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Abstract. This proposal represents a cry for help with the current health emergency among three 
indigenous communities in the Venezuelan Amazon: Piaroa of Betania de Topocho, Jotï of Caño 
Iguana, Jotï and Eñepa groups at San José de Kayamá. The general public health situation in 
Venezuela has been deteriorating steadily in recent years and in regards to malaria is particularly 
acute. The lack of sufficient medications and medical supplies, along with the growth of activities 
and conditions that favor transmission of the malarial parasite, like informal mining, are associated 
with the alarming spike of the disease in 20 out of 24 Venezuelan States. According to the WHO, 
the incidence of malaria in the country increased by 70% in comparison to 2016. Semi-isolated 
indigenous villages represent some of the most vulnerable sectors of the population because they 
are exposed to contracting the disease but are unable to access proper medical treatment and 
therefore suffer appalling rates of infection, re-infection, and associated mortality. The three 
villages mentioned are in urgent need of supplies to prevent further spread of the infection and 
catastrophic loss of life. Just last year, the authors visited Kayama and in only two weeks nine 
people passed away from malaria, one of them a pregnant Eñepa woman. The villages in question 
possess appropriate infrastructure and personnel (local medical facility, diagnostic equipment, 
trained nurse, microscopist, and a medical doctor willing to act in a supervisory capacity), but they 
do not presently have sufficient medical resources needed to provide effective preventive and 
curative treatment to the affected population. On behalf of the Indians villages we request 3,000 
mosquito nets impregnated with insecticide (against the Plasmodium vector) and an equal number 
of treatments. 
Venezuelan context. By the end of 2017, the social and economic situation in Venezuela presented 
an alarming scenario.  There were critical shortages of basic food and medicines1, and the economy 
was debilitated by a hyperinflation rate estimated at 4000%2. Poverty and crime were rising hand 
in hand, making living conditions for most people of common means extremely difficult3. The 
nation’s health care system has been deeply affected by this turn of events as there are severe 
deficits of medications and medical supplies even in the major cities4. This deterioration has been 
progressive and there is no sign that the trend is abating. Since 2016, the Venezuelan Health 
Observatory (OVS), a research center in Caracas at the Central University of Venezuela (UCV), 
alerted that 76% of hospitals suffered from scarcity of medicines, 81% lacked surgical materials 
and 70% complained of intermittent water supply5. These figures increased in 20176  and are even 
higher now. One consequence is that whereas the public health situation was previously described 
as a crisis it is now described as an emergency.  
Malaria, which had been eradicated in most regions of the country by the mid-1960s, is one of the 
most rapidly expanding diseases in Venezuela during recent years. According to the 2017 yearly 
report of the World Health Organization (WHO)7, Venezuela has one of the highest rates of malaria 
infection in the world. It accounts for more than a third of all cases in Latin America and is one of 
four countries in the world designated as being in an "alert" condition. The Indians in Venezuela 
are probably the sector most affected by the disease. Based on the WHO report and other 
information, in January 2018, more than 25 Venezuelan scientific associations and academies sent 
a joint letter to the Minister of Health  denouncing the severity of the  malaria epidemic in the 



