional midwife, specialists who
are already recognised within their community.

The organisation and the public sector
As a result of the above, internal organisation is being consolidated with-
in each of the communities and this is, of course, in turn strengthening
their own representative organisations, OIRA, OAGP and ORDECONA-
DIT. We have moved on in this process. Now the itinerant team work
undertaken in the field is also of a political nature, because we are helping
and motivating the communities to understand that indigenous health
also depends on their territory, particularly its assets, its natural resources,
its forests, which are the greatest heritage of the peoples. The forest con-
tains all the knowledge of the indigenous people and, if we destroy the
forests, if we indiscriminately fell the trees, we are impoverishing indige-
nous knowledge because the medicinal plants will also disappear.
Therefore, we want to incorporate all of these factors into the Indigenous
Health Project. We have considered this whole aspect together with the
organisation. 50 far, we have seen that our approach has worked well, it is
a methodology that no other NGO is using, and no State body is working
in such an itinerant way. In fact, our example has led the Ministry of
Health to begin to implement its work at this level, too, imitating what we
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are doing. It is like i ;
thing%u% e bee;“i;cr).rm of rivalry, we are forcing them to do the same
; .
lemns exi:tﬁgﬁafﬁet?: the healltk.l situation has demonstrated that the prob-
Ministry of Health, m Sgngl;r;ltt;fsaifngorff:ﬁr ;}/}:?m those revealed bi;/ the
nisin C €er, e Ministry of H i
isingour work and i the formation weare working i Thy
they work, this is thsri\t/][r?s.’ waiting for patients to come, this is theyv]vas
bottom up, we visit com inistry’s system. But our system works from th)é
lasting three months Aﬂmumty by communtty tamily by famllyon a i
Finponts shrengths é.l | et three months, the team evaluates the ;.vork ang
N ement oo ;ge e nd weaknesses. We then try to correct the defects, to
T e Coreet i;ll:aa!nd {he tean.\ continues on its travels once mr.;re
o —r l%e in this way is effective, truthful, and must attracé
i systeny for'tiv general publllc. and, above all, the attention of the offi-
tant for thé futureyfi)l;e‘:zt::elﬁrin‘:fgggsg deiignated role. This is impor.
andett 1 s : ; ing to an end, we i
anothe?l;r?iteilaiilszl g‘;}?luat-mn' In this final evaluation, we ‘i"ﬁl gc;l;‘gotﬂ
fo say through th “;l _ Whlch to continue the running of the systerfl t}r;)atﬁe‘
Why h agve w(:: :alrélnﬁ of an Intercultural Health Technician. ' :
tant thing for indi erfs i et I_ntercultural? Because the most impor-
ture, their reality, ;éhei lllcipeople e el OWHIZUI_
incorporate e]en;ent . f owledge and, on the basis of their technology, to
ledge enables them ts (I.')J western technology. This combination of ki)gw
better able to tackle gncf Crzz:ﬁvs«:rf}::egz;\nd’ at‘ hessame e, thigy-ane fa;
i e : munity’s problems i
ﬁop(teeﬂr?ea;ﬁ;h T]lz];f issue will therefore be deveti)(;pelzi ina neivn};}?:s: p]?:t(’) .
(et they ars sble ;e Jen.sen Fou_ndation will continue to support u.;, ancEI;
orated annb Thisc;:;n}t]mue their collaboration in this regard, in this’inte-
e developin W'th‘ow we see the continuity of the system we have
Programme. We gwi]l lcorllrll:intl.l:;3 V\i;lc‘)ill?iﬁwo{k of t'he Indigenous Health
very soon, we will be commencing a ngvx? ]gtr:agsgg? tgztgri?ectl:tl oAb

AIDESEP

Initiall :
Healthyi'JiI[:aEri];:: sbleade1.'s were rather sceptical about the Indigeno
R H%an " (:?ubltlt’ 1\;\mh time, and as we have made progressg in tll:z
e e fade)ftl o ths L ey - apd people within the communities - had at
joly e wére e beginning, they said we were encouraging witch-
A .Sgaogmt]mg som.ething that was not our own but, dee
damntt indige[g-lr(;lus kny all of society, even western, that indigenoﬁs cuE
etglciic ity owledge about medicinal plants and other thin
pitmainnn, digirt (; .ovahon for western society itself. With regard to tf}is’
e sig;u:_-d K wing the approval of the Convention on Biolo ica?
% recog,mses kno)‘/v rlnc()ire thar} 149 countries throughout the world agicle
S} Iecophises Ko edge of mc!lgenous practices and innovation’s a

ich to promote improvements in health for all. Nowstlr?iI;
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knowledge is being incorporated into the health planners’ ways of work-
ing and it is for this reason that the indigenous leaders have to sort out
their proposals, that is, they have to gain a clearer vision and increasingly
introduce their own cultural roots. We believe that this is what comes first;
I am convinced that this is where we must start. It is a much longer term
development and, in addition, we can support western society with all the
resources we have, within the context of the autonomy and self-determi-
nation of our peoples. It is within this context that we have to work with
western sociefy. For this reason, we believe that we have to work in this
direction, and the leaders are now also clear about this. As I have already
said, previously they were looking through the door, looking at the situa-
tion, now they have become a part of the situation, they are there at this
very moment, particularly the leaders. I have no reason to doubt this. I
have received a great deal of support from the current leaders, and this is
why we have made progress, we have made so much progress. I also have
a lot of friends, particularly among our brothers and sisters the sheripiaris,
the traditional midwives and the vapour healers. I have been with them, I
have shared with them. I am very interested in delving deeper into this
area of work, so that the western world can finally see that it is a flexible
and syncretic vision. This sums up all our knowledge.

International Indigenous Health

I was also one of AIDESEP’s national leaders, elected in 1991. I held two
posts within the areas of Integrated Health, and Development and Policy.
I gained a great deal of experience as a result of this and one of the conse-
quences was that I began to travel to many countries, attending many con-
gresses, many indigenous seminars, learning from the experiences of oth-
ers. This has also enabled me to develop my area of specialisation, to
improve the work I do. Now, as director of the Indigenous Health
Programme, I am learning many things and also helping other organisa-
tions, giving advice to indigenous organisations concerning their work
and organisation. There is one detail I would like to mention with regard
to the Indigenous Health experience. When I was a leader, in 1993, I was
invited to participate in the UN Human Rights Group. The subject was
Indigenous Health and I took this opportunity to put forward a proposal.
I spoke to the assembly to propose the establishment of an indigenous
peoples’ commission within the United Nations to undertake an evalua-
tion of all indigenous organisations throughout the world, in order to
submit proposals for Indigenous Health for the World’s Indigenous
Peoples. The aim of this proposal was to find solutions to the development
of programmes and projects directly related to indigenous peoples,
involving the State, the Ministry of Health and PAHO" in the Region. This
proposal seemed extremely simple to me but it had a great impact. The fol-
lowing year, the Indigenous Peoples’ Commission was established,
chaired by a Mapuche doctor, Oara Alderete. She did an enormous work
in this regard. On the basis of the Indigenous Health Programme, I also




tures. This

is what I am preparing myself for, because 1 want to support

my people 100%.

Notes

@ N

FONCODES is the acronym for Fondo Nacional de Compensacién y
Desarrollo Social, the National Foundation for Compensation and

Social Development.

This refers to the interviewer.

FENAMAD is the Federacion Nativa del Rio Madre de Dios y
Afluentes, the Native Federation of the Madre de Dios River and

Tributaries.
Pan-American Health Organisation.

Ashéninka design



3. The Project History
The Development of the PSI-AIDESEP Project

By Thomas Skielboe, Co-director of NORDECO

Introduction
The PSI project has
designed as a pilot p

i first was
been carried out over three phases. The '
hase with the aim of testing out different s’fritetg}:c

ibiliti i i indi health systems wit 8
bilities for integrating the indigenous ' .
lgz:fxlvllan public health system. This turned out to be a triple challenge: ir(;
many places, indigenous health knowledge was not in use any more (or >
it seemed) and had to be revitalised. The public system ffa;ed a'selgg’-::e ;)t ;
ifficulties i ing i d difficult areas of the ramn ;
difficulties in working in the remote and forest
ici ' to be overcome by staft tha
insufficient resources, major cultural barriers :
i d, lastly, the challenge o
re not at all trained for such a challenge and, as
:::egratmg two very different systems into one indigenous systtle(n} tlt'\}s;t;
was more or less self-sustaining. The main approach for the v_m;_ in :
field has been the use of mobile integrated teams of nurses, in _1getr.10u
health experts and political representativis from '$eb]q?3]i :grie:r:lslal ;32?;
i ked in different ways with capacity butidh ;
xh:f\z gg:s.w'?lrle pilot phase was undertaken in three different project
areas with very different socio-cultural characteristics. The project was

later concentrated in one area.

oice of areas, organisations and peoples o
E\h1991, AIDESEP dfcided to strengthen its i_nvol\_rerpent in mdn_gert\%t:‘s
health work and established a Health Secretariat within the orlgamsae ::ific.
The Secretariat was to co-ordinate the health work and Fieve op s%:’or i
health policies and strategies for AIDESEP. The three prO)ec]tﬂa:reS:‘s: Lk
pilot project were identified in 1992 by the AIDESEP Hea Secretara
and were initially based on ? Zi:v Rregr;?:;ymet\%irf;\;eséem pl:tal]a "

i i o Am A

m:)avsinv:?:\ ::I:e;}tlzlp;::ulf\;f\; Madre de Dios in southern Peru. (See map 2,
p- 26.) In the region of Alto Amazonas, AIDESEP Ftad since 1991 tbeer;
involved in a project financed by the E_m;)‘pean uli:;:ggt::;fpfggjcfe;gz t
not specifically designed to incox_'poratem igeno e ares
was rather aimed at strengthening the lp}1bh.c health syste 1_ .

i -volvement and participation of the local population.
ﬁfilc;?:l!:)gn;?y,tgesgported the implzmentation of national campaigns for

vaccination, hygiene, child care etc. This project was scheduled to run for
a period of six years but problems with the financing of the programme
meant that it came to a halt after only one year. The strategy of the PSI
project in Alto Amazonas was therefore to bridge the activities until fur-
ther financing could be found, with greater focus, however, on an inte-
grated indigenous health system. In Madre de Dios, the regional indige-
nous federation, FENAMAD, had just completed an ethno-botanical pro-
ject on traditional medicine, AMETRA 2001 (Aplicacion de la Medicina
Tradicional), focusing on the use and cultivation of medicinal plants. This
project had been implemented since 1986. The project had, however, not
shown the expected results within the local communities.

The Atalaya province was primarily selected because of the organi-
sational work carried out in the region by AIDESEP, rather than for its
previous experience with the health work. The situation of the indigenous
population in the Atalaya province had, over a relatively short period of
less than fifteen years, changed dramatically. Former indigenous slaves
and indentured labourers on local farms were now about to lawfully
receive deeds to their community lands, and had established their own
organisation working for their legal rights in their local area. One single
programme covering these three areas was developed, focusing on build-
ing the capacity of the communities to deal with their own health situation
and problems. This was to be done both in relation to indigenous medi-
cine, to be focused upon as an important part of indigenous life, and in
relation to the public health system through the appointed health person-
nel in the communities, the técnicos sanitarios, as well as through the estab-
lishment of community pharmacies, promoter training and the involve-
ment of the indigenous population. The programme did, however, take
the former projects as its starting point, thus developing an indigenous
angle on the project in Alto Amazonas, and amplifying the indigenous
focus in Madre de Dios with a focus on the work in the communities. In
Atalaya, the aim was to develop a full-scale indigenous health pro-
gramme, and work both with indigenous health experts in the communi-
ties, western medicine and the public health system through a team of
travelling nurses. The Project in Atalaya was by far the largest project of
the three and likewise demonstrated the most complete idea of an indige-
nous approach to a health system in the Amazon.

The pilot project was developed and implemented, together with
AIDESEP, through the regional federations in the three areas, all of which
are members of AIDESEP. In Atalaya, the project was carried out in coop-
eration with the regional federation, the Organizacion Indigena de la Regién
de Atalaya, OIRA. Fifty communities under OIRA, covering six indigenous
groups, Ashaninka, Ashéninka, Yine, Yaminahua, Shipibo-Conibo and
Amahuaca, formed part of the project. In Alto Amazonas, the project col-
laborated with AIDESEP’s regional office in San Lorenzo, which was
established in 1987. Through the office, the project chose three federations,
CHAPI SHIWAG, ONAPAA and FECONADIC, and worked with two



indigenous groups, the Aguaruna and the Chayahuita, covering some 42
communities in their totality. In Madre de Dios the project collaborated
with FENAMAD, which is the regional organisation for a federation of
some 11 indigenous groups'. The project covered all 11 groups in just 26
communities. As mentioned, FENAMAD had worked for many years
(until 1991) on the AMETRA 2001 project, trying to build a basis for the

traditional indigenous medical system, and the PSI was an opportunity to

consolidate this work and develop it further into an actual indigenous

health system.
The initial pilot phase generated important experiences from all
dination between the indige-

three regions, particularly in relation to coor
nous and the public health systems. Based on the lessons learned, the idea
of a second phase took shape. It was decided to focus the work in one area

and to concentrate efforts, with the aim of developing a system that could
on, in Peru.

be duplicated in all indigenous areas of lowland Amaz
Expectations were great regarding the potential of developing an
indigenous health system in the Madre de Dios area, as they already had
years of experience in working with indigenous health in FENAMAD. The
Alto Amazonas area also needed support, but already had several NGOs
and church institutions involved in health programmes. In the final eval-
uation of the pilot phase there was, however, no doubt that the Atalaya
region had the best results by far and was showing the greatest potential
for further development. The Atalaya project was the largest of the three
and had been able to create an important base for further development. It
was thus decided to focus the work in the Atalaya region, and possibilities
for expanding the project were investigated.

As a result, it was decided to work in three areas in the Atalaya
province. The project would continue to work in the 50 communities
involved during the pilot phase, and which formed part of OIRA, and
only expand into four new communities, bringing the total to 54.
However, two other areas were incorporated into the project: one further
down the Ucayali river bordering onto the OIRA area. Here 27 communi-

ties from the district of Tahuania, forming part of the Organisation of

Indigenous Communities of the Tahuania District, ORDECONADIT, were

incorporated. The third area chosen was the higher lying zone of Gran
Pajonal, and the Organisation of Gran Pajonal, OAGP, with its 27 commu-
nities was thus the second new area of the project (the OAGP today has
38 member communities). (See maps 4-7, pp- 87,118,170 and 189) The
development of the second phase drew heavily on the experiences gained
during the pilot phase. In the following section I have summarized main
changes made as a consequence of these experiences:
» The indigenous health experts, shamans, vaporadoras (vapour heal-

ers) and sabios (persons of expert knowledge) in general, and the
significance of these people, was still very much a part of indige-

nous society and everyday life. This came as a surprise in some

areas, as the work of the sabios” was seen as the work of the devil

and had been strictly forbidden b isti
_ the Ch issi
. dMecades (and in some cases for centg'ries). risian missions for
moro.:s emphasis should be put on working strategies and adjust-
inceir} to make the indigenous health experts suited to the specific
ind ;g:g::; %roups and their specific health understandings. This
clear outcome of the work in the pilot ph .
different meanings, connotati R s ot
. i tations and understandin f
instance, witchcraft had proved how i T i
: Itch important it was t
E;cr];lr(;c;ln ?113?1;?“; hei;llth experts. Specifically, the workowﬁ
ut of Madre de Dios had shown this. The i
and danger of witchcraft and its associati it tha e sans 5
er ssociation with the sha i
these societies had shown tha AT
_ t the system of travelling sham
:\ael?mf;g that unknov‘vn shamans could enter a village, %vas po?:rf:
muc);l r:gferf?us_.b II'hJs strategy had to be changed, leading to a
e flexible approach to each indigenous 1 ici
. . * - e d
. gzt:;g ;11; tfhe project and their various understandir?ge(())]:f, hel;il;ICI
ocus on sustainability and long-term supervisi :
_ ision sys-
;esmesc ;qd a closer involvement of public health? Two crusc);:I
sygtem Slge re:eadtn(tm ;: l::he sustainability of the indigenous health
med to ow to ensure the sufficient and |
e . 0 &
;uperwsmn of the work carried out in the villages and s:lcgo::‘lm
ow to ensure the long-term involvement of the public adm‘m)‘r’
sh::[ratlon in the support of the work. )
" : .
on(;:in;rg;nal]se:ﬁ trammg}; combined with the development of
o : . :
we v mechanisms supporting the trial and error
. f;;?gfai]?o;:gsaor_\ c?pat:;ty building in the organisations. The local
nisation has a crucial role to play in ensuri
. Bae%ementf supervision and maintenance of tl;e );ystem. e
erShei:ntrah;apon. It was obvious that, in order to secure local own-
mam}:e rr:m mxfrolve as many people as possible in the use and
A ?;“fe Od the stysiemapro]ect management and project funds
ecentralised. All three new organisati
manage their own budget b b e
o sttt get and have responsibility for their own

'II’;oject_ strategies, methodology and priorities
theeili':;l\n ob;e;l;nye of the programme is to ensure the health and improve
e (:gh;::: ec;t:g?;s ofhtlt;e indigenous peoples of the Peruvian Amazon
achi ugh the provision of an integrated health -
co-ordinating the curing practices of each i % eorl v How
Co-C _ digenous le wi
indigenous medical support. The aim sty s with.
i : ] is to strengthen both syst: i
in one framework while targetin e di i
g the needs of the different communiti
mentT:r}e overall strategy of the PSI has been to try out differelr::uir;mla:-'
e la ion strategies cl"urmg the pilot phase and use the lessons leameg to
op a "prototype” of an integrated indigenous health system. This



" i ing 1 tion phase, during
“prot is then tested in the ensuing implementation 4
V\?;l?cl?ltzgtfons for long-term sustainability should be identified. The over
all strategy for the implementation phase has focused on the following
in input areas: _ ]
fout T)a ldenltaification and capacity building of the available health
resources in the communities, including both the indigenous
health workers and the public health system. o
b) S:velopment of and support to collaboration between the .chf{-t:
rent persons involved in health work in the community and mkt e
area as a whole (including both the indigenous health workers
and the public health system), and establishment of a health com-
ittee in each community. . o
c) gpacity building of the regional indigenous organisations a?f\
development of a system of support and supervision qf the hea tt1
work, between the community, the regional prgamsanon, z}nd.t e
nah‘o;wl health office in the nationwide indigenous organisation,
AIDESEP. . ‘
d) Developing well-functioning cooperation between the integrated
indigenous health system and the Peruvian public health system.

e been the travelling health teams com-

three persons: a nurse, a female expert in mdlsenous medicine
Fs%sscc:ﬁ(;illy tarpgeting the women) and a mgle lco-ordmattg_ f_ron_mn t}:;
regional organisation, to be responsible fgr the indigenous m; l i;:me i gn—
and for linking with the organisation which, in the future, wd e resipS on-
sible for maintaining the health system through support an Sl;-.piwbeen
of the health work in the communities. The three project areas hat ee; en
divided into six sections and, for the last two years of thehprol o
health teams have each been allocated one area. The nurses ;Ire, t:ﬂ‘med
few exceptions, not been indigenous but have been thofo:ix.g y tra ed
before entering the work, through courses set up by the indigenous p

gri amimne.

Key players in this strategy hav

The main work of the health teams has consisted of:
e collecting data in all the villages _ . )
o conduct?ng village meetings, thorough_ly discussing the pro
ramme and the whole idea of integrating their own medicine
with public western medicine _
. visiti:r\)g all households and discussing health problems
tablishing community pharmacies - _
: (:rsa?rﬁng a %n'mimum of two health promoters per village to be
responsible for the pharmacies .
e collaborating with the indigenous medicine experts

Moreover, the teams have encouraged gatherings of indigenous er;tedlcmvs
experts and workshops with health promoters, and supervised a ne

system of training for both shamans, vaporadoras and indigenous mid-
wives. The teams have reported back to the local indigenous organisations
and have, together with the organisation, been supervised and trained by
the director and the field staff representing the AIDESEP health pro-
gramme, the PSL
Cooperation with the public health system has developed remark-
ably well during the implementation of the project. One central aspect to
be dealt with in relation to the public system was to inform the health
administrations about the whole idea of working with an integrated
approach to indigenous and western medicine, and to overcome the igno-
rance surrounding work with indigenous peoples and their specific situa-
tions, which is still very much alive at most levels. The PSI has negotiated
an agreement with the regional authorities, outlining the cooperation dur-
ing the project period. The content of the agreement has primarily
involved highlighting actions that are already compulsory services and
which should have been carried out, but which, for many reasons (logis-
tics and economics being the main ones), have not. The programme has
used the logistical means established by the integrated health system,
which has made it possible to carry out the different national health pro-
grammes for tuberculosis, malaria and Leishmaniasis, provide free treat-
ment at certain hospitals, and complete two so-called surgical campaigns,
consisting of operating mainly on hernias. Both the regional and the
national authorities have shown a growing interest in the work carried out
by the programme and, in the last phase, both parties have participated in
the development of a long-term solution to maintaining the programme.
It has been important in the strategy to ensure that each organisation
is responsible for implementation of the project in their area. The health
work has likewise been presented and performed as part of the political
agenda of the local organisation, and it has been important to strengthen
the ties between the people in the communities and the organisation.
During implementation, it has proved crucial that the project is imple-
mented by the organisation, including taking responsibility for the bud-
get. This organisational structure has markedly strengthened the sense of
ownership of the project all the way down to the villagers. It is undoubt-
edly more difficult to decentralize budgetary tasks and, in some instances,
this has caused problems and double work, but it does create a feeling of
ownership which has been very important in implementation, and which
is considered essential for future sustainability. An important aspect to
note, however, is that thorough supervision and monitoring is crucial for
this strategy to work.

Implementation, supervision and dynamics

Each health team has visited all villages in their area approximately three
times a year, each time for a period of 3-4 days. During a visit, the teams
collected data about every household in the village, which was then
recorded and is used and kept by each local organisation. All members of
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the health teams have been appointed by the local indigenous organisa-
tions, OIRA, ORDECONDIT and OAGP. Only the licensed nurses
received a salary; the other team members received only a small remuner-
ation to compensate for the 3-4 month absence from their families and vil-
lages while in the field. None of the project participants from the villages
has received a salary. The people involved directly in the villages include
the following:

¢ Promoters

¢ Shamans

® Vaporadoras

* Midwives

* Apprentices to indigenous experts

These groups have, as part of the system, received a small package, con-
taining items needed for their work, as an incentive. This would normally
include a machete, a mosquito net, a flash light, batteries, soap, matches
and the like.

When the teams arrive in the villages, a meeting with the village
chief is always held. A village meeting is announced, in which the work
for the coming days is explained in detail by each of the team members.
During the stay in the village, the nurse visits all households, accompa-
nied by the promoter (or promoters), specifically focusing on training
through learning by doing. The nurses, together with the promoters,
attend to patients in the villages and carry out the specific programmes on
tuberculosis, malaria and leishmaniasis. The indigenous experts visit
shamans and vaporadoras to discuss how the trainee programme works,
specifically focussing on coordination between the indigenous health
knowledge and work, and the work carried out by the promoters.

Four longer training sessions of 10 tol2 days are then held, gathering
promoters from 8-12 villages in one place, giving training in management
and maintenance of the pharmacy, simple medical attendance, and plan-
ning and coordination of the health work in the village. Get-togethers for
shamans, vaporadoras and traditional midwives are also arranged twice a

ear.
Y During the first two visits to the communities, a pharmacy is estab-
lished in each of the project communities. These pharmacies are very sim-
ple and contain only the most needed medicine. They are managed by the
promoters of the project. The communities are required to build or donate
small premises to house the pharmacy. Each community is responsible for
the sustainability of the pharmacy and for developing a strategy to replace
the medicines. The method for raising funds for restocking varies greatly
from community to community. Some charge patients for the medicine
while others have communal cash crop fields, or raise and sell products
like chickens to finance the revolving fund. At the end of the project, an
inventory of the medicine stocks showed that close to 75 % of the com-
munities had good functioning strategies for restocking.

Table 1.

Numbers of indigenous experts involved in different areas of the project.

Native  Shamans Va idwi
pour  Midwives Promoters Medici
Communities he-alerslr éﬁégg‘e
OIRA
Sector Ucayali 29 23 4
5
Sector Urubamba 26 10 20 %g ;g gz
ORDECONADIT
Sector Shipibo -
Conibo 13 23
Sector Ashéninka 20 16 'lif ;? i? ;3
OAGP
Sector 1 13
Sector I 17 P 71 §§ -

Before and after every tri i i
] . p, the field teams in each or anisati
?;:e[t)l:ﬁi ;v:lt-llés t:e lo<.;:3|l orgax:lisation, the field !::oordinatorg and tl’li:ﬂzi?:elc(f
3 meetings, a thorough evaluation of th k i
out both in relation to the Pproj itori A relafioe 1o 11
' Ject monitoring system and in relati
implementation strategy. For monitorin f afors B
logical framework matrix were a li S partof the Pt o i
gical fra ied as part of the project i
highlighting possible adj A orki g Thesery o
justments in the working strategy. Th. i
have been very important to e ble f ation, und Lol
. nsure flexible implementati
involved both the political part of th ot o énd e
The preect Ras Sl o oL tne organisation and the project staff.
roject h y role in the work and develo t of
organisation itself, and the capacity building withi eyais e
: the health system h
also been addressing the organisational it nise and
‘ ! capacity to develop, i
c;)ordmate the work with the communities. 'I']?é meetingspwg:ﬁgnéiec?;ld
c udeg llaly l1:':rlannmg the work of the next trip. -
ollaboration with the public health s ifi i
' vit] ; ystem, specificall
{?gg{:;;}gl ge:gh_ admimsttrahon - the DRSU (Direcciélfz Regionc):l ‘;’;fga;:;
! tmportant part of the indigenous health programm
enhanced capacity of the organisations to deal with the hgﬂt}% probljﬁlr;]i]r?

Results and problems - current status

It has proved to be of great im
J : portance to keep the project i
not least the implementation strategy. Workingp withpinglige:sg g:z;:bllees’




in the Amazon area means working with different ethnic groups that have
very different understandings of the world around them, totally different
languages and, importantly for this project, different understandings of
health and curative methods. Implementation strategies for the health
work that have shown themselves to work very well among the
Ashaninka of central Peru may face serious problems, for example, among
the Harakmbuts in the south or the Chayawitas in the north. Specifically,
the close connection between the work of the shamans and the ever-pre-
sent potential threat of witchcraft calls for flexible and sensitive imple-
mentation strategies.

Implementing through the indigenous organisations, both nation-
al and regional, has proved to be important, particularly in relation to the
strengthening of the ownership of the health system developed. Using the
local organisations also prevents the development of new structures,
specifically developed for the project, a strategy that usually does not
work very well. Apart from strengthening the ownership of the project,
this strategy also has the potential for strengthening the organisational
structure and the organisations’ political work.

The constant focusing on the sustainability of outputs is an important
issue in the implementation of all projects. PSI’s programme in Atalaya,
DESSEI (Desarrollo de la Sistema de Salud Indigena), has focused on the su-
stainability of the system in many ways. By focusing on the capacity build-
ing of the local organisations, it has sought to develop a system that
ensures communication with the villages through contact and supervision
from the health workers (promoters and indigenous experts). At the same
time, the organisation, supported by the na tional organisation (AIDESEP),
should be able to negotiate health agreements with the regional health
official from the Ministry of Health. The second major aspect of sustain-
ability is the more permanent link to the public health system. This has
been achieved through the certification of health promoters, who have all
received a certificate and 1D card from the regional health authorities, the
DRSU, stating that they have been trained as promoters. An important
aspect of this is that it has been achieved by developing a proposal for a
3.year training course for indigenous health technicians. (This new project
will be dealt with below.)

The local organisations are thus, as explained above, seen as a crucial
link in the chain. They are, however, also the weak link in the chain. If the
organisation cannot bear this burden, it will be difficult to sustain the pro-
ject in the long run. This, on the other hand, puts important responsibility
on the shoulders of PSlin AIDESEP. PSI is the central unit responsible for
health within the indigenous organisational system, and must therefore
monitor and supervise the development of the work and the health sys-
tem very closely. This is a most important challenge for the organisations
to deal with in the near future. Now that the project has come to an end,
the situation is that the Integrated Indigenous Health System (PSI) has
been implemented in the three areas in the Ucayali region, covering three

Nurse Lidia xplig realir. 7 s
Photo: Jim Thuesen, 1998
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Lo::lac')]rdgzzgisati]?ns, and 119 communities. All communities have between
P andnz:l cc:.;])t;epr?molt:ers, and the focus on the indigenous health
Xp ration between the two health syst i
nificantly strengthened. There is a i N DRSU and soc

, : good relationship with DRSU
potential for further cooperation with th e Wit i
_ : e public health system. A
mentioned, one important output of th ' oavon o |
tay has been the devel
of a proposal for a trainin i cnidans, This
. g course for indigenous health ici i
idea grew out of the proj i wisdsigniiociet
. ject and its focus on the long-term sustainabili
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s educati ir insti
Heuitos, FORMABIAR, on strategy and a closer study of their institute in
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upervision of the promoters working i i
over and above what the local indi isati T oroyide e
. genous organisation could i
public health system is, apart from on i s Tt
: 1 e hospital and a f linics i
small towns in each region, repre : edegadoiiacy
2 sented by small health i
mately one for every 10 commuI:\it' ' D (hoblth tachician)
' ) ies. A técnico sanitario (heal ici
;z;;tilgned a}t‘ each health post, employed by the Minishgy of g‘eﬁﬁﬁnﬁg
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_ owledge of the indigenous understandi
health. This has very often created problems botﬁ for the tech;sic?:r(\i wgrﬁf

115



Photo: Thomas Skielboe, 1998

Down the Ucayali River.

ing in the area and for the indigenous people living in the communities.
The technicians have a 3-year education in basic western health. The idea
would be to create a new training course, producing qualified inter-cul-
tural health technicians who receive training designed specifically for
working in indigenous areas. They should be educated both in western
medicine and in indigenous understandings of health in order to support
the integration of the two different systems. The new training course
should enable the indigenous health technicians to supervise the promo-
ters working in each community, and to support the local organisations in
their health work. The idea of the course was presented to the Ministry of
Health, which has showed a genuine interest in developing an institute for
this kind of study.

During the last year of the project, a proposal for this new educa-
tional programme was accordingly developed in close collaboration with
the Ministry of Health, the DRSU and the National School for Public
Health, ENSAP. A proposal for the establishment of a National Institute of
Intercultural Amazonian Health, INSIA, has been finalised and approved
by the Ministry of Health, and a four-year pilot project proposal has been
formulated. Karen Elise Jensen Foundation has agreed to finance the first
year of INSIA’s start-up phase. The establishment of the Institute and the
new programme will be an important step towards consolidating the

Note

1. Amakaeri Ese-Eja, Amahuaca, Hachi i
' 2 Eja, , Hachipaeri, Yi iri i
Yaminahua, Shipibo-Conibo, Kichwa lf":'lma1 ang1 irzz;l:;;.’ Hschigenge,
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3. The Project History
A Funding Soul — Notes from the Field

By Dorte Mette Jensen, . '
m%zmber of the Board of the Karen Elise Jensen Foundation

The K.E.J. Foundation and the PSI .
The Danish foundation supporting the Indigenous Health Programme

(PSI) was established in 1986 by Mrs. Karen Elise Jensen as an endow-

ment, dedicating her inheritance to the patronage of medical science. Her

motivation for establishing this foundation W}?S %raﬁhll\(tii tsoutzh; mr:*;ec‘l::;
. : : . ,
fession for its efforts in attempting to cure her daughict, '
flggdeo?lleukaemia at only 29 years of age. The Foundation was established
i f Suzanne. ‘ .
B meTT\zrgoc;rd of Directors, chosen by Mrs. Karen Ehse Jensen, consists o;
three members with a background in medical science, one lawyer anc
myself — also a daughter and a former schoolteacher, now an organic ?grl-
cuil(turalis’t The projects supported cover me‘cjhcal scxenceﬁran%?ogopﬁ:l
i , i i ies, including internationa -
basic research to special topical studies, inc B
genous
.on between research teams. The decision to suppor
tfl\?:l‘azon organisation, AIDESEP, was indeed very different from the usufi}
high-tech medical research projects hitherto funded. The project {)t}::se.? :
ed by the indigenous organisation was a low-tech preventive healt ptlh ot
project, which was, nevertheless, acceptable to the Foundation given tha
tive medicine falls within its mandate. . )
IDreve’;}he application was forwarded by the Nordic Agency _for Develop
ment and Ecology (NORDECO), a non-profit con'sultancy firm acting as
the link between the Karen Elise Jensen Foun‘k;iéx;loln and the mdsx{;ggn&t;st
isation i j . It was propo
ation in charge of the project, AIDE v :
clgg)?]_};}ECO should assume responsibility for supervising the project. TIIe
foundation's Board discussed this atypical project proposal extens:v:ehjé
and, after due consideration, we unanimously agreed to suppor iy
Indi’genous Health Programme, provided that certain conditions we;et.
filled. Apart from administrative and audit re_qu1rements., t'he lfoun da :(irc:
insisted on being an integral part of the project supervision mlor f L
ain a first-hand knowledge of the project. This 1mphed that at leas ois-
member of the Board would participate in the semi-annual review m

sions to Peru.

Learning from the field

Two Board members, the physician Dr. Jim Thuesen Pedersen and I, were
appointed as the K.E.]. Foundation's representatives in order to participate
in the review missions and in reporting from the field. [ was very enthusi-
astic about participating but wondered how it would work out. Would we
be mere spectators on the sideline or could we actually contribute to the
impact of the project? These initial concerns were soon overcome as we
became well integrated into the review team. My combined background
as a schoolteacher and a farmer were useful tools in the team work, and
the meeting with a very different indigenous culture in the setting of the
Peruvian Amazon turned into an important learning process. Apart from
the cultural dimensions of the work, both Dr. Jim Thuesen Pedersen and I
had to learn Spanish. Initially, we worked through interpreters but even-
tually reached a level of understanding where we could get by on our
own. The participatory observation and approach in the field, working
with the AIDESEP project teams, contributed immensely to our learning
of Spanish. A contributing factor to the improvement of our language
skills was the reading of project reports and the participation in numerous
meetings and discussions at all levels.
Obviously, the enormous amount of new information we accumulat-
ed was overwhelming and difficult to handle and transmit back to the
Board. Names of persons, ethnic groups, institutions and organisations,
titles and posts in different hierarchies, functions and tasks, and innumer-
able acronyms and abbreviations had to be conveyed. One eventually gets
familiar with such networks, once the inclusive and complicated struc-
tures permeating the entire system are recognised. However, this raised
another question. Was it really necessary that an indigenous organisation
like AIDESEP should maintain such a wide network and hierarchically
organised system reaching from the level of the smallest indigenous com-
munity way out in the forest to the national office in Lima and even up to
representation on a pan-American level? I was amazed and puzzled by
this organisational structure. But recurrent field trips visiting indigenous
communities where the health programme operated convinced me of the
relevance and necessity of such a wide and organised network. Indeed, in
my opinion, this is the most crucial aspect. The success of the project
depends on a well-functioning network of independent indigenous organ-
isations. Although the project paper described this structure in detail, this
alone would not have assured me of the need for such a large "bottom up”
system and administration had [ not personally experienced it in the field.
The fact that ordinary people in far-off communities are part of a larger
system in which they have both influence and even a named position, is
of great pride to the communities. People involved in the projects appre-
ciate their titles and responsibilities - it is prestigious and creates self-con-
fidence to be actively engaged, and the process makes them aware of their
network and organisational strength. The projects have created a new sit-
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Mrs. Dorte and Dr. Jim. Photo: Thomas Skielboe, 1998

uation for communities which hitherto have been completely margin-

alised in the national society.

Dynamics of supervision .
T})\; project woullzl never survive without }Deing closely hrt:ked toi I:gg
indigenous organisations, and the orgegmsatmns would not dave gat ed
the momentum they have achieved Vylthout such a focusse P‘-'Olic
mutual effect of promoting a self-confident and sustainable netword. &
In this context traditional knowledge of iliness and cure mergt;1 ;Ntlh
western knowledge of health into a holistic view, and tbe ffnct t ?atiog
indigenous people themselves were responsible for the implemen atio
and daily work, considerably strengthened the project’s capacity.
Problems and solutions were discussed and dealt with at go_mmumty
meetings, and changes and adaptations to local cultural 'con§11t1ons.bx;re:§
proposed and discussed with the supervising team, making it 'potsm eEd
adjust the project along the way. Such a_d]ustments to t.hl? projec rango i
from structural changes affecting the entire set up to deciding on very Cta
crete problems. One major change was the decision to let the shamans stay

in their home communities, as opposed to the initial decision that they

tinerant health teams visiting the communities.
should form part of the itinera e et

The education and training of shaman students ha

the immediate objectives of the Programme. So the students would now
travel to the shamans to undergo their training rather than vice versa. This
required changes in both budgeting and planning which, however, could
be agreed upon on the spot. More specific adjustments were the decisions
to purchase large aluminium pots for steam healing rituals performed by
traditional midwives; besides extra pairs of rubber boots in the rainy sea-
son for the nurses, and bars of dried tobacco for the shamans to use in
smoke-healing. These are all but a few examples of adjustments that were
made in line with local needs and traditions, making it possible to
improve implementation and even sharpen the objectives. This trial-and-
error methodology, in combination with direct interaction between the
supervising team, the project staff and the people in the communities, has
been very encouraging and efficient. Donors and recipients now have
"faces". They become interacting people with mutual responsibilities.
Donors are not just an anonymous administration far away but well-
known persons showing an interest and a visible engagement in local mat-
ters.

Another effect of the permanent supervision by project teams and the
semi-annual review involving the donors has been the widespread aware-
ness of the Indigenous Health Programme in the entire project area of the
Upper Ucayali. One consequence of the permanent follow-up by the trav-
elling field teams has been a considerably improved communication
between involved communities and people up and down the river system.
This has made it possible for the indigenous organisations involved to
organise the registration of the indigenous inhabitants as Peruvian citi-
zens, thus enabling them to participate in elections both as voters and as
political candidates, creating a new democratic reality in the Ucayali
region.

The communities visited were very proud to show us their project, to
teach us about their culture and traditions and their gardens with medici-
nal plants, presented as their "pharmacies”. We always received a very
hospitable reception with "samples” of local culture and often with an
impressive banquet of local delicacies such as crayfish, herbs, cooked and
roasted manioc, green plantains, bananas, cooked caimans, smoked mon-
key meat and roasted caterpillars. During such a meal the whole commu-
nity would be the audience and witness to our strange eating habits, open-
ly pointed out and laughed at. The indigenous people of the Ucayali are
extremely patient. They can wait for hours just observing with no problem
at all. Being seated at meetings in the community school, I was more than
once amazed at such group discipline. Almost all the inhabitants would be
present watching the visitors, squatting on the undersized children's seats
beneath the blackboard. Women and children of all ages, men with bows
and arrows lined up all over the class room, sitting on the floor, on school
benches, standing along the walls - everybody aware and airing their
opinions to the assembled party. Half the people present at such meeting
would be small children and babies in their mother's baby slings, but one




t cry. They felt safe despite the strange lookinlg
guests and unusual circumstances so different from everyday life. Th::1 l:a -
anced human and communal coherence strikes a busy European usef 0 Ei
stressful life in a fractured reality, emphasising the importance of sup
porting the continuation of indigenous culture.

would hardly hear an infan

Excerpts from a diary

A meal: . . ;
i i late signals the end o

'] am eating the soup and the noise from the tin p

th: rrl;lleal. I gm in eye}:;ontact with a beautiful young mother of abou:) 18 01;

19 years old, sitting with her two children - a little baby boy at her breas

hree at her feet. She smiles and at the same time has an

irl of t
Zggr:sfilon of kindness and dignified distance framed by calmness and

i " to" will be served.
onv. After the meal, the local manioc beer "masa Serve
'kl\;renl‘uxzry meal is followed by music welcoming the guests and inviting

them to join the locals in a dance.”

