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Introduction 
Traditional Medicine can be appropriately defined 
as a medical system based on beliefs of certain 
people and as an important cultural element with 
its knowledge scope built and settled in daily life, 
making totally part of what is defined and known 
as popular wisdom.1,2 

 
Therefore, it is noteworthy that the health-disease 
binomial and the way to understand it is related to 
historical organization of communities, covering 
their cultural characteristics and their knowledge.3 

Some research still show that traditional 
knowledge is focused more intensely among 
females, conditioning a knowledge cycle 
perpetuated in later generations, although not in a 
full way. Therefore, this body of knowledge is 
undeniably reflected in care given by these women 
to their families, especially their children.4,5 

 
Corroborating with Mello6, it is known that to 
provide good health conditions during childhood, 
integrated actions are needed, involving 
“monitoring of growth and child development, 
encourage breastfeeding, child feeding guidance, 
immunization and care to childhood illness” (p. 
749).7,8 

 
In this sense, among the priority health problems 
to the population 0-5 years old in Brazil, there are 
acute respiratory infections, diarrhea and anemia, 
culminated by nutritional deficiencies,  

 
characterized as controlled and able to be treated 
in the primary health care.9 

 
Given the relevance of childhood illnesses in the 
context of public health, especially in developing 
countries, it becomes necessary to understand the 
nuances related to the care process instituted by 
mothers/caregivers for the treatment and 
management of acute respiratory infections (ARI), 
diarrhea and anemia. 
 
In this way, the objectives of this study were to 
understand the meaning attributed to the use of 
natural resources by mothers or caregivers to treat 
these prevalent illnesses in childhood and to 
understand the influence of cultural factors in the 
treatment of health problems as well as to discuss 
the health professionals acting regarding the use of 
plants and animals by mothers/caregivers for the 
management of ARI; Diarrhea and Nutritional 
Deficiencies (anemia). 
 

Materials and Methods 
As a methodological strategy on qualitative 
research, this study adopted the construction of 
the Collective Subject Discourse - CSD. Thus, it is 
emphasized that the CSD is the combination of 
individual speeches, generated by an open 
question, aimed to effectively express the thought 
of a community.10,11 
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The research was conducted in Santo Antônio 
community (Sítio Santo Antônio), located in 
Arajara District, in the city of Barbalha (CE). The 
reason why this community was chosen for data 
collection is due to be a traditional community, in 
accordance with the requirements given by the 
Ministry of Environment.12 

 
All stages of the research were carried out during 
the months of May 2013 to January 2015. The 
study population consisted of residents of Santo 
Antônio community (Barbalha - CE), aged 
between 12 and 90 years old. Adolescents were 
included in the research due to the pregnancy rate 
in adolescents in the city and surrounding regions, 
and because many of them help in younger 
siblings, nephews and cousins care.13 

 
As inclusion criteria, there was the need to outline 
knowledge regarding the use and management of 
medicinal plants and/or animals to treat childhood 
illnesses. 
 
On the other hand, people with allopsychic and 
autopsychic disorientation and users under the 
influence of sedatives causing changes in greater or 
lesser level in their motor and mental functions 
could not participate in the research. 
 
There were visits to Santo Antônio community, 
where the researcher was introduced to the 
community leader. The major purpose of this 
initial contact was the indispensable confidence in 
obtaining information, technique known as 
“rapport”.14 

 
Then, the first subjects who met the criteria for 
research were contacted. Thus, a closed 
questionnaire for socioeconomic characterization 
of the research subjects was first applied.15 

 
Later, a semi-structured interview guide was used. 
The interview applied to this research included 
three questions. It is noteworthy that a pilot test 
was conducted in a Basic Health Unit, located in 
the rural area of the city of Crato. 
 
To compose the total sample, the technique called 
“SnowBall”14 was used and to finalize the 
composition of the sample the criteria of answers 
saturation16 was applied. The data collected were 
transcribed and Qualiquantisoft software was used 
for their analysis. 
 
During the development of the research, all 
requirements of the Guidelines and Standards of 
Research Involving Human Beings were met, 
regulated by Resolution 466/12 of the National 
Health Council. The study was submitted to the 
Platform Brazil, with a favorable opinion number 
705.497. 
 

Results 
Sample characterization 
The research included 54 informants, randomly 
divided into seven different groups, according to 
the order of the interviews. Table 1 (below) 
expressed the profile of informants who 
participated in the survey. 
 