country and imploring the health authorities to take appropriate action8. The government has 
refused to accept foreign aid so far under the argument that it will open the door to political 
intervention. 
Accurate statistics on disease incidence, prevalence, and mortality in Venezuela have been hard to 
obtain during the last five years. What little information there is provides shocking evidence of the 
deteriorating health status of the population. According to official figures published by the 
Ministry of Health, there was a 30% increase in infant mortality in 2016 compared to the previous 
year. The figures also show dramatic increases of potentially fatal diseases such as HIV, measles, 
diphtheria, TB and malaria9. Although these records are still incomplete, they exposed that the 
incidence of malaria in Venezuela: (1) reached historical highs in 2015, after 75 years of record-
keeping, with a 52,6% rise compared to 201410, (2) reemerged in ten states where it had previously 
been eradicated, including the Capital District of Caracas, (3) expanded geographically, as the 
number of states with epidemic caseloads doubled from seven in 2015 to 14 in 2016, and (4) was 
present in 20 of the country’s 24 states 11. Month by month comparisons between 2016 and 2017 
reveal upsurges of greater than 60%. For example, the number of cases reported in October 2017 
was 68% greater than it was in October 2016, representing the highest rate of increase from one 
year to the next in the country’s history. Experts calculate that malaria cases could triple since 
there is a severe shortage of medication. Additionally, there are new cases registered in both 
endemic and non-endemic regions. The real situation may be even worse because many cases of 
malarial infection go unreported. Just in the last month (March 2018), two adult males suffering 
from the disease passed away in the Indian community of Kayamá. The WHO considers that 
international aid and cooperation must form part of the strategy for controlling the malaria 
epidemic.  
Amazonian context. Rural indigenous peoples living in Amazonas and Bolívar states represent 
one of the most vulnerable sectors of the population in terms of susceptibility to disease 
transmission and its morbid consequences. Malaria has always been endemic in these states and a 
large portion of the rural populations living there are indigenous. Some villages with exposure to 
the disease are distant from urban centers where most health care resources are concentrated and 
therefore have difficulty getting adequate attention when epidemics break out. According to the 
OVS, the shortage of medical supplies in these areas “and the fact that the number of cases is 
underreported as a result of the failing system creates an environment conducive to the spread of 
infection”12 . Malaria medication, diagnosis kits and prevention mechanisms, such as mosquito 
nets or fumigation, are in very short supply or plainly absent from many endemic areas. There is 
also the threat of drug resistance since, due to lack of sufficient supplies, the medications on hand 
are often divided and therefore the patient is not able to complete the treatment13. 
Venezuela has two principal types of malaria, Plasmodium falciparum and P. vivax. In regards to 
the latter, there are often relapses from a single mosquito bite and it requires a longer, sustained 
course of treatment. The 2016 official epidemiological data show that the incidence of malaria was 
calculated at 21.7 cases per 1,000 inhabitants, of which 38.46% of infections were diagnosed as P. 
vivax, 42.31% were P. falciparum, and 19.23% were mixed (P. vivax + P. falciparum). It seems 
as though the situation in the endemic areas is getting worse. In the last week of December 2016, 
3,081 cases were recorded, which indicated a 76% increase in new malaria cases compared to the 
same week in 2015. The re-incident cases are also frequent, even though they do not appear as 
such in official records, as suggested by a document written by the members of a Jotï community 
in May 2016:  



many of us were sick with the terrible ailment of malaria, two, three and even four times. 
Since we did not have treatment and it is too expensive to take the patients to the city to look 
for help, we have been dying. Many times, we had to divide the treatment in two because we 
had no more pills (our translation, written at San José de Kayama, Bolívar State).  

It is likely that the official statistics underreport the true incidence of malaria because there are 
affected areas where no medical assistance or recordkeeping of any sort exist, such as the illegal 
mines or the more isolated indigenous communities in the region.  
Amazonas and Bolívar States are located south of the Orinoco River and together make up 40% 
of the land area of the country. This region is the homeland of 18% of the nation’s indigenous 
population, approximately 131,000 persons, divided among 25 culturally- and linguistically-
distinct ethnic groups.14  It is also the nation’s hotspot for malaria, as depicted in Figure 35 of the 
official epidemiological bulletin: 
 

 
 
This region also had reported cases of measles and diphtheria in 2017, both of which are diseases 
that were formerly eradicated.  
Target Indian communities. The three Amazonian indigenous communities included in the 
present project comprise an aggregate population of around 3,000 people in three ethnic groups. 
99.9% of the people living there are indigenous and about 90% are under the age of 50. They have 
their own social structure and leadership, and are able to distribute in a fair and appropriate way 
the preventive and curative anti-malaria medicines as well as subsistence equipment needed to 
procure adequate food in order to maintain the nutritional health of the population, especially 
children. 