A typical community meeting:

*The meeting will start and all the
and make statements to be discusse
to the project, asking for supplementar

participants will introduce themselves
d. The local coordinator will then r‘efer
y details and making conclusions

regarding the current situation. The course of recent events will be pre-
sented by the project team and commented on by the audience, who will
then evaluate their specific health project. The different points of view will
be clearly specified and possible irregularities and problems discussed in
an adequate way. The conclusions from the visit will be drawn and,
usually, presented as an example of their successful implementation of the
project as witnessed by both the visitors and the community members.”

The nurses of the PSI:

"The core of the success of the travelling project teams are the nurses and
the local coordinators. In each community, they train community mem-
bers to maintain indigenous health care - presenting, organising, record-
ing, preventing and curing. The communities love their nurse because of
her capacity to cure and counsel, and her teaching of important rules of
prevention of sickness - a learning process increasing their influence over
their own quality of life. The implementation of traditional indigenous
medicine has become ever more visible. The indigenous leaders are
expressing growing confidence in their own systems. In the communities,
the number of “sheripiaris” - Ashéninka tobacco shamans - women vapour
healers, traditional midwives and experts in herbal medicine is increasing,
and there is a growing knowledge and production of traditional crafts,
conceived as part of the same spiritual powers.”

Glimpses from a visit to Gran Pajonal:

"On arrival at the Ashéninka community of Chequitavo in the mission's
small plane we could see the whole community - more then a hundred
people - lined up along the airstrip in rows two by two. Men, women and
children as young as two years of age were there. They had been standing
in rows for hours, patiently awaiting our arrival. We were given a warm
welcome and shook hands with almost everyone. A traditional meal was
served in the schoolroom with all the locals curiously watching us as we
ate. Then the meeting started - introducing, referring, discussing and eval-
uating. The strength of the project lies in its decentralised structure. Each
local indigenous organisation is responsible for the activities in their mem-
ber communities. The local coordinator has his local network and feels
responsible for both the organisation and the project.

"We were accommodated, together with the project nurse Isolina, in
the small house of the Protestant missionaries, who were absent at the
time. Isolina is a nurse working in more than 30 communities in Gran
Pajonal. Her eleven-year-old son would accompany her over the next cou-
ple of months during his summer holidays. Isolina is a single mother. Her
son normally lives with her sister and goes to school in Lima. Isolina sees
her son during the summer holidays and every third month, when she has
some time off. By candlelight, we talked with Isolina until 8:00 p.m. Then
it was time to set up the mosquito net and make up the beds inside.

"I woke up very early at dawn - 5:00 a.m. The Ashéninka women all




wake at this hour, to make their fires and begin cooking. They brought fire
to our hearth and food - plantains, manioc, pineapple and chicken soup. It
had rained all night. It was doubtful whether the plane would arrive at
noon as planned. We were soon invited to a vapour healer's session. The
"vaporadoras” - the vapour therapy women - take a big pot of water mixed
with different herbs and place it on the fire. When the water boils, stones
are heated in the fire and placed in the water to increase the vapour. The
patient is placed in a sort of "tent" - using their “cushma”, a cotton tunic -
over the boiling pot. When the treatment is over, the leaves and herbal
residue in the pot are carefully examined. Small objects such as bones may
be found, exorcised from the body as evil waste. The bad things causing
the sickness have been removed.

"It rained all day, and it was a little cold even in this tropical setting
- maybe not surprising as this place is situated at an altitude of more than
1,200 m. From this high altitude community, we can watch the grazing cat-
tle on the slopes across the ravine. They come from a cattle programme
supported by the Peruvian government. The original purpose was to
improve the nutrition of the indigenous peoples of the Upper Amazon,
who were supposed to eat the meat and drink the milk. The government
took it for granted that the indigenous population drink milk and herd
cattle for domestic consumption. They do not - at all. So now the cows are
left to their own devices, growing old, on the green slopes.

"The plane was supposed to fetch us at noon but the rain continued,
making us realise that we would have to stay one more night. Up with the
mosquito net - an act becoming almost ritual. I went to sleep after our own
evening meal, hard-boiled eggs, biscuits, bananas and left over Nescafé.
No rain during the night. A beautiful morning, the mist disappearing and
the quiet smoke from the cooking fires rising among the houses. The
women bring soup. The sun rises. This will be another beautiful day. Early
in the afternoon, the plane arrives and we leave Chequitavo. Isolina, her
son and the coordinator will pack their horse to make the long walk along
the difficult trail to yet another community."

Concluding remarks

From the point of view of a Board member of a funding foundation, I can
wholeheartedly recommend direct involvement in a professional review
team and participation in follow-up field work. The direct linkage
between the people in the communities and the Board members taking
decisions with important implications for the indigenous population has
been crucial. The first-hand experience from the field has made it possible
for us to explain the context to the rest of the Board, and to discuss pro-
posals and decisions on an informed basis. We have seen, heard, touched
and smelled the problems and experienced solutions within our reach.
However, to make such a "home grown" indigenous health project sus-
tainable requires the long term involvement of the Peruvian public health
service, linking it to the indigenous health programme. This becomes

Now, less shy, Gran Pajon Photo: Seren Hoalkof, 1995




more urgent as the PSl is increasingly influencing rural health policies in
the Amazon. In this context, it seems imperative to design and implement
a public indigenous education programme for community health workers,
integrating indigenous and western medicine. The establishment of an
officially recognised health education for highly motivated and skilled
students from the indigenous communities would be a commendable out-
come of the indigenous efforts supported by the KEJ. Foundation.

Photo: Saren Hvalkof, 1994 Backlight, Unini Mission community.
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A community on the river bank, Ucayali River.
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A trail in the forrest. Photo: Thomas Skielboe, 1994




Voices I: The Nurses
Oiilia

Otilia Tuesta Cerron is 35 years old and comes f::m Candorcg;iitisl'};zeir?;:c;g;
ion. The daughter of a Loretano father and an Aguaruna motaer, :

:z%liotnou: nurge to h};ve worked in the Programnie. S‘he s_tudied nursmgbatat:.:

SangMartz’n de Porres de Lima Univers;’t_tg3gr_ac?ufztm§h:nSfas;;ﬂéfsti;; Iff(;alth

] d in organisational work in 1992-93, joining

?r?h::mme ofgthe Regional Coordinating Body of .Ir?dagenous Peoples of Sg::

Mrgzo (CORPI), Alto Amazonas. In 1995, she joined the field .staﬁ of

p-PSI) with her organisation, the
Indigenous Health Programme (AIDESE :
I:d;':genous Regional Organisation of Atalaya (OIRA), and worked there until

1998.

The Antichrist in San Lorenzo o y
1 started as a nurse in AIDESEP’s Indigenous Health Project, initially vi

siting the 25 Chayahuita and Aguaruna communities 0 inform them of

the type of work that was going to be carried out, and explaining to them

indi i d visit, it was
meant by indigenous health. During my secon i
;\;)t;fe‘l?ls the womZn who welcomed us by (zle_rnormtmj:ltlm%3 atﬁe; E;:i::i
_ But there were some misunderstan ings on the pa :
ggﬁiﬁw;embers. They began to say that “the Annt;hl'l:Stts Vi;eeflo“r\r:e
! ; 7
o and so we were welcomed in the first communi L
:;%i\;egnm the second, we found no-one. The me;; a:;d wr?ﬁe?ul;;cji :é(siags
i ide, there was no-one about, whi
peared into the countryside, 2 sl et
h. The information had already been p I :
gfﬂlz (r)[rlllt;cfamﬂy left. They told us that everyonﬁ h;;uél1 .ged Ttogil;: c‘::it:}t‘\tge
i ichri ing. So they did not a
side because the Antichrist was coming Y et
i ing to them, plants ¢
sort of work we were going to do because, accordix plants s
The idea of the “Antichris
t heal, plants could not make you better.
E:OSEEE‘OIE a church that had been wm;ikmg Tt}l:ereffor ergatrg; ;e‘e:rr;.ﬂ'([ihg
i i their idea. They fear :
G ; they had this biblical idea.
. :th the 66” or I don’t know what; they ha :
E?:rl;(;:e‘xould be branded on the forehead and, out of fear of this, they
into the countryside. : o :
. ﬂe\;d\lemlltc:ﬂe ?Nent t:;{k and had to tell the leaders about this in a meet:
ing. We did manage to undertake the planned \,;rlork wlﬂ:h }tlhg wc::(lee; :::
¢ thi i : Chayahuita also had so .
met; this was in the Aguaruna group. The ‘ o =
| i i ities. And so we carried out the wor
they did not leave their communities. Al :
:rl;:h flz(em, particularly the work consisting of collating the types of
medicinal plants used in the communities.

The women in Urubamba

This initial phase took place during 1992 and 1993; a number of difficul-
ties then arose in the Programme. It had to be closed and I was invited to
join the Project that was going to be implemented in Urubamba-Ucayali.
So, there we devoted ourselves to the work, We were welcomed very dif-
ferently: their ideas were different, they wanted to work, and there were
no nurses there, only leaders and community members. They were very
happy with the idea of the Indigenous Health Programme. They asked for
our help, particularly the women, who wanted us to visit them all the
time, for they said the Ministry did not reach them. The women were
happy because, generally, when there were visits, the men would go to the
meeting and the women would say: we cannot take part because of our
indigenious customs. They cannot tell a male health worker that they have,
for example, a vaginal discharge, or that they are pregnant, or have such-
and-such a problem. So this trust was very different.

Then, with regard the uses of their plants, they also had to trust
someone to be able to tell themn: this plant can be used for this, this one for
that, this is good for such-and-such an illness. And so they began to
express themselves. They could not just tell anyone, because there had to
be trust. We were received very differently. I was very happy to work
there, from 1995 to 1998. The people were also very happy with the kind

of work we were doing, there were no problems with the Church, nor with
the “Antichrist”.

Ethnic differentiation

The work was primarily statistical, on the basis of common illnesses, for
example, leishmaniasis and diarrhoea, then on the basis of transmissible
tropical diseases, such as malaria, dengue and others. Medicinal plants
were also collected, both among the Yine and the Ashéninka, and also the
Yaminahua. The way in which plants were used was very different among
the three indigenous groups or peoples. For example, the three peoples
have very different uses for toe [Datura sp.] and ayahuasca [Banisteriopsis
sp.]. The three peoples have different beliefs, to them health is linked to
nature. For example, if there is a scare, or a child suddenly becomes fright-
ened, it is because the Mother of the Water or the Mother of the
Countryside has hurt it. The concept of health is very different, they link
it to the environment in which they live. To cure an illness, the Yine use toé
and the Aashédninka use ayahuasca. 1 also observed that the Yaminahua
take ayahuasca to find out what illnesses they have, and the Ashéninka uge
tobacco quite a lot. Each people has its own beliefs and culture. We had to

respect this and, in line with this, apply their own particular kind of health

system. We could not impose on them or tell one people that they should

use what another is using. To cure a particular illness, they had their own

plants.

In the beginning, they said that they did not want a Shipibo tradi-
tional healer, who might be in the area of the Ashéninka and Yine, to visit
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them because they had their own traditional healers, their own vapour
healers. In other words, every people had its own doctor. So this is how
the method of work was improved for it to function better, this is when it
was decided that the people themselves should choose their own vapour
healers and their own sheripiaris [tobacco shamans], their own health sys-
tems. This was being developed in each community, to a very advanced
stage, so that the people themselves could continue to implement it. Work
was also undertaken to provide vegetable plots that were not communal
but family-run. Only in this way could the health system be improved,
because the people felt that the community vegetable garden system did
not work very well. When it is communal, everyone begins to say: you go
and work, I don’t feel like it, but when it is family-run then the family, and
each of its members, begins to look after the plants.

Food and civilisation
It was clear that, with regard to nutrition, there were differences in the
way the fields were sown. Indigenous communities that are nearer to a vil-
lage, for instance, a mestizo village, have few sown fields, there is little
food, for example, there is a shortage of meat and of fish. But the distant
communities, a day or more away from a mestizo village, do have fields
and gardens, they have fish and better food than those communities that
are closer to mestizo villages. The closer ones do not have adequate food
and those that are more isolated do.

I think this is because there is a form of dependence. For example, if
there is a family in an indigenous village that prefers to exchange a chick-
en for a tin of tuna or a couple of kilos of beans, what is it they are doing?
It is a bad trade-off. They have been told they mustn’t do it, but they say
they prefer to eat things from outside rather than their own produce - as
they put it, “we want tuna”. In this aspect, the programme has also had to
talk to the mothers about what good nutrition is or, more particularly,
about a balanced diet. They should not lose sight of the fact that, with all
food, it is not quantity but quality that counts, but there is no satisfactory
agreement. In the meetings they say yes, that’s OK. The nutritional content
of every product is individually explained to them and then they, well
some of them at least, grow more aware.

Ykl i,

Chatting in the health post, Photo: Thomas Skielboe, 1994



Voices I The Nurses

Gloria e

Gloria O. Bullén Lépez is 26 years old and comes from Tarma..She h;zs E;ez}tt;u:g:‘zi
in the Indigenous Health Programme since 1998. She _wo;k:eed tx: "‘Sf:ch?; i
i ith OAGP, together with Rémulo Leiva Rosst ana ESIRer LAE ,
moﬁih%g coardirfators. They work with 13 Native Con'trr:m.ntfes. Mate;u;t;,
Ponchoni, Chochoquiari, Pauti, Javiroshi, Anexo Javiroshi, .Qutrzshmrz, Anexo Paut,

Anexo Pitza, Bajo Shimpe, Chinchini, Mancoite and Shani.

The jungle? Not me! ! VRl

We b]e a(fl the field work in November 1998, following our '}ramlgin u‘;

Lima. %had undergone my murs.ing'c Pra&ﬁczelgp{lgseﬁsécﬂgg;ifall grmTorres
int of taking up a post in the . Dr.

waz ﬁetrl;eiggkjng for m%rses, as other nurses from Tarma had 11:3@?;

gc?ne to work in the Programme. The director spoke to me; she asked 1

was interested in working in the forest, around Pucallpa. I had sworn that

i j t like the heat or the mos-
I would never work in the jungle because I donwoﬂd. B

i it was a completely unknown :
qzlu ttgii‘oiﬁri;:l 3113l mountains,%r by the coast ... but never in t_he for;:s;!:;{:
‘Iebe an to think seriously about this, particularly as I was smgle. : n: s
kno%v what experiences 1 would have to tell llcrilyl; Chll?rf:t?ﬁi gogifferent

1 told myself that at least this would be 50 ‘ -
izzzetiﬁi?g new. BeZides, it was a great opportunity because things were
i difficult at that time. : .
ecomﬁ:lclalll?n‘a’?i?up my mind and I told my far.mly 1 was going, althtouti};
at first th:ey didn’t believe me because I had said I would never go to
jungltce-)n arrival, I handed over my documents and was explained a littls
about what the work consisted of with th]e proiknc)’tte;;fin('i:h t;mi) iggrlznrxmme
i i ith Mr. Juan Rea :
ties. Then I had an interview w1Fh SR
i . He began by asking me if I knew much at ‘
}rl)lirl: i;?z:t it :rasgvery got and that &eﬁi- Vlz:re mo:;}uililtttclweesa.l} otlc::c]ln l;lling'ae‘:;l:;
1d him quite sincerely that I knew ve :
I lgge‘l'z;slbt\.?t I knewqthat their culture was different to that of the m&untallﬁ
geoll:))les They ate some kinds of animals that I would never have thoug
been eaten, such as caterpillars apd ants. b,
COU1dT1;13eV&j1$§ was, | was interested in getting fo know n.c.-vculr tplac:g; ;htfo
ferent people and, as [ had only recently qualified, 1 watr;:e cholll;n e
myself that I could do something professional. This was the challeng

me. So I said, “I have to prove what I can do” and it took even more
courage when they said that there was no water in this place, no electrici-
ty, no television, no civilisation, that you had to walk miles. But I believe
that people can adapt to many things and learn from them.

First impressions

I began working with Isolina Valdez, trying to find out through her what
the area was like, what sort of people lived there and, above all, getting to
know who the leaders we would be working with were. She told me that
Mr. Pascual Camaiteri, Mr. Ydelfonso Campos and Mr. Miguel Camaiteri
were there and she told me about the coordinators and the type of work
they had been doing over the last two years. She told me the work was
quite hard because you only occasionally got to travel by horse.

I had never seen anything like Oventeni, only on television, in films
of long-forgotten places. She told me there was one community here,
another there. We managed to reach the community of Ponchoni by plane,
where 1 was introduced to the wife of the community President as her
husband was not there. That first night they put us up and we got to know
the residents and, with time, it all seemed much easier.

At first it was a bit of a shock to leave my family, to have to share a
room with a person I had never met before. Isolina helped me a great deal;
she is a very special person, very noble. We were there about a week, sort-
ing out our details for visiting the first communities: a nearby one called
Quirahuanero, and Catoteni.

Field induction

We began in Quirahuanero, it was the first contact I had had with a native
community. They already knew we were coming and they welcomed us
warmly. They already knew Isolina and there were great expectations at
meeting the new nurse. So, at the first meeting, I introduced myself and
told them of the issues I would be tackling with them. We spent around
three days there, visiting three communities. It was right in the middle of
the rainy season, winter, so the road was quite muddy. I asked Isolina if all
the roads were like this, if it was always so difficult to get anywhere, and
she said that this was not bad, that they were worse in other communities.
My boots were full of mud, my trousers filthy, and I had never sweated so
much in my life. Slowly, she made me understand that this was how it had
to be, that everything could be overcome. I talked to her a lot, not only
about work but about personal things too.

If the Ministry of Health...

If the Ministry of Health were to go to the communities, it would achieve
a great deal. I saw that there was a great need to treat patients, many
required care within these communities. I could see that professionals
were rather strange to these people. In the community, professionals were
viewed with mistrust; this is how they were perceived. The people wait to



144 |

see what they will do, what thecjlf will ds?( An:i thekmrfttztsrift; otrl\.llz ;ZZ
a few hours, a day at the outside, and do not ma el
sed to be working with, despite the fact that t‘}us is their
folli.tﬂet}l;:;ev::il:”cz work as we do, tb;\eir work'wogld be greatIY. unProvetic.)
The first thing you have to do when you arrive in a community 1:3T Otzi); 2
find out who the leaders are, or who is in the community, _totm e
yourself and tell them why you are there, ta_ke th‘elr opinion in ohacc i .
what they say, what they think about what is going to be dom.et,h &w fo{-
would like to be involved and to draw up a small work plan with them

the days you are going to be there.

Social solidari
We began to vi?i(t more distant communities, where nol?ody c{\ad e;}\::;
been. Nobody there had ever encountered qu, or experle.:nt;e ano e
kind of culture, other ways of life. It's very different there; they atl"e R
complicated than we people from outside. If they are hungry, 1; ::ever
important that it's not time for breakfast or lunch, they just eat whe
they are hungry, whether it's ten o’clock or five in the rnorrtil\ntg,;ﬁ.l e
Something else that caught my attention was the fact tha i tfy i
how to share. When they boil their cassava, or they eat their dLor y:
catch a bird or something, they roast it or make it into a soup, an te;ege
one eats from the same plate or the same ]:)owl. Sometimes thtﬁy ea ?right
floor with their candles, their leaves, their .mats, whate\{er, l:ey ea 7
there. From a health point of view, some things are not right, 011; ex?xrt;l% sé
eating with dirty hands, or eating on the floor. I told them a 0111_1( e
things. Go and eat but wash your hands, eat on the floor if you 1i _31 Et
your plate must be clean. We tried to teach them sunph_e thm%hs, tvl'-..w fom_
changing what they do, because this idea of sharing begins with the Ia
ily, it is unique; these things should never change. o
Little changes in their daily lives can gFeat}y help to priel\lren Sy lo;
primarily nutritional deficiencies and parasitosis. They fall qtl et .
with diarrhoea and are very afraid of influenza, foritisa klllexi. ;s dye
there was a huge epidemic around May/June, and many people died.

Sadness and suicide . ;
Something else I noted during the flu epidemic was in the com::i\umty oi{
Chochoquiari, where a sheripiari [tobacco sha.n}an] died. He I}a if 1:;:_1511
who, on seeing his teacher die, commit‘te_d suicide. He hung hul.r:izet o
a liana because he could not bear the pain o’f the thought 'that lsea =
had died. On seeing him dead, the sheripiar1’s wife and gluldren at\h 0 we; o,
into the countryside and hung themselves. A who_le fanuly, even their p )
rot which, it was said, bore the spirit of the sheripiarl. The community W

left with no sheripiari, no pupil, not even anyone interested. 'I'lusf, ﬁas vgg
sad to see. These were great emotions that could not conceive O Iﬂ? wi

out the being that had departed. They preferrgd to be together, as t; 11)121131-
ple put it, wherever that may be. They know it as neither heaven no .

|

Education and health

Some parents have questioned the value of school, they say that the chil-
dren come home lazy when they go to school, that they play and don’t
do what they have to around the house: collecting wood or going to the
fields. We tell them that they are using their brains and that this work
will help them a great deal. And that they can do the chores in the after-
noon. But there is a great deal of concern about this in Gran Pajonal and
some distant communities.

Other parents are disappointed with their children’s teachers, despite
the fact that they have tried to ensure, together with the organisation, that
most of them are bilingual. Cases can be seen of teachers going to the com-
munity merely because they have to, or to make money. But they have no
real feeling for their work. Sometimes, they send a class of children out
into the world who cannot read well, they get their letters mixed up and
have no facility for expressing their ideas. So the work of the teachers has
not always been completely effective.

But this varies from one place to another. The work of the teachers
can be very helpful, not only in teaching literacy but in terms of the deve-
lopment of their people. It can be assumed that the teachers have a little
more education than the community members and so they can contribute
their ideas, help to organise the people, given that they spend more time
with them. But the teachers, like the promoters, have to learn as they go
along and so the fruits of this work will only slowly be seen. In contrast,
we health workers have already prioritised the issues: diarrhoea, all res-
piratory infections, particularly tuberculosis, and malaria. And we already
have trained promoters who can deal with these illnesses.

The public health system is not very effective, due to a lack of conti-
nuity. People from the communities do not go to the medical post in
Oventeni. A new doctor in his internship cycle, or a new nurse, is always
arriving, staying just one year and then moving on. There is no continuity.
The most distant native communities do not even know them, they think
nurses are just there to give injections, vaccinations, they do not know the
truth of the work, which is why I say that if the Ministry worked like the
Programme does, visiting the communities for at least a few days, it could
do a lot of good for the people.

The Indigenous Health Programme and development

The communities have received this programme extremely well and now
they do not want it to finish. They are sad because the nurse and the coor-
dinators will be leaving and, once they are gone, there will be no-one to
see if the promoters are doing their job, or if things are going wrong. We
tell them that we have been working there for four years now and that this
work should be bearing fruit; that, of course, in the beginning it will be a
bit shaky, there will be difficulties, but that they must continue to strength-
en their organisation, the OAGP. The work with the organisation must
continue, supporting them, coordinating with them, providing help and
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doing whatever possible in negotiations with the public authorities, the
Ministry of Agriculture, and Ministry of Health. They have a lay magis-
trate, they have Authorities, they have representatives there with whom
they can negotiate. They can improve their nutrition, become multicrop-
pers, not grow just yucca and coffee. They are also beginning to plant
orange trees, bananas and pineapples. To ensure a variety of foods in some
communities, they are growing garden produce, some green vegetables,
but they don’t have the necessary knowledge, they don’t know when it is
good to sow, how many seeds or what type of soil to use.

As I said, the people who go there as representatives of the Ministry
of Agriculture don’t have a particularly good relationship with the com-
munities. I believe this is due to difficulties in accessing distant communi-
ties and the lack of government budget. This cannot be resolved so easily.
We try to give the communities, the leaders, the organisation, ideas as to
how things could be improved. The point is to see how they can adapt our
ideas to their ideas and do something. But the truth is there is quite a lack
of coordination with the authorities.

There was a time when there was no coordination at all between the
OAGP and the Ministry of Agriculture and other authorities but, luckily,
Don Pascual managed to get the message across as to what point of view
the organisation represented. Now, if an organisation goes to work with
the indigenous communities, it has to coordinate with the OAGP. They
have achieved quite a lot in this way. The Ministry plans its trips in accor-
dance with the censuses undertaken by the Programme. We have, for
example, assessed the proportion of children who have not been vaccina-
ted. They are now working on the basis of this, and they are also educat-
ing patients with regard to respiratory problems or malaria.

The organisation and the future

Everything is now coordinated with the organisation and we are support-
ing this in all ways, saying that this work must continue, that the nurses
are not indispensable. And that, just like us, somebody else could arrive at
any moment, and they need to be prepared. They must also bear in mind
that, now that the new road to Pauti is crossing their land, cars will be
entering, and so they must remember that people, both good and bad, will
also be entering, that they must be prepared for this. In fact, the first car
arrived in May to buy coffee. Other cars had arrived in relation to the
roadwork itself, but that day a small car arrived to buy coffee and they
welcomed it with some happiness, because they sold their coffee at a bet-
ter price than when it is taken out of Gran Pajonal by plane. Now they had
gained a little more profit and they were excited. I told them to store their
products, for purchasers would come not only for coffee but also to buy
bananas, cassava, but I stressed that they did not have to sell. They should
make sure they kept some for themselves. Then they knew that we were
not deceiving them, we were not exaggerating. They themselves then
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understood that strangers would come to buy their bananas, their cassa
;aﬁ:‘:\vea}; 2:\;] was right and asked me to tell them who was good and
This is going to be a big problem. We have alread
Pa.scual to see how a good organisational structure can l{esfnoal:slt‘atlgego;
this community - because there are people here who have completed
secondary education but who are not working for their community. Quite
the opposite, they have gone to Santa Cruz, they have left for Satipo and
sometimes they come back with bad ideas for their community. These pro-
duce envy, meanness and jealousy. The Pauti community was the oldest
the best organised and now, with the change in leadership, it has man ;
ideas for community development but it lacks strategies, ways to do thesz
things, how to implement ideas and motivate the people. Whatever you
say, tlﬁelz;;c:)w have ideas from the outside world. %
een a great experience for me to have spent almost two
there. A huge change has taken place in my life for, vl:iaﬂ'l some h'epidgt?grrls
I have realised that this work is very important and that they need to
realise this and 1 think they are aware of the changes that have taken place
in the communities because of the Programme. Now they have sheripiaris;
they have motivated vapour healers and vegetable gardens to producé
cash crops, and each of the specialists have their students. Now they
realise they are not alone, that together they can find answers to the com-
munity’s problems and that being organised is by far the best solution.
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Voices |: The Nurses

Maria lIsolina

Maria Isolina Valdéz Felipe is a graduate nurse who qualified in 1988. She is 34 years
of age and originally comes from Chanchamayo in the Selva Centr"a?. In 1990, she
began working in the Perené Hospital in Chanchamayo, where she m'salted some of the
Satipo communities, working in the area of immunisations for the Mu'ustry of Health.
Since 1993, she has worked as a nurse in various of AIDESEP’s mdzgenqus member
organisations: with CECONSEC in the Selva Central, with FENAMAD in Madre de
Dios and with OIRA in Atalaya. She began working with OAGP on the I_—Iealth
Programme in Gran Pajonal in 1996, where she remained to the end of the project.

Working with the organisations s :
AIDESEP needed six nurses to work in an anti-cholera campaign. This
was how I became involved, in September 1993, with CECONSEC’s wo;k,
and this included my visiting 83 communities. I wo'rked alone the_re‘, w1’Fh
just the organisation’s health representative. I received some training in
Lima, to know how to make best use of the communities” human resource
potential. I needed to know how the indigenous people care for their
patients, how they cure them. There were vapour healers and herbalists
where I came from, but I did not know anything about them.

I contacted the headman of one of the communities in Chanchamayo,
as this community was badly affected by cholera and we had to carry out
an anti-cholera campaign there. I set off to visit all the communities and,
because I was working alone, I had scarcely ﬁni‘shed a trip, then .I hac.l to
set off again two days later. This was really difficult. It was the first time
that I had worked and talked with indigenous people, getting them to
defend their culture. They did not want their ch.ildren to learn the}r lan-
guage. They would say to me, “If they do, how will they go to Perené, how
will they go to college?”

[ was not particularly well prepared, and we were very mL}Ch seen as
outsiders. Yet, gradually, we were able to teach them §omethmg. In the
campaign, we managed to prevent cholera. Some tra.dmonai healers gave
out herbs to be taken, using one plant that smelt of cinnamon to save their
patients. The traditional midwives were also organised; they came to .the
talks in Perené or Chanchamayo, and were given work gear.and meleal
supplies. In this respect, the Ministry of Healtl} was reaching the mid-
wives, but not the sheripiaris or vapour healers in any effective way. But
now we had planted a seed.

Terrorism, time and resources

When I arrived in Chanchamayo, the area was suffering greatly from ter-
rorism. I could not stay long in the communities because of the danger.
Sometimes I had to take medicines from CECONSEC in my rucksack and,
with the person in charge of Human Rights Defence, I managed to get a
pass to be able to cross some of the military bases en route to the commu-
nities. They asked me loads of questions. The communities’ chiefs were in
charge of looking after me. They were responsible for bringing me and
waiting for me and, if there were any signs of danger, getting me out -
even in the middle of the night - and taking me as near to Chanchamayo
as possible. There was a real problem with terrorism.

Another problem for the communities, apart from cholera, was
malaria. CECONSEC is an organisation with few resources and so we had
to negotiate and ask for help from the Perené municipal authorities. We
had to coordinate with the hospital in La Merced to ensure it provided
support to the indigenous communities. They gave us medicines for the
campaign because what we brought from the Programme was insufficient.
The municipality helped us and this was how we worked for seven
months.

The first results

At that time we used to say that “they should have a promoter”. But that
was as far as it went, we had no training sessions planned, we could not
leave someone in charge of dealing with the health care. Well, this was
how it was when I started. I had arrived to work in the indigenous com-
munities without much thought, and it was a good experience, something
different. You had to be creative, to find ways of getting things done.

We held an evaluation in Iquitos and, on our return, we met up with
six nurses who had been working in different areas, and we realised that
we needed far more training. There was one of us who had worked with
indigenous communities before, but neither I nor the others had much
experience and we needed to know more, to know a little about the histo-
ry of the communities.

In a meeting in San Lorenzo, policy guidelines for indigenous health
were drawn up, and there we began to understand a little more of what
was required of us. The main thing was to integrate western medicine
within the indigenous communities. To see which health system was more
advanced and to make the two traditions complementary on the basis of
the indigenous health system. It was not a question of saying “you have
to wash your hands” or “you must drink boiled water” but of under-
standing how they have been living, and for how long, with their own sys-
tem.

And so we began to understand a little more about what working
with the indigenous communities meant. My feeling was that I should
carry on educating myself so that | would be able to continue with other
work at a later date.
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Putting the Indigenous Health Programme into practice
They again asked me to work in OIRA, to begin a trial of the Health
Programme. Four nurses started working, and they told us we had to meet
with the communities” human resources and form an Indigenous Health
Council. We worked with a coordinator who was also a boat driver and
who helped us with the work in the communities. As the boat driver
spoke the local language, we were able to communicate well with the
communities. The Health Council functioned well, and we were spending
more time in the communities. We covered 50 communities in all and each
nurse worked with 12 or 13 communities. I worked in the Unini area. We
were finding out what resources were available, the vapour healers, the
midwife, the promoter. They were being trained, from our point of view,
in the academic side of things. Also, in the evaluations, we wanted some-
thing specific to the communities and to the Indigenous Health Council
and we also wanted to organise them around the use of western medicine.
Finally, we held an evaluation meeting with Otilia Tuesta, who was
already better integrated into the communities, for she had worked in San
Lorenzo a long time. An earlier project, ADAR, had already formed a
Health Committee, that is, there were already nurses. Latrines had been
built and they had been constructed very well, but the community mem-
bers did not want to use them, they said that they were full of flies and
mosquitoes and that they smelt bad. We tried to tell the community mem-
bers to use them and that they should wash their hands afterwards.

After these first trials, we could see in the evaluation that we were
already better organised. In Atalaya we had already begun the first data
collection with the sheripiaris. In the initial stages, OIRA itself had under-
taken the data collection but we felt the organisation lacked something, it
was still rather weak, and yet we — as a part of the western side of medi-
cine — could not do that work, it had to be done by the indigenous side
through their own system.

At that time, EENAMAD launched its work in Madre de Dios with-
in the Indigenous Health Programme.

The Madre de Dios experience

Two of us went to Madre de Dios, and we found a very different situation
there. It was an organisation, which, according to its members, had a great
deal of experience, and that had been working for many years. We went
with a coordinator to the communities and we found a very different real-
ity. There was a huge mix, a lot of mestizos who spoke very good Spanish.
Where I was working in Madre de Dios there were Shipibo, Harakmbut,
Arawak speakers and Quichua. I was faced with a really difficult situa-
tion. The AMETRA 2000 project had been in operation there, there was the
Botanical Hospital and they talked quite a lot about a French consultant.
When we arrived in the communities to seek out the human resources,
they rejected us at first, rejected the Health Programme.

Son - R X

Paralized after an accident. Maria Isolina’s patient.

Photo: Seren Hualkof, 1994

There had been problems with the Frenchman, wh
Harakmbut traditional healers to take ayahuasca. They uf::r};agofcoelicclct::
tomed to taking either ayahuasca or toé. They said that ayahuasca made
them ill and so they wanted to know nothing about the Health
Programme. We told them that we did not want to change their customs.
;hg I—;aralatl}clmbut only dufﬁd tobacco whilst the Shipibo use ayahuasca in
eir health system and there are other ethni i

cure their sicl}<r by singing. R s e
It was only during my second and third visits to Madre de Dios that

they began to accept me but, after nine months, the work ground to a halt
due to bad financial management. So then we travelled to Lima to under-
take an evaluation and we had to face up to everything on our own. We
had proved to the Madre de Dios Hospital that there was no tuberculosis
in thg communities. The Hospital said that all the communities had tuber-
culosis and that the costs in Madre de Dios were very high, that in 1994
they were the ones with the highest TB frequency. We carried out some
intensive research and only found one case of ganglionar tuberculosis. It
was a community member who was working with the gold diggers and
who had arrived in the community ill. Each group of miners, who came
ffom Cuzco and Ayacucho, had seven, eight or ten people with tuberculo-
sis. So the hospital staff began to realise that it was not the indigenous that
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had tuberculosis but people from outside, who came to work in the gold
mining industry, they were the ones with tuberculosis. The staff were very
appreciative of the support we had given in this regard. For each commu-
nity health post, we had trained health promoters and technicians. We had
left medicine packages, because these were necessary in the area. The
work we did there was not at all bad, but after nine months it came to a

halt and we had to return to Lima.

Hepatitis and malaria

When we returned to Lima, AIDESEP was in the process of preparing
research into prevention of hepatitis B and Delta in the Amazon, for the
National Health Institute. To be able to assist in this task, I was sent for
training at the National Health Institute, to gain experience in taking
blood tests and undertaking sampling throughout the basins of the Rio
Marafién, Putumayo, Tigre, Napo before returning to Atalaya, in Ucayali.
I carried out the first sampling with Dr. Torres and then they sent me to all
the basins to take blood samples and send them back, in order to be able
to see what types of parasites there were in each area. We also treated the
cases of malaria that were appearing throughout the area of Marafién. For
the research work there, we worked in coordination with the Ministry of
Health.

We had a few problems with the Aguaruna-Huambisa Council, as
we had to ask the Council’s permission, but the people wanted us to help
them. We also had the full support of the Ministry of Health, of the
Municipality, in reaching these people and, thanks to them, we are now
vaccinating against hepatitis B, at least the children under one year old.
The aim was to cover all children under 5, because of their increased ten-
dency to catch hepatitis. Now the Health Programme is proposing to con-
tinue the work where Dr. Torres and Otilia are working. At first we
thought it would only be done with OIRA, but part of the Gran Pajonal

can also be covered.

The QAGP’s strength

The third phase of the project, which had already been prepared with
OIRA, was delayed a little. I was chosen to work in Gran Pajonal and so 1
arrived at the Ashénirka Organisation of Gran Pajonal - the OAGP. Given
my experience of other organisations, I found that OAGP was very good,
with strong foundations.

1 had scarcely arrived when they said to me, “Nurse, we have no boat
or car, you have to walk 3 or 4 days to reach a community.” This rather
shocked me as a first impression. They asked me where I had worked pre-
viously and I told them mostly along the river, walking very little in
Chanchamayo. Then Don Pascual Camaiteri told me, “Well, nurse, here
you walk. The first community is four days away.” I told myself not to be
frightened and they saw that [ would be OK. 1 thought, well, work is
work, wherever you are. We began the journey and our objectives were the

same, to recover and strengthen indigenous medicine, complementing
and integrating it with western medicine. In the team we had a male coor-
dmatqr and a very expert female coordinator. There was also a women's
organisation with which we worked. We made a very long trip, getting to
know the whole area. The indigenous people were rather scared and did
not want to say what they did or did not have.

_ The Swiss Indian Mission was also working in the area and we began
to identify promoters that were being trained by the Mission, We were
warmly welcomed because they knew that we were going to start a new
P.rograrr}me. During a training session for all the promoters, I got to know
Sister Liselotte from the Mission. We talked, we coordinated and no-one
was opposed to the work, because OAGP needed to strengthen its indige-
nous health system. The sister understood that we had to treat the people
within their own health system.

The community members told us that the chori [Andean settlers]
brought them illness, brought them joncawontse [gonorrhoea], that these
were new illnesses. Then we looked at whether it would be possible to
work with the two medicines, in coordination. The sheripiaris or tradi-
tional healers said that they could only cure up to a certain point, and from
then on, they could not. So this was for the promoter. Thus we'were able
to work out in what direction the Health Programme should go.

Ways of working

Our team comprises one coordinator responsible for each organisation
and who, in our case, is Ashéninka, a female coordinator, also Ashéninka
and tl'_le nurse. We also have a female expert, a vapour healer, but she is noE
used in the communities where there are already vapour healers. There
were also two schools involved in the first phase, one in the community of
C}}equxtavo and the other in the community of Tarisa, where the sheripi-
ari teacher lives. This is where the students go to train. We also have an
administrative assistant.

A trek visiting communities would take us months. After two years
qf work, we had promoters working and new promoters had been identi-
fied for training. It was the same with the sheripiaris.

We also worked with the settlers. When we carried out the census
we visited everyone, indigenous and non-indigenous. We also focused the’
work on communities that had families from outside. In Oventeni, there
are people who have only recently arrived, they live outside the commu-
nities themselves, they are not in any community. We also included them
within the census. They live on the farms, with their patrons, and it was
they themselves who approached us. They have accepted the Programme
very well. They told us that they have their Ashéninka vapour healer and
that theyj go to him to be cured. He is a very good vapour healer from
Oventgm, and we have invited him to our meetings on several occasions
There is also a bonesetter and a traditional midwife, who have been iden-.
tified and introduced to the village.
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Evaluating the work
We undertook an evaluation, in which I said that there had been inade-
quate training, that we were working with promoters in a community, that
we then left them for five months without seeing them or providing any
continuity of training. We raised the need to expand the work, insisting
that we needed another team in order to be able to reach the communities
easily. This was how the programme was extended and we now have two
teams.

We worked out an agreement between the Municipality and the
OAGTP to include the Oventeni settlement within the Programme. We con-
tacted people who have supported us for years in Oventeni. The organi-
sation considered the inclusion of Oventeni as being strategic, in order to
reduce the political problems with the settlers.

In the course of our work, we have recovered many indigenous spe-
cialists and doctors, and we have 60 promoters, of which 33 are now at a
good level. They have participated in all the training sessions, have had
good practical experience, In addition, medicines have been replaced,
fields are being worked to pay for the medicine stock in the communities
and products are sold to purchase medicines. The difficulty is in the west-
ern part, because there is no system for purchasing medicines. This still
remains an issue on which a strategy needs to be found, an alternative in
order to be able to ensure that our promoters continue to make progress.
It is important that we are able to work with the Ministry in order to be
able to supply the Oventeni health post and that the promoters there can
buy medicines.

For me, it was a very good experience working with OAGP, there
were no problems and the administration was always on a par with the
work. This was always our request, that the administrative side should be
closely linked to the technical side of the work. And this was how it was
in Gran Pajonal. We are very happy with OAGP’s recognition, with the
work done with the organisation’s leaders and I would like to thank them
warmly for having allowed me to work in this area.