Table 1: Profile of informants of Sto. Antônio 
(Barbalha) – CE. 

City Place N % 

Barbalha – CE Sto. Antônio 54 100 

Gender   
Male 24 44.44 
Female  30 55.56 
Age Group   
12-21 9 16.67 
22-29 11 20.37 
30-45 15 27.78 
46-59 11 20.37 
60-75 3 5.56 
76-96 5 9.25 
Time of residence in the area  
< 5 years -- -- 
≥ 5 < 10 years 3 5.56 
≥ 10 < 20 years 8 14.81 
≥ 20 < 30 years 12 22.22 
≥ 30 < 40 years 8 14.81 
≥ 40 < 50 years 11 20.37 
≥ 50 < 60 years 9 16.67 
≥ 60 3 5.56 
Education   
Non-Educated -- -- 
Incomplete Elementary School  15 27.78 
Complete Elementary School 3 5.56 
Incomplete High School  12 22.22 
Complete High School 23 42.59 
Others  1 1.85 
Occupation   
Health Community Agent 1 1.85 
Farmer 28 51.85 
Retired 9 16.67 
Self-employed 3 5.56 
Commercial employee 1 1.85 
Student 6 11,11 
Manicure 1 1.85 
Masonry 1 1.85 
Professor 1 1.85 
Seller 3 5.56 

Source: Research conducted in sto. Antônio 
community – Barbalha, 2014. 
 
Collective subject discourse: understanding 
subjective questions through a quantitative and 
qualitative analysis 
 
For this research, three elements were used to 
guide the methodological procedure of this type of 
data analysis: the Central Idea (IC), the 
Expressions Key (EC) and CSD. 
 
Central ideas and CSD - 1st question 
For the 1st question, the central ideas are shown in 
Table 2 (below), along with the proportion of the 
responses obtained according to gender. It is 
noteworthy that the speech of a subject can have 
more than one IC. 
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Table 2: Central ideas of question 1 and 
proportion of the responses according to gender. 
1st Question – How would you rate the outcome of treatment 
for these diseases with the use of plants and/or animals? 

 Central Ideas 

Female 
Gender 

Male 
Gender 

n % N % 

A 
It is good, it is affordable 
in practice and economic 
way 

4 7.40 2 3.70 

B 
It is good, plants do harm 
when we do not know 
how to use them  

6 11.11 1 1.85 

C 
It is good, homemade 
medicine is better than 
the pharmacy medicine 

6 11.11 4 7.40 

D 
It is good, because it 
works  

15 27.77 7 12.96 

E 
It is good, but because we 
have faith 

2 3.70 0  

F 

It is good, but many 
people do not seek this 
type of treatment 
anymore  

1 1.85 2 3.70 

G 
It is good, but only for 
some diseases  

2     3.70 4 7.40 

H 
It is good, but today it is 
easier to buy the medicine 
ready at the pharmacy  

1 1.85 2 3.70 

I 
It is not good, because it 
is outdated 

0  1 1.85 

J  

It is excellent, because if 
the child does not get 
better, he will not be 
worse 

1 1.85 0  

Total of responses*: 54 

*The speech of the subjects showed more than one central 
idea. 

 
In Box 1 there are the CSD of the most recurrent 
IC, A, C and B. It is noteworthy that the oral 
expressions respondents in selected EC have been 
preserved and transcribed in full without 
grammatical adjustment. 
 
Box 1: CSD of most recurrent IC of question 1 

CSD D: It is good, because it works (IC) 
I think it is good because we see that it works and it works very 
well. It always works until today. It is something that I find very 
useful, because it heals. If I tell you it is good is because we see that 
it solves everything. If it did not result, ok, but it works, yes! My son 
did not go to the doctor, he treated them only with the plant. Who 
uses knows, how it works. It is useful to us, we use it because we 
can see it works. 

CSD C: It is good, homemade medicine is better than the 
pharmacy medicine (IC) 
I believe that the things from the bush, older, can heal more than 
these pharmacy things. It's good. Look, sometimes we have a flu 
child at home, we take him to the hospital, they gave us syrup, the 
syrup ends and you do not see results. Then you take a plant, such 
as Eucalyptus and Basil, prepare it, and the child gets better, and 
really gets better. So, I believe more in the medicine we do at home, 
than those we purchase in pharmacy. There are doctors who ask for 
a lot of expensive medicine, and it does not work. But, there are 
some medications that they give in the health center that can heal, 
but it's not like the bush, we already know. In addition, the 
pharmacy medication spoils the stomach, but the bush, not! 