Venezuelan States 
with the highest 
malaria incidence, year 
2016. Week 52. 
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1. Betania de Topocho is 
a Piaroa Indian 
community located in in 
Parhueña parish, Atures 
Municipality, Amazonas 
state. This location is 
close to the national 
highway number 12, 44 
kilometers north of the 
city of Puerto Ayacucho 
(PA), although there is 
no public transportation. 
Currently it has a 
population of around 600 
persons living within the 
community borders. The 
community has a 
headman, communal 
council, and other local 
organizations that 
administrate and regulate their relations with 
the government and surrounding national 
society. Basic information about the community 
is available on the webpage 
http://betaniatopocho.webcindario.com. Betania 
has an elementary-secondary school (grades K-9), 
nursery school, and health clinic. The clinic is a 
type 1 walk-in clinic and is staffed with a resident 
nurse trained in simplified medicine, microscope 
technician, and ombudsman (defensor). In theory, 
it has a medical doctor in residence in the 
community but, in practice, the presence of a 
doctor is irregular and presently there is no one 
assigned there on a full-time basis. The clinic 
serves Betania and surrounding communities such 
as Paboni, Lucero, and Albarical, an inclusive 
population of approximately 1,500 people.   
The principal economic activities include 
swidden agriculture, carried out for purposes of 
subsistence production as well as cash cropping, 
and wage labor, mainly as teachers and community service workers with salaries paid by state 
institutions. Secondary activities include fishing, hunting, poultry-raising, and collecting of forest 
fruits or insects, also for subsistence or sale. A fruit-processing plant was built in the community 
with external funding but it has been closed for the past seven years. A number of people in the 
community receive meager welfare, social security, or scholarship payments from the government. 

Children in Betania, July 2016 

Processing manioc in Betania, July 2016 



Around 50% of the population is bilingual (Piaroa-Spanish) and in general they maintain frequent 
contact with the city and surrounding communities.    
2. Caño Iguana is a Jotï community located in Manapiare Municipality, in the northeastern part of 
Amazonas State. The local environment is mountainous and covered by high forest. At this time, 

there are about 700 
people living at the site 
of a former mission and 
in small dispersed 
settlements around it. 
They also have frequent 
contact with other Jotï 
communities at 
Morocoto, Ijkyulika, 
and Majagua, which are 
located within 1-2 days 
travel away and with 
whom they are closely 
related. The 
infrastructure of the 
community includes a 
short (400 meters) 
airstrip and a medical 

dispensary, though not well-stocked with medical 
supplies, attended by three Jotï paramedics who dispense medications and first-aid treatments, and 
seven microscopists trained to diagnose malaria and other tropical parasitic diseases. Prior to 2006, 
the date when the missionaries were expelled by the national government under former President 
Hugo Chávez, the Jotï at Caño Iguana had almost no contact with people from other ethnic groups 
except for the mission personnel. After the missionaries left, the Jotï at Iguana have established 
intermittent communication with the closest town, San Juan de Manapiare (SJM), a journey of 3-
4 days away by foot or river according to seasonal conditions. Due to the relative isolation of the 
community, most foreign visitors and imported goods come in by air. The community has a short-
wave radio for external communication, powered by a diesel fuel-run generator, which is used in 
case of medical emergencies. The main economic activities at Caño Iguana are agriculture, 
hunting, fishing, and collecting. Most gardens are located within 3 km of the main settlement 
cluster, and secondary vegetation dominates in the surrounding valley bottomland. Short-term 
camping trips are very common, motivated by the quest for wild food resources (fish, meat, honey, 
or fruit) that have become very scarce in the close vicinity of the settlement. The community has 
no direct commercial ties with the national or regional economy and therefore their economic 
orientation is 100% subsistence. There are only a handful of persons at Caño Iguana who are fluent 
in Spanish. The lack of medicines is so extreme here, and at SJM, that more than once community 
members have undertaken a long, arduous journey in search of medical treatment. This in fact 
happened last year when Balalelo Jtitekya walked for 12 days, carrying his sick two-year old child 
all the way, from Caño Iguana to PA, looking for a cure for the boy’s persistent malaria. The child 
passed away at the Hospital Dr. José Gregorio Hernández, the only one in the state, a few days 
after arriving. According to the father, there were no antimalarial medicines to be found anywhere, 
neither at the hospital nor anywhere in the city, at that time. So Balalelo returned empty handed.  