Photo: fim Thuesen, 1998
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Voices I: The Nurses
Lidia

Lidia Orihuela Zapata is a graduate nurse from Tarma f'n the Andean Fiepartment of
Junin. She is the team nurse with the most experience i n:he A-mazoman farest..Shs
began working with AIDESEP in 1991, taking part in the Ant:—Ch‘oIera Campaign

in Atalaya. Since then she has worked with the Health Programme in various region-
al projects, including in the Bajo Huallaga and Achual Tipishca with FEDE:COCA
(1993) and, later, in the Pacaya-Samiria National Reserve with the Cocam.tlla a.nd
riverine mestizos. Her extensive field experience benefited this programme, irt which
she worked with OIRA and ORDECONADIT until the end of the project in 2000.

The cholera epidemic = '
I was initially appointed to work in CECONCEC, which is in the Satipo
area of the Selva Central. There was a lot of terrorism in tl::15 area at the
time, so they sent me to Atalaya. I worked in Atalaya, in the “Anti-Cholera
Campaign”. At that time, AIDESEP’s health department was headed by
Mr. Juan Reategui Silva. We began working in 1991, training the promo-
ters in how to treat cholera because, at that time, cholera was devagtahng
the population. In Ucayali, we found that 144 people had died from it. The
promoters did not know how to give intravenous rehydration treatment,
despite the fact that the Atalaya Health Centre had pl:o‘.nded them with
intravenous serum. They did not know how to administer locally-pro-
duced rehydration solutions, and so many pegple_ died 1.11‘1991. That year,
I began to train the promoters in water purification, raising the peoplfe s
awareness about cleanliness and the importance of hygiene. Then, with
this as a basis, the promoters began to bring cholera under control and the
death rate from this illness fell. At that time, the people were called to
attend mass meetings and I was surprised to see that not on‘ly the pro-
moters but the sheripiaris came too, along w1th.the community leaders,
bilingual teachers, authorities, traditional midwives and vapour healers.
All received training in cholera treatment and they were very s&_msflgd
because they wanted to overcome this illness, they wanted to eradicate it.
The whole population felt very concerned. Later,.wl"len we were monitor-
ing, we were surprised to see that the vast majority of t.he population,
some 70% or 75%, had built their own latrines and had u_nproved their
cleanliness, in other words, they had understood the importance of
hygiene and cleanliness in the fight against diarrhoea and cholera.

5.8

Health and indigenous specialists

In 1993, 1 went to Bajo Huallaga, where FEDECOCA works, and I also
worked with AIDESEP in the Pacaya-Samiria National Reserve, in
Samiria. There we began to set up Indigenous Health Councils, compris-
ing spiritual chanters, traditional midwives, and herbal healers, along
with the promoters and those responsible for training. We did work with
them on western medicines, pharmaceuticals, but also on indigenous
medicine. We found that indigenous medicine predominated there, it was
used quite a lot, particularly by the women. The women were the ones
who used medicinal plants, those that the Ashéninka here in Atalaya call
piripiri and pinitsi. We also worked on issues of cleanliness and with the
spiritual chanters, the icaradores. There are very good icaradores among
the Cocama-Cocamilla people. In 1995, I went back to Atalaya to again
work with the Indigenous Health Programme in OIRA’s communities. We
continued working, now increasingly strengthening indigenous medicine
and its associated human resources. There it was different, the sheripiaris,
traditional midwives, and vapour healers were not recognised because,
among the Ashéninka people there had previously been no traditional
midwives. In a community there were three, four or maybe five midwives
but they worked within their own family. A midwife would deliver the
babies of her daughters-in-law, daughters, granddaughters, great-grand-
daughters and so on. Another family would have their own midwife and
if, for example, a family’s midwife died, this would sometimes be made
known. That was how you would find out who the midwives were,
because they were never actually recognised in an assembly as midwives.
The vapour healers were, however, recognised. There would be one or two
vapour healers in each community.

Religious resistance

Some communities had no vapour healers because, with the arrival of the
evangelists, even the sheripiaris and vapour healers disappeared. People
said they were anti-Christian, that they were the devil’s work, and so we
had to fight this, because the people were turning against what was their
own, their own culture, their own medicine. These things had survived
the ups and downs of so many centuries and, well, now they were begin-
ning to demonise them.

We continued this work, with ORDECONADIT again, from 1996 on.
There were still many communities here, many more Adventist commu-
nities, in which the sheripiaris were demonised in the full sense of the
word: They were demons, witches, it was against the law of God, there
were even strong and well organised communities without sheripiaris
because of this. There were vapour healers, because, as they say, their
work with plants is all right, but no sheripiaris because they are demons.
This is what the people belonging to these Adventist communities
thought.
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Recognition and success

We continued the work, and we are very satisfied, at the end of the pro-
ject, for we now have a number of sheripiaris who enjoy good recognition
in their communities. The same goes for the traditional midwives and
vapour healers in each community. We also have promoters who are
working in the communities. The vast majority of families have their own
vegetable plots, and they recognise the value of medicinal plants. A
respect for sheripiaris, for vapour healers, has once more been restored.
The sheripiaris no longer have to work in secret, in hiding. There is now
even an Integrated Health Project for the native communities, being
implemented by the Ucayali Regional Department, in which the sheripi-
aris, the traditional midwives, the vapour healers, all the human resources
of the indigenous health system, are taken into account. This is defined by
the Community Health Agents in the head office. So what is happening
now, in our communities, is that our sheripiaris feel stronger, as do our
traditional midwives, our vapour healers, our promoters, because they
now see that even the Ministry is recognising them and valuing them. The
western system has understood the importance of indigenous medicine as
being the main form of medicine in the area, and is beginning to under-
stand that western medicine is now a complement, albeit a necessary one.
The staff from the Ministry no longer work in isolation, they now coordi-
nate, they work with the traditional midwives, the vapour healers, and
now they even want to work directly with the sheripiaris. However, itis a
bit difficult for them because, even now, the sheripiaris still feel suspicious
of them, there is still some distrust.

Supervision and follow-up

The promoters are also very satisfied. They are now coordinating with the
health posts and centres. What they are asking for - and what they need -
is greater strengthening in terms of their knowledge of how to handle
medicines. This is what they need. So now, on this latest trip we are mak-
ing, I am placing more emphasis on supervision. I can see that some of the
promoters are still weak, and we have also had promoters being replaced
in some communities. One promoter, for example, has gone into the log-
ging industry and spends long periods away. He has bosses to report to
now, and can’t just return to the community. So another promoter has been
chosen and is being trained. Now, on this trip, we have travelled with a
group of promoters and, in travelling from community to community,
they have learned a great deal because they learn more from seeing than
from sitting in a classroom. This is a very positive experience for them. To
learn through demonstration and through practise is far preferable, and
we hope that their knowledge is already bearing fruit. We now have our
strengthened, our valued, indigenous medicine, and the health resources
of each community now come forward far more willingly. For example,
they will approach the Health Ministry’s team saying, “I am the midwife”
or “I am the vapour healer”. The sheripiaris are still a little hesitant, but
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Voices |- The Nurses

Beatriz

} : 1 She is a nurse
Beatriz Cuellar Contreras was born in Pucallpa am‘i is 32 years of age. St
with more than nine years' experience of working in Public Health in Lima. S{ne has
worked with the Programme for two years, with OIRA in Atalaya. She works with the
Yiné, Ashdninka, Yaminahua and Amahuaca peoples in the Rio Urubamba sector.

The beginnin :
I am frogrfllnPuceﬁlpa and was born exactly two hours from San Alejandro
and there, too, there are rivers, similar to those of Atalaya, and the local
people are Cacataibo. I never thought I would work directly with indige-
nous peoples, despite the fact that I was born in the forests, and the truth
is, I really like it, it's great. People recognise us, they thank us, and we are
always welcomed warmly. I'm used to the work now. We know how to
work in the rainy season or the dry season, when we have to walk a long
way to see a patient. When we are in the communities we work seven days
5 wee:t'alaya is different and particularly the Urubamba sector, because
people are always moving around. Sometimes, we choose a promoter and
then they tell us that she or he has gone to study in Pucallpa. So there are
opportunities for support, perhaps it is due to the parents, w.ho want their
children to succeed. Nor are there such serious illnesses as in other com-
munities, because there are health posts. I think maybe the food is better
and that's another reason why there are fewer ilinesses. Clothing is better
too. People in the Urubamba sector now only wear their cushma [long cot-
ton tunic] when it's cold, then they use it like a coat. They are always com-
menting that those upriver in the Urubamba sector have more money. The
difference is that upstream they work in the logging industry, there's a lot
of work there.
o thal:“sgll;t community of Onconashari, you can see the benefit§ they have.
There, for example, most people have small radios. It's never silent in that
community, the radio is always on in one house or another. N
We found women with venereal diseases in these communities.
There are a lot of logging companies there. The first time we went, there
was a party going on with more than 30 loggers and, you know, with a lot
of boozing and drunkenness, they must have passed it on, maybe the
women went with one of them. Wherever there are loggers we have seen
venereal diseases but we can treat them. We always talk to the vapour
healer, and the young people are told to continue the treatment using the

herbs that are prescribed.

In the Bufeo Pozo zone, in Puija, there are communities with more
medicines than others. These are people who know how to handle their
medicines better. In the case of Bufeo Pozo, the promoter is an excellent
administrator. They also have the PISAQ organisation, which is continu-
ally training them and giving out medicines. They have double or even
triple the training of those downriver. Apart from PISAQ, they also have
OIRA and the Health Centre.

Indigenous and western medicine

We have had the opportunity to travel out with Sefior Angel, who is an
expert in indigenous medicine. The course has been very interesting
because, in addition to the promoters, the traditional midwives, vapour
healers and traditional healers have also been trained. We always say at
each meeting that it is easy to gather medicinal plants, that pills cost
money, and there are some communities that put this into practice, but
others do not. Others say that it is easier to take a pill for a headache and
this is what they are used to. But the promoter always works with the tra-
ditional midwives, and so the promoter can see whether something can be
cured with western or with indigenous medicine.

There was one woman whose son had pneumonia and so the birth
attendant blew on him, that is, he blew tobacco smoke into his lungs. She
thought it was caused by fright and that was why she had gone to the tra-
ditional healer. But the boy also had pneumonia, so she came here and the
child was at death’s door. He arrived at the health centre in a bad state.
They should not have been giving the poor child tobacco, as he was
already in a bad condition with pneumonia. So we had to tell them that
there are only some things that traditional medicine can cure. But they
believe in curses.

Two of the best sheripiaris are in Urubamba. Two of them are masters;
one is in Pucani and another in Capirona. People did not believe much in
the one in Capirona because they said he used curses, but the real problem
was that this man had got involved with two sisters, and so the cormmu-
nity did not want him. They virtually threw him out, although for him it
was normal to have children with the two women. Other people had
accused him of putting a curse on their grandchildren. Sometimes,
although they are experts, they don't only do good things, they do bad
things as well. This is what people are always saying. We also have 10
trainee sheripiaris, as the Ashaninka call them, or kajonchi as the Yine call
them, or yowu as the Yaminahua or Amahuaca call them. They practise in
different ways. The Yaminahua do not use ayahuasca [hallucinogenic con-
coction] but tobacco. They cure with tobacco. There was another healer in
Bufeo Pozo who cured everything through his Bible and he was designa-
ted the community's kajonchi. Not all take ayahuasca, or purge themselves
as they call it, in order to see into the future.




The Indigenous Health Programme

I think the programme has a potential, it is the help they really need. Also
because of the trips they take to bring the manioc and bananas to Pucallpa.
Since a motorboat can get down to Pucallpa in four days, the Programme
can help in all sorts of ways, not only in health.

I have worked in this area for four years and I think that the pro-
moters are well trained. If, suddenly, the Programme were to go, the
health centre would still remain and they would train new promoters in
how to administer the medicines. Now they are sad because they know
the Programme is coming to an end, so they say that we must always visit
them, always help them.

We explain that the Programme was extended for two years, that the
financial support was for two more years, and they ask us if there is going
to be another project. We tell them that the promoters from here will per-
haps have work to do, and that the best thing is that the indigenous peo-
ple themselves treat their fellow people, because they understand them
better, they speak the same language. A mestizo will never treat an indige-
nous woman for fear that the men will see him, they all care a lot about
this, about intimacy, shall we say.

Photo: Cecilie Mikkelsen, 2000
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Voices I: The Nurses

Sofia

Sofia Vivanco Hilaro, 37 years of age, is a graduate nurse. She joined the Indigenous
Health Programme in September 1998 and works in the Ucayali sector with 29 com-
munities belonging to OIRA Atalaya.

Incorporating different systems

I think our experience of work in this Programme has been a good one
because of the diversity of systems with which we have been working and
our reasons for doing this work. The communities continue to maintain
their traditional health systems, which they use to prevent and treat com-
mon illnesses. Another important aspect is the mortality rate among child-
ren caused by diarrhoea, parasitosis and malnutrition.

The 19 months I have been working here have been a good experi-
ence. [ have worked with the vapour healers, sheripiaris, traditional mid-
wives and bonesetters, and training the health promoters by means of a
system that takes the use of their traditional medicines into account. It is
an innovative experience and cannot be compared to simple training.
Western medicine is very systematised, but we cannot act the same way in
every community because they practise different types of medicine. These
traditional systems have been maintained for generations, and they do not
change. Nor does the preparation of medicinal plants and this knowledge
is passed on orally.

We have tried to adapt our language, our way of life, and our cus-
toms to the indigenous reality, and we have seen the importance of the
health promoter in the communities. We have been training promoters in
each community and this is important because, if a promoter has to leave
because of other work, another must take their place. Similarly, we have
emphasised the need to replace medicines, and this also takes place under
systems created by the communities themselves. Communal plots have
been encouraged, there is poultry rearing, and products such as rice are
sold. But in Atalaya, rice only sells for 25 to 30 centavos a kilo and so the
profits are not enough. This is a problem in that it restricts medicine
replacement significantly, and hampers the efforts made by each health
promoter and community chief to maintain and sustain this type of work.
But, in spite of these limitations, the communities’ promoters are suffi-
ciently motivated to continue maintaining the community medicine chest
for emergency cases. We have drawn up a list of 12 emergency medicines:
analgesics, antipyretics, antispasmodics, antiparasitics and antibiotics.



These are medicines that can be used in an emergency or for complicated
treatments. We also have an agreement with the Atalaya Health Centre
that ensures their collaboration in diagnosing illnesses, because there are
cases that the health promoter cannot resolve in the community.

Last February, we held a meeting with the Atalaya Health Centre,
with the health technicians who work in the outlying posts. These are peo-
ple who work only from a western health perspective and, in the meeting,
they understood the need to modernise their way of working, so we invit-
ed them to travel with us, from community to community, giving them
enough time for the community members to get to know them, respect
them and include them in their way of life. Because if an unknown person
arrives in the community, they are not easily accepted. It took a good four
to five months for people to accept us, confide in us and make a place for
us in their society. This is a new way of working, and it was accepted by
some of the health post technicians. Visiting a community for two or three
hours is not the same as staying there one or two days. As for us, we have
chosen to live side by side with the people, and the results have been very

ood.

2 During our fifth trip, we worked with a man who is an expert in the
use of plants, he has studied and trained with the master Shipibo, Mr.
Angel Ruiz, from the organisation ORDECONADIT. With his help, we
brought vapour healers, sheripiaris, midwives and health promoters
together so that they could all learn to use and prepare medicines for the
treatment of common illnesses. To treat diarrhoea, respiratory infections,
influenza, shock caused by “bad air”, frights, sickness or parasitosis, ojé
tree sap is prepared. We have had good results with this concoction.

We have always been concerned to ensure the participation of health
promoters. We have managed to bring together a group of 35 very moti-
vated people that are willing to be involved. In each place where an eva-
luation has been undertaken, the results have been extremely satisfactory.
Their involvement, and their learning from each other, has been very
important. The vapour healers share their experiences with the newer
ones. It was the first time that such meetings had been held. They learnt to
share their knowledge and also to recognise plants and possibly change
some methods of preparation. Similarly, the sheripiaris cure their patients
with tobacco and ayahuasca, but they have also participated in the treat-
ment of illnesses other than the usual ones. It has been a good experience
for us to work, for example, with the Ramén Castilla community. We nurs-
es, along with the health promoters, treat patients from a western medical
perspective, whilst the vapour healers give their opinion from a tradition-
al perspective. The same goes for the sheripiaris and the midwives. Take,
for example, a case of diarrhoea treatment. The patient was questioned
and explained his or hers symptoms and, after this consultation, the pro-
moter gave us his opinion from a western perspective and the vapour
healer his opinion from a traditional perspective. This has been an
extremely dynamic way of treating patients, and has been really good

because we agree on a lot of things. In this case, we chose the treatment
according to the traditional system. The vapour healer decided to use
boiled mango tree bark, with a flower whose name I don’t remember. If
there was no improvement in the patient within two days, it was agreed
that we would start western treatment with antibiotics. This way of work-
ing has generated quite a lot of interest and many think this is how we
should work in all the communities.
_ The promoters, vapour healers, sheripiaris and midwives can use

this system. It is good because there have often been cases of patients
going to a sheripiari for 40 days without receiving a second opinion. We
had one case of a gluteal abscess in the community of San Francisco. The
patient received tobacco treatment from the sheripiari. He was blown on
[with tobacco smoke] and vapour healed but there was no improvement.
The abscess was growing to such an extent that the right gluteus was four
times larger than the left. Then, after 40 days, the sheripiari said that it was
an illness for the doctors. The patient was in a very bad way, severely
anaemic and malnourished. He could no longer walk and, given these cir-
cumstances, we began treatment with antibiotics. The patient was scared,
the head of the community even intervened and we left him in the hands

of his family. After six days, I returned to the community and the patient
was already a lot better, he thanked us for our intervention and agreed to

continue the treatment, which we extended for another 15 days to avoid

complications. After six months he was a great deal better, and this

showed people that sometimes the sheripiaris can make matters worse.

We have used these examples to explain to the sheripiaris that they should

not be so set in their ways, that sometimes the patient needs more, and

that the promoter, midwife, sheripiari and bonesetter are part of a team.

They need to keep in close communication with each other. The training

sessions we have held on all our trips have been aimed at this, so that they
get to know each other, so that there is less rivalry between them, so that
thgy.become more open, more communicative, and learn to respect other
opinions.

We have also had situations in which it was very difficult to be
allowed into the house of a family to attend a birth, when the midwife and
the husband were present. Sometimes they prevent us from being
involved, through embarrassment on the part of the woman, or fear or
jealousy on the part of the husband. In this respect, our work has some-
times been severely limited. We had one case, in the community of El
Pozo, of a six-hour labour in which the baby was not descending. The
midwife called me and when I arrived at the house there were four birth
attendants, the nurse, the mother of the 15-year-old girl giving birth, and
the husband. Then, when I began to put her into the right position the
mother was shocked and said that was not how it was done and the other
midwife said the same, that she had to be sitting, she had to be lying
down, she had to be standing. So I told them that they were also going to
learn what I knew, so I moved the patient and the baby was born. But the




problem continued when it was time to cut the umbilical cord. There was
no way they wanted this done until the placenta had been delivered.
Everyone said she would die. We waited a whole hour with the baby
attached to the mother by the cord. When the labour was over, the women
said that it was also a good birth the way we did it. The cord was cut at 15
cms with a special knot and the placenta was dealt with by the husband.
He crushed it so that he would have no more children. He didn’t want any
more after seeing his wife suffer so much. And so I too learnt something
that day.

In the community of Pensilvania, about two weeks after I had start-
ed my work, I came across a little boy of eight years old with arthritis. It
really saddened me to see the little boy laid up in bed, with a temperature
of 40 degrees, on the point of going into a convulsion and the family
unable to do anything because they had no money. They had no fuel to
take him from Pensilvania to Atalaya, a six-hour boat ride. They couldn’t
even buy a tablet for his fever. So we began to treat him and, after eight
days, he was quite a lot better. Dr. Torres also helped us in the diagnosis
and treatment. In these cases, a lack of money is quite common.

Lastly, I would like to thank the donor and AIDESEP for the way of
working that has been chosen in the native communities. This doesn’t
exist in any book, it is something new and the creativity of this work has
been growing daily, as problems, needs and opportunities have arisen in
each community. The training methods have been modified because there
are many issues that we wanted to raise from a western point of view. We
have had to change our way of working to bring it in line with the reality
around us, and this has been very hard. It took us months of learning, time
and patience. For their part, the promoters do not have the level of educa-
tion we would wish them to have. Sometimes they haven’t completed pri-
mary school, or only the second or fourth year of primary school, and it is
very difficult to teach things that are in writing. We have had to use prac-
tical sessions to help them learn. We want our contributions to be valid for

native communities in any country.

Voices I: The Nurses

Rosario

Rqsar:’a Vega Camarena is a 30-year-old nurse. She only began working in the forest
with AIDESEP and its Indigenous Health Programme in 1999. She works in the
Ucayali sector with the regional organisation, ORDECONADIT.

Introduction to indigenous culture
I first heard of the existence of AIDESEP in 1991, through Lidia Orihuela
Zapata, who - like me - comes from Tarma. She told me about the project,
she showed me photos and then my interest began to grow. They offered
me a job in 1994 but at that time I had problems with my health and could-
n't go. Later, I came into contact with AIDESEP again, through Mr. Juan
Reategui, and this is how I came to be here. For me it was something new.
Although I had visited the forest around La Merced in Chanchamayo, this
was very different. I had always worked on the coast or in the mountains.
When I arrived in Ucayali, I began to work with Shipibo-Conibo commu-
nities. Nine were Shipibo communities and four were mixed.
~ I'could see that the Shipibo culture was more closely linked to fish-
ing tha‘n.the Ashdninka. These people are hunters and harder working.
The $hp1b0 are also rather more dependent on western culture, relying on
outside help. My work was to try to revive an appreciation of their culture
in them, to prevent it from being lost, westernised, because this would
mean losing everything. They have managed to preserve their culture for
thousands of years, and what we are trying to do is get them to maintain
their ways of working, their traditional midwives, vapour healers and
shamans.

The 13 communities I work with have an indigenous health system.
In the case of Shahuaya, they already have a trainee and in Tumbuya there
is also a bonesetter, although there is no traditional healer there. But peo-
ple are treated between the neighbouring communities. They come from
Sha!'nllaya, from the community of 9 de Octubre, from Tumbuya or Nueva
Fenicio, or they come down from Santa Ana. There was rather a barrier
between them and the promoters but now we are trying to make contact
betw.een them, so that they coordinate, work in collaboration, are alert to
any illness that may occur. For example, the promoters cannot treat a
shock of “bad air” and so know they must take the person to the tradi-
tional healer and, when there are things the traditional healer cannot cure,
they have to go to the promoter. This is how we have worked and it con-
tinues to function well.




Medicine stocks and loggers

Now we are on our last trip, and replacement of medicines for the com-
munity medical stocks are more or less 80% on medicines for short term
treatment and 20% for long-term and emergency medicines, for example
for epidemic situations. There is one community that has not replaced the
medicines and whose money is in the hands of a logger, who is dragging
his feet. He always tells them they should come back tomorrow because
he doesn’t have it, or not all of it. So the organisation intervened and so
did we, as nurses, and the logger, the man, told us that he would let us
know when the money would be returned to the organisation, so that we
could tell the community and they could replace their medicines.

The Shipibo rarely work in the logging industry and so have little
dependency on the loggers. Last year, for example, everyone was fully
involved in fishing in their communities but this year the loggers have
entered, and sometimes they do not keep their promises to the communi-
ty. They always talk to them about a percentage, that the percentage is
already set, but they don't keep to it and the indigenous wait and wait
and, in this case, the organisation had to intervene.

The loggers are a problem for the communities. They take people
from their communities to the forests, and they are not looked after pro-
perly. They are provided with no benefits, little food and, if a snake should
bite them, they are not taken to the health post.

Health and indigenous rights

We have had meetings with community members, together with the
onanya, the vapour healer, the sheripiari, the traditional midwife, the pro-
moter and some of the leaders. Seminars have been given telling them
about ILO Convention 169, the Peruvian Political Constitution, and so on.
They are becoming more aware and they now know what resources they
have and how to use them. We have also held one or two meetings with
the Ashéninka to resolve similar problems.

We don’t only focus on health but we also provide advice to the
organisation, to our team, so that they can reach the community and fulfil
their objectives. Sometimes, we stay one night more in a community to
sort out little problems, but always in coordination with the team. We also
teach prevention, for example, giving them an understanding of the symp-
toms of respiratory problems, of leishmaniasis or malaria. In my area,
there is no malaria, well, only among those who come on visits from the
Upper Ucayali, for example. There are a few cases of leprosy among the
Ashaninka. In cases of leishmaniasis, cancer or tuberculosis, the promoters
provide treatment, under our supervision. We providé the follow-up so
that the treatment is completed and the chain of transmission stopped.

The work of the Programme is very extensive and complex, from all
points of view, but very satisfactory. For example, with the Ministry of
Health, when one nurse’s shift finishes, each patient is passed on to
another and it's her responsibility. Here, we take the patients the whole

way through theu' treatment. You see them improving little by little and it
is very satisfying to see both start and finish of the treatment.

I came here with a great desire to work with indigenous people, per-
sons with great needs. And for me the work has been very important, I feel
I have made a contribution. You can’t do everything all at once but’I feel
good, I have adapted to them and, what is most important, I have learnt
to think like them and to interpret what they are trying to say.

I am a highlander from the Andean mountains and, both in the for-
est and the mountains, there are traditional healers who, through different
procedures, manage to cure their patients. So it was not so unknown to me
because sometimes I used traditional medicines in my village and also
used indigenous medicine. I have been vapour healed twice, once in
Paraiso, because I felt a little unwell, and the other in Santa Ana. So, in a
way I have also been a patient and it worked. '

If 1 get the chance, I would love to carry on with this work. It is a
great experience, and one that I will never forget.
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4. Emergencies

The Cayman Attack

Andrés’ version

Andrés Ruiz Ferrari is a Conibo and inhabitant of the community of Tumbuya. In
1997, he was attacked by a Cayman while out collecting wood from a lake to build a
new office for his organisation, ORDECONADIT. Andrés lost his arm in the incident.
Miraculously, he managed to make his way back to the community where the nurse
from the Indigenous Health Programime, Lidia Orihuela, decided to take him overnight
by boat to the Regional Hospital in Pucallpa. Andres’ life was saved but now,
with only one arm, he has difficulty working and surviving in the forest. His hope is
fo find an administrative post in a project or within his organisation, given that he has
a secondary school education. Andrés is married with two children.

I live in Tumbuya and the organisation had given me the task of finding
wood for the new office in Shahuaya. Sunday, I went to find wood, and it
was on Monday the accident happend. The alligator was under the water
and I frightened it because, in April, it has already laid its eggs. So it over-
turned my canoe and threw me in the water. As I came up, I saw the
caiman in front of me and, before it could bite my whole body, I offered it
my arm. It bit it off just below the shoulder. The sun was almost up and I
began to scream and shout. The caiman wasn't following me any more
and I wanted to get out of the water, grabbing a branch, but I couldn't. The
caiman was there, with my arm .... then I passed out like I was dead. For
more than three hours. Blood was pouring out as if from a bucket.

I somehow succeeded in getting up. I fainted for a moment and then
made it for my house. I started off at 6 in the morning and arrived at 4 in
the afternoon, walking, rowing. I arrived almost naked, wearing just a pair
of shorts. Luckily, I met the teacher, Silo Santos, who had a peke [canoe or
boat with a low horsepower four-stroke outboard motor] and he took me
to the health post in Nueva Italia. As soon as I arrived, my brother-in-law
got in touch with Miss Lidia Orihuela to come and see me. She cried when
she saw me and immediately gave me an injection and took me to
Shahuaya. '

Photo: Seren Hoalkof, 2000 Andrés, his wife and daughter.




shoulder was very swollen and I couldn’t move or eat, efnd
I coullil{'m'tte ztgln}:l the pain. Then l\r/{iss Lidia too!c me to PuFallpa. There is ]zz
medical post in Nueva Italia, buf1 the{t::ouldnt (tioda;lztrlr\l?g, so they too.

ital in Pucallpa where they operate .
e toLtig?ahtzs:)% me in the plI:aject‘s boat. If there had been no boat I would
have died. I am very grateful to Miss Lidia for helping me, it is thanks to
rer! Iaﬁta:ll;zd home in May, recovered. But now I canr}ot work. | have a
little girl of four years old and my wife is pregnant. Things are verﬁ/ bad.
Sometimes I only eat a few days a week. I have my brother, my brot e;-ln-
law, but they never give me anything, not evena flsh nothmg. I have e.e;
suffering for six years and I can do nothing. It's tiring having to' row V\lut
only one arm. Sometimes it swells up because my blood doesn't circulate
well and it hurts. This is how I live.

Lidia's version o o
Nurse Lidia Orihuela saved Andrés Ruiz by taking him by boat to the I'tospzta'l in
Pucallpa. They navigated the waters of the river Ucayali thg whole {u‘_gi_zt. Lidia
tells us her version of events and reflects on other emergencies and initial prob-
lems with the hospital.

ss went to gather wood from the lakes because, a'f an extra'ordl-
x?yﬁr;i?rsess of the %rganisation, it had been decided to build an pfﬁce tg
operate from. Various communities agreed to provide the m‘ater_lals an
Mr. Andrés went out to cut wooden house posts. He was rowing in a lr—:nke
and he felt as if the canoe was being prevented from moving by a floating
branch. He stopped himself with his oar, so that he could Rush the canoe
away, but he did not notice that it was actually a cF0c0fi1le or cauna(rii,
measuring approximately 8 metres in length. He hit it with the oar .':!rlhE
with one slap of its tail, the alligator threw him into the water. It went rig
at him with its mouth open and he offered it his arm. The young man
struggled with the crocodile in the water and then managed to get awa}(ri.
He grabbed a tree to pull himself out of the water but, when he stretc.hed
out his arms, only one responded and, when he looked giown he rgallsﬁi
his right arm was gone. He hadn't felt anything, no pain. On seeing his
arm was not there, he swam to the canoe because he was bleeding and he
was afraid of attracting the piranhas [carnivorous fish]. He then rowed
with just one arm and made it to the path. Thxs happened at aroupd 10 in
the morning and he got back to Tumbuya at 4 in the afternoon. It is a very
long way from the community to the lakes. He arrived at his community
almost unconscious and all the people were shocked by what had hap-
pened and took him to Nueva Italia. I had never seen anything like it in all
™ hfﬂ‘; that time, there was no doctor in Nueva Italia. There was only a
technician. It was already 6 in the evening and, by some miracle, the

Shahuaya radio was still on, because their hours were from 3 to 5. I was
preparing packages of medicines for delivery to the communities and the
technician called me to tell me there was an emergency in Nueva Italia. I
went running and they told me they didn't know what to do, that a com-
munity member from Tumbuya, 23-year-old Andrés Ruiz Ferrari, had lost
an arm to a cayman. [ had no experience of anything like that. I gave the
technician instructions as to how to stop the bleeding and ease the pain
and went straight away to Nueva Italia. I got there around 9 at night. It
was an awful sight to see him lying there, his arteries and nerves all in
shreds. In spite of everything, I finished giving the treatment, covered the
wound and gave antibiotics, and we went immediately to Shahuaya. The
boat was there and at 11 we left for Pucallpa. When there is an emergency,
you don't think of the danger. We travelled in the dark, the whole night,
with lanterns. The boat pilot's wife came along as he did not want to leave
her alone. The patient was in a great deal of pain and I gave him pain-
killers every six hours and penicillin. As soon as we arrived they took him
into the hospital and into the operating theatre.

When we arrived, I calied upon the Agreement we have between the
General Health Department and the Indigenous Health Programme-
AIDESEF. The Agreement stipulates that patients do not have to pay the
costs of hospitalisation, examinations, operations and special treatment.
They exempted him from the operation expenses but not from the cost of
the special medicines.

I felt bad for him, and my heart went out to him. When he was
released from the operation, I went into his room and he welcomed me
with a huge smile, cheerfully asking me, hello, Miss, how are you?

Despite the fact that I had brought medicines with us, they asked me
for other special ones as the wound was a large one. And so we exchanged
some of the medicines I had, coordinating with the social assistant and
head of the pharmacy. In the end, I ended up owing 25 soles, which I paid
out of my own pocket. They did not want to release the patient until it was
paid. It took me two days to pay the debt and the patient was already dis-
charged, getting bored and wanting to leave. He spent 11 days in hospital
and, as soon as he left, we went back to Shahuaya and I took him to
Tumbuya.

Now I'know that he is alright but he has problems because of the loss
of his arm. At first, he used to lose his balance and fall when he was using
a machete. His physical limitations have caused problems with his wife.
They wanted to separate but Andrés' family made them get back together,
50 that she could help him.

A congress of the organisation agreed to help him by giving him
work but it has not been possible. Now the current leadership is looking
for a way to help him.

This was a dreadful experience, but it has not been the only one. Our
bad luck is that sometimes bad situations occur at night and we have to
travel in the dark. In this phase of the project, we have had two seriously




ill patients: one woman in the community of Bambu, with a torn cervix.
Her baby was wrongly positioned and only one tiny foot had emerged.
The midwives had manipulated the baby too much and had torn the neck
of the womb. The placenta came out but not the baby, and so we had to
take the woman to Pucallpa. It took 12 hours with a Yamaha 40 HP motor.
It was a miracle she was saved because a torn cervix can cause death by
haemorrhaging. But because the baby was outside the cavity and putting
pressure on the uterus, this stopped her from bleeding too much. When
the doctor from Nueva Italia, who thank God was in Shahuaya, saw her,
he told me that the woman had a torn cervix and he didn't dare touch her
because the slightest movement could set off the bleeding. And so I had to
transfer the patient to Pucallpa. The same thing happened later when a
colleague turned up with another women, who was suffering from pla-
cental retention. The obstetrician tried to remove it but couldn’t, and so we
also had to go to Pucallpa.

In the previous stage of the project, we had a case of intestinal
infection that had to be treated immediately. We couldn't wait for them to
operate. We have had a six-year-old girl die in hospital through intestinal
infection. On another occasion they operated on a woman and it turned
out that she had a cyst. So there are good experiences and bad ones.

Shipibo-conibo design
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5. Concepts and Projects

The Indigenous Health Programme — PSI-AIDESEP

By Juan Redtegui Silva, Director, PSI-AIDESEP

Origin

In 1§91, AIDESEP decided to create an internal structure to be responsible
for the institution’s health policies, in much the same way as it had done
with education issues previously. This organic authority within AIDESEP
was to be responsible for designing strategies, and for formulating, imple-
menting and evaluating the corresponding projects and programmes.
From 1991 to 1994, it was called the Health Secretariat but, from 1994
onwards, it became known as the Indigenous Health Programme - PS5l
and this is how it has been known ever since. From the very start, it has
been headed by an indigenous health professional.

Why create an Indigenous Health Programme - ps1?

* Because of indigenous peoples’ negative experience of the health
care provided by the Ministry of Health (in terms of managemeqt).

e Because of the series of health projects being undertaken wint!n
indigenous peoples by various NGOs, with very limited partici-
pation in decision-making on the part of the indigenous peoples,
and with unsatisfactory results and frustrated expectations.

« Because of the increasing frequency of epidemics, caused by ill-
nesses introduced from the West. It was the 1990 cholera epidem-
ic that finally precipitated the decision. _

e Because of the increasing trend in indigenous policies in the
Amazon basin towards a cultural reappraisal which is closely
linked to the public health culture in key areas.

« Because of the western demand for Amazonian health knowledge.

Indigenous Health
In 1992, the then Head of the Health Secretariat submitted to AIDESE_P'S
various levels of organisation an Indigenous Health proposal, corr}prismg
its philosophy, policies and strategies. From 1995 onwa}rds, the ¥nd§genous
Health Programme (PSI) was to develop the central ideas of indigenous
health, which incorporate a political and strategic proposql of the organi-
sation of indigenous peoples of the Peruvian Amazon, aimed at preser-
ving and improving the health of its peoples.

The concept of indigenous health has two components: first and fore-
most, that of re-appraising and developing indigenous health systems as
a central part of the structure of indigenous society; and, secondly, within
the context of interculturality, that of seeking complementary spaces in all
fields with western or modern health systems, guaranteeing a better level
of health care for indigenous peoples and the Peruvian population as a
whole by making a combination of different world views possible, each
one contributing from its own reality.

It was from this perspective that this proposal arose, aimed at acti-
vating indigenous peoples’ capacity to recover and modernise their rich
cultural heritage in the area of health, while at the same time coordinating
it with new knowledge coming from other cultural universes. The way
in which the health-illness-treatment-death processes are tackled, as phe-
nomena that affect every living being, is directly linked to the culture of
each human group, and these different cultural responses inform the me-
dical systems or health systems of such human groups.

In our legal code, the Peruvian population is recognised as being
multicultural, that is, made up of various cultures, and this implies the co-
existence of various health systems among the Peruvian people. However,
Peruvian society works on the basis of monocultural paradigms across all
sectors. These paradigms emanate from western culture, the effectiveness
of which is already being questioned, both in relation to its monetarisation
and it's dependability. It has now also been shown that no single health
system alone is able to solve all the population’s demands and problems,
not even those within its own cultural sphere.

In this respect, this indigenous health proposal, whilst prioritising
and emphasising a reactivation of the health systems of the indigenous
groups, does so from an intercultural perspective that does not rule out
the possibility of combining two or more visions in order to resolve the
health problems of the Peruvian population as a whole. Moreover, this
interculturality makes possible the generation of intercultural paradigms
that facilitate the complementarity of indigenous and non-indigenous
knowledge, particularly in the area of health.

Objectives

e To develop the indigenous health systems of the ethnic groups
represented by AIDESEP.

e To improve and increase the access of these groups to the resources
of the western health system.

* To promote and develop research that contributes to fulfilling
objectives 1 and 2.

¢ To undertake health training activities from an intercultural per-
spective.,

* To contribute to strengthening indigenous organisations, primari-
ly at regional, federational and local levels.



Strategies

The PSI's overall strategy is to link health actions with a strengthening of
indigenous organisation and to develop the Indigenous Health System
(Programme) in collaboration with grassroots organisations, as the only
alternative that will guarantee its sustainability.

Specific strategies have been developed to identify, coordinate and
support the human resources of each community in the area of indigenous
health, promoting the re-establishment of their social prestige and per-
sonal self-esteem.

Strategies have been undertaken to link experts in plant knowledge
and traditional preparations within the community with apprentices and
with the western health promoters themselves.

Creative strategies have been developed to improve the access of the
indigenous populations to western health services, such as maintaining
medicine depots, and conducting vaccinations and surgical campaigns.

Each and every one of these individual strategies has been in line
with the overall strategy of linking the health work with the organisation-
al strengthening of the indigenous peoples.

Activities
Indigenous Health Projects:
* Design

Negotiation

Implementation

Monitoring

Evaluation

Advice and support to AIDESEP’s leadership on issues related to

this area of work.

s Workshops bringing together health workers from all of
AIDESEP’s federations in order to redefine health policies and
strategies.

* Negotiation and signing of agreements with various state and pri-
vate institutions (Ministry of Health, Cayetano Heredia Univer-
sity, National Institute of Health).

e Establishment of a consultative council for the Indigenous Health
Programme.

» Presentation of papers at national and international events on
behalf of AIDESEP.

Projects

Traditional Medicine with FONCODES: 1992.

Anti-Cholera Campaign: 1993.

First project with NORDECO: 1994.

Indigenous medicine with the Cocama-Cocamilla: 1995.
Prevalence of serological markers for Hepatitis B and Delta: 1996.
Extension of the DESSAI project: OIRA, OAGF, ORDECONADIT
in Atalaya: 1998.

Phote: fim Thuesen, 1993

Shipibo-Conibo presentation.

PSI and the indigenous movement

Recovering and strengthening indigenous health systems signifies a revi-
talisation of the central structure of indigenous societies, with a subse-
quent reaffirmation of their identity and self-esteem.
¢ The traditional knowledge of indigenous peoples, the main repo-
sitories of which are the shamans, is the basis that guarantees their
development and that of the Amazon as a whole.
¢ The shaman, as leader of his people, is the repository of the com-
prehensive knowledge of the people and fulfils the role of guiding
force within his community. He is the political resource par excel-
lence to lead any indigenous process. This should be taken as a
potential not as a reality.