CSD B: It is good, plants do harm when we do not know how 
to use them (IC) 
It's good. Here everyone uses it, we know the right plan to give, 
and the child is good, is good because it takes the bush remedy we 
do. The plants are only bad when we do not have the knowledge 
of the benefits and risks. Since it is known how to do it, it is good, 
but only if we do it right. 

 

 
 
 

Central ideas and CSD - 2nd question 
For the 2nd question, the central ideas are shown in 
Table 3 (below), along with the proportion of the 
responses obtained according to gender. 
 
Table 3: Central ideas of question 2 and 
proportion of the responses according to gender.  

2ª Question – Have you replaced (changed) the medicine 
prescribed by a health care professional to treat these common 
childhood diseases by the use of plants or animals? Why? 

Central Ideas 
Female Male 

n % n % 

A 
No, because it was not 
necessary 

3 5.55 5 9.25 

B 
No, what the doctor gives 
me, I trust  

2 3.70 7 12.96 

C 

Yes, because the 
medicine from the bush 
is better than the 
medicine from the 
pharmacy  

2 3.70 1 1.85 

D 
Yes, when I do not trust 
the doctor  

5 9.25 3 5.55 

E 
Yes, when I see the 
prescribed medicine does 
not work  

4 7.40 0  

F 
Yes, because the 
medicine has adverse 
effects  

7 12.96 3 5.55 

G 

No, but I use prescribed 
medicine and the 
homemade medicine 
together  

11 20.37 4 7.40 

H 
No, because I seek the 
doctor as the last chance 

2 3.70 1 1.85 

I 
No, because I'm afraid 
the child might be 
harmed  

3 5.55 1 1.85 

Total of responses*: 54 

* The speech of a subject could have more than 
one central idea. 
 
Below (Box 2) there are the CSD listed of the IC 
most recurrent of the 2nd question: G; F and D. 
 
Box 2: CSD of the IC more recurrent of question 
2  

CSD G: No, but I use prescribed medicine and the 
homemade medicine together (IC) 

No, not replace it, at least I give the doctor´s medicine along with 
homemade medicine, it is to give them together. And, the 
children never had any reactions. Here at home we always use the 
doctor´s and those we do at home [...] The truth is that I'd better 
give the medicine from the pharmacy with our tea here. I use it all 
together, my tea, natural syrup, baths and medical remedies. But, 
one thing is true, I can use all together, but I buy the medicine 
that the doctor gave. 

CSD F: Yes, because the medicine has adverse effects (IC) 
I already changed a lot, especially antibiotics, which gives very bad 
effect on children. They say it affects a lot in the body. The 
doctor gave the medicine for ten days, I give three days, then the 
child improves, then I'll give some tea because he will improve 
further. Plants do no harm. My cousin had pneumonia, we used 
the chicken fat and tea, he was well, better than those 
industrialized antibiotic and it does not harm anything. These 
pharmacy medicines are bad, it affects the kidney, liver, heart. 
Plant does not hurt, because it is the nature! 

CSD D: Yes, when I do not trust the doctor (IC) 
Yes, I already changed several times. There are doctors who do 
not know, and think you do not know as well. The doctor spent a 
remedy, it was bad for the boy, so I said the woman to give what 
we know, because these doctors today only know to give you 
amoxicillin. Sometimes, they do not even listen right what the boy 
has and give you a remedy. I believe more in a faith healer, in my 
backyard plant, in older than these today´s doctors do. 
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Discussions 
Central ideas and CSD - 1st question 
In fact, highlighting the CSD A, many people 
adhere to the use of natural resources because they 
find a practical applicability. Although, according 
to Helman1, this is not the only reason, since the 
use of such resources reflect voluntarily or 
involuntarily the cultural values of the individual to 
preserve their identity, that is, there is a broader 
meaning than the simple utilitarian perspective. 
 
This valorization or over-valorization of traditional 
knowledge by some community members, in some 
cases, lead to a predilection of these resources 
instead of conventional medicine, as expressed in 
the CSD C.17,18 

 
In the case of CSD B, the use of plants and 
animals in the context of traditional medicine is 
equivalent to the resources of the secular medicine, 
unlike CSD C, where traditional medicine is placed 
above the manufactured medicine. 
 