Young Mother, Caño Iguana, mayo 2013 



3. San José de Kayama is a bi-ethnic community inhabited by about 800 Jotï and 400 Eñepa people. 
Located in an ecologically heterogeneous area that ranges from 
savanna to mountain forest, it was formed around a 
mission that was founded in 1982. The missionaries left 
in 2016 but a school and medical dispensary remains on 
the site and just beside it is an airstrip that is 700 meters 
long. The medical dispensary is officially registered with 
the state health authority, although it is poorly-stocked. 
There is also a microscope lab, where malaria diagnoses 
are carried out. Electrical power is supplied by a bank of 
solar panels and a transforming station. A short-wave 
radio and antenna provide the capability to communicate 
with other radio operators in CB. The main form of 
transport to and from the community is by airplane, 
originating from Ciudad Bolivar (CB), PA, or Caracas. 
Similar to Caño Iguana, occasional visitors include 
medical personnel. In the last five years, a trail was 
opened and a 5-6 day journey on foot, river, and road is 
required to reach CB or the city of Caicara del Orinoco. 
However, this route is passable only in the dry season. 
There is a school, supported by the Ministry of Education, 
that spans grades K-9 and is run exclusively by Jotï and 
Eñepa schoolteachers and coordinators.  There are several 
dozen Jotï and Eñepa at Kayamá who are fluent in Spanish. The people at Kayamá are self-
sufficient in food production, for which they rely on a mix of swidden horticulture, collecting, 
hunting, and fishing. The majority of the population maintain homes dispersed within a 5-6-hour 
walking radius around the ex-mission compound. People also go on trek and camp out frequently 
at more distant locations in order to enhance access to wild resources or privacy. Contact between 
Caño Iguana and Kayamá takes place occasionally despite the long distance (>100 km) and rugged, 
mountainous terrain.  
The community leaders of Kayamá contacted us last May to inform us about their dramatic health 
situation, in particular the malaria epidemic they are facing. No one has been spared as the entire 
population has contracted the disease at least once. They requested help to acquire a microscope 
and other supplies for their dispensary, and we were able to fulfill that request at no cost to the 
community. They wrote a letter addressed to the international community describing their health 
emergency and asked us to make it public. The document describes the public health calamity 
afflicting several communities in Amazonas and Bolivar States, and expresses their common desire 
to seek outside assistance. In presenting their case, they assert that in 2016 alone, there were 3,792 
cases of malaria (P. vivax and P. falciparum) registered in the three local dispensaries of Morocoto, 
Iguana and Kayamá. Furthermore, the Jotï are the only remaining ethnic group in Venezuela 
considered to still be in an initial phase of contact, and therefore, at least on paper, they enjoy a 
special protection status in international rights declared by the United Nations (UN) and the 
Organization of American States (OAS).  

Kayama Children, July 2017 



Planning. A logistical plan has been devised to deliver the much-needed health care involving the 
coordinated participation of an experienced team of Venezuelan aid providers. The team is 
described as follows: 
1. Local leaders, and native health-care personnel: paramedics, nurses and microscopy technicians 
in the three communities have the proper training to perform correct diagnoses of malaria, both P. 
falciparum and P. vivax, dispense the proper treatment, and keep a written control of their cases.  
2. Two medical doctors that have many years of experience combatting tropical parasitic diseases 
in the Venezuelan Amazon, Dr. Magda Magris, of CAICET (Centro Amazónico para el Control 
de Enfermedades Tropicales) and Dr. Oscar Noya (Instituto de Medicina Tropical, Universidad 
Central de Venezuela). Dr. Magris is a leading researcher on malaria among indigenous peoples 
in Venezuela. She is responsible for having pioneered the testing and use of chemically-
impregnated, insecticidal mosquito nets in Yanomami Indian villages and other groups as a means 
of controlling the infection. She also dedicated years to training local community workers in basic 
health care skills, including the diagnosis of malaria using microscopes. Dr. Noya is a leading 
specialist in onchocerciasis and has investigated and coordinated treatment of the disease in 
numerous remote indigenous communities of Amazonas and Bolívar States for more than a 
decade. He also is accustomed to offering general medical care to the people in all of the 
communities that he visits.  