The indigenous approach to the concepts of:
health, illness and treatment

Culture can be defined as a pattern of beliefs, thoughts, values, practices,
communications, behaviours and world views. Within its process of his-
torical development, each culture has identified ways of resolving its fun-
damental problems. These obey not only the internal dynamic of the soci-
ety but also, to a large extent, external influences.

With regard to the specific problem of illness, very individual cate-
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gories, models, ideas and practices have been created that depend on the
world view, social history, economy and nature of each culture. For this
reason, these solutions are not necessarily identical or valid for all cul-
tures. The concept of “health” has also developed in western culture. The
World Health Organisation (WHO) defines health as the biological, psy-
chological and social well-being of an individual.

For the indigenous peoples, “health” signifies the harmony of all ele-
ments that make up the balance, that is: having their own understanding
of and control over their life, and the harmonious co-existence of the human
being with nature, with himself and with others, aimed at holistic well-being, at
spiritual, individual and social fulfilment and tranquillity. For this, the peoples,
through their wise men and women, have developed a set of very complex
practices and knowledge that is well structured in its content and logic.
Their strength and capacity for survival is due to the effectiveness of their
health systems, the conceptual focus or world view of which is based on
balance, harmony and holisticity.

The indigenous world view defines the relationships of the indivi-
dual with other individuals, and of these individuals with society, with
nature and with the spiritual beings, in conditions of harmony, balance
and holisticity. This world view as a whole — to which can be added all the
norms, habits and customs passed on from generation to generation via
oral tradition, besides the plant, animal and mineral resources used wise-
ly by their shamans and other specialists ~ forms what we know as indige-
nous medicine and which is now more appropriately known as the indige-
nous health system, which is unique to each people, to each culture.

In the languages of most indigenous cultures, there exists no equiva-
lent term for the English word “health”. This is understandable, because
indigenous thought is holistic, comprehensive. It segments neither reality
nor individuals. If the latter are not ill it is because they retain a harmo-
nious balance between their mind, their spirit and their body and, at the
same time, with other individuals and with nature. And when they fall ill,
it is because this balance has changed in one or several ways and, there-
fore, the individual is also altered in some way, both in mind or spirit and
in body. Then, the individual becomes truly ill and, consequently, his/her
treatment must be holistic.

There are indigenous terms to denote illness and its different forms,
and almost all indigenous cultures attribute it an external origin. Illnesses
come from outside, they are blown from outside and are attributed to outside
malevolence or to the forest spirits. They are classified according to the
incapacity to fulfil everyday tasks and according to the attributed cause.
As explanatory theories of illness, in general, there are two hypotheses:
firstly, the presence within the organism of a foreign body or, secondly, the
exit of spirits from the body. A dispossession of the vital organs. In the first
case, the shaman puts extraction techniques into practice and, in the sec-
ond, techniques to reincorporate the spirits.

In the treatment of illness, the role played by plant resources is deci-

sive. Yet this is not primarily for their therapeutic function but because
they are a source of knowledge and of many powers. This is not only the
case in Amazonian cultures. The world over, there are many societies that
grant a privileged place to plant resources in their way of thinking. The
role of the shaman in the Amazonian world must be viewed from this per-
spective. In the language of the shaman, the spirit or mothers of the plant

1. Comparison of Approaches to Health

Western approach Amazonian api)foach

Separaﬁng man from nature Integrating man and nature

In the human being, In the human being,

the spirit is separate from the body the spirit and body are inseparable
Ilness is an individual problem Hllness is an imbalance between

of the body or the spirit the person, their family, community

and nature

Treatment is an increasingly

specific and specialised task
wisdom enable them to better
communicate with the patient
and his/her environment

Highly commercialised. Not only Completely separated from the market
are there systems but also medicines and production. Wisdom and the private
for those that have and those that and economic appropriation of

do not have money knowledge are incompatible

Standard medicines aimed
exclusively at the body

resources are known as beings that teach and act for themselves. In the
case of the mothers of the teaching plants, these are linked to a specific
method of knowledge and learning, hence the compulsory use of these
plants in any process of shamanic initiation.

The Indigenous Health System

This comprises all the elements created by the Amazonian peoples to pre-
serve and maintain the ecological balance within which they develop. The
Indigenous Health System has thus not developed a System to treat the

Treatment is a task of wise people,
men and women whose discipline and

Specific medicines, aimed at the patient,
the traditional healer and the context.
Aimed at the body and soul of all of them
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Indigenous health and bilingual education. Photo: Thomas Skielboe, 1994

“sick” individual but a System to re-establish the ecological balance of
which the subject forms a part. It comprises all the ideas, concepts, beliefs,
myths and procedures relating to physical and mental illnesses or social
imbalances of a particular people. This knowledge explains the etiology,
nosology and procedures for diagnosis, prognosis, treatment, prevention
and establishing the origin of illnesses. This knowledge is passed on by
tradition (from generation to generation), orally and according to the
restrictions established in each world view, which means that this knowl-
edge is circumscribed, local, collective, anonymous and carries a deep
universal message, in which the holistic and the systemic are concepts that
have always been present within the indigenous people.

In indigenous health systems, illness is defined in the social sense as
interference in the normal social behaviour and in the competence of the
individual to work. The majority of indigenous peoples divide illnesses
into two groups: backcountry illnesses caused by supernatural effects
such as charms, winds, spirits that act autonomously or are called up or
directed by magic; and illnesses of God, the origins of which are not found
in the mythical indigenous world. In general, each traditional healer uses
indigenous health technology in accordance with his training, powers and
preferences but always in spiritual communication with nature. This com-
munication can be obtained under the effect of teaching plant spirits or by

interpreting dreams. Treatments include rituals, plants, minerals and ani-
mals. The individual visits the traditional healer in search of help when
faced with an illness, in order to protect himself/herself from a possible
illness or to reaffirm his/her health status.

The treatment seeks to recover the balance that has been lost, and the
action of the traditional healer is effective when, once the origin of the ill
has been identified, restoration of the unity and harmony of the sick per-
son is achieved, along with the concord of the sick person with the sur-
rounding world. The traditional healer is irreplaceable within his commu-
nity because he has deep knowledge of the laws governing balance, and
of the imbalances caused by health and sickness. In him, the indigenous
Peo_ples recognise the indigenous defender of their own identity and the
indigenous person who, through his skills, reaffirms the knowledge and
beliefs of his people.
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5. Concepts and Projects

Indigenous and Non-Indigenous Concepts and Knowledge
in the Development Process

By Juan Redtegui Silva, PSI-AIDESEP Director

Concepts and knowledge ‘
In terms of relationships with other non-indigenous cultures :.m‘d societies,
our history - which is not a short one - clearly showg that it is the non-
indigenous who need to review and reconsider their ideas, attitudes and
behaviour towards this relationship. We are aware that, on more gqual
terms of mutual respect, and calling upon our most far-reachmg prlmmples
and values, this relationship between indigenous and non-indigenous
could be of great benefit to both, and to the quality of life on our planet as
a whole. And yet the term integration, proposed to de:slgnate this interre-
lationship, arouses in us a kind of allergy by reminding us of the many
times that, in its name, the non-indigenous have wanted to absorb us, to
make us disappear like little fish being eaten up by a big fish.

The tendency that still dominates non-indigenous thought and rhe-
toric is that of promoting the integration of indigenous'peoples into the
dominant society. Whether we like it or not, our daily life takes place in
countries with a dominant society, on the one hand, and indigenoug peo-
ples, on the other, in an asymmetric relationship in which integration is
understood as a slow form of assimilation. o

Faced with this, as distinct cultural societies, we assert our principle
of self-determination as a fundamental right of indigenous peoples to con-
trol our lives, our resources and our own development. And, as part pf
this, in our relationship with the non-indigenous, we give - and expect in
return - a balanced relationship of equality, which could be called coordi-
nation, symbiosis or a similar term that suggests the notion of mutual
respect. If we are to talk specifically about coordinating indigenous and
non-indigenous knowledge and concepts in the development process, we
need to specify some aspects of indigenous knowledge. '

The most important, to my mind, is not to assume an automatic
opposition between indigenous and non-indigenous k.nowledge,‘nqr_ to
talk of two types of opposing mentalities. Whilst the idea of primitive
mentality”, which guided non-indigenous behaviour for a long time, has
now been abandoned, the notion of "mythical mentality" continues to live
on, exerting its power, albeit now with the recognition that we do not lack
logic but merely that we follow a different logic.

For example, one of the most widespread prejudices is that shaman-
ic thought is only expressed through concrete categories. However, this
was refuted by the Colombian anthropologist, Mr. Reichel Dolmatoff, as
early as the end of the 1960s. He demonstrated that, according to the level
of knowledge, we can express shamanic thought metaphorically through
concrete categories, at a higher level through abstract notions such as
‘energy” and at another level, higher still, as "very abstract thought" or
“symbolic”. In this way, we define the activities of the shaman as a trans-
fer of logical patterns to symbolisms that can easily be understood and put
into practice. The myths are one of these symbolic codes that the shaman
uses to build culture: ideas, customs, and fantasies.

However, in practice, this coordination between indigenous and non-
indigenous concepts and knowledge has been taking place for a very long
time. An illustration of this is that three quarters of the pharmaceuticals
today prescribed around the world are derived from plants that were dis-
covered through indigenous knowledge. The negative side of this interac-
tion is that, when it comes to the profits, neither the pharmaceuticals
industry nor anyone can agree on the indigenous peoples’ intellectual
property rights. This needs to change if we truly want a positive coordi-
nation between our societies.

This coordination of knowledge is also taking place in the indigenous
world: for more than 5,000 years, when our shamans wanted to enter into
a “trance”, they have taken a hallucinogenic mix of a liana known as
ayahuasca (Banisteriopsis caapi) and a shrub called chacruna (Psychotria sp.)
The number of plants that can be added to this base is limitless as
ayahuasca is a means by which to explore the properties of new plants.

A few years ago, non-indigenous knowledge showed us that
chacruna contained dimethyltriptamine, a hallucinogenic substance that is
produced in the human brain but which is inactive when consumed oral-
ly as it is inhibited by a digestive enzyme known as monoamine oxidase. On
the other hand, ayahuasca contains harmine, harmaline, tetrahydroharmine,
which are inhibitors of moncamine oxidase and which are also hallucino-
genic.

In the light of this knowledge, we now know and understand that,
5,000 years ago, our ancestors were capable of precisely identifying, out of
thousands of plants, two of them, one of which had the active component
they were looking for (hallucinogenic) and the other which made its oral
use possible, by protecting it from the digestive enzymes that inactivate it.
This shows the great quality of indigenous knowledge which, added to
non-indigenous knowledge under conditions of equity and mutual con-

sideration, has the potential to generate immense well-being for humani-
ty.

It is said that a better mutual understanding is gained when infor-
mation is shared equally, as this avoids misunderstandings. I therefore
hope that this book will provide just such an opportunity.
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5: Concepts ond Projects

Shamanism

By Juan Redtegui Silva, PSI-AIDESEP Director

Introduction .
Shaman is a term of Siberian origin invented by the first anthropologists
to describe the less comprehensible religious practices of primitive peo-
ples. In the Tungus language of Siberia, the root shami indicates the idea of
bodily agitation. In this language, a shaman is a person who beats a drum,
enters into a trance and cures people. In reality, any concept of shamanism
reflects the anthropologists’ underlying point of view, whatever their per-
spective. o _

From an academic point of view, shamanism is the rational stud}f of
the irrational, until western thought reaches some kind of understanding
as to what the shaman means when he states that plants themselves reveal
their properties and other things to him. In the Peruvian Amazon, a man
of spiritual knowledge, either acquired from his ancestors or inherited,
who himself makes the choice or is chosen by the spirits and who, as he
acquires powers, interrelates with his environment in harmony with
nature and the teaching plants, is generically known as a shaman. '

In the Amazon, each culture or people have their own name f01f this
person. The Ashéninka and Ashéninka call him a sheripiari; the Yine a
cajunchi, the Shipibo an onanya, the Awajun and Huambis an xwzsh:’g, etc.

Shamanic knowledge does not attempt to represent a “natural” order
because, if it did so, culture and nature would become confused and, in
the end, it would be impossible to make sense of either of them. The
shamanic universe can thus be seen as an effort to impose a cultural order
on nature: to look at “nature” in social terms and establish a dialogue with
it. It is not the “domination” of nature that identifies shamanic knowledge
but its communication with it. It is nature that makes the shaman power-
ful, insofar as it develops his capacity to interpret it and interre.elegte wit_h it.
For this, the shaman subjects himself to rigorous diets and dlfflcult rites.
Via its symbolic and ritual content, shamanism attempts to project an eth-
nic content onto indigenous society.

The shaman is a mediator between the social world of the people and
the extra-social world of the spirits. The shaman specialises in conceivipg
of the inconceivable, reducing its terrible and disconcerting co.mple{cl?y,
and daring to negotiate with it. At times of individual or collective crisis,
the shaman applies his knowledge and experience to transform the pow-

ers of untameable spirits into a positive and culturally significant social
force. In other words, the shaman uses the cognitive, symbolic and cos-
mological categories that are the essential building blocks of social order
and of the definition of political power.

Shamanic knowledge is thus difficult - if not impossible — to under-
stand for those who are unable to experience the life of the indigenous
peoples of the Amazon and the personal experiences of the shaman, as a
Yine explains:

“For the first time, just as an experiment, at 16 years of age, I took ayahuas-
ca. Then I continued experimenting and learning the secrets of shamanism
from within my family. My knowledge comes from my ancestors, from nty
parents in the first place. They have cultivated these disciplines and practise
them to this day. My leaning towards the practice of indigenous medicine
comes through inheritance. I began with two disciplines: toé and ayahuasca.
They taught me to appreciate their knowledge, their technology, and the les-
sons taught me by the teaching planis and their spiritual world are marvel-
lous. This discipline is very healthy: it teaches you to respect everything
around you, the world and its natural resources. It is also a repository of the
knowledge and cultural values of a wise harmony between man and nature,
for which reason it is particularly important for children and the elderly.”

Ayahuasca is associated with knowledge of the forest and the spirits of the
teaching plants of the upper and lower parts of the forest. On the other
hand, foé (Brugsmania sp.) is associated with the spirits of the water, from
the lower, middle and upper forest areas. Tobacco is associated with the
spirits of the highlands, with the animals and birds, and is particularly
represented by the hummingbird.

If a man practises medicine, these teaching plants are transformed
into a very beautiful woman, one who is not of this world but of the uni-
verse and invisible to those who do not practise. And if a woman practis-
es medicine then, in a similar way, these teaching plants become a man.
These accompanying spirits teach the secrets of the knowledge of medi-
cine slowly, with great discipline and ethics, and learning is a continual
process right up until death.

THE SOCIO-CULTURAL CONTEXT

The Ashéaninka people

According to the earliest information we have of them, the Ashdninka
people inhabited the lowlands, where initial forms of agriculture had been
developed, resulting in significant population growth. They were living in
the upper regions of the River Ucayali. Later, and as a consequence of the
movement of other Amazonian peoples, the Ashaninka were displaced
from these areas by peoples of the Pano linguistic family, who came from
the Brazilian watersheds and arrived in these areas overland. These peo-
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ples gave rise to the Pano-speaking groups called the Shetebo, Shipibo and
Conibo, who settled along the Ucayali River. This is proven by the exis-
tence of close trade relations between the populations of the Central
Andes and the forest area, neighbours since pre-Inca times. This trade con-
tinued even after the establishment of the Inca Empire.

Once colonisation had started, penetration took place by means of
those places that had served normal communication purposes between
the Incas and the Central Forest region. The Franciscans began to establish
reducciones or settlements to facilitate the conversion of the Ashéninka,
whilst exploiting their labour. In 1635, the Franciscans established the
Ocopa Convent and, five years later, they had seven missions, of which
the most important was Cerro de la Sal. Between 1671 and 1673, the
Franciscans managed to relocate more than 1,000 Ashaninka to this mis-
sion. Scarcely two years later, the Franciscans had 38 missions, grouping
together around 8,500 Ashaninka.

Colonisation was interrupted in the mid-18th century by the rebel-
lion of Juan Santos Atahualpa, who managed to unite the Ashéaninka,
Yine, Yanesha, Mochobo, Simirinche and Shipibo-Conibo peoples in a
fierce struggle against the colonial power. For virtually the next 100 years,
the Central Forest was to remain closed to the Spaniards.

During the second half of the 19th century, a further advance into
Ashdninka territory took place, with the criollo Republic granting 500,000
hectares of territory in the Perené river and the Ene river areas as a con-
cession to the Peruvian Corporation, a British company formed of state
creditors. Obviously, along with the half million hectares of land, the
British company also gained access to the Ashaninka and Yanesha peoples
who had been living there since time immemorial, and they became the
company’s slaves. With this concession began the penetration of the
Central Forest and Ashédninka territory on the part of settlers from other
regions and other countries, attracted by the Peruvian Corporation’s
“modern” exploitation techniques.

During the missionary period (17th — 18th centuries), the Ashdninka
suffered a serious decline in their population through epidemics caused
by encounters with these very different people. “Illnesses from outside”
appeared, for which indigenous medicine had no answers. According to
the ethno-historian, Jay F. Lehnertz, the little reliable demographic data
produced by the missionaries suggests there were a total of 10,000
Ashéninka during the period of 1711 to 1723, and that the total number of
Ashéninka christened over the period 1709 to 1742 was between 40,000
and 50,000. This author (1974) estimates that, during the 18th century, the
Ashéninka population declined by a proportion of 3.5:1.

During the Republic, many external factors worked to prevent a
demographic recovery: raids and violence caused by the increase in rub-
ber prices; the capture of indigenous labourers for the caciques which,
along with other reasons, perpetuated the demographic decline until the

late 19th/early 20th centuries. In 1970, the cultural geographer, W.

Denevan, detected a rapid demographic recovery among the Ashaninka
people. For that year, he calculated the total Ashéninka population at
between 24,000 and 26,000 people. Uriarte notes a figure of 34,000
Ashéninka in 1976 and, by 1989, Hvalkof considered that the Ashdninka
population totalled around 45,000.

The 1993 census estimated the Ashdninka population at 51,063 inhab-
itants, distributed among 359 communities located in the areas of the trop-
ical forest of the departments of Junin, Cerro de Pasco, Cuzco, Apurimac
and Ucayali, thus forming the most numerous Amazonian indigenous
people in the Peruvian Amazon. This demographic increase, along with
the dynamic of latent conflict among indigenous groups of the basin of the
Upper Ucayali, has meant that the Ashaninka people can today be found
settled along the rivers of the Upper Ucayali, Perené, Pichis, Ene, Tambo
and watershed areas such as Gran Pajonal. They are also found on the
floodplains of the middle Ucayali, towards which the Ashaninka popula-
tion of Gran Pajonal has been expanding since 1970.

The Shipibo-Conibo people
The Shipibo-Conibo people, of the Pano linguistic family, are settled along
the banks of the Ucayali river and its tributaries. They were two different
ethnic groups and still inhabit the banks of the Ucayali river.

In 1657, missionaries and soldiers made incursions into the territory
of the Shipibo, whom they called Calliseca, but they were killed. In 1660,
the Shipibo attacked the missions on the Huallaga river. In 1661, 2,000 to
3,000 Shetebo and Shipibo settled in two centres rose up against the mis-
sionaries and, in 1670, they attacked the Panatahua mission. From 1686 to
1698, they came under the influence of the Jesuits until, in 1698, they killed
the missionaries. In 1765, various missionary posts were established and,
by 1766, the Shipibo population of five settlements had been converted.
Due to the Runcato uprising of 1776, these posts were lost. In 1790, there
were Shipibo along the rivers Pisqui, Tamaya, Aguaytia and the Ucayali
upstream of Sarayacu and in Cushabatay. The Shipibo were known,
among other things, for being great travellers and salt traders. Their tra-
ditional arms were clubs, bows and arrows, and spears. The two latter are
still used today for hunting and fishing. The use of shotguns and cast nets
for fishing is also frequent nowadays.

In the world of the Shipibo-Conibo people there first developed a
mythical culture related to lunar features, a magical-religious pan-natu-
ralist world vision, which has influenced their methods used in the con-
servation of life, ecology and the environment. The Shipibo-Conibo peo-
ple have created a whole way of life and culture that can, to this day, be
seen in the way they fish, hunt, and produce handicrafts.

Shamans and their context

The relationship between the shaman and his environment is not a matter
of competition, nor of use and exploitation, but of complementarity and
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respect. He takes from the environment what he needs, what he wants but,
for this, he must have the “consent”, the “acceptance” of nature. It is a har-
monious relationship between himself and the environment. The most
striking feature of shamanism among Amazonian societies is the way they
think and establish relationships along reciprocal lines.

The indigenous territory, covered with dense vegetation, has man-
aged to develop in harmony with man and nature. Its biodiversity has
enabled it to take shape as the altar of indigenous medicine, and it jea-
lously guards the knowledge acquired by each generation, the spiritual
and curative power of each plant, along with its application, dosage and
symbolic significance.

Knowledge of the environment is accompanied by a knowledge of
soil use. The shaman protects the forests, rivers and nature because they
form part of the basis for his survival. They provide food resources and
preserve age-old knowledge. It is a harmonious relationship between man
and nature, which is expressed in our vision of the world, our socio-polit-
ical organisation, our science, our technology and our spiritual life.

Knowledge is also related to territory insofar as the different tradi-
tional systems of soil management are a part of this, ensuring that the pro-
duction system is applicable and viable, in harmony with the environ-
ment. All this is only possible if there is no deforestation and the natural
resources and river basins are not destroyed. The knowledge process is
indissolubly linked to a cosmogony. In this respect, we can talk appropri-
ately of an ecosystem, of connections and links that exist between each
thing and its environment. It comprises a holistic vision, Many plants
would not have the same function, use or importance if they were taken
from their natural environment, if their original conditions were changed.

ASHANINKA SHAMANISM
The sheripiari
In societies such as the Ashaninka, without further specialisation and no
centralised authority, there are no analogous positions of authority. Social
control of individual behaviour within each nampitsi [community or set-
tlement] is based largely on socially-created beliefs relating to the social
order and powers that threaten this. In the case of the Ashaninka, hunters,
fisher people and gatherers, some of these beliefs relate to man-nature
relationships, referring to punishment meted out by the spirits of the ani-
mals and fishes against individuals who hunt or fish in excess, jeopardis-
ing the regeneration of resources and, hence, the existence of the group.
The other aspect of control of individual behaviour can be found in
witchcraft. Through witchcraft, anyone not complying with the accepted
norms of behaviour and discipline with regard to reciprocal cooperation
and food distribution can be punished. In both cases, it is the sheripiari
who exerts this coercive mechanism.

How the sheripiari acquires powers

To learn to be a sheripiari, a man or woman must be taught by an old and
expert sheripiari. Their training can last from six months to years, and
they have to keep to a strict diet, not eating certain foods such as meat,
chillies, etc., not drinking alcohol, and abstaining from sexual relations.
They must eat only vegetables, particularly fried maniok, and fish such as
the boquichico [Prochilodus nigricans). The master sheripiari will give the
apprentice fabaco-ampiri, a tobacco-paste, to suck, causing hallucinations
of long duration, and so the young person must be completely determined
to take on this responsibility. When he sees himself flying, transformed
into a tiger, united with the female spirit of tobacco in the form of a
woman, he will have become a sheripiari, coupling with this spirit and
having the ability to travel the forest as a tiger. This process transforms the
new sheripiari, giving him a natural dimension and converting him into
an intermediary between the social and cultural sphere, the group and
external powers.

Access to levels and aspects of reality not perceived by ordinary peo-
ple is thus conferred by means of this sheripiari-specialist ritual, via the
capacity - through trance — to visit the spirits that live in the natural world,
or the fathers of the animals in the caves high in the mountains, and
through maintaining culturally cultivated special relationships with the
female spirits of particular teaching plants.

The Ashaninka, as we have seen, are very careful to conserve the ani-
mal species of the different areas of the forest, alternating their areas of
hunting. Retreat of animals to other zones is caused by over-intensive
hunting and is interpreted as a result of the anger of the owner of the
species in question which, in the first place, sends the animals to man for
food. In these cases, the sheripiari acts through a trance achieved by
ingesting tobacco juice (sheri), identifies the hunter who has committed the
offence, ritually repairs the damage, and re-establishes the balance and his
behaviour in line with the social norm, taking the hunter in question to the
dwelling place of the owner of the animals to ask forgiveness and obtain
the sending of further animals. If the hunter violates the regulations again,
he is threatened with being turned into an animal to be hunted by mem-
bers of the nampitzi.

SHIPIBO-CONIBO SHAMANISM
The onanya

The Shipibo-Conibo, belonging to the Pano linguistic family, are settled
along the banks of the Ucayali river and its tributaries. The practice of
indigenous medicine, an important aspect of Shipibo-Conibo culture, is
suffering the impact of western culture.

There are currently very few high category healers among the
Shipibo-Conibo, such as the meraya or yube, there are only the onanya. It is
to be hoped that, in the future, the knowledge and techniques of indige-
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nous medicine will be given new value in order to recover the previous
levels of shamanism.

The Shipibo-Conibo shaman classifies ayahuasca by colour:
a) Panshin oni, by its yellow colour.
b) Josho oni, by its white colour (this is rare).
¢) Huizo oni, by its dark brown colour.

Each variety above represents the following spirits:

a) The boa (anaconda). In Shipibo, this plant is called ronin oni.

b) The cricket (grasshopper). In Shipibo, this plant is called champo
oni.

¢} The chicua (black bird). In Shipibo, this plant is called chisca oni.
It is a messenger bird both for the traditional healers and for the
members of the community. It presages good or ill. This bird
always lives alongside ayahuasca.

These representations of ayahuasca cannot be distinguished or recog-
nised. Only the traditional healers can do this by taking ayahuasca, and
through their visions.

For ayahuasca to produce hallucinogenic effects it must be used in
conjunction with the leaves of a plant known as chacruna. Flowers, husks,
or plant roots can also be added for experimentation purposes, as they are
possessed by superior spirits. The person wishing to learn must follow
very strict rules, in terms of diet for example, in the same way as the mas-
ter healer does. Each master healer has his own ideas depending on the
way in which his teacher taught him and according to his own experience.
Patients — during and after treatment - and individuals who gain access to
these experiences, or to experiences with other teaching plants, must also
follow very strict rules.

There are two main forms of diet for the learning and acquisition of
shamanic powers:

1. Fasting: You must not less yourself be seen or spoken to. You must

remain in bed for several days. Liquids may be taken.

2. Strict diet: Sexual and social abstention. You must not eat salt,

herbs, spices, acids, certain fish and animals.

With regard to strict diets, the traditional healer must prepare the
food for himself or for the apprentice. Another option is to give these tasks
to a young girl who has not yet menstruated or a woman who is past the
menopause. This latter must not be in a sexual relationship and must
maintain her clothes with aromatic plants. The diets to be followed are
due primarily to the fact that the spirits are jealous and weak. The spirits
of the dead animals and fish make war on the spirits of the plants. If the
diet is not kept, the apprentice is scolded, punished or killed by the spir-
its.

There are simple diets that only last two weeks and even as short as
half a day after a simple treatment or after taking ayahuasca in experi-
mental form.

How the onanya acquires powers

Shamanic powers can be acquired by three mechanisms:
1. Through inheritance.
2. Through the choice of the spirits.
3. Voluntarily, with or without a teacher.

In the Shipibo-Conibo shamanic world, there are three categories of
apprenticeships:

1. Onanya. This is the healer who holds all knowledge of first aid. He
uses magical powers and medicinal plants.

1. Meraya. A healer of this category is like a magician. He possesses
the teachings of the semi-divine spirits and also their medicinal
plants.

3. Yube. A healer of this category is specialised in extracting magic
darts, for which he is protected by the father and mother spirits of
the yachay or chonta mariri. He also has the same knowledge as the
meraya and uses medicinal plants.

TECHNOLOGY AND SHAMANISM

Social interaction and the indigenous calendar are linked to the distribu-
tion of society’s different productive activities throughout the yearly cycle.
This adaptation to the boundaries imposed by ecology on the production
of resources and social reproduction itself enables the continuity of the
social system and the reproduction of its living conditions to be ensured
over time.

Man’s adaptation comprises a number of social activities and he is
aware that, as such, they take on socially generated representations and
interpretations of nature.

One aspect of these representations and interpretations enables the
most appropriate moment for undertaking production activities within
the annual cycle to be identified. Knowledge of when to make collective
representations forms the reference point of the collective memory by
means of which the members of indigenous society, masters of special
agricultural technologies, adjust individual and collective behaviour
towards nature to the rhythm of the biological development of the living
organisms on which their material reproduction is based.

Ashéninka sheripiari techniques

The distribution of time forms an annual calendar of activities whose gen-
eral criteria are astronomical, climatic and hydrological. Other flora and
fauna that form part of the necessary knowledge for the practice of agri-
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cultural activities of market gardening, hunting, fishing and gathering are
chosen in correlation with these factors. In the Ashaninka world, there are
a variety of techniques. One of the most important techniques in slash-
and-burn cultivation, practised by Amazonian farmers, is the choice of
land. Then, the stage of slashing and burning begins with a gesture of
great purifying significance. The sheripiari chews ivenki [Cyperus piripiri]
and spits throughout the whole area and over his sons and sons-in-law to
prevent clashes with the evil beings of the forest.

The burning stage is fundamental to the cultivation technique as the
transfer of the nutrients, largely found in the plant cover, to the ecosystem
of the tropical forest is sought through the transformation of the plant
material into ashes. It is in the sowing and harvesting phases that the sym-
bolic gestures accompanying the technical work show how the relation-
ship between the farmer and the crops grown is understood. In the stage of
harvest and abandon (fallow), a symbolic aspect is the women'’s songs at
the time of transporting the harvested manioc from the fields to the house.

Of the hunting techniques, the practice of lying in wait in the feeding
areas of forest animals is probably the most difficult. Arrows are primari-
ly used in this. It is essential for hunting techniques that the purity of body
and weapons is achieved in order to establish an appropriate relationship
with the forest animals. Fishing is practised both by individuals and
groups, generally in the summertime, in July and August. Women who are
menstruating or who are pregnant are prohibited from participating in
this type of fishing because “they sweeten the poison”. Finally, a male and
individual form of fishing is practised throughout the year using nylon
and a steel hook, both obtained at market and which are modern substi-
tutes for the cotton cord and thorn or bone hooks used by fishermen for
thousands of years.

Shipibo-Conibo onanya techniques

In the case of the Shipibo-Conibo, the relation with the spiritual world is a
question of aesthetics, and of therapeutic applications. Under the influ-
ence of ayahuasca, the meraya perceives information that he knows, often
chaotically, comes from the spiritual world, in the form of luminous
designs. He then tames this information, transforming it into various aes-
thetic notions: geometrical patterns, melodies, rhythms and fragrances,
which play a key psychological and spiritual role, both for the patient and
for society.

One of the tasks of the meraya was, in Shipibo tradition, to obtain
designs from the spirits and hand them over to women in charge of their
artistic elaboration. The meraya thus has a key role in art and in the dom-
inant religious ideas that remain symbolised in individual designs and
motives. In addition, meaning was transmitted through the decoration of
his tools, clothes and earthenware jars etc., with the characteristic geome-
trical designs, in which each non-specified design symbolises Ronin, the
cosmic anaconda. (Ed.note: see the Shipibo-Conibo vignettes in this book.)

Adolescent ceremonies are essential rites that served both for reli-
gious life and for the artistic activity of women. It was at such times that
the best specimens of clothes, ornaments, ceramics, and weapons were
gathered from all over vast areas of the Shipibo-Conibo people. Formerly
inter-regional festivals were great artistic presentations and opportunities
for the dissemination of the religious experience, expressed in the decora-
tion of objects. Nowadays, wood engraving is a technology whose outlin-
ing is done by the women and the actual carving by the men. All artistic
production is carried out by the women. As well as covering everything
with their geometric designs, they weave or embroider textiles, gild
ceramics, thread beads, create facial designs and mark people with invisi-
ble bodily designs.

Shipibo—Conibo therapy is essentially a vision of ideal designs,
applied to the patient’s body. The concept of the cosmic anaconda, Ronin,
is central to knowledge of the symbolism of the designs. Ronin is a spirit
primarily related to water, the physical basis of the universe. As the essen-
tial provider of all geometric designs, Ronin is symbolised in Shipibo-
Conibo art at three levels of perception: firstly, in the production of ceram-
ic vessels. In this technology, the rolls of clay added represent the anacon-
da rolled up resting. Secondly, the style of the design as a whole is related
to the skin of Ronin, which shows all the existing and imaginable desi gns
and colours. And, thirdly, Ronin and other snakes are symbolised by indi-
vidual motives more or less fashioned in a snake-like form, integrated
within the design.
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Sheripiari treating a patient.
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Voices Il: Indigenous Specialists

The Ashdninka Healer

Dionisio Moron Rios is a very experienced shaman. He is introduced by his son-
in-law, Luis Cushmariano, who is also his apprentice and a boat pilot of the
Programme. They both live in the lower River Unini.

Presentation

My father-in-law is the healer in Unini and he is a doctor, a sheripiari. He
takes the vine called kamarampi (ed.: Banisteriopsis sp.) and jorowa (ed.:
Psychotria sp.), in which he has faith. When the community members fall
ill, they go to him and he cures them, this is why he has faith in the two
plants. My father-in-law says that if he cannot cure them with traditional
medicine, he tells the patients to go to the pharmacy and buy their medi-
cine, that it will do them good because the spirit has told him so. He does
not send them just for the fun of it but because he knows what he is doing,
and this is what other sheripiaris ought to do, come to an arrangement
with both sides, both traditional and western medicine. But unfortunately
there are sheripiaris who do not work in this way, who do not examine the
people, but my father-in-law does and if he can’t cure them with tradi-
tional medicine such as kamarampi or jorowa, he tells the patient to go to
buy medicine from the pharmacy, that it will make them better, that he
knows because the spirit told him.

The old healer’s story

I learnt to be a sheripiari with masters and my father-in-law has also
taught me, right here. I have taken ayahuasca with an indigenous friend,
who is Cocama and with the mestizos. In all I have had three masters
teaching me.

The Cocama lived in Bolognesi, and came especially as he was a
small trader, and he has become my great friend. One day he asked me if
there was any ayahuasca and I said yes, that I would bring it the follow-
ing day. As I knew nothing of these things, he helped me to cook it all day
and night. We began to take it while he advised me, he told me that this
was good, that it was medicine and that I would realise this after I had
taken it for two or three years, that only then would I open my eyes and
realise that this cures, that it is a great medicine. And I listened to him and
began to take it. Later, another man came from Gran Pajonal, which is in
up there in the hills and he also invited me to take it. At that time I had
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Voices II: Indigenous Specialists

Casimiro

Casimiro Izurieta Cevallos is 70 years old and lives in the community of
Tzinquiato. He is a traditional healer, with many years experience as a shaman,
bonesetter and herbalist. The programme appointed him master specialist in order
to pass on his wisdom to the next generation.

Bones, herbs and ayahuasca

I first lived in Mapalca, where I founded our village. There was a man
there, the grandfather of Javier Prishica, who brought me here and 1
worked with him in medicine. He taught me everything, also how to
obtain kamarampi. At that time we were not greatly accepted by the peo-
ple, they said we were deceiving them. But they would call me when there
was an emergency, at any time, for example, if a young boy had an acci-
dent, because I am a bonesetter.

Now I am continuing to work with the Programme, supporting my
community, and now I am more accepted. People tell me to keep on work-
ing, that 1 should not stop. I want to teach but some don’t want me to.
1 learnt to be a bonesetter a long time ago, from my companion from
Mapalca and I now have 25 years experience, but few young people want
to learn. I tell them that tomorrow I may die and then who will look after
the people here? I am the only one doing this. They come to get their bones
set from Mapalca, Shiranta and Capajereato. And I don’t charge a fortune,
as they say, although some say I charge a lot but that’s not true, they only
pay what they can.

To heal bones I use a yanchama [Paulsenia armata] resin, there is also
renaco [Ficus sp.] latex sap for gluing and the fat of the black boa is a great
thing. [ have faith in renaco resin because I too have had a fracture. When
1 was young, I liked to climb trees like a monkey and once I fell. I was like
dead, unconscious for a while and my backbone was dislocated, and when
1 worked it hurt me. One day a man told me there was a thick liana that
you can split in the middle and you rub it in six times when you leave and
six times when you come back. Then you tie liana together again and
when the renaco tree begins to heal then your wound will be healing too.
Now I feel no pain.

Youngsters today don’t have the same curiosity; they don’t want to
accompany me anywhere. Sometimes I go to train somewhere else. The
other day I went to Libertad. There was a patient with a bad flu, to the
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Voices II: Indigenous Specialists

Mauricio

Mauricio Fasabi Apuela is 78 years old and a loj:.!eg-stf;)m*.lin%-ir I;.s;ﬁr; g; ;?;nni ﬁf;
in i thern Peru.
in the department of San Martin in nor : : _
fn?tfzson forest fﬂ the 1940, during his military service. He marr:edlg Y:;eﬂz;o;&::;
and seitled in Ucayali, adapting to the river environment. They now e t

community of Santa Clara.

The shaman from Lamas : ’
I learnt shamanism in my homeland, in San Martin, wht:lr: IMw.avI::lz
demobbed from the army. I met my wife whc;:n I was going to the o
river and I just put her in my boat — I couldn’t speak her language
didn’t come back for a year. .
o tI;fr;rgevilllage, I leamnt from a certain Aml:‘n'osm Tuanama, hedtilltli%}il;
me in the Amazon village of Jeberos. 1 leam}: Wll‘l’ll th(:vsif1 g(:ﬁﬂ; Sagut ek
I have been learn .
why [ wanted to serve my country. eel e
le and this is no good, bec
are some healers who harm people and A
witcheraft. But of course the good thing is me : e e
i jet. After two months or so, you can _
two months of following a diet. . s
take ayvahuasca and to learn more and you ¢
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The youth of today don’t want to e o
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: i i brother he will confirm
R AT e e ho are working here, they are from
lying. We took it with these men wno w e
disciples but it’s not possibie
Sepahua, they want to be my b e e e
f ound here, because learning doesn't happ
?nrzrr:t?:s rr(\)gtl Zrin week, and tomorrow they are go::un(t,;tbzu::l;(toi tSEE?}-.}?E ;
; disci j times they want to take
have no disciples here, just me, some R
efer the girls and therefore they don’t take it, they )
ill:g rttitle{cegsg;ry diet; gwhen you take ayahuasca you must not sleep with
ill fall ill.
Womeg:trs?;(;rl\levt\;mes illness comes, because you do not purge }f?uriie;f;
because you do not respect the diet. My son.-:_n-law hemi_][]u?::l ;},1 b
treating a patient, Don Belisario, he sz{iis a sép;ntuellezlaexg hi; Rt
hen I knew some things, he died and & suc e
?;ﬂ;‘;t;; healer around here. I am the only one who cures all the sic

people, they are always calling me from OIRA, asking questions, that was
why I was recommended by OIRA.

The indigenous health project is very good because it is such an
incredible thing. We are all very happy here, for example, Miss Teresa is
very happy, she tells me that when someone is ill and cannot be treated
with western medicine then they say to me, look old man, you'd better
take your ayahuasca and treat him in your own way, and so I do. This is
how we combine the two medicines.

When we came to Urubamba, at that time, my wife was still strong.

She is older than I am and now when she tries to cook her bananas, all she
does is burn herself. It was in 1944, I took her to the Mand river, oh how
time flies.... to think I came to San Martin a young man and now look at
me, my whole body aches. They operated on me in Sepahua because my
testicles had dropped; it was a hernia. I came back from Sepahua very ill,
then Miss Otilia arrived, she came here one day and said to me, “Hey
Grandpa, what's up?” Oh, Miss, I said, I am very ill from this operation I
had in Sepahua. I showed her my leg where they operated on me and she
took me back to Atalaya. There people from OIRA treated me and now I
am OK, even my son-in-law Juan Mozombite has had an operation. Also
my grandson, Antonio, who is scarcely two months old, is calm now. I
offered him his renaquilla [Clusia rosea], which is good for operations.
Here my daughter-in-law Lili has also been following the treatment for
two months, she too has completed her ojé [Ficus insipida), and she tells me
she is better but I tell her not to eat sajino [collared peccary] (Tayassu tajacu),
or fish with teeth, that she can eat boquichico [Prochilodus nigricans]
because it is good, and also shrimp.