During the data analysis, it was also clear, as 
expressed in Oliveira, Machado and Rodrigues 
research20, the use of these natural resources both 
to clinical conditions of low risk as for serious 
diseases, compared to the positive results 
demonstrated in an empirical perspective. 
 
Central ideas and CSD - 2nd question 
Women showed more confidence in using 
homemade medicine associated with prescription 
medication for children and are more attentive to 
the adverse effects of marketed medication, being 
the main reason for the substitution of prescribed 
medication for homemade preparation.20 

 
In the study of Pires et al., 21, 48.7% of users after 
consultation started using only the medicine 
prescribed by a health professional; however, 
45.0% of respondents use medicinal plants beyond 
the prescribed medication, while only 6.3% still 
use only the medicinal plant. 
 
From the IC exposed, it is possible to compare 
them with the study of Veiga Junior et al., 18, where 
the author highlights that “self-medication using 
medicinal plants is a particularly dangerous 
procedure when performed replacing allopathic 
medicine” (p.311). 
 
In IC F, it is noted that the exchange of the 
prescribed medication by the use of medicinal 
plants is because the concept that the allopathic 
medicine has adverse effects, while the use of 
plants is safer. This was also evidenced in Silva 
research22 developed in a Basic Health Unit (UBS), 
where 51% of respondents said that medicinal 
plants do not cause health problems, and 43% 

recognized the self-medication with medicinal 
plants. 
 
According to Veiga Junior et al.,18, the most 
recommended combination would be: 
conventional medicine with the popular one, 
where the author points out that, in fact, this 
association would be accepted, as already happens 
in other countries, such as India.23 

 
Given the above results, it is worth stressing that 
the health professional should not be worried 
about judging or establishing conflict of values, 
but they must be committed to seek alternatives to 
facilitate, where possible, the integration of 
different practices.24 

 
When the health worker does not establish this 
attitude, it can be said that communication is 
usually hindered in the relationship between 
professional and client-patient. This is because 
when the set of practices based on culturalized 
knowledge are not understood, or it is refused to 
know it, it becomes difficult, if not impossible, to 
establish a trust relationship to guide the treatment 
plan and be effective.24 

 
However, it should be noted that they do not have 
to stimulate what they do not believe to be 
practical for the patient, or encourage the use of 
techniques that may be a clear risk to their clinical 
condition, or hinder their development. However, 
the health professional cannot avoid contact, 
approach, knowledge about the patients and their 
social context, and these aspects must be 
considered during the survey of health history, 
something advocated by science as Ethnicity-
nursing, for example.25 

 
Also in this context, Mello 26 defended the 
appreciation of the cultural aspects of the 
population, considering that a strategy for the 
membership of users in health promotion, from 
the moment in which communication becomes 
possible to know a different universe, in some 
cases, can lead viable alternative therapies for 
health professionals. 
 
In addition, it is possible to plan the therapeutic 
approach to use it with the client-patient, 
discouraging behavior causing health risks, or 
encouraging the behavior displayed, when 
possible.27-29 

 
Thus, the client-patient or health professional 
should not be deprived of the knowledge of each 
other, but it is necessary to establish a mutual 
exchange of information that enriches the process 
of care, interpersonal relationships and build their 
own individuality.1 
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Conclusion 
The research showed that considering cultural 
aspects in care approach to children´s health is 
important, and in general, it is a valued behavior by 
the residents of the traditional community of Sto. 
Antônio. 
 
Furthermore, the culturally accepted consideration 
of care may be seen as a secure link to establish 
better communication, with the potential to guide 
all therapeutic courses of the diseases. 
 
However, when such cultural aspects become 
unknown, neglected or reviled by health 
professionals during consultations or home visits, 
they can be configured in an impassable barrier, 
hindering adherence to treatment plan and 
consequently the general conditions of health and 
child´s recovery. 
 
In this way, health professionals are encouraged to 
include behaviors that allow greater contact with 
local cultures in their care practices. Thus, it is 
possible to measure what resources are used and 
how they can interfere with prescribed therapy. In 
addition, medical science professionals should 
prove to be attentive to new approaches and 
alternative health care, expanding their knowledge 
and expanding their acting beyond the systematic 
knowledge, giving a truly comprehensive care in 
health. 
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