 
3. The CEO of ACOANA15 , a Venezuelan nonprofit, nongovernmental organization which, since 
1995, has conducted different projects dealing with environmental conservation, cultural 
documentation and health-care support in the Caura River basin in Bolívar state. That person is 
Mariapía Bevilaquia, a biologist by training, and she has offered her support and experience for 
the present project. The projects successfully carried out by ACOANA in the health field include 

Dr. Oscar Noya in a recent medical visit to Iguana, march 2018 



conveying basic medical and sanitary training to local people, implementing remote health 
assistance16 , building dispensaries, supplying them with medicines and equipment, and organizing 
itinerant visits of medical doctors and dentists to Yekwana, Sanema, and Jotï Indian communities 
of the Caura River in Bolivar State. 
 

 
4. Aime Tillett is a Venezuelan anthropologist whose specialty focuses on the cultural and 
biological health of indigenous peoples. He will be working side by side with us, offering his 
experience for the wellbeing of the Indians.  
5. Egleé Zent, an ethnobiologist, and Stanford Zent, an environmental anthropologist, are 
committed to assisting the indigenous peoples with whom they have conducted research for over 
25 years17. Besides carrying out basic research, they have also collaborated with the Piaroa, Jotï 
and Eñepa groups of the Venezuelan Amazon in applied, participatory projects such as resource 
inventories, community-based mapping, land demarcation, alphabet development, language and 

Health centers in the three communities, Betania (left), Iguana (right), Kayama (below) 



traditional knowledge documentation, health-care guides, and self-ethnography. Given the present 
epidemic of malaria, they are motivated to concentrate on seeking short-term solutions to mitigate 
the crisis. Later on, they are interested in exploring additional forms of assistance over the long 
term, such as the implementation of a telemedicine capability in the target communities. 
 
 
 
 

Indian health providers in their communities: Alirio Juae Mölö in Kayama (August 2017), Lucia Liye 
and Balalelo Jtitekya in Iguana (March 2018), Anilo Camejo in Betania  



Specific request. A rapid response intended to mitigate the present medical emergency regarding 
malaria infection in the target communities. We consider the following health-care items to be 
necessary: 
1. 1,500 diagnostic kits, including glass slides and stains. 
2. The following specific anti malaria medicines:  
First choice of blood schizontocide + tissue schizontocide: 
- 3000 tablets of artesunate + mefloquine in pediatric presentation (25mg / 55mg tablets). 
- 12000 tablets of artesunate + mefloquine in adult presentation (100mg / 220mg tablets). 
- 25000 primaquine tablets of 5 mg. 
- 19000 primaquine tablets of 15 mg. 
 
The production of this therapeutic combination worldwide is limited, for this reason we propose 
a second option below. 
 
Second choice of blood schizontocide + tissue schizontocide: 
- 4200 artemether + lumefantrine tablets 20mg / 120mg in a blister of 6 tablets for <15 kg, 
preferably soluble tablets. 
- 6500 tablets of artemether + lumefantrine 20mg / 120mg in a blister of 12 tablets for 15 - 24 kg, 
preferably soluble tablets. 
- 4500 tablets of artemether + lumefantrine 20mg / 120mg in blister pack of 18 tablets for 25 - 34 
kg. 
- 35200 tablets of artemether + lumefantrine 20mg / 120mg in blister of 18 tablets for> 35 kg. 
- 120,000 primaquine tablets of 5 mg. 
- 25000 primaquine tablets of 15 mg. 
 