In 1944 I was planting rubber in Manii and in 45 I returned. My wife
is from around here, her village is on the Tambo river. Her husband died
and because of her feelings for her husband she was going to the Manii
river with her uncle. Well, I met her, I took her, I put her in my canoe just
like you would load an animal, I couldn’t woo her because I didn’t know
her language. She is a Piro (Yine). Now I speak three languages, Quechua,
Spanish and Piro (Yine). But not the Campa [Ashaninka].

Lamas is a beautiful village, it is on a mountain and all the houses are

yellow. They speak Quechua there but not in Tarapoto any more. Only a
few. Now at 78 I can no longer see well.



Voices II: Indigenous Specialists

Luzmila

Luzmila Euchs Lopez is Ashéninka from the community of Nuevo Paraiso,
Ucayali, where the Adventist Mission has its base. Luzmila works as a tradition-
al midwife, vapour healer and specialist in indigenous medicine with the
Indigenous Health Programme, appointed by ORDECONADIT, the indigenous
organisation in the Tahuania district.

Passing on experience

I don’t know how old I am but I am a traditional midwife. I am here in
Boca de Tahuania working with the organisation’s nurse. I help women to
give birth or when they cannot have children, and for this reason they
have chosen me to teach people, showing them how to care for women
who are going to have a baby. In other communities there are no birth
attendants, or only those who attend their own daughters, granddaugh-
ters or daughters-in-law, no-one else. We have told them that they should
deliver other babies and not only their own family and so now they are
helping all women.

In some communities, there are old vapour healers and midwives,
and they must teach the young women who want to learn so that when we
are no longer around they can replace us and carry on teaching their chil-
dren so that our culture does not die out. I had an aunt who taught me
how to vapour heal before she died. She lived in Bajo Aruya and someone
put a curse on her. Now her daughter has taken over from her. I go to the
communities to teach interested women how to vapour heal and we tell
them that plants are good. There are plants in the wild that can be used to
vapour heal.

Training is undertaken with the promoters, vapour healers and mid-
wives to see if they have learnt or not and to continue to teach those who
have not learnt well. In some communities, there are vapour healers who
live very far away. Now in Mencoriari they have their vapour healer, like
the sheripiari, who also lives alone and only cures his family. But, through
all this work, the whole community is now being cured.

The communities are now happier than before. My nephew brings
them pots so that they can vapour heal. Before they used old pots and
now, with the new ones, they are happier. What's more, they have been
given a mosquito net so that they can cover the sick. They have all been

iven the tools of their trade. The midwives are also learning and teaching
others to use plants. We have de-parasited 300 people with ojé [Ficus insi-

ida : : g

fv itt} :nn;:le :r‘:ij:rp::f e::se working with both children and adults, and also
With Miss Lidia we have encountered seri i

young man fvho was ill, pale and swollen. Unﬁﬁlyoizgige&ﬂeb%v?hz

Eahent was in the countryside and his son went to find him to car{'y- him

Oanck ﬂ:o his house. He wanted to die but his son took him to Compirushari.

on: ‘:i ts;\ec‘gni daydw: gave him ojé, we took his clothes off and washed

hire % ater and he was crying out that he wanted to die. I told him
e was not going to die and the following day he was less swollen, he

evc;n got up and that was how we left him. After a few days we returned

and we found him cured. He was attending meetings and the people were

surprised to see him well. Th - :
God, it was not to be. e 4t BoinE e B at

Luzmila, Lidia and coordinator Manuel. Photo: Rune Hualkof, 2000



Voices I Indigenous Specialists
Rosa

Rosa Valera Flores is 58 years old, and a traditional midwife and healer from the
Shipibo-Conibo community of Shahuaya. She works in the Programme with
ORDECONADIT in the Conibo sector of the Tahuania District. (See the fotos of
Mrs. Rosa on pp. 274 and 275).

The master healer
Ilearned from my mother, when she was young, and I continued as a mid-
wife. Women experts should teach their daughters.

They asked me to work with 13 communities. During my travels, I
taught vapour healing, treating several patients with vapour and working
with people interested in learning. I also work with girls, showing them,
teaching them to spin, to embroider cloth, also how to work with ceramics,
making mocahuas [bowls]. I teach all this to girls and women, young and
old, who are interested in learning. This work is growing in the commu-
nities, and the involved people are continuing to practise and work in
their communities. I have taught them to heal with plants, for example,
those with diarrhoea, vomits, they are offered plant remedies. I have also
taught them how to prepare ointments and syrups. For the ointments, I
taught them how to prepare chuchuhuashi [Maytenus laevis], uchpa caspi
and boa sacha. I explained to people how to use these preparations to heal
a wound or to use some bark for diarthoea. I have taught all of this, show-
ing them how to prepare the plants, what amount to use.

I also taught the preparation for vaginal discharge. We use a tree
which in our language is called the isumbushite, which means maquisapa
[Spider monkey, Ateles sp.] bushite peine. It is prepared and offered to
women who have a vaginal discharge. Some women have been cured in
this way, others not. There are two types of maquisapa ushumbushite: one
is a slightly bitter bark and the other is a little sweet.

I also cure with ayahuasca. When the intoxication of ayahuasca over-
comes me, I begin to sing to the patient that I am curing. There are people
who come to my house very ill and they leave a little better. There are also
deceitful healers, who do not cure the sick. There are some that think they
can be healers after three months or a year. | have been working for many
years and even now I may take toé or kamalampi, which is for the sick
person. But if the patient resists all of this, the problem returns.

Comadre and specialist Hermila. Photo: Cacilie Mikkelsen, 2002
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Voices II: Indigenous Specialists
Amelia

Amelia Coronado is Ashéninka, a master vapour healer in the community of
Chicosa and head of Women'’s Affairs for the organisation OIRA, where she spent
three years working in the Health Programme. She works in the communities of:
Quepachari, Quempitiari, Toniromashi, Trhuania, Canapishtea, Puerto Alegre,
Mencoriari, Diobamba, Tahuarapa, Chicosa, Pensilvania, Pandishari, Nuevo
Pozo, Sheripashi, Nueva Esperanza, Unini-Cascada, Shenontiari, Sataniari,
Anacayali, Tzivetari, Centro Selva Tzipani, Corintoni, Boca Apinhua, Centro
Apinhua, Unién San Francisco, Lagarto Millar, Aerija, Laulate, Sapani,
Tahuanti, Urubamba Sepa, Capajearato, Inkare and Belén. (See map on p. 189).

Work as an expert vapour healer

My grandmother taught me how to vapour heal and also all about medi-
cinal plants. My work now consists of teaching the women about plants,
how to vapour heal, how to cure a chill, sickness and diarrhoea. They
already know a little but they need to learn more. They give me a good
welcome in all the communities.

Thanks to the Indigenous Health Programme we are making
progress and we have pupils in my community who have been trained,
and this makes me very happy. But I, and the communities, need some
supplies. I ask the OIRA leaders if they are going to recognise all my work
because I have three jobs, as vapour healer, midwife and bonesetter. They
only recognise me as a vapour healer but this doesn’t mean that [ have lost
my other knowledge. I am ready to help my community in any way I can.
What we need is to continue training the midwives, and the vapour heal-
ers. I have seen no training of promoters or midwives this year, and there
is no one supporting the nurses.

The communities keep asking me to visit them but I tell them that my
work has finished, although I will always continue to support them, I will
continue teaching the women. This is why I want the health project to con-
tinue.

We are all very happy with the Programme. My grandmother, Jovita,
is working as a vapour healer and she also needs supplies. I stopped
working two years ago and L have suffered with the 50 communities. I was
first in a community for eight days and then for four days. I used to cure
with piripiri, with huante, with toé. I vapour heal with toé to banish all ill-
ness far away. I also cure diarrhoea with lemon leaves. There are a num-
ber of barks that can be used as medicines and I have taught all this to my

community. This is why my community is very ha now.
three vapour healers here, Jovita, Gloriaty and m;yself. E['Iitire are Eﬁr&::
midwives but I don’t know them. But they are also asking for supplies
just like the sheripiaris, who need their tobacco with which to cure. We
know we need training, although when Miss Juana was here the promo-
ters, vapour healers and midwives were always being trained.

The Programme has achieved a great deal but now it is not quite so
strong. The nurses are not training the promoters any more. They are all
men and we need women to be trained.

ae T .

Amelia diagnosing.



Voices II: Indigenous Specialists

Susana

Mrs. Susana Avenchani Faman is community chief and vapour healer m thfe corm-
munity of Chinchini, situated on the banks of the fast running Unini river in
Gran Pajonal. She was working with the Health Programme through OAGF, the

local indigenous organisation.

Handicrafts and medicine _

I weave cushmas, shoulder bags and baskets in my community. I falso
work with the community members in cultivating our herbal medicines
and growing cotton, as well as making hanc.hcrafts.

1 know how to dye yarn in colours, using the clay that you get from
the lakes. I need support from the project to get me pots for boiling my
ith the clay dyes. ,
yamsv:'\i’th my me{lic)i(ne 1 soothe the patients; through the spirit of the

leaves that are boiled for steam, the patient will be calmed.

My mother taught me this, and my mother was taught by my grand-
mother. Right now I am planting my medicine. I have the medicine that
women use when they give birth, to remove the pain during labour. I also
have herbs for not having children, and other herbs \.wvhen .they want to
have children again. After you have your child you drink this remedy for
not having more children, and when you want to have children again you
drink this other one. There are lots of women who ask me for thls You can
make it from a vine that grows in the forest and I also have it in my gar-
den. One is named the “little vine” and grows on a tree and the otheris a

herb called pinitsi.

and people who need my services.

Voices 1: Indigenous Specialists
Tedfila

Tedfila Visquez Valera is a native of the community of Shahuaya in Ucayali. She
is 49 years old and was appointed by her community and her organisation,
ORDECONADIT, to be a vapour healer in the Programme.

Learning vapour healing

I did not know how to vapour heal, it was only through the Programme
that the people chose me as a vapour healer. Mrs. Rosa Valera taught me
how to vapour heal a patient. According to the Shipibo culture, you use a
mango leaf and an orange leaf for vapour healing. The leaf of the savanca,
as we call it in our language, is also used from the wild. All this is cooked
and you begin to vapour heal. I learnt everything from Mrs. Rosa.

I have also learnt how to prepare a remedy for diarrhoea and sick-
ness in children and adults. The leaves of lemon grass are prepared and
then given but the dose depends on the age and state of the patient. I have
also cured wounds, by giving the patient crushed piripiri [Cyperus piripiri]
but you must tell them how long they have to follow the diet for them to
be cured. I have even cured a woman who was haemorrhaging, giving her
the leaf of the red cotton plant mixed with yawar piripiri [Eleutherine bui-
bosa]. I also cured a child who was passing blood in its diarrhoea.

I have treated children and adults within the community for years
and now I am treating patients who have swellings, using leche catahua
[Hura crepitans; Hevea spruceana] mixed with tobacco. You put it on the
swollen part and it gets better.

I am very grateful for the work I have been able to do during this
time, very happy and very grateful. I have learnt and I will continue to
learn many things in order to be able to treat my family, the community




6. Medical Perspectives
Medical Aspects |: Working in the Field

By Dr. Luis Torres Tuesta, Physician, PSI General Coordinator

Methodolo

Field work ag:d its methodologies constitute an enormous challengz tg
those working directly in this area. The key project ob]ectlvg that ﬁm e 4
our overall intervention was to build a local hgalth system in each com

munity, comprising components from both indigenous and western rng:
dicine. The work with the organisations, the previous tentative E‘ng.l'l-
ences of the first phase, the methodology for planning, implementing, :_
seminating and evaluating the work of each trip, along with an ;pprop d
ate management and readjustment of strategies, facilitated and ensure

our effective development.

Forming the teams for field work . '
We decided to use mixed teams for field work implementation, one tleam
for each sector made up of two representatives .from indigenous culture
and medicine, and one graduate nurse representing western medicine. ;
It was decided that the indigenous representatives ghould consist o

one woman with experience in indigenous medical practices, andf Parh:l?:é
larly in antenatal care and childbirth, and one representative r(c)lr‘n e
organisation, preferably a leader, who would work as sector coordina ”
and indigenous health and culture promoter. In OAGP, the V\Irgr(r;;n elziqsfas
also played a role in terms of the women's organisation (OM . ). 2
decided that the western medicine representative should also be a woma :
in order to facilitate the work with the indigenous women of the clclnmm;
nities, who do not generally communicate or confide their health pro!
o ’;(';1;“ Fc?r.maﬁon of these mixed teams was in l:m_e with the expresrs_ed
needs of the communities themselves. When we visited the rfommumtt}llea:
at the start of the project, the inhabitants to!d us in no uncertain termzl : ;e
they wanted both medicines, their own (indigenous medicine) a;t =
“pharmacy medicines” (clinical or western _medlcme). The reasonﬁ or ;
was that they had illnesses that were spemflf: to themselves, but they wer
also affected by illnesses brought from outside.

The teams’ training and trips

Prior to each stage of the project, the team members received training on
institutional issues, intercultural health, the project itself, issues specific to
each person and guidance on team work.

The field work took place within the geographic range of each organ-
isation (federation), each of which was divided into two sectors. One team
worked in each sector, moving from community to community, staying on
average three to four days in each. Each team made six consecutive trips
in an 18-month period of field work, during the second and third phases

of the project. In this way total coverage was obtained and thorough and
sustained work achieved.

The team in each community

In the visits to each community, some initial formalities were essential.
Firstly, an informational meeting would be held with the head of the com-
munity on the reasons for the visit and the work to be undertaken. A com-
munity assembly would then be convened in which the team would
explain the work to be undertaken and the necessary agreements would
be reached. Depending on their role, each member of the team had
specific activities to implement, but always in mutual coordination and
collaboration with the others.

The sector coordinator and the vapour healer’s role was to be in spe-
cific contact with the indigenous medicine human resources (shamans,
vapour healers, herbalists), promoting and supporting their work from
the very first visit. As the indigenous representative, the sector coordina-
tor was responsible for issues related to the life of the community as a
whole: territory, forest conservation, culture, self-development, non-
dependence and self-determination, indigenous rights, problems of com-
munity, federal, regional and national level organising and, specifically,
promoting and supporting the work of the indigenous medicine human
resources. The vapour healer’s task was to promote and support the work
of the vapour healers in each community, including the training of new
vapour healers. She was also to promote and support handicraft work,
food production, women'’s organisation and rights, and deal with preg-
nancies and labour.

The work of the nurse was undertaken on a house-to-house basis, her
main role being the training of at least two promoters in each community
and the organisation and running of a medicine chest comprising a mini-
mum stock of medicines. She was to provide training on prevention of ill-
ness, treatment of patients, and on how to keep a record of the activities
undertaken.

It should be noted that whilst each team member had their own spe-
cific role, at particular times intervention was undertaken jointly, mutual
collaboration being one of the main characteristics of team work.

During the first visit, the team would assess the health situation of
each community, and they would undertake a population census, identify
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environmental risks, for both families and individuals, for the work of
training and prevention.

The work of each visit was planned, implemented, reported on and
evaluated. Depending on the progress made and the difficulties encoun-
tered, strategies were changed and adapted to the results and expected
objectives. The work of the teams in each sector was supervised by a re-
presentative from the indigenous organisation and culture, and by a doc-
tor representing western clinical medicine.

Whilst the proposed results and objectives guiding each team’s field
work were clearly defined, the way the process unfolded involved inte-
resting social and technical aspects. The adaptation of western profession-
als to a new environmental and cultural reality, the interaction of team
members with each other and the people, the language difficulties, the
attitude of mutual respect, the different viewpoints and conceptions of dif-
ferent problems, the exchange of knowledge and experiences, the com-
mitment to work effectively to gain the community’s acceptance, these
were all new experiences that enriched the knowledge and strengthened
the motivation of each team member and the team as a whole.

The promoter
The promoter was a volunteer appointed by and committed to the com-
munity, responsible for the western component of the local health care sys-
tem. There have been promoters in indigenous communities for many
ears. When the project began its activities, there were already promoters
in all the communities, some of them with more than eight years’ experi-
ence.
Prior to the project, they received no regular training, nor any follow-
up or supervision. Now, with the project working in 119 communities,
their training, follow-up and supervision are systematic and constant.

Training of promoters

The main role of the nurse in the project’s field work was to train the pro-
moters in each community. In the beginning, they found that the promo-
ters received theoretical training for three or four days from the Ministry
of Health (MINSA) health centres and NGOs, but only sporadically, and
in large groups in the towns or larger settlements (Atalaya, Sepahua,
Bolognesi, and Oventeni).

In line with the overall project objective, “to develop a coordinated
team in each community, with representatives from both indigenous and
western medicine”, and bearing in mind that each community had pro-
moters interested in learning western techniques of health care but who,
because of their cultural characteristics, were not predisposed to or in the
habit of intellectual theotetical work, we chose a primarily practical form
of training, rejecting the idea of bringing them all together in one town.
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The training of the promoters was undertaken i
ik i ‘ ‘ continuously over an 18-
o ;:ve:yod during the second and third phase of the project, in the fol-
* Whilst the nurse was visiting the community, from the time of her
1&1:;';:;?111 ;I"‘;l\l;ehert lfliﬁpsrtt}t::e, the promoters would accompany her,
i exganatigcy | ough practical work along with essential
* In small groups of four or five neighbouring communities over 6-
7_day penm.is', combining practical work with theoretical explana-
tions and visiting the participating communities as a grou ; This
way of wo.rkmg enabled the promoters themselves to ai]:; con-
crete experience (to learn by doing), with the more exgerienced
prov@mg support, there thus being a movement from passive
. ;':ecepthn of ideas to concrete actions under supervision.
or periods when the nurses were not in the communities (two to
three months), the promoters were left tasks to be reviewed on the
rﬁ::)u;‘r; :)f tk’le nurses. In the interim they could act by consulting the
ﬁ : Doct:;i”?nanual, the flipcharts, and the book “Where There Is
* In the last three visits, given the need to
to an _equivalent_ level, ;gt was decided to c%;tnt;f trl:iwugx:glnzz:frr:euopf
izzr:gltai;;tss; fczlrrcrlm.lg new groups with promoters from three com-
g nd doing the work as a group, visiting each community
or two days. In this way, the new promoters received training for
Six consecutive days, stimulated and supported by the old ®
moters, with their direct intervention with regard to health IrJ;Ic:::
'IIf_ehn}s, and under the direct tutorship and supervision of the nI;rse
. is way of workmg.had a great impact and was widely accepteci
ecause of its essentially practical nature and its more beneficial
dynamic f'or each participant. This was because it enabled
strengthe’nmlg of weak aspects, along with a more effective use E;
everyone’s time as the promoters were being trained at the san?e
. ;;r:es as the communities” health problems were being dealt with
Sues were determined by the problems encountered, in terms of
diagnosis, treatment and prevention of illnesses in terms of
records, management of the medicine stocks, pass'ing on know-
:ﬁggssto t?e pgpu-lation in their own language and with regard to
e ex‘; :riezge‘lcmal plants and exchanging relevant knowledge

ﬁ; itI}llicla1 beg}inning of the third phase of the project, it was proposed that the
Cemmsg '(I)'h promoters sholtl:ld be carried out jointly with the MINSA health
- 1his never actually took place, except partially in OAGP, 1
:#ue to the rapid turnover of staff in these establishmen}‘:s and the ia;:gefly
eam to oversee this at regional level, oe




One very particular feature of the s.ocia.l dynamic in ti;tle .ind(;ig:;\;ni:;
communities is their spontaneous par}tliapatlon. Thfgrdagi ih e1Irr'tlv s
ivi by visitors that are accep ; ’
any activity undertaken by vis e D e heal.
s medicine specialis p
teachers, students, mothers, indigenou vapour s -
iti idwi i hamans) and community
, traditional midwifes, herbalists, s and
?rl;sgeneral providing information and other facilities or as observers.

Medicine chest . . -
The community medicine chest was another important alnd sz?‘:gg;ﬁ C;Th
k of intercultural health. It was implement
B s ilable therapeutic resources
i the locally available p
community as a complement to L
i ici i to a need that was acutely y
indigenous medicine, and in response to a Nee Ly
?liénpegple of every community. It is the first h}r‘n? theydhayfhl';a:lc;fknzgst
ibili ith little help, and wi
t access to such a possibility, with ; . t
g’eel?giing :nd knowledge. They had previously received Ecce’\dsllo?t?; I(r:‘h:ma
i ici i t know how to use or handle -
tions of medicines but they did no \ ' R S
ici tablished in each of the 112 proj
A small medicine stock has been estal the
act communities, with its own premises built by th.e c&mm::ncjtg ;\t’;eitf},ia&\g
i i ini tial medicines, in the u
with a list of the minimum essential mec ‘ s o2 L
i t initially contributed a sum
moter has been trained. The projec ; ufed 45U
grrce):volving fund. The different ways of reFlacu}g 1rrlr}edl-?nr(:'csi ra?stilr)lrénsgp 2;1::;
ing, fi i ibuti ted from fishing, fu
selling, financial contributions genera : : s
rate unilaterally or, In
nts, and the sale of wood — sometimes ope ;
s::es in a combined form. Work has been patiently but c_onstteimtly under
taken’ to adapt and stabilise appropriate forms of administration.

EPIDEMIOLOGICAL REALITY
Demographic information

Editor’s note: The figures for people included within the project’s trial census
do not, in some cases, correspond to the figures indicated from other sources of
demographic information for the area, which include social science research. In
general, the figures given here show a general trend towards being lower than
the others.

The difference is more pronounced in Gran Pajonal, where the total popula-
tion, including the mestizo and mixed population in Oventeni, was no more than
4,600 people in 1999 according to the information given here, whilst the figure
given for OAGP itself is around 8,000 individuals. More conservative estimates
from researchers working in the area suggest a total population of between 6,000
and 7,000 people, not including the settler population.

The difference can be explained within the normal margins of error for demo-
graphic surveys covering mountainous forest zones, in which the population live
far apart and with logistical problems of access, through different methodologies
and the fact that OAGP covers 6 extra communities that were not considered by
the Programme as belonging to Gran Pajonal as they are located in areas closer to
Ucayali.

Similar discrepancies can be found in the data from ORDECONADIT and
OIRA. In general, the Programme estimates that the data is 15-20% below the
current reality. Nonetheless, it is representative of the population included with-
in the Indigenous Health Programme and valid in terms of relative statistics.

Population

The indigenous peoples have, for the first time, undertaken their own
population censuses in the three project areas. A trial was undertaken in
May 1995 with OIRA. In 1997, it was carried out in 113 communities of the
three organisations. In 1999, the census was carried out in 118 communi-
ties of the three organisations plus one smaller settlement.

In 1993, children under 15 years of age represented 44.6% of the total
national population of the poorest social stratum (5th and last stratum).
Within the project area, children under 15 years of age represent 52% in
OIRA, 51% in OAGP and 49% in ORDECONADIT.

Data from the last census (1999) was recorded on cards that are
retained by each organisation, It has been established that the indigenous
peoples themselves can carry out their censuses with little help.
Throughout the project, too, the promoters have been trained in recording
births and deaths. There is a book of births and a book of deaths in each

community. This activity requires follow-up and supervision for it to be
maintained.



J— Population OIRA i Population ORDECONADIT
Censuses of 1997 and 1999 Censuses of 1997 and 1999
4000 i~ 2000
3500
= 1500 |-
3000 2599
2500 E 1146 1196
2067 1000
2000 |~
1500 500 ,
1000 = l
— 0 1 J
500 6 -14 years > 15 years
<1 year 1-5years 6 -14 years > 15 years
Population by people and organisation
W 1997 January-February 1999
1999 T ’
Organisation People No. - Native Population Growth
Communities Rate %
OIRA Ashaninka 44 6,152 2.0
Yine 8 1,967 28
2500 Population OAGP Amahuaca 2 100 43
Censuses of 1997 and 1999 ‘-m’l Yaminahua 1 74
-1 1888 l ‘ OAGP Ashéninka 31(%) 4,626 40
| ORDECONADIT Shipibo-Conibo 10 1,856 0.8
0 | Ashéninka 20 2,241
1500 [~ | j | Mixed (Sh-C. + Ash) 3 178
' 3 organisations 6 Indigenous Peoples 119 Comm. 17,194 inhab.
1000 I~
| (*) Includes Oventeni, with 582 inhabitants, mostly mestizo.
500 [~ I
In general, the trend is towards population growth among the indigenous
| " peoples. In ORDECONADIT, the migratory outflow also needs to be taken

1 year 1 - 5 years 6 -14 years > 15 years into consideration.
<



o Births and deaths Birthrate x 1
Indicators — Three Organisations — 1999 - 000 Inhab. - 1999
Births Birth rate 60
x 1000 e
OIRA 312 37.62 40
OAGP 259 56.00 = }
ORDECONADIT 197 46.08 2 249" 2
0 e
Deaths Overall mortality NAT. UCAYALI OIRA OAGP ORDECONADIT
rate x 1000 Nati
OIRA 60 793 ational Average Average Ucayali . Average native
OAGP 89 19.20 * 1995-2000 communities
ORDECONADIT 40 9.35
Deaths < 1 year Child mortality rate General mortality rate x 1000 Inhab. - 1999
x 1000 live births 30
OIRA 20 64.10 -
OAGP 33 127.41 -
ORDECONADIT 11 55.83 . 20
{ 15
Maternal deaths
OIRA 0 10
OAGP 0 5 = —
ORDECONADIT i} o " : .
NAT.
Deaths < 5 years % _ LIGAYALI OIRA OAGP  ORDECONADIT
OIRA 38 63.33 1 National Average Average Ucayali . Average native
OAGP 42 47.19 “ 1995-2000 communities
ORDECONADIT 15 37.50
| ’ ;
\ Child mortality rate x 1000 Livebirths 1999
150
Percentage of child deaths under 5 years of age. 20
90
60
u‘
30 43. I |
0
NAT. UCAYALI CIRA OAGP ORDECONADIT
0 OIRA 0AGP ORDEGONADIT National Average Average Ucayali i Average native
communities

" 1996




Principal Causes of Death pneumonia (ARIs). It is noteworth i
3 ua . y that in OAGP, s i
Period: Nov. 1998-July 2000 states, suicide and homicide occupy a significant place a: ::xesei(:)i;rflzsal;ne
ORDECONADIT
Pneumonia 13 * Morbidity
Sepsis 5 Morbidity according to the cases treated b i
5 ; th
Dehydration through diarthoea 3 project phases. No. of cases per organisation v Ko mumse In thie Ko
Anaemia 2
Other 17 OIRA OAGP ORDE-
OAGP CONADIT
Pneumonia 39 Acute diarrhoea. Dehydration 56
. . i g 7
%e‘{‘;lde 13 Skin infections; acaroggs, oo 1
ydration 9 pyodermatosis 6
Homicide 7 Intestinal parasitosis. W v A9
Tuberculosis 3 Nutritional deficiencies 1,262
Neonatal asphyxia 3 Bacterial conjunctivitis ’333 2’111% 722
Sourcery 3 STDs: urethral discharge syndrome 92 80 37
Neonatal tetanus 2 Poisons: snake bite 10 16
Snake bite 2 Skin mycosis 57 55 ;;
Other 8 ARIs exc. pneumonia 1,057 279 235
Pneumonia 7 152 77
OIRA ‘ Pulmonary tuberculosis 81 6 39
Pneumonia 19 Leishmaniasis 48 62
Dehydration 10 , Malaria 97 172 22
Sourcery 7 Other ()
Asphyxia 4 494 568 179
Drowning 4
Malnutrition 2 * Injuries, minor surgery, other problems.
Anaemia 2
Sepsis 2
Other 10 ‘n

In 1999, there was only one maternal death in ORDECONADIT. In the
community of Shahuaya, a woman died from eclampsia. In the two
remaining project areas (OIRA, OAGP), there were no deaths through
complications of pregnancy, childbirth or puerperium. This fact is aston-
ishing given that these people live in extreme poverty.

The percentages of deaths under the age of 5 are also very high in
relation to the regional and national averages. The two main causes of
death are pneumonia (ARIs) and diarrhoea with dehydration. In 1995, this
latter was the main cause but by 1999 it seems to have been displaced by




CASES TREATED BY PROMOTERS IN 55 COMMUNITIES ¢ OIRA CASES TREATED BY PROMOTERS IN 30 COMMUNITIES » OAGP
Period: 1997 - 2000 Period: 1997 - 2000
COMPLAINTS 1997 1998 1999 2000 Total COMPLAINTS 1997 1998 1999 2000 Total
Diarrhoea Diarrhoea
Diarrhoea, "cholera” ADIs 134 529 567 291 1723 Diarrhoea, "cholera" ADIs
Diarrhoea with mucous Diarrthoea with mucous 418 343 139 %00
Sore throat Sore throat
Ear ache Ear ache
Cough ARls 523 783 1035 81 g Cough ARIs 283
Bronchial problems Bronchial problems 1 103 7
Influenza Influenza
Prneumonia 23 16 24 7 20 Prieumonia mn 175 50 436
Fungal infections Fungal infections
Sors. iching MYCOSIS 33 7] 25 10 100 Sore, itdbing MYCOSIS 0 16 13 P
Acarosis/mange SKIN Acarosis/mange
g stahi Scabies, itchin, SKIN
%&Ee:;)g.cshms INFEC- 28 262 203 149 932 Riliinots T INFEC- 657 39 100 1106
sangochupos TIONS sangochupos TIONS
Anaemia Abfgemii
Infected wound ENTERO- Infected wound ENTERO-
Paleness/pallor PARASITES 310 395 216 201 nr Paleness/pallor PARASITES 184 144 79 107
Bugs Bugs
Malaria 2 61 3 7 126 Malpa i 157 133 6
Probable malaria MALARIA 32 80 15 o 127 gmbable malaria MALARIA 37 23 3;5;.’:
Fever 0 0 135 4 139 ever 4 3 P
NJUNC- i 2
Eye pain oM 7 9 105 a5 313 Bje pain SO 185 189 7 445
Vaginal pain éaginalhpain
Gonorrhea STDs 3 7 onorrhea STDs 20
Chancres B L £ # Chancres 1 7 28
Stomach ache CO-LIC 43 45 33 b 149 Stomach ache Co-LIC 8 9 2 19
Urinary pain 14 14 28 Urinary pain 19
Snake bite 10 13 20 3 46 Snake bite gg ;11 i
Ray sting Ray sting Z 48
Picadura de palo 20 12 7 7 46 Picadura de palo
Sickness 7 1 7 6 21 Sickness 5 =
Machete wound 0 23 13 1n 67 Machete wound 10 48 222 26
Wounds 1% 3l 17 7 70 Wounds & ¥ 80
Toothache 4 11 17 11 43 Toothache 32 a4 29 43
Fever 19 146 170 85 450 Fever 0 5 1 o
Headache 35 45 120 53 253 Headache 139 260 [1) 2
Bodily pains 25 2 29 16 12 Bodily pains e : 108 507
Respiratory problems a 1 3 1 Respiratory problems 7 5 g ;
Dengue Dengue Z 15
Chicken pox Chicken pox
Ticiadura OTHERS liciadura OTHERS 6 3
Knock /blow Knock /blow 5 4 13
Haemorrhage 1 2 4 | 8 Haemorrhage 7 5 12
Fracture 1 1 Fracture 1 10
Family planning Family plannin;
Burns 3 1 2 1 7 Burns & & ; 3
Inflammation 5 5 Inflammation 3 1 5 12
Childbirth 3 3 - 6 Childbirth 42 49
Tntoxication 1 1 2 Intoxication
Rheumatism 1 1l Rheumatism
Spider's bite 1 1 2 Spider’s bite
Leishmaniasis 1 1 1 3 Leishmaniasis 5 2 2
Pregnancy 3. 3 Pregnancy 20 z 12
Wound dressing 1 1 10 12 Wound dressing 26
Other prevention activs 12 12 Other prevention activs
2946 1347 876 Total 2506 2229 prey e

Total



CASES TREATED BY PROMOTERS IN 33 COMMUNITIES
ORDECONADIT ¢ Period: 1997 - 2000

COMFLAINTS

Diarrhoea .
Diarrhoea, "cholera
Diarrhoea with mucous

ADIs

Sore throat

Ear ache

Cough ARk,
Bronchial problems

Influenza

Pneumonia

Fungal infgctions MYCOSIS
Sores, itching

Acarosis/ mange SKIN
Scabies, itching INFEC-

Boils, spots TIONS
sangochupos

Anaemia
Infected wound ENTEROC-
Paleness/pallor PARASITES

Bugs

Malaria
Probable malaria MALARIA

Fever

h CONJUNC-
Eye pain TIVITIS

Vaginal pain
Gonorrhea STDs
Chancres

Stomach ache CO-LIC

Urinary pain
Snake bite
Ray sting
Picadura de palo
Sickness
Machete wound
Wounds
Toothache
Fever
Headache
Bodily pains
Respiratory problems
Dengue
Chicken pox
Iiciad_urapo OTHERS
Knock /blow
Haemorrhage
| Fracture
Family planning
Burns
Inflammation
Childbirth
Intoxication
Rheumatism
Spider’s bite
Leishmaniasis<
Pregnancy
Wound dressing
~ Other prevention activs
Total

1997

449

597

61
21

398

2818

1998

449

520

12

342

324

96

3

U3 s G U SN

15

24
15
18

1985

1999

511

633

9
n

Kk

34

257

2000

247

201

170

3

1303

Total

1656

i

243
B3

1277

393

116

115

2
31
13
2
82
116
123
9%
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» Tuberculosis

At the start of the first phase of the project with OIRA, when we were told
that there were a large number of cases of TB in the communities, we
decided to work in coordination with the Atalaya health centre, applying
the standards and logistics of the national TB control programme. Later, in
the second and third phases of the project, this important work was
extended to OAGP and ORDECONADIT, with the following results.

Pulmonary TB BK (+) in the three organisations
Period 1995-2000

Cases diagnosed Cases being treated ~ Total
and treated at project end

1st Phase 2nd Phase 3rd Phase  3rd Phase

OIRA 26 41 9 5 81

QAGP 2 3 1 6

CRDECONADIT 22 12 5 39
115 11 126

In the first phase, actual field work lasted five months. In the second and
third phases, it lasted 18 months each time.

In the project area, we have participated significantly in the control
of TB, not only diagnosing cases of TB with positive bacilloscopy (BK (+))
in 119 communities but also establishing a model of treatment for indige-
nous peoples.

In OIRA, there has been a considerable decline in the number of cases
of TB with positive bacilloscopy, from 67 cases to only 14 in the third phase
(November/98 — June/2000), largely ongoing cases that had previously
been irregularly treated. In ORDECONADIT, the decline in cases has been
smaller. In OAGP, there has been no significant work due to problems
with the Oventeni health post laboratory (MINSA) in terms of diagnosis
and control.

From the start, work was carried out according to a model that was
compatible with the local reality, the components of which include:

* MINSA establishments (health centres and posts) organising the

work with the community promoters within their jurisdiction.

¢ Trained promoters in each community able to:

— Identify respiratory symptom
— Take samples of sputum
- Prepare microscope slides



_ Take or send the slide to the corresponding health centre lab-

oratory

~ Collect the result

_ Ensure the case (BK+) is seen by the health centre doctor

_ Administer supervised treatment

— Take control samples of sputum

— Check weight

— Monitor contact .

— Record progress on the treatment control sheet and in the
treatment book o

— Act, with their organisation,
ment

to avoid abandonment of treat-

« Identifying respiratory symptoms inan md1geno}1.\ls coxrtlimli;\:tl'y
is very easy. Everyone knows whc_> has a cough, particu inz
who coughs at night. So a well-trained promoter can exam N
100% of those with a cough. Some people with a chronic coug t
are reluctant to provide a sputum sample. The pr?moteé rr:;lxsr
insist, with the support of the head of the community an ‘Ok ef
members. Similarly, the promoter must act if there is a risk 0

ent being abandoned.

. ?f’i;l::'esult is gositive (+), the promoter endeavours o takedtt,:e
patient to the health centre for a mechca}l exammatlor\han tro
commence the required treatment. Sometimes, the health cen :i
doctor may come to the community. Qenerally, whe.zn abﬂfom}?e
ter has the health centre’s confidence in terms of his ability, he
will perform the first stage of treatment in the comm'umt%/, w1t
precise indications from the health centre professional as to
how to administer medication to the patient. He will ret:ur:t
with control samples and take more medicines as appropnate

until completion of the treatment.

During the project’s field work, the promoters were given suf_ficifent ttrl?u:é
ing to be able to follow these steps and procedﬁres. In tht: k;?%lmi:g; the; ©
i he health centre staff to p

was some resistance on the part of the I _ - then
i insist that the patient be transferre

trust in the promoter and they would insist that . ferred
i i the duration of their treatment. 11

from their community to the town for 1 _ This
i i bandoning their treatment in a

sulted in people returning home and a tre: L
zt:\ses Theypfailgd to take into consideration the fact that mdfger\ou.s plep

ple need to move with all or part of their family and that their survival in

the town is thus impossible. For this reason, the project worked success-
fully towards a situation w

hereby patients with TB were diagnosed and
treated within their community. We had to train the indigenous promo-
ters and promote trust in them. We had to reach out to the communities,
recognising an

d respecting their particular ways pf life. We had to recog-
nise their organisations as their valid representatives, both at community

and federal level. Only then would it be possible to achieve successful
results in the treatment of tuberculosis and other illnesses that require pro-
longed treatment, such as leprosy, leishmaniasis, sexually transmitted ill-
nesses, etc.

The public and private health bodies that work with the indigenous
peoples of the Peruvian Amazon need to restructure their services and
adopt new strategies and methodologies that are in line with the needs,
cultural characteristics and potentialities of these peoples. They must not
impose or mechanically apply western methodologies, which is what the
EAINSA posts and brigades that visit the communities have been doing to

ate.

Another prevalent opinion found during the field work was that the
indigenous "do not learn" and that "they do not have the ability to
improve their nutritional status” nor to face up to the issue of abandoning
treatment. This is not the case.

In March 1997, a woman was receiving treatment for TB in the com-
munity of Centro Pucani, administered by the promoter, under the indi-
cations of the health technician from the nearest health post, in the com-
munity of Boca Pucani. During monitoring, it was noted that the dosage
of medication being given was far lower than required for the severity of
the illness. It turned out that the health technician had made a mistake in
the calculations and the promoter was giving exactly what he had been
told by the technician. We have noted that the indigenous promoters are
extremely disciplined, they have a great interest and desire to learn and
they do so rapidly when the teaching is practical, that is, via demonstra-
tion.

After the brief experience of the first phase of the project, the second
phase began in January 1997. The first patients diagnosed with positive TB
(BK(+)) in the community of Boca Apinihua were a man of 36 years of age,
and another of 41. The first was a new case, extremely thin, weighing 27
kg, and he responded well to treatment. After six months he was dis-
charged, cured and weighing 57 kg. The second was a relapse, also thin,
weighing 46 kg and, after eight months of treatment, she was discharged
weighing 57 kg. Another case of TB (BK(+)) that caught our attention due
to the patient’s serious calorific and protein deficiencies was a patient in
the Tahuanti community, a woman of 25 years of age, a new case, weigh-
ing only 27 kg. After six months of treatment she was discharged, cured,
and weighing 48 kg. The first and third cases had lost a great deal of
weight because they had been following diets recommended by tradition-
al indigenous medicine prior to our intervention. From the start, we

explained that they could eat what they wanted, that this treatment did
not require a special diet. We recommended that they improve their food
intake with all the available food they could. Astonishingly, they gained
weight rapidly with just the produce of their own fields, rivers, lakes and
the forest. At no time did they need to receive supplementary food from
the national TB control programme.



When the health centre forced a patient to stay in the town for the
duration of their treatment, abandonment of treatment was 100%. With
our work, treatment has been extended to the whole population and aban-
donment has been reduced to a few isolated cases. One of these was in
1997, a new case in the community of Galilea, with one month to go before
completion of the treatment. Under the influence of a "traditional healer”,
the patient moved his house to a place outside the community and
stopped the treatment. He was found by the promoters but did not want
to continue, Through the intervention of the headman of the community,
the sectoral team and the field coordination, he was persuaded to finish
his treatment.

Another two cases in 1998 in the community of Chicosa were

resolved in a similar way. This demonstrates the importance of working

with the organisations, both at community and federal level, forging a
nts with them, that is, in the intercultural con-

relationship and agreeme
text. This is a determining factor in the success of the health work.

This same model was used for the work in leprosy, malaria and leish-
maniasis treatment, with the corresponding specifications.

* Leprosy
A total of five cases of leprosy were diagnosed in the communities of
Puerto Alegre, Mapalja and Canapishtea, belonging to the ORDECONA-
DIT organisation. The diagnosis was confirmed in collaboration with the
Bolognesi health centre, and treatment of four of the cases was undertak-
en by the promoters. One case was continuing treatment at project end. If
the Bolognesi health centre continues to seek out and treat cases with the
promoters, leprosy could be fully controlled in this area within a relative-

ly short space of time.

¢ Malaria
Malaria in the three organisations

Period: 1995-2000
Cases diagnosed and treated

1st Phase 2nd Phase 3rd Phase

OIRA 150 200
OAGP 109 435
ORDECONADIT 11

905 (*)

(*) 630 cases were diagnosed and treated by the promoters, of which 151 were

probable cases.

;T;elaitiegag;g/?;{;r?l;; and [irll;ini ri:lrer basins are areas of endemic vivax
ia. Othe ve not been diagnosed. In 1997
an epidemic in Atalaya that affected the OIRA and OAaé‘ISlcgc?r’nt;irﬁi::eass

The project’s sectoral team ici ;
s : .
moters. participated in its control, particularly the pro-

* Leishmaniasis
Leishmaniasis in the three organisations

Period: 1995-2000

Cases Cases treat iti

diagnosed eated Cast’liee?a?r‘;lv::lttm &
OIRA
49 200*

OAGP 62 2§3) =
ORDECONADIT 37 15 g;

148 63 85

(*) 1 case of cutaneous lei insis i

ishmaniasis in the OIRA communi

' unity of P
Esperanza was treated with a preparation of a medicinal plant bgsis.f ere

;hfﬁg z[aj_":u %r;de:)nic areas within each of the three organisations, primarily
mba river zone in OIRA, and in the u , nini
. e \ KA, pper part of the Unini
Ez::r:; Igﬁl(l}::n I;aélhcular e(;nplila&s was placed on work%f diagnosis and
: e second phase, given that a signifi ibuti
glucantine was available from the Regi ot of Gt
' egional Health De i
B rnt e yas aRl Ablar : partment of Ucayali.
y time. Following this, obtainin icati
. i i the med
::gﬁl;e};cirzz{'eaucr'a;‘nc procedures to be followed via tl%e health cg:r?g:::
ic positive treatment. For this reason, th ’
i ) , there are man i
gletl;)::jtear::eo;i Iélucli)us forms awaiting treatment. In the last c);ug?:leinct;
ct’s third phase, one case of leishmaniasis bei
I , asis being treated wi
& ; : ed with
mffg:;]}:i e];ianl; based preparation was clinically verifiedg in the commua}
0 Esperanza, in OIRA. This has been the only ¢ lini
il s y case clinically
ke alr?cflef]-t.;o;l? S;md parﬁiﬁc diseases are prevalent. Both the mortality
. ase profile given in the previ i i
t previous tables depict social stra-
;egé :n fe:actn;emg state of poverty and lacking in health sersices. Tlfe f;rc?-
intesﬁn(:e in 1(;;ctlous and parasitic diseases of the respiratory apparatus
comun,i tsies ] ;gc: 21m1:0us nlllengbranes is very high, particularly in thé
ed along the banks of the lar i
towns and population cent i of toige
res. The process of concentrati indi
nous population into communitie: i
s, and the great i
gous greater contact with western
ancesrt‘:;lﬁ:: bro}cf.r; down‘ and changed epidemiological perceptions and
ys of life, forcing them to adapt to new conditions and ways
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of life in a disadvantageous relationship that entails a high risk of suc-
cumbing to illness and dying.

It is important to stress at this point that, through the methodology
used in the field work ~ work with the indigenous organisation, with
mixed teams, travelling from community to community, recording, dis-
seminating, evaluating and planning the work in each trip, with a mini-
mum of six visits per sector in each phase of the project, respecting their
organisation and their culture - it has been possible gradually to uncover
the health problems of each community, each village, and to reach a good
understanding with the communities of the origins and causes of these
problems in order to build structures and ways of preventing and control-
ling them. It has, accordingly, been possible to build a local and coordi-
nated health system in each community, made up of the human and the-
rapeutic resources of indigenous medicine, reactivated and strengthened
by the trained promoter and the functioning of a medicine chest with a
permanent stock pile of medicines. To this must be added the implemen-
tation of referral and counter-referral systems between the community
and the closest MINSA health centre, and surgical treatment for those
patients requiring it in MINSA'’s regional and national hospitals.

In this way, the local community system has been linked into MINSA at
local and regional level, guaranteeing integrated care of the project area’s
population, with an emphasis on intercultural community health.

PREVENTION, APPROACH, DIAGNOSIS AND TREATMENT

As in many other societies, patient care in indigenous communities takes
place, first and foremost, within the home environment, during the
appearance of the first signs and symptoms. If the illness continues, the
vapour healer, promoter or shaman will intervene, primarily representing
traditional medicine, due to a generalised perception that the illness has a
spiritual origin and obeys the curses of nature or people. If the process
continues or if it is recognised as an iliness coming from outside, the inter-
vention of the promoter and /or health post is sought, and so they must be
sufficiently trained to act effectively. In serious, sometimes terminal, cases,
and when distance permits, efforts are made to transfer the patient to the
health centre.

According to our observations, indigenous medicine is very effective

in cases that are recognised by us as disorders of the mind or anxiety.
Medicinal and ritual interventions have a great psycho-therapeutic effect
on the indigenous patient.
[t is said that if a shaman is good, he will soon know whether the illness is
within his competence and, when it is not, he refers it to western medicine.
Nonetheless, we do treat many cases, generally in a serious state, that have
already been treated by the "traditional healer". The people claim that only
good shamans have this capacity for referral.

Within both the family and the specialist sphere, indigenous medi-



cine makes use of numerous preparations, behavioural rules, diets, and

ritual acts of therapeutic and preventive value. There are many prepara-
tions known as piripiri, which have a preventive and protective value, not
only against illness but also in relation to economic and social activities
(hunting, fishing, personal relations, etc.).

The promoter has been trained in each community and a great deal
of work has been done with the population on preventive-promotional
activities for the diagnosis, treatment and prevention of infectious illness-
es: diarrhoea, intestinal parasitosis, acarosis, pyodermatosis, bacterial con-
junctivitis, acute respiratory infections (ARIs) and complications, sexually
transmitted illnesses (STls) etc. For the control of tuberculosis, malaria and
leishmaniasis, work has been carried out in conjunction with the national
programmes Via an agreement with the Ministry of Health’s Regional
Health Department of Ucayali (MINSA).

At the start of the project, we found a high prevalence of the six men-
tioned infectious illnesses, and we had the impression that the people "had
learned to live with these complaints”. They attributed them to curses of
different origins, and attempts to cure them with their own natural
resources had been unsuccessful. This is why they have said and continue
to say that they need medicines from the pharmacy, alongside their own
medicine, for illnesses "brought from outside”. Consequently, with the
exception of intestinal parasitosis, we had to demonstrate to them how o
use pharmacological products and patiently explain, in their own lan-
guage, through the promoter and /or sector coordinator, the epidemiology
and western measures of prevention of such illnesses. This is how we
achieved significant reductions in their frequency.

It is very important to note that, in ORDECONADIT, the practice of
treating intestinal parasitosis with ojé [Ficus insipida] and paico
[Chenopodium ambrosioides] was supported and promoted, administered by
one woman and one man, both indigenous experts in the preparation and

d medicinal plants. At the same time as undertaking

handling of the sai
activities of deparasitisation, they trained a group of interested people in

each community through which they were subsequently going to extend
their work to other organisations.
In the indigenous communities, the diagnosis of a patient is only
done in private in exceptional circumstances. Generally it takes place in
ublic, that is, before an audience of many people who turn up sponta-
neously. So when you are treating the case, you can take advantage of this
situation to explain its prevention. A great deal of emphasis was placed on
the need for clean water, sanitation, personal and environmental hygiene,
specifying and emphasising each one depending on the particular prob-
Jem at hand, but always bearing in mind the real possibilities for practical
implementation. The team Jeft personal, family and community tasks for

the people on each visit.

Specific cases of ill
P, ness and treatment

. ;
:ita :gfoztart'olf the project, we realised that death through acute
a with dehydration was the main cause of death in all
g;{:::ps. At the start of the field work in the second phase, the n o
nurszrf) fm&t;uat:& ::n u];sist on the practice of oral rehydr;ﬁon ];';Se;
a sector in Atalaya, OIRA, had :
P ! y ’ t
zl;r;tten Xle:ir oldf Ilfloy with acute diarrhoea and dehydratio(i\ tﬁatthz
go fam'lty od uao for two days and two nights. The opinion of
mily and the whole community was that "the more liquid
g:); gwe the: more d1.arrhoea there will be". The nurse and thelt?::
S ::;ytt}l‘\m% }laoss1ble not to submit to this pressure. The fami:n
o ri child was going to die. But it did not. The child sug
v covered. This was the first case, and afterwards man
il ot rgi*;mu:ﬁ;y r;t:e tt‘)CIfasi{ms, parenteral rehydratiog
i which the i
: gn cases of tuberculosis see page 239.p romoters were also trained.
cast:;r:; Co}f{:)es_pxratory symptoms, we found that there were man
g c;uc coughs with repeated negative bacilloscopy (BK(SI
in.di raised the problem of diagnosis. We know of two cases
mesﬁfzznoqsladult from the community of Lagarto Millar an:iag
s ro0 Egh fct;zirsieiilsi town‘t(;lf Atalaya, who received treatment -
s - without confirmation of di i
who, on completion of trea i o L
tment continued to h i
cough. In other words, their clinical iti v by
> : . ca condition had not changed.
wft }fc;r}:;r;;iug L?gf hCSent}Il‘o Pucalm, we treated a group of ISgpeeole];
. who we classified as affected b imi
asis from a clinical-epidemiologi i e oo of the
: : gical point of view. The e
Eferass;:sl V\lrere not found in the sputum or faeces of the pgagh?e(r)ti;l;ﬁ
ko Il; e;? t‘-:hat were tak.en to the laboratory of the National
- stitute (MINSA) in Lima, but the worm was found in
WhiChceans taken from the stream adjacent to the community and
et slggloi ;?sj;\b;rs ?ite rZ\g The fact that we do not have a com-
. as limited our work in relati
prates relation to these
;z\:g 1151: 1?;:-, CI?;C-S&; ;?aer)tr ft?lrm verg interesting research and It);::i:
. , the members of Centro Pucani i
ty no longer eat the crustaceans and molluscs raw f::l:llltfxzrgl{rnel::

and a group of 15 patients ha :
quariel witfgsod tFeSults, ve received treatment with prazi-

Health awareness and organisation
Examples of Community Cases

. .
IIII': o%zlf:;s:sn:::ctlhs of the sef:ond phase of the project, the field work
o wvan.mg e concrete in practice, specifically for tuberculosis
ik pa ient suffering from pulmonary tuberculosis BK(+)’;
(+))** in the community of Boca Apinihua was a young

* BK: Positive bacillosco,
** TBP: Pulmonary tubercﬁlyosm
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Mixed medicine chest.

April 1997. He was a native of

e Gkl diagnosed mhere he had resettled with his

the community of Boca Apinihua w

i their three young children.
. I?giﬁrsttﬂfell il 131[ 1992, and was treated by the Atalaya health

centre where he was diagnosed with TBPBIfi +) mfAlig:,;sitolfgz?.
i 4 doses of a to ;
ived continued treatment of only 2
;zglif;e;‘c’)mewhat better, he then abapdone_d the treatmegt;v}i-:ﬁ
could stay no longer in Atalaya. He again fell ill and returne

he Atalaya health centre where treatment was

mpioms to t ‘
zggfnsrﬁenied. He received only 50 doses out of a total of 105 in

January 1995. He then again abandoned the treatment, sligh;g
recovged, for the same reasons as befqre_ But the yougghmii\a ﬁted
knew that his treatment would take e1g1:1t lmtont?; :;ust ei =
ths later 5
be cured. Full of hope, seven mon .
::')enet! tf) the Ramoén Castilla health posl_‘:, 3 gon:n;:;ﬂ nfi?c?o?\?;;
ini i hat time had jus
Apinihua, and which at t_ L s
in. There he began a third course of treatmm
?ngearlllt1 to return ev%ry day to receive supew1se§1 t(r:&attli'ﬁ:-::‘nlt).UIIt-Iie,:E
decided to settle close to the commuruty of Ramén h‘asfam’i ks
was not easy, he had to work, to feed and care for his y.
did not complete one month of treatment.

It was then that he found out about the work we had been car-
rying out in his community of Boca Apinihua since January 1997.
The first two patients with whom we started the work of the sec-
ond phase had notably improved (page 239). The two promoters in
Boca Apinihua, one of which was also the head of the community,
told him of it and convinced him to return and settle in his com-
munity and undergo the treatment that they themselves were
administering to the two patients mentioned. He learned that they
were already working again, having started their treatment in a
serious state. With this help and persuaded by his organisation at
community level that this was the best way, the young man once
more recommenced his treatment for the fourth time, and this time
he continued it until his full recovery in January 1998.

* With regard to cases of abandonment of tuberculosis treatment,
the case in the community of Galilea and in the community of
Chicosa (page 242) should be noted. These were cases recovered
and treated with the support of the organisation, primarily at
community level, and they demonstrate the credibility and trust
achieved by the project’s field staff.

RELATIONS AND COOPERATION WITH THE PUBLIC
HEALTH SYSTEM

Collaboration with the Regional Health Department of Ucayali (MINSA)
has taken place primarily in three broad areas. In the implementation of
tuberculosis, malaria and leishmaniasis control programmes; in the treat-
ment of patients in MINSA health posts, health centres and hospitals; and
in recognising the work of the promoters. In terms of TB control, very
good work has been carried out with the Atalaya health centre in the 55
OIRA communities. In ORDECONADIT, good work was carried out, with
some temporary problems in terms of the laboratory and medicines. In
OAGP, good work was carried out on malaria, average work on leishma-
niasis and very weak work on TB, the latter through diagnostic errors on
the part of the laboratory. With regard to the training and work of the pro-
moters in the project’s indigenous communities, the Regional Health
Department of Ucayali has formalised its recognition by issuing a card to
each promoter, duly accredited by the training office and signed by its
director-general. Patient treatment was undertaken in health posts and
centres in the project areas and, occasionally, in the regional hospital in
Pucallpa, with some exemptions in terms of fee payment.

In order to formalise this cooperation, two agreements were negoti-
ated and signed, one for the second phase from September 1996 to August

1998 and the other for the third phase from September 1998 to August
2000.
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Surgical campaigns :
" paig A total of 24 patients have also been treated for emergency complaints

The first indigenous woman to be operated on was a woman from the (uterine fibroid

community of Boca Cocani, who had‘suffered, for more than 15 years, lems, accident ;nrg":e],,t;ﬁﬁ;{,fg:)“ %:ietid hernia, acute abdomen prob-

from a giant tumour of the right parotid gland. The operation took place ik their conditicns, had i be transferms clictoianet}tt:i given the complexity
* ospital.

in the Dos de Mayo Hospital in Lima between November and December
1997, the diagnosis of pleomorphic adenoma of the parotid gland being
confirmed. Three years on, Esther Campos Rios lives a normal life in her
community of Boca Cocani.

The impact of this case on the indigenous communities was enor-
mous. Other cases soon came forward requesting operations. It was not
possible to take everyone to the hospital. The idea of providing surgical
treatment in Atalaya arose. This commitment was recorded in an agree-
ment with the Regional Health Department of Ucayali for the second
phase, with contributions from both parties, the Programme and the
Regional Health Department. A surgical team from the Pucallpa regional
hospital came to the Atalaya health centre from 12th to 15th May 1998 and
operated on a total of 23 people, seven from the town and 16 from the
indigenous communities of OIRA, largely hernias and some tumours.
Some had more than one operation, resulting in a total of 27 surgical inter-
ventions. Two similar surgical campaigns were outlined in the agreement
for the third phase, this time for all three organisations. These took place
in June 1999 and Jjuly 2000 Implementation of these three surgical cam-
paigns, which made the recovery and rehabilitation of 92 people possible,
was a new and important experience, particularly for the indigenous peo-

ples.

Surgical campaigns carried out in Atalaya for the Three Project Areas

Period: 1998-2000
OIRA OAGP ORDECONADIT
1stc 2ndc 3rdc 2ndc3rdc 2nd ¢ 3rd ¢
Patients operated on 23 (*) 26 10 1 6 9 7 8
No. of operations 27 (***) 28 10 15 9 11 8 101
¢ =campaign - (**) 16indigenous = (***) 20 indigenous

Patients treated in MINSA hospitals
Period: 1995-2000

OIRA OAGP ©~  ORDECONADIT

Patients operated on in:

Pucallpa Hospital 7 4 10
2 de Mayo Hospital - Lima 1 - -
Hospital del Nifio — Lima - - 1 pd
Satipo Flospite = 1 = Salting fish for drying. Photo: Cacilie Mikkelsen, 2
: ie Mikkeisen, 2000
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6. Medical Perspectives

Medical Aspects 1l: Nursing

By Soffa Vivanco Hilaro, a nurse. She worked in the Ucayali Sector
of OIRA during the third phase of the Programmie.

Nursing in native communities ' o . -
Field nursing usually refers to performmf;; dlil)tles in ::sgzlal;{ Eﬁa:rllt:nc;;-
i inal urban areas,
tres and health posts in urban or marg Sy B
i environment. Acti
nts within the coastal or Andean socia ; . i
::imlimented according to health objectives, applymg’ nahonaia\étfin:;:::i
hezI:lth programmes and using the health department’s pre-es
strategies. Methods differ little from one place to the next.

My experience of two years of working directly with the native com-

munities has shown that their different accessibility, ggograph}caL:g;f\;
tion, transportation (by river), culture and ge?(;lral lcje.coltc‘)gmal;rc\lwtr;) oty
; i hieve health objectives _
mean that work strategies to ac : > B o
i d to conceive of new “ways . ;
national health programmes nee . e
oup, and in whic
ted to the culture of each ethnic gr :
2335.9 participation of the organisations’ leaders and the lea;gf;f o:rtt oe%
communities themselves, and whereby the health promoters P
teams. '
fhe WI?;:manence, trust, solidarity, and de}'nons'tratlon are zzill tools that
enable relevant health activities to 1be: eff_«actlt\;:ﬂ}:: :Jrrrrlgrllir:;r;tzna —
o o
Permanence refers to living alongside ) ty-and participe
i i i team, that is, participating a y
i the daily routine of the health y . /
F1;1nigtsu'c\.e|sl<s in t¥1e community work, the communal crops, meetings, festi
nd other community activities. ‘ ' ]
vals E:"1"1-ust comes gradually as permanence progren‘iseft.\:ct’ 1;; ;ir:e’l;rg::g;
# i # and this comes not only
tant to “be able to integrate”, an B o P
icati t for the culture of others also help g
ence. Communication and respec . chep s oy
i “bei d” and then becoming a part of the p
ly in terms of “being accepte e o
olidarity means sharing food, communty:
munasl work)tythe joy, sadness, problems and triumphs because, to the

people, the nurse is very important. Simple and concrete demonstrations

g S
f t e 1 ]

improvements in terms of prevention,
2?(3:(;rrnn§\unity members and, particularly, the health promoters of each

community.

Our trip through the native communities, staying in each one at least
two days, used to take an average of three months, and included follow-
ing-up specific cases, transferring laboratory samples and administering
treatments from the community medicine chest in the presence of the
health promoters.

The work of the health promoters, the formation of the medicine
chest, management of medicines, and data recording are all important
tasks to be performed in the community because they ensure that the
health activities adapted to the local culture are managed in line with the
national health programmes. To achieve integration of the health promo-
ter within the health team requires ongoing, permanent training.
Persistence in this alleviates weaknesses and gives results.

A different dawn

It is often thought that daily life goes on as usual when you move some-
where different, even when you go to live in the Amazon forest, an
unknown place, known only from stories, photos or because you have
heard of someone who has visited, but to experience it firsthand is some-
thing completely different.

The first night I slept in the rain forest, in the native community of
Tahuarapa, [ almost couldn’t sleep, I was so homesick. I missed many
things, my family, friends, work, and the nightlife. I began to think of
many things. I had left behind me a life of comfort and ease: here, things
were very different, needs would not be quite so easily satisfied and 1
would have to adapt to the environment, to the natural resources and,
above all, use my creativity to obtain the things I needed.

It was 5 p.m. and I had to sort out my bed, that is, hang up the mos-
quito net by its four corners. Well, I didn’t know how to do that, it was a
complete puzzle to me. Just where do you start, where do you attach it?
What a weird thing! I gave up and called Javier the boat pilot to help. He
laughed and said, “You'll soon learn and then you’ll do it on your own.
Don’t worry, it's easy”. He knew what he was doing, he did it in a flash!
Next, I put down the plastic and then the mat ... and went to bed. So early,
it was only 5.30 p.m, ... and the mosquitoes wouldn’t leave me alone.
Seven p.m. and I still couldn’t sleep. The mat seemed very thin and my
back was aching aiready, I couldn’t find a comfortable position, tossing
and turning. You could hear the noise of the Ucayali river clearly. The fruit
falling from the trees sounded like someone throwing stones, the croaking
of the toads and the noise of the birds, I couldn’t make them out, and
every so often something would scare me and I would shout, “Javier,
what'’s that?” and he would answer, “It’s nothing, go to sleep”. What a
night! I scarcely slept a wink.

Five-thirty in the moming, the sun was shining and up I got. Now...
a wash and the toilet. But where? There was no tap, shower or private
place for personal hygiene, everything was out in the open. So I went
down to the Ucayali river, and I washed there. Rather unwillingly, I have



to say, because the water’s very dirty in winter. And what if I wanted a
bath? It was so weird to sit in a canoe and throw water over myself direct-
ly from the river. Baths ended up being a very rushed and rather unplea-
sant affair.

Breakfast at 8 am. Javier and Alfonso, the sector coordinator, had
prepared food: fish soup and boiled manioc. It was good but I missed a
sweet breakfast with bread. No lunch that day, just dinner at 4 p.m.
because what with the river rising there were no fish, and so to bed again.
The memory I have of my first contact with the community members is
very special. ] was welcomed so warmly, everyone gathered round, look-
ing at me and wanting to know my name, where I was from, what it was
like. They also asked about “Nurse Juana™ wondering whether “she’d be
good, like Juana” but they didn’t dare ask me. They talked in their own
language and laughed, they laughed at my long trousers, long sleeved
shirt and cap, because they wear very light clothes. They asked if I was
hot. Of course I was, but what could I do? The mosquitoes didn’t stop bit-
ing me and the izangojiggers would climb up your clothes in a flash to find
somewhere to live on your body.

If they really want to welcome you, the people give you something,
like fruit, manioc, smoked fish, salted fish, etc. Of course, they don't ask
you first: Do you eat fish? Do you eat safino [collared peccary]? Do you
drink masato [drink from fermented manioc]? But, this way, you start mak-
ing friends and you get used to the new way of eating. Of course, every so
often you dream of cake, ice cream, roast chicken. Dream on and hope.

Trust and communication
Once we had made initial contact with a community, our next visit would
be very different because everyone knew the nurse and coordinator were
coming to visit the community to treat patients and train the promoters.

The community members would come up to you shyly, in small
groups, and someone who spoke Spanish as well as their own language
would come forward and say, “Nurse Sofia, have you brought any pills for
infection?” I would say “yes, but who is ill? And he would point to some-
one, maybe a woman, hidden behind the others. I would ask her to step
forward and, timidly and with embarrassment, in her own language for
others to interpret, she would explain the problem. I found this way of
talking to a patient - in front of other people - very strange. Likewise,
examining a patient was sometimes rather difficult because they wouldn’t
let you see or feel certain parts of their body. As time went by, patients
began to come to consultations alone but if it concerned a problem of the
reproductive system, there was always great secrecy and much beating
about the bush before you could actually find out what was wrong.

As time went by, they stopped calling me nurse and called me ‘la
Sofia’, in other words, another person in their community. This rather
unusual way of denoting someone, but one which showed great accept-
ance, would be given to any visitor that helped them.

bec Cortnhijm_mlty meetings have formed an important part of our work
anda‘l.:rs;ere sv:s whelge v;e can rll;eet at least 90% of the community member;
e can find out about health probl
gach other their problems in order to faciliI:ate tﬁ;niol:"ica"flﬁs heil;?ethey teﬁ
idea of the illness so that it can be more easily identified yEHeaTets
Obviously, not speaking their language formed a. barrier between
myse.lf and the people, but the participation of the health promoter, co
munity leader and sector coordinator helped enormously in this V\;orl:ni
sgmetlmes treated patients who came with their translator (another trust-
ed community member) because they were too embarrassed to let anyone
else hear their problem. There were no expressions of fear or of "what}‘:he
will say if I am ill”. The advantage of such collaboration in medical treat)f

ment is that the patients take pills as th
with the help of the health Prc?moter. B i Bl LIRSt

Training the health promoters

fc?;efﬁg? ;rair;}ilng sretigion, a certain number of promoters were brought
- For them, this type of meeting represe “ i i

to know a little more about what they hagd lg:u'nt”r.l t/E!\J’ciithifliltr;])lcrclg 2:‘0%18311‘13
all.had a sense of responsibility and commitment to their cgmm{m’ey

Being a promoter had given them a place in their community: the wlty.
no longer_ just another member but one that was providing a s;arvicye cere
ing the sick. _So the commitment to learn was great. There was al;v: "
huge competitiveness, the promoter who knew more or who had m "
experience ‘always_ stood out in each class, in each case treated o
Franc'li"::; %;Ecggln&\g meeting was in the community of Unién San
S tlSM' o and a half hours downstream on the Ucayali river,
i i gt;r o Millar stream joins it. Here, we brought together 17 pro-
o rom the communities of Sapani, Santa Rosa de Laulate, Lagarto

i la;[ Aerija, San Francisco and Tahuanti. .

_ auro was a 35-year-old promoter who spoke Spanish only with dif-
i::ltv{}'ie dlld so in a unique style but which hid a grgat deal of 3lfiis ctl}:afilsf-
mo.t er81th>onny seconf:l grade primary ecl'ucation, he was one of the pro-
moters who e‘tfﬁr Els_sed a training session provided by the health insti-
o0 (MINaSZ eO digenous Health _Programme (PS]) or the Ministry of
il ). f course, he had difficulty in writing clearly and rap-
wrg(ting uiczilz;tetr};sl;al:s; seisilon, he Lvetlls; always the last to finish and was

! . But it was said that “he is already a recogni .
ll;r:(a:;ei; ;“ti éace ._encr;d name are kn.own in the Ministry )c,)f Heal‘cty,la1 ?EdLIi)rI:a
el c).’t :;1”’ so at the hospital, and this is how it should be for the
sterilgg;:fi olis?jl ltz)f“ffamlly plam:ung, which touched upon vasectomies and
o eation falon ing a question from one of the promoters, caused reac-
e s, ow is it possible to take away what God has given us?
b ys thus you are born thus you must die. And it's not right that

men are sterilised because we need to increase our population so that
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the schools can function.” Another opinion was that “while the hospital
forces women not to have children by giving injections or cutting them
open, the ADE (Atalaya Education Department) requires a minimum of 20
children to be registered for the opening of a school room and a teacher
placement. They should reach some kind of agreement, we don’t know
who to believe”. Such issues caused a great deal of negative reaction
among the community members.

Examples: specific cases of illness and treatment

Witchcraft

A woman, 25 years of age and a member of the Pensilvania community,
who was in a relationship with a community member from Tzipani, had a
little girl of 5 years old. The woman said that a few months back, in
January 2000, her husband had told her she was possessed by the devil.
He suggested she needed treating and took her to the community of
Tzipani, where he began to treat her with plants. He gave her foé
(Brugmansia sp.), ayahuasca and other preparations, saying they would
“remove the devil from her”. In the hallucinations they caused in her, the
woman said that “she saw the devil with the face of her husband pursu-
ing her” and she lost control and began to run in any direction. She didn’t
say how many times she had taken the preparations but when she awoke
in the countryside in Corintoni, she was very far from where she had start-
ed, and her daughter was no longer with her. From that moment she
began looking for the child in the communities.

She arrived at the community of Cascada on 20th March 2000 asking
for help to “remove the devil”, because she still dreamt of the devil with
the face of her husband pursuing her. Mr. Alfonso Gémez [a pseudonym)]
took her into his house and told her he would cure her. When asked about
her daughter, she told us, “She must be dead, the people say the tigrillo
[ocelot] has eaten her, if not why is she still missing?”

Working it out from her story, the child must have disappeared
around two months earlier. What shocked us from the story was the
woman's resignation in relation to her daughter, whom she gave up with-
out having found any indication that she was dead.

According to Mr. Gémez, the woman was cured with pinitsi for the
devil (an ashéninka herbal medicine) but she was told that if she didn’t fol-
low the diet the evil would come back.

The shaman leaving on vacation. Photo: fim Thuesen, 1994
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Strangulated hernia

On 10th March 2000, Mrs. Hortensia Flores (pseudonym), 52 years of age
and from the Galilea community, arrived as an emergency case at the
Atalaya Health Centre suffering from “witchcraft”. This case was referred
by the health promoter from her community.

Her husband told us, “A few months back my wife was complaining
of pains in the stomach and, a couple of weeks ago, she started receiving
treatment from the community ‘doctor’. In the days that followed, she
showed no signs of improvement and was in a great deal of pain, not eat-
ing. The treatment prescribed by the doctor was a diet, plant preparations
and treatment with tobacco at night. The ‘doctor” said that this ‘pall’ in the
stomach was a curse, caused by witchcraft. On the ninth day she deterio-
rated and we asked the community to lend us the boat and engine to take
her to hospital. We left the following day very early and when my wife
arrived at the hospital she began to bring up a dark green strong smelling
vomit.”

The health team were in Atalaya at that time collecting sample results
and, when the case was communicated to the OIRA office. We went to the
Atalaya Health Centre but the woman had already died. The medical
diagnosis was a strangulated umbilical hernia and kidney failure (hydro-
electrolytic decompensation).

The term “curse” or “sorcery” is attributed to illnesses that are not recog-
nised as such but, once they have had an opportunity of getting to know
them, the people do call them by their real name, for example, a lipoma.

‘A hernia is one ailment that, when we first started working, very few
community members knew of or requested help for but, once they under-
stood the risks, they often came voluntarily to ask for surgery. This is why
there was a considerable increase in the number of patients during the sec-

ond surgical campaign.

Making use of plants for curing:

Uta or leishmaniasis

On 16th February 2000, the OIRA health team arrived in the community of
Puerto Esperanza. As we began to treat the patients, a youngster came for-
ward who was 15 years of age and had a cutaneous ulcer on his upper
inside right leg measuring 6cm x 7cm. It was badly infected and we took
a scrape sample of the skin.

That same day, we met with Mr. Ange) Ruiz - our herbalist - and he
agreed to prepare a medication for leishmaniasis. So he went into the
countryside to look for the abuta creeper [Cissampelos pareira] and, on his
return, he began the preparation, with the participation of the promoters
and community members. They produced the medicine and kept it in a
bottle. Mr. Angel gave dietary indications (not to eat chilli pepper) and
prescribed treatment three times a day after cleaning the wound. The fol-
lowing day, the health promoter began to treat the ulcer as directed.

On 3rd March 2000, the sample was taken to the Health Centre and

the scrape tested positive for cuta i
scrap neous leishmaniasis. On 4th M
Sg;;lrct?rt::nt and trlfrquest for glucantine was made by the epidea:rrtcigio?;
nt so that it could be dealt with by th i
Department. We received no res i ity aiy il
: ponse to this request until early Apri
ar Meanwhile, the results were surprising. On 3rd April ;gOOPVr:;:ﬁlst
o tz::ga :;:’oiln rréo:;lltiu:;gu]h'ip 'Lvith Dr. Luis Torres, we examined the
at the ulcer had shrunk to 2 em. in di

and, by May 2000, the sore had completely healed up-x . in ciameter

Parasitosis

2‘1}:; ;1;5_; gﬂﬁgus l:insz';:u'da] as an antiparasitic has been commonplace
non es for some time, albeit prepared in diff
with inexact dosages. Our experi vork i hatnts e
. . es. Our experience of work in the Tahuani i-
3231 :ﬂlg; :Ee X;;tmpanon of the herbalist, Mr. AngeluRu:: C\?vrl?:)m:vna:s
e ject— ;
e medicah'on_EI RA project- Pucallpa, has encouraged the careful use
. 315131;;2% }:};%(t)roip hf/{l’;r(j&.tgh ihl: Atalaya communities from 15th February
ar . Mr. Angel Ruiz taught people how to extr.
and qdmmxster white 0jé resin for the treatmeISt of parasitc))(si o
the diet to be followed. v aswellas
He administered the i i
. preparation to 49 patients, childr d
particularly “posheco” i i ivi ’ : aecading
o y "posheco” (anaemic) patients, giving the dosage according to
Diet: no chilli peppers, no acid
O oy Fogs we’ek. acids (lemon, orange), no strong masato, no

. N W

Side effects: could i
wivougae wale cause sickness, nausea, weakness. Treat with
The results after three da inistrati
ys of administration were satisfact
;(;rc;u;:gst:doi ::11:1F§?1§181 who had received the preparation werectgz.tg;
arge parasites, others had passed i
one month, they looked physically well and had ga‘fnesd we?;}:l:.mg. After

Pyodermatosis

{:;a:; pa);omoters’ training session in the community of Unini Cascada, there
opportunity to prepare the abuta plant f '
' or the treatment of i i
g0 because, at that time, all the medici f i,
, , Icin
Bt ot cnon e T e had been used up and the num-
- ::2:2 btg::s p:ticipatiox;gf the promoters, vapour healers and commu-
, we managed to prepare eleven bottles th
among the promoters for use in thei iti bt o s o
; eir comm i
munity medicine chest, tities, tolbe bephin s com
mothzliv r:el:hodhof application of the preparation is as follows: First the
shes the wounds well with soap and rinses them well, then

w : >
ries them and, using a syringe, applies a drop of the prepared medicine




to each wound, waiting for it to dry. This topical treatment is applied twice
a day and improvements should be seen in three to four days. The results
were very good, the promoters and community members said that it was
easier than giving tablets to children.

Diarrhoea and sickness
While we were in a training meeting with the promoters and vapour heal-
ers, the son of one of them began to suffer from sickness and diarrhoea.
The midwife, Mrs. Ana Cruz Otzonqui, who knows about medicinal
plants, offered to prepare an infusion of herbs using the plant known as
rosa sisa or flor de tunchi [Tagetes erecta] [sometimes called “Marigold” in
English] mixed with crushed cow horn, cinnamon and oregano. She
boiled it in a litre of water for five minutes, and they began to give the
child teaspoons of this boiled water. They say it is also good for shock
caused by “bad air”. The promoters observed the case and the preparation
of the infusion.

The following day, the diarrhoea was significantly better and the
child’s state had improved, so it was suggested that they should continue
to give the child the liquid. In this case, no western medicine was neces-
sary.

Similarly, there was an opportunity to observe Mrs. Iris Vésquez
Nicolaspeque, a vapour healer from the community of Unién San
Francisco, preparing an infusion of mango bark to give to her daughter
when she had diarrhoea. She crushed the mango bark and boiled it in a 1
cup of water and gave this preparation by the teaspoonful. The girl r
improved significantly. The vapour healer said that if the diarrhoea is
treated early then it works well, but if it is left for a few days it becomes
difficult, and the child has to be taken to the promoter.

In the beginning, all diarrhoeas are treated as mild diarrhoea and, if
other signs or symptoms are identified, help is requested. Mild diarrhoea 1
is attributed to “bad air”, a shock, or a fall, and it is treated by the mother |
with the help of medicinal plants that she prepares herself or with the help
of the vapour healer. However, diarrhoea that contains mucous, blood or
that is accompanied by fever is referred to the health promoter because,
they say, “it needs a pill”.

Ashéninka design



6. Medical Perspectives

Bridging the Gap between Western and Indigenous
Medicine

By Bente Korsgaard, MD, and Jim Thuesen Peders:en, MD.
Representatives of the Karen Elise Jensen Foundation
and members of the project review team.

Introduction ' .
At first glance, any attempt to implement modem western medﬁc_:lal g;l?ll:e
ing in ancient indigenous cultures in the Peruvian Af\n'lalzctl)r:i I\;;; ela f’to e
i i itional medical praciices wou
same time, preserving traditional n uld PP o e
i i ion hitherto concerned with the g
risky business for a foundation hith . nding o
i i i th a well-defined outcome.
mainly high-tech medical projects w1 o
i i became acquainted wi
our first thought when, in 1992, we : Rl
j i ted to the Karen Elise Jensen Foun -
B s et health work in tropical forest environ-
had no previous experience of hea vork |  Tomeat e
i occupational hea
ments: one of us was working as a physician In oo
her i i icine. However, life and death, illness
the other in respiratory medicine. : ! A
dical system. The concept O
health are the cornerstones of any me system. of hee
is, i lytic division of nature. Contrary
in the West is, in essence, based on an analy . oy
i iti icine i ffuse and synthetic, but well-in
to this, traditional medicine is often di e
' inki rmed (Fock 1986:
d into the way of thinking of the culture conce :
%‘g’;e Wl: will shor)tay discuss some of these'dlfferences, whlchl!)ecame
apparent during our visits to the project area in the Upper Ucayali.

Western medicine o B _
In the classical, mechanical model of disease wflthm wesr;fin :;gf;g;nsé 312
i ide hain of causes. The -
ecase is considered to be the result of a ¢ ' ; aee
is initi i f genetic and environmenta
ease is initiated by the combined effect of genet .
i i f the disease. In the human boqy,
tors, which are known as the aetiology o ! : Yy
ai i i i i 1 and morphologic nature
reaction of physiological, biochemica : of i
:efegalsvhich is calleg the pathogenesis, leachngh toltgl;e7 gzﬂrr;;) 1;: ntl:;:( :rglgz;e
: i Goétzsche :80-84).
ratus and, thus, the disease (Wulff and . / ol
is i i he cause is considered to be known,
of this is lung tuberculosis, where t _ ' "
is i i The tubercle bacillus is a necessary
although this is only partially true. The e B alioea fhat
factor in the development of the disease but1 _
iiﬁ?;la;};nomena always have a variety of causes. All diseases aré

multi-factorial, and deciding upon the cause is the result of a choice which
reflects our interests (Wulff et al. 1986: 61-72).

Even though western medicine is, to a high degree, based on pure
biological causal factors, social and psychological factors have always
played a prominent role. Medical science is both a scientific and a human-
istic discipline, attempting a holistic view of disease. However, western
medicine is still highly influenced by a deterministic idea of causality
based on science. Surgical as well as medical treatment is, thus, funda-
mentally based on rational thinking although, to this day, much treatment
is still based more on tradition than on evidence.

Indigenous medicine

The indigenous concept of disease in the Upper Amazon is difficult to
understand for a physician trained in western medicine, without a more
thorough knowledge of the culture concerned. The late British anthropol-
ogist, Andrew Gray, who for a short period participated in the PSI health
project in Madre de Dios, has given interesting descriptions of the con-
cepts of health and disease in the Arakmbut culture in the Peruvian
Amazon:

In the Arakmbut culture, health is not only physical health but must
be considered in a broader context, comprising protection of the environ-
ment and the possibility of being self-supporting by relying on one's own
resources. Disease can be considered as an indirect cause of the belief in
souls and spirits, so-called animism. Disease and death can be inflicted on
a subject by various evil spirits living, for example, in the forest or in the
river. A number of plants and animals, for example, fish, tapirs and birds
are similarly believed to be disease-inflicting. Disease can be caused by
evil spirits in nature, by overfishing in the river or by gaining too much
bag in hunting. Among the Arakmbut, excessive sexual activity in young
people is also believed to debilitate the body. Sickness and death may be
not only the fault of the victim but can also be inflicted by witches who are
feeling hatred and wish to hurt a person. The witches use dangerous spir-
its who can attack a human being. Normally, the witches come from other
villages, although they may live in the same community as the victim.
Sorcery is considered very serious and could, particularly in the past,
result in strangulation and drowning of the sorceresses once identified
(Gray 1996: 159-176).

At the beginning of an illness, it is often regarded as a private affair
but if the sick person does not improve over the course of a few days,
she/he will receive the full attention of relatives and, in the case of a long-
standing illness, of the entire settlement or community. The Arakmbut
also distinguish between visible and invisible causes of disease. Diseases
with an apparent cause, such as cuts and bruises, cold, headache, gastro-
intestinal upset and cough hit the body. They are caused by small acci-
dents, hard work or exposure to much sun or rain and often disappear
without any significant treatment.
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The invisible causes are imputed to various evil spirits and may be
difficult to treat. The contact with white missionaries in the 1900s led to
great morbidity and mortality in many indigenous communities caused
by, for example, yellow fever, influenza and various kinds of infectious
eye disease, causing blindness. These diseases have been called "God's
diseases" because the missionaries were believed to have caused them.
(Ibid.) The immigration of poor colonists from other parts of Peru, seeking
land, washing gold or collecting rubber has also been an important cause
of serious and life-threatening epidemics amongst the indigenous com-
munities.

Self-treatment of small ailments is common in the indigenous
Amazonian communities - as it is in others - but traditionally the local
healer is the key person when it comes to the treatment of more serious
diseases. In addition, older healers have much experience in the use of tra-
ditional medicine, which can ensure the survival and growth of the local
community, and in many ways they represent an intellectual elite with a
holistic outlook. As we have experienced in the Upper Ucayali, there is a
desire and motivation among the local communities to reinforce their own
indigenous medicine, which has been losing force, and an interest in
reconstructing a valid indigenous health concept. In this context, it is
important that western medicine is not used as a means of power in the
local community by key persons with access to western drugs. The
Peruvian director of the Indigenous Health Programme, Lic. Juan
Reétegui, is an Aguaruna from the northern Peruvian montaia, and has
himself felt a dilemma, as a university-educated nurse, in implementing
western medicine within traditional indigenous cultures of the Amazon
[see the interview with Juan Reategui Silva page 98 in Spanish edition]. He
has emphasised the importance of regaining the part of indigenous
knowledge that has been lost, and of formulating alternatives in the con-
cept of health among the indigenous peoples. He stresses the significance
of indigenous self-development and self-determination.

We encountered different attitudes in the local communities towards
the use of traditional medicine versus western medicine. Some people
consider that one should aim for traditional medicine as it is cheap, where-
as, for example, the local teachers - who often administer the supply of
western drugs - may prefer western biomedicine, partly because of its
higher prestige in the national society and connotations of progress and
modern development. In most indigenous groups, the shaman applies

dreams and visions in diagnosing diseases and, in certain communities, all
men and women can dream and treat to some extent, but only those who
are regularly able to make a diagnosis are recognised as shamans. In other
indigenous groups, curing songs are applied whose words are primordial
and difficult to learn (up to 50 letters per word) and have many different
meanings and should rather be regarded as names which hold spiritual
power than words in the usual sense.

Indigenous medicine is dealt with by the local healers (curanderos),

The gentlemen Torres, Skielboe and Thuesen in the OAGE. Photo: Bente Korsgaard, 1998
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sick person’s body. The remains of the plants at the bottom of the pot show
that the evil has been removed from the sick person’s body. After the pro-
cedure, the patient is bathed with cold water. Although vapour healing is
mostly the women'’s speciality, we have also come across a few men prac-
tising vapour treatment, and traditional male shamanism, such as the spe-
cial tobacco shamanism, also has a few women practitioners.

There is an extraordinary biodiversity in the Amazon, with an esti-
mated 40,000-50,000 plant species, only half of which have probably been
identified. About 1,200 wild plants can be used for, among other things,
medical treatment. In recent years, there has been significant interest on
the part of international medical companies in exploiting the ancient
indigenous knowledge of medicinal plants in order to develop new drugs
without compensation, threatening the traditional Amazonian medicine
by, among other things, taking out patents. In consequence there is a great
need to protect indigenous intellectual property. According to literature,
the use of plant medicine can be traced to around 1300 B.C. The most
famous traditional plant medicine in the Amazon is very likely Ayahuasca
or Yagé (Banisteriopsis caapi), a species of liana which, after proper prepa-
ration in combination with components from other plants (e.g. Psychotria
sp.), is ingested by certain shamans who then fall into a trance of feeling at
one with the universe through visions and a changed perception of time,
space and sound. Some indigenous groups, like the Ashéninka, emphasise
tobacco use instead of ayahuasca or in combination with it in a different
sort of treatment. Apart from this, ayahuasca and other psychoactive
drugs are used with apparently good results in the psychotherapy of drug
abusers in a rehabilitation centre in Tarapoto in northern Peru. Another
traditional drug which is encountered in most indigenous communities of
the Upper Ucayali is "Cat's Claw" ("U#ia de Gato”: Uncaria Tomentosa)
which has now become well-known world-wide due to a booming world

market for alternative medicine. Cat’s Claw, which is claimed to strength-
en the immune system, has been marketed aggressively by the pharma-
ceutical industry in the US, Europe and Japan, and can now be found as
capsules in any well-stocked drug store in all major cities of the world (El

Dorado 1997: 51-71).

Becoming a shaman

A shaman may have 6 months - 3 years initial training before he or she
attains the required spiritual state of mind, but it is estimated locally that
20 years of experience are necessary to be a fully qualified shaman.
Potential shamans are selected from among youngsters who are believed
to have the ability to make contact with the spirits. The young potential
shamans are trained by older shamans either in their own community or
in other communities where there is a lack of shamans. The training of the
shaman student is aimed at illnesses with a spiritual dimension which, in
fact, means most of them. During four months of training, the student
shaman adheres to a special diet, ingests neither salt nor sugar and is sex-

loys different drugs such as hallucinogens
nts such as coca and tobacco, which are used

the training continues, even if the

pprentice live in different communities, because spiritu-
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It is a leading idea in the programme that traditional medicine and
western medicine should complement each other, partly because tradi-
tional medicine is an integral part of ancient indigenous culture, which
would consequently be strengthened, and partly because of a lack of
access to expensive western medicine in the foreseeable future. The
indigenous cultures have been much influenced by the various Christian
missions but, in recent years, the Indians have developed a new self-con-
fidence based on their own cultural values and the recognition of new
rights. This project can contribute to such awareness raising. The com-
bined anthropological and medical approach of the health project may,
hopefully, avoid the creation of the problems that many western develop-
ment projects have inflicted on vulnerable ethnic minorities over the
years. It is important to create a sustainable health programme based on
the individual, the family and the local community (Tarimo 1991:58-74).

Health for the individual and the family can be promoted through a
healthy way of living, for example, through cleanliness, no-smoking
(smoking has not hitherto been a problem among the indigenous groups
involved in the project), good nutrition, and clean water that is protected
against contamination. Hygiene and good sanitation go hand-in-hand
with proper nutrition. Prevention of specific diseases such as malaria,
diagnosis and treatment of diseases in combination with the use of any
existing health service are other aspects of the health work for individuals
and families.

The local community itself plays a major role in the health project,
which is highly dependent on a kind of primary health care, with the
involvement of the key people in the community such as the shaman,
health promoters and the local teacher. It would be of great significance if
the health project would lead to a formal education of assistant nurses -
male and female - who would be firmly rooted in the Jocal society just like
the local teacher.

A reliance on traditional values and resources, in combination with
basic western medical practices at nearly "barefoot doctor” level could, to
our way of thinking, be a considerate and sustainable way of promoting
health in the indigenous Amazonian societies.

Concluding remarks
On our first visit to the project areas in the Peruvian Amazon, we had only
a vague knowledge of indigenous medicine. The combined medical and
anthropological approach to the project fascinated us, but we were uncer-
tain as to whether this dualism was going to work in practice. We are
trained in modern biomedicine based on science, although it has to be
admitted that many medical problems may not be solved by science alone.
Even after thorough preparation prior to journeying to Peru, some-
one will attain only a superficial knowledge of the indigenous concept of
disease, a concept that belongs to another world far from our medical uni-
verse. Indigenous medical treatment is based on different modalities, as
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Photo page 274: Coordinator Moisés Ramos, midvife Rosa Valera and
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Ayahuasca vision. Art work by Noé Silva Morales, 2000
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Voices Ill: Leaders, Promoters and Pafienfs

Pascual

s President of the Ashéninka Organisation of Gran

Pascual Camaiteri Ferndndez i
ble for the Indigenous Health Programme in the

Pajonal (OAGP) and responsi
area.

Introducing health into Gran Pajonal

It was rather difficult to begin the Programme, t0 gather the people in one
place to talk to them about the Programme. For them, it was the first time
that people had talked to them about a programme. As the person in
charge, I talked to the chiefs of all the communities about the Programme

to rescue and recover our customs, our languages, our dances. This

Programme was going to work in all the native communities and the
people asked me why there had been no such programme before. I

explained to them that we had signed an agreement with some institu-
tions so as not to lose our customs and, above all, to strengthen our organ-
isation, the OAGP.

The chiefs told us that this Programme was good and welcomed us
and gave us encouragement to work. Now the Programme has come to
fruition, it’s up and running and is more organised. The medicines are
now being planted; there are now sheripiaris and vapour healers. It has
truly been a success and the communities now have their promoters. This
is what the communities were told, that the Programme was seeking to
leave something, leave a future, for when the programme no longer exist-
ed. Now, unfortunately, the Programme is coming to an end. The people
now trust us and we are getting to know the nurses and the coordinators
better. The coordinators even talk to the women about health, how to care
for their children, how to feed them and improve their lives.

Now the communities are already sowing their gardens, they have
their medicine chests, their community centres, and are well-organised.
Some communities have not grasped it all very well but when they see
how the other communities are working, they will want to do the same.

The Programme ends in July but we are going to continue working,
with our sheripiaris and by supporting the promoters, through the pur-
chase of medicines, restocking the medicine chests. We will go on working

and coordinating for ever.

Voices IIf: Leaders, Promoters and Patients

Esther

Esther Chiri Santiago i
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Voices Ill: Leaders, Promoters and Patients

Martin

Martin Incaniteri Ema is 34 years old. He is Ashéninka belonging to the commu-
nity of Shumahuani in Gran Pajonal, where he works as a health promoter. He
was initially trained by a Swiss missionary who has worked for many years in
Gran Pajonal supporting the communities and also supporting the Indigenous
Health Programme through the regional organisation, OAGP.

Continual education

I began to train in Ponchoni with Miss Liselotte from the Swiss Mission,
because then I knew nothing. She taught me to work with medicines and
has given us training on several occasions. She has even shown us how to
carry the patients to the communities [ed.: after treatment outside]. When
the training ended, we came to the community to give talks to our com-
munity members.

The training has helped me to solve problems of sickness and diar-
rhoea, coughs and tuberculosis. I was taught all of this and we often go to
Ponchoni to receive more training. Now they are teaching us how to use
medicines, how to treat patients and they are sending us to our communi-
ty for practical experience.

Miss Liselotte told me that, as I had started as a promoter, I was still
not going to receive a salary, that I had to work to support the communi-
ty, and she gave me the medicines to enable me to begin. I began to treat
all those who came to the post, children and their mothers. I told them I
did not have much medicine, that I still needed further training in medi-
cine and that later, I would bring them more support.

In Oventeni, we were given training in giving injections. At first I
was the only one, but more promoters came later. These included my son-
in-law Daniel and now we are working together. Now they are going to
give us the medicines to give injections.

Sometimes the community members don’t want to help us for they
say that we know nothing, that we will go astray, and they don’t realise
that we are going to continue being educated, for the good of their chil-
dren and of the community. We also have our other work, for example, I
have my fields.

The promoters have to be called upon when something serious hap-
pens, for example a snake bite. For snake bites, we also have wild herbs.
This is piripiri that | have sown here and also ivengui, which is used for a

jergon |Bothrops pictus] snake bite. The nurse tells us that we have to use

fraditional plants, and that we have to have a plot on which to sow them
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and explain to people how to use them. But there are still some that have

not sown.
Here in the community, my dad is the sheripiari and he has helped

the community. There are also vapour healers working well and they are
supported with western medicines. When there is an injury that the pro-
moters cannot cure with western medicine, then the vapour healer takes
over. My stepmother Laura is a vapour healer and has learnt quite a lot,
she even has two students, one is my nephew. It is not only women who

can be vapour healers. The sheripiaris also have apprentices.
Sometimes the nurses come to the communities to talk to us and they

ask the community members how we are working and, if there are no

problems, we continue our work.
The nurse went to Chequitavo and we went with her to receive train-

ing before returning to our community to give talks, about how to avoid
falling ill. They taught us that you must wash your hands before eating, to
prevent illnesses. As we are two promoters, sometimes one of us goes to
the training session and the other stays to treat patients. Last time, my son-

in-law went to the one in Catoteni.
Miss Isolina told us that the Indigenous Health Programme is com-

ing to an end and she came to say goodbye to us. We gave her a good send
off, butchering a cow.

Photo: Seren Hualkof, 1987

Martin's sister, Shumahuani, Gran Pajonal.

Voices Ill: Promoters, Patients and Leaders

Viviano

Viviano Huaris Chunisho i
; 0 is 23 years old, and 1
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Voices Il Leaders, Promoters and Patients

Edgar

Edgar Camaiteri Virifia, Ashéninka from Gran Pajonal, is 27 years old. He is the
promoter in Quirahuanero, which is the neighbour community to Catoteni, and

belonging to the OAGP.

Inspiration and use
My community put their trust in me by appointing me as a promoter. As

we have two professionals here, they have been training us for the past
four years in how to cure the illnesses that exist in the community.
1 have attended five training sessions now so 1 have a little more
knowledge than the others in treating patients who come to the health
t. In addition, as promoters we came to an agreement with the com-
munity that each member would contribute 10 kg. of coffee for sale in
order to buy medicines, so that we would not lack anything and we would
be able to continue treating our patients. Therefore we thank the
Indigenous Health Programme for having supported us and having given
us an idea of what we can do, in order to be able to work with the sheri-
piaris and vapour healers, and to be able to work with both kinds of medi-
cine, both that of plants and western. If we cannot cure, because an illness
is due to some form of witchcraft, we take the patient to the sheripiari or

to the vapour healer. We work with the whole community and with the
hy I would like to

chief, well, they appointed me as promoter. This is w
say: thank you, the Programme has been very useful.

Photo: Saren Hualkof, 1986 Grinding maize, Gran Pajonal.




Voices Ill: Leaders, Promoters and Patients

Romulo

Rémulo Leiva Rosi is Ashéninka, originally from the community of Catofeni, but
now living in Anexo Quirawanero. He works for OAGP as a health promoter and
coordinator in Sector I, covering 13 communities of Gran Pajonal.

Organisation and promotion

The organisation appointed me as promoter after I had participated in
many events, seminars, workshops and assemblies. I talked to my family
about it as it is a very responsible job. I have eight children; four are at the
bilingual primary school in Catoteni and one at the Mafiarini agro-indus-
trial college. My family agreed to my joining the Indigenous Health
Programme in order to gain some experience. I attended a training work-
shop for coordinators and I found out what the aims were and what my
role as field coordinator would be, and also what you had to share with
the communities, because indigenous health is holistic, you cannot look at
health without looking at the whole environment.

The first area of work that has to be carried out is to look at the com-
munity’s organisation, because to go to a community that is not organised
is a waste of time. My first job was to visit the 27 communities with the
work team, a coordinator and a nurse, and to hold meetings to find out
where to start. [ learnt that the first thing is to organise the community and
then seek out and promote the human resources such as sheripiaris,
vapour healers, and others with knowledge of indigenous medicines. We
have to interview the oldest people in the community, for they are the ones
with the most knowledge. They always ask us why we are seeking the
sheripiaris now, because previously they had been forgotten. We tell them
that we have an organisation supporting us and that this is a way of
strengthening our organisation.

As Sector I coordinator, | have 13 communities under my supervision
and in them there are 18 sheripiaris. Each sheripiari has his students,
around 14.

The sheripiaris came to the organisation’s most recent Congress and
I told them that we have rescued 95% of our indigenous medicine. We
have piripiri, which we call fvenqui and which has different uses.
Mangquivenqui is piripiri for snake bites. Charivenqui is very useful for
serious wounds and wafurivenqui is carried as a charm if there is some
kind of confrontation. Pinifsi is pusanga in Spanish, which is used to hyp-
notise and quieten people. You try to tranquillise them with this. There are
many varieties of piripiris and herbs and I have in my notebook a report
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Voices Ill: Leaders, Promoters and Patients

Efrain

Efrain Inuma Torino, from the Shipibo-Conibo people, was born in 1970. He is a
teacher and mayor of the district municipality of Tahuania. He was the first
indigenous mayor of the district and has recently been re-elected for a second term.

Being Indigenous Mayor

I was Secretary of Minutes and Archives for the organisation ORDE-
CONADIT and, from there, my indigenous brothers chose me as munici-
pal candidate. The authorities looked down on some leaders, saying that
they were incapable, would not show up, that the mestizos were the ones
that were capable. But, thanks to some young students who visited the
local town, we realised that it was time to elect an indigenous mayor. The
people cast their vote in the elections of November 1995 and, since 1996,
have held this very responsible position. I would like to thank the native
communities, my Ashédninka and Shipibo brothers. In response, I have
worked harder, I have implemented more works in the native communi-
ties. Of course, they all wanted to know why a particular community did
not have a school, a radio or a satellite dish like the mestizos. When I first
started, I gave some communities these kinds of things or communication
equipment. Thanks to the united work of the councillors, most of them
Ashéninka and Shipibo, we came to agreements with the communities
and became strong, this was why we were elected by the communities and
why we are now working hard.

For the second election, we held a congress in the community of
Betijay where, after much criticism, both constructive and destructive, I
was once more chosen as candidate for mayor, together with Mr. Andrés
Encinas Lépez, who represented the Ashdninka community. It was not
easy to take over a municipality and continue working as one thought fit.
We have had to withstand such strong blows, as Cesar Vallejo says in one
of his poems, setbacks that we sometimes thought would suddenly
destroy us, or remove us from the municipality and enable them to say
that we natives are incapable. But with our limited experience we have
had to defend and, together with brother Andrés, represent the native
communities. Now the mestizos are moaning. In the future, others will
have the opportunity to ensure that the indigenous continue in govern-
ment and, thankfully, since 1995 ORDECONADIT and OIRA have had a
joint strategy that has led us to this triumph.

I would like to thank the donor for the Health Programme, together
with the organisations OIRA and ORDECONADIT, who supported the

N

Efrain and his vice-mayor.
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Voices Ill: Leaders, Promoters and Pafiens
Moisés

Moisés Ramos Maynas from the Conibo people was born in the community of
Betijay. He is 25 years old. In 1998 he was elected as Secretary of Minutes and
Archives of the organisation ORDECONADIT. He subsequently held the post of
Health Programme coordinator for the Shipibo-Conibo sector.

Working with the communities .

On 10th August 1998, Dr. Jim arrived together with brother Juan Redtegui,
who is a qualified nurse, and Dr. Luis Torres. That day, the Shipibo-Conibo
people elected brother Ezequiel as president of the organisation and
appointed me to coordinate the Health Programme. In October, I left to
visit the three communities. First T saw the work of the first phase of the
project and its continuation. In the first trip, we held meetings with the
community, we coordinated with the community chief and then we organ-
ised an assembly to explain why we were visiting them. In all the com-
munities, we looked at what human resources they had, the onanyas
[shamans), midwives and vapour healers. We call the midwives vaque
byabo in Shipibo and the vapour healers, quamis. They were given recogni-
tion by us. During my first trip, they also recognised me as a leader and
coordinator. We both got to know each other and we have worked with 25
onanyas, 4 students, 5 bonesetters, 18 birth attendants and 19 vapour heal-
ers.

The community was quite supportive and when we called the assem-
bly, the entire village came. We told them how to build family gardens,
where they could sow plants, those that exist around our houses and those
found in the wild in the highlands and lowlands. Then we worked large-
ly with the onanyas, because they know the plants well. We sowed the
plants that they knew and also the piripiris. The authorities have also
helped us a great deal and I would like to thank them, for example, for
restocking the medicines.

At first, the community members were confused and they said that
the funding agency had donated the medicines and many said that the
promoter did not want to treat them. But we told them that the medicines
were not a gift but an endowed stock of medicines. And they didn't under-
stand what endowed meant. With the little they give us, we ourselves
have to work, for example, in communal fields, or logging. Other com-
munities have sold some of their produce and are replacing the medicines.
Then they understood. The promoters are now trained and they have
medicines. I remember that, previously, the communities had no medi-
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Voices Il: Leaders, Promoters and Patients

Manuel

Manuel Sangama Flores is 25 years old and comes from the Ashéninka commu-
nity of Nuevo Paraiso. He is coordinator and promoter for the 21 Ashdninka and
Ashéninka communities that are members of the Indigenous Regional
Organisation of Tahuania district, ORDECONADIT.

Legitimising the sheripiaris .

At first, I knew nothing of the aims of the project, we just worked to res-
cue the human resources, the sheripiaris, vapour healers and midwives.
Previously, the sheripiaris were not recognised. They lived hidden in the
countryside, they were persecuted, tortured, killed. The people called
them devils, witches. But when the Indigenous Health Programme came
along, we rescued the sheripiaris and strengthened the midwives and
vapour healers. We visited the communities asking for them, but they told
us that the sheripiaris lived far from the community, that they were afraid
they would be beaten, whipped or killed. So they were living in hiding.
But when their children fell ill, the people would go and bring the sheri-
piari to the community. And when the children were cured, the people
would pay by giving him a canoe, a cushma or other things.

When the people embarked on the second stage of the Programme,
all the sheripiaris were happy for they were now being recognised. We
told them that they were already recognised in the organisation, that they
were no longer persecuted, that they could work in peace, curing and
teaching others.

They only used to cure their children, grandchildren, their family.
But now they are curing within their community. There is a great deal of
illness in the community of Toniromashi, and there is a sheripiari called
Alberto, and Mario Diaz is a sheripiari and promoter. They are working
well, curing patients. Here in Puerto Alegre we also have our sheripiari,
who is working really well. He is happy that we have given him supplies
and he would like to thank the Programme and AIDESEP. The organisa-
tion supports them and now they feel relaxed and happy in the commu-
nity in which they work. The sheripiaris say they are going to continue
working and teaching their children, grandchildren and even their wives.
In other words, they do not want to lose their knowledge, so that in the
future their children can continue to teach and cure the community.

I have now been working with ORDECONADIT for four years. We
have our expert, vapour healer and midwife. They teach us how to use ojé
and I am practising a little with medicinal plants. I know a lot about cur-
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Voices Ill- Leaders, Promoters and Patients

Carlos

Carlos Vasquez Vasquez is a member of the Ashdninka people, he is 34 years old
and has, at different times, been president of OIRA and responsible coordinator for

the PSI.

Leaders in the field .
In this Programme, the promoters are very clear about what their role is,
and so are we and the communities as well. We are working via an agree-
ment with the nurses from the health centre and in coordination with the
health promoters.

Everyone wants the project to continue. The promoters have said that
they are going to continue with the work in their communities, as the vil-
lages have placed their trust in them. This is why they were appointed
promoters.

I would like to thank NORDECO for having supported OIRA
through AIDESEP in this project. OIRA must continue, it has to continue
with the work that has been planned together with the Programme
Director, Juan Reategui.

It is important that the Programme Director and I are in the commu-
nities, that the communities’ problems are not dealt with in the offices. It
is important that we are there, so that they can listen to us, so that they
know the goals of the project. We also want the AIDESEP leaders here in
the communities because, as I have said, problems can’t be resolved in an
office.

We want indigenous people to be trained as health promoters
because the others who come are not used to it here. The trained indige-
nous promoters from among our people have to work with the communi-

ties. This is what the whole institution wants.

Voices Ill: Leaders, Promoters ond Patients

Javier
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Voices IlI- Leaders, Promoters and Pafients

Misael

] in the Ashéninka community of
' ia Lopez is 18 years old and promoter in .
,}‘3401;: %o(z‘;;i' in tmpper l!.{lcayali, trained by the Programme through OIRA
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There are three of us working as promoters in the community and,

as the programme will soon be coming to an end, we would like more

training, for the good of the community.

Voices Ill: Leaders, Promoters and Patients

Orlando

Orlando Diaz Kinini is 29 years old and health promoter and chief of the
Ashdninka community of Tzinquiato, located in the Urubamba sector, belonging
to the regional indigenous organisation, OIRA, Atalaya.

The beginning of the Programme

The Programme was started here because we had no medicines with
which to cure our sick and we had to ask our organisation for help. We
had been asking them for help for many years and the president himself
had come on several occasions to observe the patients here, and he saw
that we had nothing to treat them with. Some time later, the organisation
began to give us help and so the Health Programme was developed.

We have always asked for our indigenous traditional medicine to be
developed. Now we can develop the medicine of our forests once more,
like our ancestors, and not leave it abandoned. We want to use it like our
Ashaninka fathers and we want to develop it once more. We know some
of the medicinal plants, such as sedatives, but we don’t know all of them.
You have to go to the person who knows these kinds of plants, a sheripiari.

We provide support, along with the sheripiaris and the vapour healers,
by providing various medicinal plants.

Cholera

Cholera reached us here and we had around ten people ill but then the
Programme arrived, with nurse Otilia, who came to the community. When
we did not have rehydration solution she taught us how to use a plant
from our region, with warm water, a teaspoon of salt and sugar. Coconut
milk can also be used as a medicine and this helped us greatly. There was
not one death.

The people of Tzinquiato are happy with the Health Programme.
We are happy with what it has taught us and we would like to thank the
people involved. But we also want the Programme to be continued, and

not to stop just like that. There is so much more we could learn about the
forest plants.
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Mercedes

Mercedes is Ashéninka. We met her in Boca Sapani in Ucayali, where she told us
her personal experience of the surgical campaign.

hernia .
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Antonio

Antonio Zapata Campos is from the Yine people; he is 42 years old and a member
of the Santa Clara community in the lower Urubamba zone.

A renal cyst

I had a sickness known as a renal cyst [a kidney disease] and I suffered for
five years, nearly six by the year 2000. I want to thank OIRA, who came
here to the communities, and I thank nurse Beatriz. I told them personal-
ly that I had this illness, that it was affecting me greatly and that I could
not breath, the pit of my stomach was closed. I thank OIRA for their help,
for they were kind enough to support the communities, and Dr. Torres,
who also came and saw my illness. He registered me for an operation in
Pucallpa. The time came and on 18th April they took me to Atalaya where
I spent two days. On the 24th we travelled to Pucallpa and on the 25th we
went to the hospital with Dr. Torres to analyse my illness, and they told
me it was a renal cyst. They analysed my whole body and told me to col-
lect my results on 2nd May. When I returned they made me stay in the
hospital for an eight-day diet. On 10th May I was taken to the operating
theatre and they took a huge tumour out of me, weighing 1.7 kg. The doc-
tor told me they had also had to remove my right kidney. Now I only have
the left kidney and the doctor told me to take it easy and follow a strict
diet for a year in order to recuperate. Then, slowly, I was to carry small
weights until I got used to it. I recovered well from the operation, I was
more concerned about my younger children whom I had left alone here
but, in any case, I got back home OK, and I don’t feel any pain. Now I am

back to normal and I don't feel any pain. This is all I can say about my ill-
ness. Thank you very much.
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The Future of the Indigenous Health Programme

By Juan Redtegui, Director, pPSI-AIDESEP

The current situation .
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resources to facilitate their work. These qualified promoters manage a
Communal Medicine Chest, stocked by various sources, one of the most
important being the community.

A commitment has been made by the communities, through their
own decision-making mechanisms and systems, to restock the communal
medicine chests by means of community cooperation. In some cases, ad
hoc economic activities are being undertaken, in others they have agreed
to cultivate a “community plot” for the chest. In yet others they have
agreed to contribute part of their harvest, to contribute products or to
organise events. The fundraising or sale will be used to restock the chests.

All these communal and individual forms of contribution demon-
strate the importance the communities give to the System and show that
they have made it their own. Moreover, this self-sustainability of the med-
icine chest ensures its long-term viability.

A sub-system for surgical care has been created for situations when
community members may require it. This sub-system functions through
coordination and cooperation between the Programme and the Ministry
of Health.

Grassroots leaders and indigenous community representatives have
been incorporated into the care system, and have committed their efforts
to ensuring that the system that has been set up does not grind to a halt.

In short, the indigenous health system in the area of the rivers
Tambo, Urubamba, Alto Ucayali and Gran Pajonal, the geographical area
in which the PSI is located, is functioning under the management of local

and community leaders and leaders of the regional federations of indige-
nous peoples.

The future project

The indigenous communities of the Amazon have the strength and con-
viction to maintain their health system. However, the AIDESEP leaders
consider that, given the condition of the indigenous populations and the
paucity of state services, this will be a very slow and costly process for the
indigenous peoples.

That is why we are working to produce viable proposals in support
of the community health promoters and indigenous medicine specialists
who are working in the remote Amazonian communities and towns that
have formed a part of this project.

In addition, the success of the Programme has led us to consider the
best way of reproducing it elsewhere. In other words, we need to design a
strategy to ensure that the Health System of the upper basins of the
Ucayali and lower reaches of the Tambo, Urubamba and Gran Pajonal can
be replicated in other areas with similar health problems. That is, where
there has been an abandonment of indigenous medicine due to ideologi-
cal and cultural pressures, and where there is still a lack of western medi-
cine due to the people’s poverty and the state’s negligence.

If we are to accomplish these goals then there is an urgent need to
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mobilise human, economic and financial resources, such that the follow-
ing tasks can be rapidly implemented:

A) Maintain a dynamic monitoring system for the Health System
developed by the Project, which means designating and commit-
ting special funding to a monitoring and feedback project, in
order that the work achieved is not lost and progress can be made
in terms of self-management on the part of the communities
themselves as well as their leaders; and:

B) Create, in the short term, a mechanism for logistical and technical
professional support of the ongoing Health System, besides
implementing new projects in the indigenous areas of greatest
priority, as part of AIDESEP’s global strategy of indigenous health
policies.

One of these mechanisms is the planned Amazonian Intercultural Health
Institute (INSIA), which will form the human resource training institute
required by the health system and a centre for research, recording and dis-
semination of indigenous health technologies. These two priority tasks
require technical and professional support, which will only be possible if
we gain funding from international donors. The state will also need to
commit itself to cooperation, and so an inter-institutional cooperation
agreement has been established with MINSA's Institute for Human
Resource Development (IDREH), which is providing management sup-
port in order to gain funding from MINSA’s PAR Salud [Ministry of Health
Programme of Support to a Reform of the Heath Sector].

In short, we propose to develop health alternatives for the indige-
nous peoples of the Amazon, implementing a model of treatment and care
that is appropriate to the cultural diversity of the indigenous peoples, by
training indigenous technicians in intercultural health and by training
MINSA's health staff in an intercultural approach.

Visions and perspectives
Given that we are a representative institution of the indigenous peoples of
Amazonia, we have the enormous task of leading them toward their his-
toric destiny, which is none other than that of autonomy, self-determina-
tion and the human and sustainable development of future generations.
We know, like our brothers among other peoples and our ancestors, that
before setting off we need to know where we are going, that it is not pos-
sible to follow a route if we do not know our destination. For this, we want
to unite the utopias of our peoples in one common utopia. Not in the sense
of a rather absurd “Utopia” but in the sense given to it by our brothers
from the Colombian Amazon, who say,

*Utopia is on the horizon; take two steps towards it and it moves back two
steps; take ten steps towards it and it moves back ten steps. So, what is the use of
utopia? It is this: to make you move forward.”
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Coordinator and boat pilot Luis Cushmariano with daughters. Photo: Seren Hualkof, 2000

We want to walk, we want to progress, but we can only do this if we

g

eoples at the historic time our i
( \ma _ the | generation has been
ﬁ:ve;]r; t:f ln{e in. Qur utopia, Wthh 1s presented in the form of a vision of
th 51 s ‘:':, ;S 1:1}:\5;9 31?; ;In 1'tlhe coméng twenty years, the Amazonian peoples
uman development, with autonomy, exercisi
. chie : ] , exercisin
selflc}ftermlnahoq, and havu_lg forged a truly multicultural ai'{ld multiling-
gual eruvian national state, in a world at peace and harmony with nature
and with all men and women of the world.
. 'lll:"hus expressed, our vision of the future would be the ultimate objec-
lo\;e of all Amazonian people§ and their organisations. The immediate and
ger-term tasks could be divided into the categories outlined below

Short-term plans

‘Ov:rc (s;ltlltl)(;t-tern} plansf are in fa.u:t set m the medium to long term. However,
4 consider within an immediate timeframe those projects which if
€y are not implemented this year or the next, would put at risk o
medium-term plans. ’ P s onr
. On a general level, we are concerned at the absence i
gf:eﬁgf 1mV};Iementati0n.of Article 8, of the Convent-io(x}*lf Coin(l;(:')tlzgizgl
i ity. We havg received the reports from the 5th Meeting of the

rence of Parties to the Convention, held in Nairobj in May 2000, in



which indigenous peoples continue to show their cofncemt at1 thi é:cl};igf

‘ iti i itories”; the absence of control o :
recognition of “our territories”; at bsern

| pros%récting on the world’s indigenous territories; and at the absence of

mestizo teachers who speak only Spanish. Text books are not produced in
indigenous languages. There are no educational radio programmes in our
languages. In other words, the dominant culture continues to implement

| clear standards for the recognition of the intellectual property of indige-

nous collective knowledge, including the repatriation of those resources
i situ. o o
bemgﬁfltiiixstill goes on, despite the fact that, in the meetings in glaltr(::l}j‘[lé
the state authorities showed themselves to be hlgl‘EIy concerne and e
degradation of our planet, at the irreversible ecological dlS?]SLEI’S, ar o
the plundering of genetic resources developed and preserved by our p
Rl We are also concerned that a detailed inventory of our resources 1';:2
not been undertaken, including the knowledge prqduced by ciur I'lje?Eio-
over thousands of years. The western anthropologists and mc‘;1 .ectur?ed <
Jogists cannot produce this inventory because their vision is flS 0 ed ! g{
specialisation. We want to carry out our own inventory ol .kreso ten;
which would include indigenous technologies and which, un 1de we;; e
technologies, are imbued with our world vision, our values an octl,ul') aut "
This inventory must be drawn up before the laws to bg approlzfs l):ed e
states signatory to the Convention dictate to us what is our owrl X Ed
and what is not, what is the k}?ow(liedge avallagllﬁego businessme
otiated with the indigenous pe -
et m‘;e\}”:eb:rg ec%ncerrled that we rnugst provide immediate suppo;t f}(‘)r
the Indigenous Health System created by the PSL. We haYlT tforme ! r:sﬁ
Amazonian Intercultural Health Institute (INSIA), which will be resp nei
ble for training the Intercultural Health Technicians in order toturll}zrcre-
the indigenous health system already created and othe_r sy;{lemts ﬁ e cre-
ated in the coming years in other areas of Amazoma. e a:-;t o e
Amazonian Intercultural Health Institute will be not only ;ct)) :a1;\0 x
human resources required by our system 1n the. area of healt uf a ::Sii =
research our natural resources and our collective knowledge of indig
nous medicine and biodiversity.

Medium to long-term plans o
Whilst it is clear that everything is urgent for thfa indigenous peoglesls{
there are projects that can only bear fruit in the medium to lofng terxr;). rl:lce '
is the case of the education of our child.ren, th_e building of cross- orla
dialogue with peoples in other states w1.th which our terrltolf:les ove an%
equality of rights, quality of life for indigenous peoples, autonomy

- mination. 7 .
el dg)t:: children must be educated in the mother tongue of eac?i c(l:’hlllfs,lg
spite of scientific studies showing that the development of a Ch}l. sh 2015
capacities must be undertaken in that child’s r{lother tongqe, the sce o8
in the Amazonian communities find it impos_slble to do this becz:;lsn ;-
state is unable to provide true bilinguall mtgrcultural ec!u.ca o I;ires
described in the Ministry of Education’s directives. The Ministry

an educational policy of acculturation, of imposition of western culture on
nhew generations of Amazonian peoples, accompanied by new rhetoric.

We would like to have the strength and necessary resources to pro-

vide true bilingual intercultural schools, in which our children are educa-
ted on the basis of a skilful and consistent use of our language, the voca-
bulary of which contains all the values and knowledge of our ancestors,
and the survival of which will guarantee our identity as peoples. We
would like to have the necessary resources to be able to put an elder of our
peoples in the community schools alongside the bilingual teacher, so that
the oral heritage of our culture is not lost through the intrusion of western
writing. We would like to have an Editorial Fund to publish all the books
the schools need in their own languages, besides the recordings and
videos that we could make with the wisest elders of our peoples.

Our schools attract the least qualified teachers. Some teachers con-
sider a posting to a rural Amazonian school as a form of punishment.
More classroom hours are lost here than in schools in the towns, even
though these latter schools are the ones that lose most classroom hours in
South America as a whole. The texts are appropriate to large cities and to
western culture. In their “citizenship” classes, the children of indigenous
peoples have to learn how to cross the road when the light is green! We are
concerned about all these things and we would like to have the strength
and resources to change them.

We Amazonian peoples are considered “exotics” in our own land.
Thousands of people, also nationals of Peru, see us as exotic beings wor-
thy of visiting on holiday. Others consider us as mere objects to be used in
the logging industry, to the extent that we worked as slaves in many
regions until less than ten years ago. Our daughters are taken to the city
to do the hardest of work and the vilest of activities. Qur leaders must
fight a fierce battle to get the municipalities to control the “work”
in bars and brothels.

We are working, and will continue to do so, to ensure that our fellow
Peruvians recognise us as equals in law, as being from a different culture
but with equal rights. We will always be open to intercultural and empa-
thetic dialogue with other peoples from the coast and mountains of Peru.

In the medium to long term, we aspire to being citizens, of the same
class as other Peruvians, enriched by our cuitural and linguistic diffe-
rences. We want our identity as Amazonian peoples to be considered not
as a disadvantage or burden for the state and Peruvian society but as a sig-
nificant advantage and benefit that will, in the final analysis, help the peo-

ple of Peru as a whole to escape the vicious circle of poverty and igno-
rance.
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/. Prospects

Towards  Training Programme for Indigenous Health
Technicians B

By Juan Redtegui Silva, Director, PSI-AIDESEP
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yet this crucial process is not being taken into account in official health
programmes:

Firstly, this breakdown is, in itself, linked to the development of
increasingly significant illnesses, such as the Ebola virus, HIV or AIDS,
dengue, Hanta virus, malaria (vivax and falsiparum), leishmaniasis, and
increases in acute diarrhoea and ARIs (Acute Respiratory Infections), to
name but a few. This is attributed to the delicate and complex interchanges
or balances established within tropical ecosystems between parasites,
hosts, predators and prey in the development of different types of infec-
tion. Forest destruction and man'’s interposition in the existing exchange
cycles of such ecosystems lead to a proliferation of these ilinesses.

Secondly, with the destruction of the ecosystem that forms the basis
of indigenous biotechnology, we will lose the possibility of continuing to
seek and find new medicines that could be of use in the struggle against
leukaemia, cancer, osteoporosis, blood pressure or diabetes, etc. In the
United States, for example, nine out of every ten medicines on general sale
come from a natural source. Only one in ten is manufactured synthetical-
ly. However, less than thirty per cent of known plant species have been
analysed in terms of their possible medicinal value. It is estimated that
one-tenth of these species, including around 1,400 forest species, could

comprise active ingredients for use in combating cancer.

Thirdly, the loss of carbon in the Amazonian ecosystem seriously
affects water cycles, climate change and the ozone layer, all of which have
a dramatic impact on human health, by causing drought, flooding, global
warming and other global climate change, and increasing the possibility
of contracting, among other things, various types of cancer.

The tropical forests as a whole conserve, on average, 500 to 600
tonnes of carbon per hectare. In contrast, a hectare of pastureland con-
serves no more than around 5 tonnes of carbon. And agricultural activity
retains only around 25 tonnes of carbon per hectare. The difference in
quantities of carbon retained by a complete forest or pasture or agricul-
tural land is therefore immense and directly transforms the density and
distribution of insects, bacteria, viruses, parasites, rodents and various
invertebrates. These latter are characterised by their lesser adaptive capa-

city, due to their greater capacity for mutation in relation to vertebrates
and mammals, including man.

Culture, science and economy in the Indigenous Health System

Concepts of Amazonian indigenous health stress the dynamic balance that
a human being must establish with his natural and human environment in
the context of the multiple interrelations that develop, along with a capa-
city to “understand” the language with which this environment in turn
permanently “talks to him”, through a constant and attentive study of the
signals produced by the different biotic and abiotic species around him.
Indigenous Amazonian cultures are profoundly dialectic, open and fluid,
in themselves and in the health systems they have been able to develop.
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The anthropologist, Reichel Dolmatoff, partially illustrates this point
in the context of a discussion on the Tukano indigenous people of
Colombia, noting:

“Nature does not constitute a physical entity separate from man which he
can, thus, confront or oppose ... as a distinct entity. Occasionally, man may unbal-
ance nature, due to his malfunctioning as a component within it but he can never
divorce himself fromt it.

Man is considered an integral part of a game of supra-individual systems
which — biological or cultural — transcend, go far beyond, the individual lives of
people and within which survival and the means of supporting a certain quality
of life is made possible only when the evolution of other forms of life is permitted,
according to their particular or specific needs, as established in the myths and
mythological traditions” (1971:4).

From a similar point of view, others have arrived at an interpretation
of the genesis of health problems:

“Many illnesses (including those of greatest incidence, such as parasites and
respiratory infections) originate in ilinesses related to “lifestyles” ... such as
changes in settlement patterns, unsatisfactory nutrition, inappropriate diet, lack
of care in domestic hygiene, a breakdown in the rate of birth control, etc.

In many cases, the disorders come from an alteration in the basics, be it
through an anomalous response of nature (quality, quantity and variety of foods,
depredation of basic resources, contamination, oil spillages, floods) or through the
malfunctioning of group relations (damage through witchcraft, loss of the ethical
economy of reciprocity or redistribution, resource competition on the market, coer-
cion and pressute on the part of non-indigenous groups, etc.) or through decline
in the individual himself (diet, hygiene, physical and spiritual strength, paid
work, efc.).

Besides there are many illnesses to which the deactivated sources of indige-
nous wisdom cannot offer a solution and which are causing real devastation
(rabies, hepatitis B, tuberculosis and malaria).

In other cases, they formerly had antidotes for illnesses but they are no
longer known or used or they have forgotten how to use them (ojé for parasites,
quinine for malaria etc.) through a lack of ability to develop their culture through
their own systems of knowledge transmission.

Internal mechanisms for spiritual rebuilding are not working properly as the
activators of these mechanisms (shamans, traditional healers and specialists) are
often persecuted, misunderstood, disabled, with no confidence in themselves and
Considered more as an anomaly than a privileged component of a health system”
(Garcia Hierro 1995: 24-25).

In summary, the relationship between indigenous peoples, biodiver-
sity and global health is indisputable, as is the critical interaction between
forests, human health and indigenous economic culture. All this is based,
in turn, on a cultural management of the relationship between science,
health and economy, which the national-level health systems are still inca-
pable of understanding and, far less, incorporating viably into the way in

which they handle the human health challenges in the Amazon region.

grgiicr)::} health system based on a number of unresolved

Asa result of the nature of their integration into the wider political eco-
nomy, the indigenous peoples of the Amazon region are currently demon-
strating alarming health statistics. ¢
~ Infant mortality varies between 99 and 153 in every one thousand
live births. In 1992, in Alto Amazonas Province alone, an under-5 child
mortality rate of 16.6% was recorded. It is estimated that 77% of child
dea}ths under the age of one are caused by diarrhoea and acute respirato-
ry mfec‘gons. Both illnesses are extremely sensitive to the changespin the
production system with which the indigenous peoples of the region are
cum.er.\tly .being confronted. In this same context, mother and ch?ld mai-
nutrition is being detected, also closely linked to imbalances in the troph-
;c chalgs WItII:in the rainforest, related to deforestation and changes in Ev—
ar:]% arréli g\f;.fc())l:l's Il::;;fll;:s encouraged by the mestizo teachers, health workers
Tuberculosis is considered to be present in ar % of indi
settlements, leishmaniasis in 39% ang malaria inogl;?:.s'?ﬁz:ef lizdilgeandoc?i?
tion, an extremely high prevalence of hepatitis B and hepatitis délta (HVB
;ri\gthIIeVDl). Tfo alltthis inust be added high fertility rates, in turn related to
vels of maternal m i i i
A pregngﬁle? repeated pregnancies and reduced inter-
Thg 1ml?a1apces that have arisen in the relationship established by the
Amazomap indigenous peoples with their natural and human environ-
ment are linked to a conglomerate of living conditions that are currentl
under pressure, such as insufficient land provision, cultural pressurg
cha_u"_lges': imposed on the economic strategies of the domestic unit, irre u:
larities in access to protein sources, the nucleation of relatively hi’gh—dgn-
sity communities and the associated impact on availability of sources of
clean water and multiple strategic resources, in addition to the chemical
contamination already prevalent in many areas. And this list is not
exhaustive. Fish coming from the rivers Napo, Tigre and Corrientes, for
e{camp]e,.corlltam mercury, cadmium and other toxic substances causeél b
oil explmta_hon. The indirect environmental health problems ’caused by
these new living conditions in turn lead to an increase in various as;socia)i
ted problems such as parasites, infections and skin diseases.
o Faced with the above, the national health system responds with isola-
he l?}l;ld spora_dm vaccinations; poorly equipped heaith posts; badly paid
ealth technicians who, as such, rarely do their jobs properly; health pro-
moters from‘the communities themselves who are also not ;;aid; largely
;rtlaclfc;mpée]ge,dmappropn.ate and irregular medical provisions; insufficient
; laclin ! uI' get aliocj':m.ons for the dimension of the problems encountered;
L tﬁ reliable statistics and the presence of official bureaucratic proce-
s that end up slowing down the minimal levels of capacity that exist to
respond to the challenges presented by the health sector in the region
However hard they try, the health staff and, in particular, the }{ealth



technicians that implement health programmes at regional level, particu-
larly in indigenous settlements, are unable to access professional training
that is capable of dealing with the challenges they face. It is an option that
simply does not currently exist. Given this situation, we now propose
some technical points that should be taken into account in the future
development of such professional training.

Elements for the design of a locally effective indigenous health
system

The points raised so far corroborate the fact that there is currently no
health system capable of responding relevantly to the potentialities or spe-
cific health problems found among the Amazonian indigenous peoples.
The main criticisms of the existing health system define, simultaneously,
the essence of the challenges to be resolved in the region.

Turning the order of presentation on its head somewhat, the key
points can be summarised as follows: (1) health programmes are formu-
lated at national and regional level, with a total ignorance of indigenous
health systems; (2) the definition of health objectives, targets and achieve-
ments is inconsistent with the indigenous health reality; (3) the current
handling of indigenous health problems is fragmented; (4) there is strong
discrimination of the possible conceptual contributions of the Amazonian
indigenous peoples and their health systems; (5) a huge inability to effec-
tively coordinate with the people, structures and local indigenous organi-
sations in the area of health continues to persist; (6} an unconnected hand-
ling of the fundamental relationship between the forest and human health
in the Amazonian region persists; and (7) there is a refusal to incorporate
local human and material resources, in terms of the cultural and biologi-
cal diversity present among the Amazonian indigenous peoples.

Given, nonetheless, that it is impossible to design an indigenous
health system without the national and regional health staff being trained
in it, it is here proposed to embark upon the long path towards achieving
this by designing a system for training indigenous health technicians, a
system that is appropriate to the challenges and potentialities present in
the region.

This proposed work of human resource training will, in turn, enable
the future incorporation of different work parameters within official
Health Programmes, parameters that have meaning and relevance at
regional level.

The new skills to be included within a training process for indige-
nous health technicians would need to cover at least four fundamental
areas of work, in an alternative system of formal and informal schooling:

Firstly, the training process cannot be detached from the multiple
indigenous realities in which the staff would carry out their work as tech-
nicians. This involves the need to combine a basic and essential know-
ledge of general health issues, coming from western science, with an
appropriate knowledge of each specific reality in which we are consider-

ing working, given that this completely changes the natu -
lenges, potentialities and specific Sesmtsy to be fonsidered irl\-ee:cfhﬂ;:szhal
~ Secondly, the development of a greater understanding of the social
eplder.mology of indigenous health among the Amazonian peoples is
essential and, more precisely, of the health problems to be expected under
ipecnfl.c‘ patterns of coordination between the human “condition”, the
condlnhon” of the ecosystem and the expected condition of ”indige;lous
?ealth - The result would be the integrated management of health prob-
;en;ir:esnin important prevention tool and proposals for simultaneous
Thirdly, the central guarantee for the functioning of any pr i
that it must necessarily be coordinated with the centrgal bod?eg ng?Z;lr:
sentation .and organisation of the Amazonian indigenous peoples. It is
only in t!ns way that it will be possible to know: (1) if a health programme
or technique is responding effectively to the current health problems; (2)
what needs to be done to understand and respond appropriately to éur-
rent health problems; (3) existing local capacities and human resources
with which we need to coordinate, including traditional midwives
herbals specialists and shamans; (4) what traditional knowledge medi-
cines and techniques can be employed at local level; (5) how the medical
problems encountered and the situations of social disruption caused b
activities 'of settlement, extraction and continuing geographical isolatioz
are ‘coordu?ated and interpreted at local level; (6) what forms the decen-
tralised primary health care systems need to take; and (7) what type of
agreements need to be established with each Departmental Health Section
in order to effectively coordinate the local organisational efforts in the area
of health with the public and collective health care services.

It is clear that programmes established from a western “civilisatory”
approact} have been incapable of alleviating the health problems of the
Amazpman indigenous peoples. To start to consider the culture of region-
al indigenous peoples is not part and parcel of an indigenist plan but a
product of the need to build effective health programmes based on exist-
ing problems and potentialities.

SAPIA?® - The health initiative of the indi
A eind
e igenous peoples of the
gn 13Fh and 18th April 19‘::)3, in Winnipeg, Canada, the Sub-Committee on
4 e}tgmng and Programming of the Pan-American Health Organisation
eld a working meeting on indigenous peoples and health, attended by 68
peoplg from 18 countries of the Americas. Delegates from indigenous
gig:n{sa?ons, peoples and nations were present, along with international
nis - isati ici
de%egatzsfons, non-governmental organisations and official government
The Winnipeg Meeting ici
: . g, proposed among others by the official
Pi?r}lvrian de]eg.atl_on, recognised the need to contextualise mc}:’lrigenous peo-
ple’s health within the surrounding geopolitical and social reality and in
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ontext of the various historic processes undem_ray. It agreed to adopt.
g:z (;ollowing fundamental principles: (1) an holistic agproach to healttl;,
(2) the right to indigenous self—determ1_nat1_on; (3)_ thf_e right to syster.na ;
participation; (4) respect for and revitalisation of indigenous culture; an
(5) reciprocity in all relationships that take place.

s acknowledged that: ' o
!'t(;a;'ht? l;teaith situatioﬁ of indigenous peoples is determined by an ]?:sthr:c
process the result of which has been dependency, loss of identity and marginalisa-
tion; (b) the indigenous peoples of the Americas have a shorter life _expecttancg
than similar groups in national society, higher morhfhty rates and a dijfgn_zn rmd
changing morbidity profile depending on their quality of life, soc:lai poszt?;p an_H
level of acculturation, as well as their different exposure to the risk of falling i
and dying. Indigenous health is, to a large extent, determined by conditions ;f
habitat and the new challenges raised by impoverishment and the process (_Jf mod-
ernisation; and that (c) health, the processes of health-illness, and the md:gem;as
people’s own health systems are cultural systems” (PAHO/WHO - CE 111/20,
1993.(%1 the different challenges emerging from the SAPIA initiative, some
are primarily of a general nature and relate to coordination between
international institutions, governments and indigenous organisations.

But there are further two challenges that have a bearing on the crux of
what a new professional technician specialised in indigenous health
would have to achieve:

“The challenge presented by the lack of appropriate and sufficient knowledge
and information on the health of indigenous peoples in the face of the imperative
to act and achieve immediate impact demands the design of strategies that will
enable both adequate knowledge and information to be created while workin
(“learning on the job”) and the knowledge and information created through
experience to be systematically saved ( “learning from what has been done and
from what is being done”) ...

.. it is essential to simultaneously tackle all dimensions of the initiative at
all levels ..., placing particular emphasis on local level experiences and processes
in which actions that demonstrate their concrete impact and viability are required.
In this way, we are seeking to create responses that are as varied and different as
the situations and indigenous people requiring them, such that these experiences
can form a body of knowledge and arguments to feed into and replicate other
processes and actions ...

It is considered that cooperation must be organised around two key themes:
(i) the principle of indigenous participation in management and implementation
.. from the very start; and (ii) in the horizontalisation of a coordinated programme
of cooperation activities ..." (ibid 10, 15-16).

This implies the formation of new human capital within the context
of appropriate educational strategies that highlight at least three crucial
points. The first is the formulation of curricula appropriate to the global
issue of Amazonian indigenous people’s health. The second is the training
of human capital on the basis of a combination of western knowledge and
experience and that which is unique to each indigenous people. The third
revolves around the vital need to consult, coordinate, monitor and feed-
back each stage of implementation of the training of new technical health
staff with the representative bodies of each indigenous people, as an
essential "barometer” of the implementation of any health programme

being undertaken among them.

AIDESEP’s indigenous health programme

With a very rare logic of work in the Amazonian indigenous world, the
Inter-Ethnic Association for the Development of the Peruvian Rainforest,
AIDESEP, established the Indigenous Health Programme (PSI) in 1991.
With direct and important work experience in Alto Amazonas (Loreto),
Madre de Dios and Atalaya, a region bordering onto three departments,
Junin, Cusco and Ucayali, the PSI now proposes sharing, disseminating
and institutionalising the essence of its project and achievements by
means of a new stage, through the Training of Indigenous Health
Technicians, initially in Ucayali.

The PSI has worked in various fields, in a simultaneous and inte-
grated manner, directly linked to the indigenous health system. Given that
the current proposal for Training Indigenous Health Technicians relates to




e

Ucayali, we will focus correspondingly on the work undertaken on the
basis of that region, that is, Atalaya.

The PSI has worked, and made vast innovations with regard to the
general work being undertaken with rural and indigenous Amazonian
peoples, in the training of 219 health promoters, directly within 119 com-
munities, through the visits of technical teams to each of the three sub-
zones of the general area of Atalaya.

Each team has comprised a coordinator delegated by the correspon-
ding indigenous organisation, a female indigenous traditional midwife or
vapour healer, and a female nurse. Through these teams, it has been pos-
sible to visit each community two to four times a year to promote a com-
plementary alternative indigenous health programme capable of coordi-
nating, with impressive results, the shamans, midwives, traditional heal-
ers, herbalists, other local doctors, specialists in western medical practice,
and indigenous representatives from the three regional organisations:
OAGP (Ashéninka Organisation of the Gran Pajonal), OIRA {Indigenous
Organisation of the Atalaya Region) and ORDECONADIT {Organisation
of Native Communities of the Tahuania District).

Faced with a considerably high prevalence of tuberculosis (TB)
among the Shipibo-Conibo and Ashéninka peoples of the Atalaya region,
the promoters managed to detect and examine 65 cases of TB, coordina-
ting and cooperating with the nurses for their treatment, and for control
and prevention within their own communities.

With this, the main cause of abandonment of TB treatment was effec-
tively counteracted: the simple fact that neither a patient nor his/her fam-
ily can survive the treatment time required oufside their respective com-
munities. Two important additional variables in the abandonment of treat-
ment, which were counteracted by the promoters’ direct handling within
the communities, were the lack of trust in health staff and the tendency to
abandon medication once an improvement was seen in the apparent
symptoms.

With a combination of medicines, procedures and indigenous and
western specialists, the PSI managed to effectively identify and treat a sig-
nificant number of health problems in Atalaya, in clear contrast to the
experience of other medical services in the area. In the case of malaria, an
additional 211 cases were diagnosed and treated between 1996 and 1998.
In the case of leishmaniasis, 102 cases were diagnosed and 39 treated.
Sixty-three cases are awaiting treatment. In both cases, however, that of
malaria and leishmaniasis, the necessary corresponding medicines are
lacking. In the same period, 1996 to 1998, 3,248 cases of intestinal para-
sitosis and nutritional deficiencies were diagnosed and treated; 496 cases
of acarosis (mange)} and pyoderma (bacterial skin infection); 294 cases of
acute diarrhoea and dehydration; 140 cases of bacterial conjunctivitis; 99
cases of gonorrhoea; in addition to pneumonia and snake bites, among
other things, including some cases that required minor surgery.

Lessons learned for the new traini ;
Technicians ing of Indigenous Health

It can be concluded that the main lessons of the PSI, as im i
Atalaya, have been built around three basic exercis’es: (1) ]:lleé?;ittefaﬂj
prochgment between western health specialists and the indigenous corﬁ-
munities themsglves; (2) greater appreciation of the local pre-existin,
indigenous medical staff; and (3) the coordination of indigenous medicig~
nal plants and medical practices with various options coming from west-
ern medicine, under the supervision of the PSI.
] "Thfesef three points, however, constitute the external “symptomato-
hz%ytoob ':i] grl ge‘f,%ii :and latent process, on the basis of which the PSI has
The first one, of a crucial nature, revolves around the i
the natural resources within it. The PSI is being implementze;r::logyz?)r;:
which, only fwe years previously, was under the control of employers
who held the indigenous peoples of the area in virtual slavery.* In this con-
text, the shamans and local cultural resources had to be "hidden”, and
thus deeplly devalued within the prevailing productive sys;tem
Compounding this adversity were drug trafficking, the neighbourin -
prison of Sepa and the political violence of the Selva Central. =
Up to 1988, physical aggression, private imprisonment and beatings
forced labour, disappearances, kidnappings, fraud, threats, rape chi]ci
]abpur, murders, illegal detentions, the destruction of crops, etc. m:ere all
takmg. pl?ce. ’ The Ministry of Work and the Internationai Labour
Orgap;sahon (ILO) had to intervene with serious complaints at national
and international level to put an end to the abnormal living conditions
_thaf persisted in the area as the main way of obtaining resources and
indigenous labour for logging and cattle ranching,.
~ Clearly the PSI emerged on the basis of an intense process of destruc-
tion and a completely inhuman treatment of the indigenous populations
of Atalaya, even though they were the legitimate heirs of the environment
and its destiny. A recovery of the indigenous health system under these
cond1h9ns assumes, as noted throughout this document, access not onl
to mgdu_:al resources and specialists appropriate to the health problems o};
the indigenous populations but, in addition, the restoration of the
:;e::i/ man and man/land relationships, which had been seriously dam-
~ Inthis context, AIDESEP is initiating a quiet (but nonetheless dramat-
ic) process of recovering the indigenous territory of the area. In less than a
decadef more_than a million and a half hectares of land have been titled in
}?cg};ah, pr_oqudmg a sound basis for the subsistence of its inhabitants, who
Ca een ll‘vmg unc!er qonditions of slavery only a few years previously.
A;igently,'m. coordination with the regional indigenous organisations,
ESEP is implementing a project on the local use and management of
Sustqmal?le resources, aimed at income generation, which is a necessa
and inevitable complement to modern daily life, even in this context. ¥



Following the abolition of slavery in its physical form in the area,
servitude came in another form, this time spiritual, under the supervision
of various Christian churches. Predominant among these were the
Baptists, but also denominations of Pentecostal, Israelite and Catholic ori-
gin, aimed at making indigenous people once more feel inadequate and
useless.

To understand these variables was a basic condition for being able to
move on to working in the area of health. Moreover, both “memories”,
that of the slave-using employers and of the religious moralisers, persis-
ted not only in people’s minds but also in many physical habits in the
region. To recover the indigenous health system would require con-
fronting daily life, daily tasks and, hence, both “spectres”, although nei-
ther one directly.

To reconstruct the fabric of a human relationship and a functional
mode of interaction between the outside world and one’s own, without
ever entering into a direct confrontation with either of the two “spectres”
of the past, was a condition of the PSI’s work. This condition was just as -
or more - important than the first three variables already mentioned: those
of physical rapprochement with the communities, appreciation of their
own indigenous health staff, and the incorporation of traditional resources
and plants.

In summary, it can be said that the appreciation, consolidation and
conservation of indigenous territory is as least as important as medicine
itself for the appreciation, strengthening and conservation of health
among an indigenous people, insofar as the first condition is necessary for
the effective functioning of the second. Moreover both are inextricably
linked, not only in theory, as at the beginning of this chapter, a few pages
back, but in daily practice, as in the case of Atalaya. Even more dramatic,
this case is not an exception and, furthermore, has provided important les-
sons, unrivalled in terms of creating a wider process of generating indige-
nous health mechanisms, as in the case of the Training of Indigenous
Health Technicians, which will be the next step forward.

In conclusion, any process of Indigenous Health has to consider the
situation of the territorial environment, including the economic and pro-
ductive processes at work within it, along with the social systems of
indigenous organisation, education and religion that are present, as deter-
mining factors in the form that identity and self-esteem will assume, and
without which there can be no possible generation or reproduction of an
integrated health system.

.

Notes

1. This section has been written on the basis of the following bibli

o1

ical sources: Brack 1998; Bundes, et al. 1996; COICA 1999, 1997; tarerp s

1995 a and b; Rural Advancement Foundation In ;
’ t '
USDA Forest Service, 1995. ernational 1994;

- This section has been written on the basis of the following bibliograph-

ical sources: AIDESEP 1997 and Barclay 1998.

- Salud de los Pueblos Indigenas de las Americas — Health of the

Indigenous Peoples of the Americas - trans. note.
See, particularly, Hvalkof 1998.
See Garcia Hierro 1998.
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The editor drinking masato in the Ucayali.
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Epilogue

Seren Hualkof, compiler and editor.

Summarizing the experiences

If asked whether the Indigenous Health Programme in Atalaya and Gran
Pajonal had been a success, the answer would have to be a resounding yes.
The Programme succeeded in raising awareness among the indigenous
population in over 120 communities on the issue of health and helped
them organize themselves and set up sustainable systems to continue
monitoring their own health situation and simultaneously take action to
improve it along the way. It recognised and legalised indigenous health
practices and certified individuals with special knowledge on this topic,
such as shamans, vapour healers, herbal medicine specialists and mid-
wives, as specialists on a par with conventional nurses, physicians and
other heath practitioners within our western bio-medical tradition. This
official recognition of the value of these indigenous specialists meant that
years of repression and ridicule by the Church, missionaries, doctors,
school teachers and non-indigenous officials could be shaken off, genera-
ting a renewed pride in indigenous culture and tradition, and greatly rein-
forcing the interest in self-organising and maintaining a health service sys-
tem in the communities.

This recognition served to integrate both indigenous and western
medical practices within a holistic approach to community health service
and linked it to the Peruvian public health system. In specific terms, it
meant that agreement was reached on identifying and treating specific
endemic and epidemic diseases locally, of which tuberculosis (TB) was of
particular interest. Decentralised treatment of TB has been an unqualified
success in the Programme, contrary to most other experiences from mar-
ginal rural areas in the developing world.

In general terms, this meant that the communities could benefit from
the public system and infrastructure far more efficiently and that agree-
ments could be made with larger regional hospitals and health centres to
accept indigenous patients without social security registration, which is
normally a requirement if medical costs are to be covered. Public social
security health insurance in Peru is available only to people with regular
work and income, and certainly not to indigenous subsistence producers,
who are most often turned away from hospitals.

This linkage between indigenous health services and the public
health system suddenly made the indigenous world visible in the public
sphere, a visibility that caused a growing interest in the indigenous health
issues and opened up new opportunities for the communities and organ-




isations involved to ensure a better public health service for the future. It
also generated an interest among health planners and executives with
regard to the structure and methodologies used in the Indigenous Health
Programme, an organisational interest that now seems to be crystallising
in the establishment of a new health technician training system and school
for publicly certified Indigenous Health Technicians.

We know from monitoring and evaluating the project’s development
that the PSI is greatly appreciated by the communities in the area, and that
the people it is targeting have as a whole expressed their satisfaction and
stated that it has improved their quality of life. The Programme has accu-
mulated, analysed and filed figures and statistics from all communities
and has developed case records for all people and patients involved. And
yet we cannot statistically prove that the general health conditions of the
indigenous population have improved in the region. We have no absolute
and obijective statistical instrument by which to measure this. No baseline
studies were available when the Programme began operating in Atalaya,
existing statistics were highly unreliable, fragmentary and never covered
the indigenous communities in any systematic way, nor was there any eth-
nic differentiation in the statistical approach to data sampling. This is still
the case in the public system. It would thus be easy for any devotee of po-
sitivist philosophy and methodology to claim that the Programme cannot
be judged as we are unable to prove that any change has occurred in the
general health situation.

And yet what we can prove is that the people it was intended to
benefit do believe they are better off now than they were before the
Indigenous Health Programme began operating. We can prove that seve
ral individuals have been saved from certain death, which from a moral
standpoint alone could justify the whole project, and that many more have
been cured from diseases that would have made their lives intolerable. We
can also prove that the indigenous population has taken responsibility for
their own health situation in the communities and developed systems and
methodologies that make this sustainable. Moreover, we can prove that
the PSI has strengthened the indigenous people’s ability to control their
own development and future. On this basis, we feel justified in calling the
project a success.

Doubt remains, however, as to whether regional and national indige-
nous organisations will be able to maintain the supervision and back-up
required at community level after the end of this Programme. It is clear
that no indigenous organisation in Peru is able to carry the burden of such
a project by themselves, and that they will be dependent on external fund-
ing and support for some time. It seems crucial from this perspective that
the public health system in Peru should gradually take over financial
responsibility and establish cooperation agreements with indigenous
organisations at all levels. Such cooperation must acknowledge the
integrity of the indigenous organisation, indigenous concepts of health
and their ways of operating. To support the indigenous organisations to

achieve such cooperation and to continuousl i i
ac : y sustain a high level of actjy-
1ties at community level, experienced NGOs could help with the 10gias§it(1:‘;l

and planning aspects, as the public system has limi i
implementation. F g veEy mited copacity 8

PARAMETERS FOR SUCCESS

In general, rural health programmes and projects in the developing world
are not known for their overwhelming success, particularly in areas with
mw_u]pple ethnic and linguistic groups, strong power hierarchies of colonial
origin and unequal power relations between indigenous and non-indige-
nous po_pglations, difficult access and undeveloped logistical structulis
We feel it important to highlight some of the conditions and premises that
we see as having been fundamental for the positive outcome of the project
in Peru. We will first look at some of the structural prerequisites and then
emphasize some of the functional characteristics.

Structural prerequisites

One 01.‘ the issues central to an understanding of the momentum the PSI
has gained in Atalaya Province is the political and spatial organisation. As
mentioned in the introduction to the book and in the historical analysis in
chapter 2, the regional indigenous organisations grew out of a long organ-
isational process and struggle for their rights to land and territories
AIDESEP, their national indigenous organisation, supported by Danisl';
development aid, carried out a large-scale land titling programme in the
years preceding the current health project. They succeeded in obtaining
titles to hundreds of communities, which were legally registered, sur-
veyed, demarcated and titled. It was the organisational and political effect
of this process that made the subsequent health project feasible. It built up
a structure and network that reached from the local family in the commu-
nity, with its internal committees and authority structures, through the
reglorllal organisations to the national and even international organisations
that link up with overall policy makers at the national and international
level. Through this structure, they challenged hitherto unquestionable
power asymmetries, and radically succeeded in altering them once they
had obtained titles to their communal territories, thus gaining the political
power of landownership.

These local structural conditions must occur alongside international
structural patterns favouring the linkage to funds and political back-up.
This was provided by the international indigenous movement and its
strategic alliance with environmental groups, which have allied with them
and put the question of indigenous peoples’ rights and resource manage-
ment issues on the international agenda, making the connection between
international and local agency possible and workable. It could be said that
these‘struct'ural conditions are both an outcome of and a reaction to the
growing globalisation, to use a post-modern catchword.




In summary, the central structural issues that have been the sine qua
non for the successful realization of this rural health project are:

» Legislation recognizing indigenous rights to lan.d. or territory, §e1f-
administration and government, arlld rfghfs to bllmgual education,
health practices and similar exclusive indigenous rights. '

» The existence of an organic organisational structure at commumt)éi
local and national level that de facto represents the people, an
which has the ability to take viable decisions and execute these

d activities. .

* %:trfitjamental power asymmetries were addressed prior to Ll:e

implementation of the health programme and indigenous rights
i usive priority. '

. %'llr:tnui’zcciual laxl'?d tentgre structures were.altered, indigenous land
rights were recognised and implemented in the form of the demar-
cation and collective titling of indigenous‘commumty territories.

¢ That sufficient infrastructure, transportation and commumcatllog
systems existed or could be establighec!, operated and controlle
by the communities and their organisations. o

* The existence of an international structure relating to indigenous
issues, making linkage and partm.ersh'lp beWeen the fur}g;ng
agency and the implementing organisation p0551ble.and feasi e.d

* That structures existed making linkages to other social sectors an
public (health) systems possible.

Functional aspects

As mentioned above, the existence of an organisational structure has fbe]::ln
crucial to the feasibility of the Programme. The clearest expression odt t s
is the Native Community (Comunidad I_\a'atma), a forme}tlon of re;grélct) a 3
originating as a spin-off from the Agrarian Reform period olf thelzl : stl i::t-
1970s, when cooperatives c;n}d peasant communities were legally ins

i n highlands'. .
e mltrll’letlﬁ:em:r?\azoﬁ, the formation and registration of Native .Con‘:
munities was a response to and adaptation of this agrarian leglslathlil.
Native Community in the Peruvian Amazon toda.y is not necelssarll ty a}
hamlet or other nucleated settlement but normally identical to a loca e;t
ritory belonging to a specific local i.ndlgenous group. It may or n’i]ay ][ilve
have nucleated settlements within its borders but people r}om_lﬁ y e
dispersed in small extended family units composed of a few a;m ies w:‘or
a tendency, however, to form larger settlements or h.amlet_s a (;:11% tt?o r]1 -
waterways. Whatever the settlement pattern, t.he territory is a ‘Cl e
social unit, knit loosely together by kinsh}l? ties and s,_lmllar socia r:lam ;
tions. If such social units, called communities and def.med bybila ctlrctake
scribed territory, had not existed, it would have been 1mp(;f,511 ﬂel_' 2Nice
decisions, delegate responsibilities and carry through the eald st e
functions. In other words, the high degree of participation would no

been possible. The social function of the community as an "autonomous”,
a self-regulating, system is thus a prerequisite for the application of the
health work undertaken by the Programme. In addition to this comes the
good functioning of all the adjacent organisational structures, of which the
regional organisation has been the most important in terms of coordina-
tion, logistics and legitimacy. The regional indigenous organisation is pri-
marily a political organisation, representing the indigenous interests of the
different communities in the region. A "region" in this context most often
coincides with a civil administrative unit such as the province or district.

In order to institute the health progr.

amme as a sustainable initiative, it
must be the regional indigenous organisation that takes on responsibility

and appropriates the programme. This can only be done in practice. To
understand what this is all about, the regional indigenous organisation
must not only be responsible for the administration of funds and staff but
also for all logistical arrangements, infrastructure, relations with the pub-
lic sphere and civil society authorities. To facilitate this function as the
institutional and political link between the communities on the one side
and the world of regional resources and politics on the other, it was decid-
ed that every regional organisation should appoint at least one of its polit-
ical leaders to be responsible for their version of the PSI, and that each
field team (of nurse, indigenous specialist etc.) should also include an
appointed coordinator from the regional organisation to accompany and
support them on the community visits. In this way, the information flow
and linkage between the indigenous organisation and the local communi-
ties and their families would be guaranteed. This proved to be very effi-
cient, creating a synergy that also strengthened the regional organisations

politically. In this context it is very important that the indigenous political

organisation is seen as an integral part of a successful health programme

and that it is supported accordingly to improve its functionality.

However, the competence of the regional organisations also has its

limits. One cannot expect these organisations to have the necessary

insight, expertise and personal resources to design and define the philos-
ophy and overall strategy of a large health programme. Nor can they be
expected to have the necessary capacity to mainstream it to fit into the
national system, nor to fundraise internationally and in general promote
their interests on the national and international arena. This is where the

national indigenous umbrella organisation comes into its own. It was

AIDESEP that had the necessary network on a wider scale to do this and

it was AIDESEP that defined the philosophy behind the Programme, an
ideal model which, once put into action, was obviously medified to fit the
reality of the real world of the Amazon forest. But the control and political
guidance of AIDESEP as the overall organisation responsible for imple-
mentation was as important as the rest, and it also received some core
funding to cover its operational costs. It is very important in this context
fo repudiate statements that are often heard from non-indigenous persons
working in parallel organisational circles, be they affiliated with NGOs or
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government institutions, that the indigenous organisations have no real
legitimacy and that their leadership is unconnected with their grassroots
and out of touch with the communities. The organisational structure that
this health programme works through to reach out to the communities
proves that this was not the case, and that none of the organisational le-
vels in the hierarchy were superfluous.

Another functional aspect of the implementation strategy was the
approach to monitoring and supervision on the part of NORDECO and
the funding agency, the Karen Elise Jensen Foundation. NORDECO was
given responsibility for administration and for supporting AIDESEP in the
design, execution and administration of the project. NORDECO was, so to
speak, the Karen Elise Jensen Foundation’s guarantee that the project was
feasible and appropriately supervised, for the latter had no experience of
either indigenous peoples or Latin America. NORDECO, with years of
experience in evaluating and developing rural projects in developing
countries, knew that it would be difficult to convey the intricacies of the
indigenous world of the Amazon to the board of the funding Foundation,
composed of rational thinking Westerners, particularly in relation to a
health project that was supposed to integrate two incongruous cosmolo-

ies.

& Accordingly it was decided that the Foundation should appoint one
or two representatives to participate alongside NORDECO staff in every
monitoring trip to the project areas where the Programme was being exe-
cuted. This turned out to be an excellent idea, as both "recipient” commu-
nities and the "donors” established a personal relationship, a partnership,
which overcame all the expected communication problems, unfolding into
a very dynamic process of project development. It gradually merged into
a common experience and could almost be called a phenomenological
approach to project implementation, an approach we highly recommend.
On the other hand, the Danish parties concerned did not wish to be pre-
sent on a daily basis nor to employ a permanent representative in Peru.
Apart from the costs of such an arrangement, it was considered undesir-
able to have an "outsider"” intervening in local affairs; we preferred that the
organisations themselves take responsibility. The idea was for the Danish
donors to visit and intervene at certain times if necessary, but not to have
a permanent presence. This is called a "recurrent intervention strategy”, a
“hit-and-run” tactic. And it worked very well, leaving the locals to solve
their own problems once they had been helped to identify them. The
Programme opted for frequent reviews, particularly in the early stages,
when quarterly joint visits from the foundation and PSI-AIDESEP were
common. Later, when the Programme had gained a functional form, such
visits were limited to biannual reviews.

These frequent visits made it possible to maintain a very dynamic
project development, with constant changes to the design and adjust-
ments to the logical framework. In brief, the project did not strictly follow
a predetermined log-frame or any other rigid blueprint for its realization

and goals, rather it was based on a trial-and-error strategy, a very prag-

matic approach which, however, does require recurrent intérvent?c;np g::l

frequent reviews. Goals, indicators, means and actions could thus CZI’II]‘

stantly be adjusted to inputs from reality and fed back into the system

Eerp;ztually proceedmg_ towards successful outcomes with high participa:
on from the community members and their authorities.

The most important functi
onal aspects of t
it g Lo P he above named factors can be
° We]}-;iefined, organised and functioning communities able to take
geﬁiswns and participate on equal terms.
¢ Collective landownership (community 1 i
lle and titles) c i
i(;:snng power asymmetries. Y ) R
* Afunctioning hierarchy and network of indj isati
: 4 1genous organisations,
. im;n cc;;nrqumty level to the highest national level. 8
unctioning communication and transport syst ithi i
ctio em
organisational framework. i s ot
* A trial-and-error project desi i i
: : gn, with a dynamic and pragmatic
. Knplenr_lent.atlon strategy (vs. a rigid log-frame approach};. &
A monutoring and supervision strategy characterised by recurrent
intervention and frequent field reviews,

* A long-term perspective of impl i
: ementation an i =
straints to execution. P | few time con
. 2?1 EZI:SHSMP tII_)e-tween dofnors and beneficiaries, characterised by
Ve participation of funding agencies’ i
e Pa ol 8§ agencies’ board members in

* Diversified health approaches, characteri
; , cterised by res i
differences and interpretations, ¥ SRpEL I el

Finally, it should be emphasised that, had it n i
dedicated and committed field staff in the tea(::\:,efvnhf)of)\tzzfc::g fll:‘lllll]'ﬁd-’
ginable hardships to reach the communities, visit the dispersed famili:s
and offer them tTamlng' and help, this project would have come to noth-
:j:?g. The nurses, in particular, gave of themselves greatly in their extraor-
inary efforts to make the Indigenous Health Programme a reality. Man
of these young women, coming from urban areas far awa y in the Al:IdES y
in Lima, had children and families whom they did not see for most of tl?:
year, as th:ey were spending 11 months at a time in the field with little con-
fact to their homes, a sacrifice that was compensated by nothing more th;n
S?Ilary levgls only symbolically higher than those of the public sector. We
:ih appreciated their commitment and their humanity greatly, for this .was
g dnymg force and motivation behind the project, makin the d f
an Indigenous Health Programme come true. ’ 2 e




Postscript, November 2002

When the editor visited Atalaya and Gran Pajonal in November 2002, the
general situation in the zone had taken a disturbing turn. Logging activi-
ties had accelerated and spread due to fear from the contracting compa
nies of the implementation of new legislations regulating extractivist
activities. The ribbing off of the last hardwood resorts was unfolding
indiscriminately and heavy machinery was penetrating even the remotest
corners of the rain forest, without any control or legitimacy.
Simultaneously oil and gas exploration activities had been booming in the
entire region. According to the regional authorities, there were strong
indicators that the indigenous communities were suffering an alarming
increase in venereal diseases, particularly syphilis, apparently due to the
increasing presence of oil and lumber workers in the area. Although no
systematic information on the prevalence of HIV and AIDS is available, it
is beyond doubt that this disease too is spreading to the indigenous pop-
ulation under the present conditions.

Confronted with these massive problems the indigenous organisa-
tions are in a state of despair. The synergetic effect of the Indigenous
Health Programme has vanished with the expiration of the projects in the
three areas of operation. On the other hand the new project, expected to
continue the process with the establishment of the public School of
Indigenous Health Technicians, has been considerably delayed by bureau-
cratic obstacles in the public decision making structures, both nationally
and internationally. There are great expectations and a desire in the indige-
nous communities that this Programme will continue, but each day that it
is delayed disappointment and resignation are growing. It must be
emphasised that the situation presents an extraordinary opportunity for
the entire health sector and the NGOs, to reactivate the structures and
functions already established through the Indigenous Health Programme
_ PSL It would be erroneous and absurd not to take advantage of this

exceptional opportunity.

Note

1. Cf. Roger Plant and Seren Hvalkof: Land Titling and Indigenous Peoples
in Latin America. Technical Paper Series, Inter-American Development
Bank. Sustainable Development Department, Indigenous Peoples and
Community Development Unit. SDS/IND, Washington, D.C., 2001.

Going upstream against the current.
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