3. A year’s supply of as many as possible of the following medical items for the health centers in 
the three communities: 
  
Medicines: 
 
Items Amount/ 

Equipment Medicine (D.C.I ) Concentration Presentation TOTAL 

1 10 Acetaminophen 500 mg box x 20 tab. 40 
2 10 Acetaminophen 120 mg/5 ml jar  x 120 cc 40 

3 2 Acyclovir Cream 5% tube cream x 
10 g  8 

4 3 Adrenalin 1 mg/ml blister  12 

5 1 Distilled water   case x 100 
amp. 4 

6 5 Amikacin 500 mg blister  20 
7 10 Amoxicillin 500 mg box x 6 tab. 40 
8 10 Amoxicillin 250 mg/5 cc jar suspension 40 
9 10 Ampicillin 500 mg box x 16 Tab. 40 



10 5 Ampicillin 1 g sol x 1 g 20 

11 5 Ampicillin 250 mg/ 5 ml  jar susp x 60 
cc 20 

12 5 Azithromycin 500 mg box x 3 tab. 20 
13 5 Azithromycin 125 mg/5 ml jar suspension 20 

14 3 Bacitracin 500 U.I/g tube ointment 
x 15 g 12 

15 2 Cephalexin 250 mg/5 ml jar susp x 60 
cc 8 

16 2 Cephalexin 500 mg  box x 12 Cap. 8 

17 5 Cefadroxil 250 mg/5 ml jar susp x 60 
cc 20 

18 5 Cefadroxil 500 mg cap 20 
19 5 Ceftriaxone 1 g sol x 1blister 20 
20 3 Ciprofloxacin 500 mg box x 6 tab. 12 
21 3 Clindamycin 600 mg/5 cc blister Sol 12 
22 3 Clindamycin 300 mg capsules 12 

23 2 Clotrimazole 1% tube cream x 
20 g 8 

24 3 Chlorpheniramine 
maleate 10 mg/ml blister sol 12 

25 3 Diazepam 10 mg/2 ml blister sol 12 

26 3 Sodium 
diphenylhydantoin 100 mg  blister sol  12 

27 4 Dipirona 1g/2ml blister sol x 
2cc 16 

28 4 Diclofenac sodium 50 mg box 10 tablets 16 

29 3 Diclofenac sodium 75 mg/3 ml blister Sol x 3 
cc 12 

30 3 Gentamicin 3 mg/ml ophthalmic 
sol  12 

31 5 Hydrocortisone 500 mg blister 20 
32 3 Hioscina (Buscapina) Tabletas blisters 12 
33 3 Ibuprofen 400mg box x 20 tab. 12 
34 3 Loratadine 10 mg box x 10 tab. 12 
35 2 Loratadine 1 mg/ml jar sol x 60 cc 8 
36 1 Cifarcain/Lidocaine  2% jars 4 
37 3 Buscapina compositum   injectable sol 12 
38 3 Metoclopramide 10 mg box x 10 tab. 12 
39 3 Metoclopramide 100 mg/100 ml jar  x 120 cc 12 
40 3 Procaine penicillin 800.000 UI sol 12 
41 3 Penicillin G Benzathine 2.400.000 UI sol 12 
42 2 Crotanol   lotion  8 

43 1 Povidone Iodada 1% jar Sol x 120 
cc 4 



44 3 Ranitidine 150 mg box x 20 tab. 12 
45 3 Ranitidine 50 mg blister sol x 1 12 
46 2 Salbutamol 100 mcg/inh inhalator 8 
47 5 Physiological Solution  0,9% sol x 500 cc 20 
48 3 Glucose Solution  5% jar x 500 cc 12 
49 120 Oral serum   packs 800 
50 1 Anti-snake serum    9 
51 3 Thiocolchicoside 4 mg/2ml blisters 12 

52 3 Trimethoprim / 
Sulfamethoxazole 80mg/400mg box x 20 tab. 12 

53 2 Vitamin K blister sol 8 
54 20 Albendazole 400 mg boxes 80 
55 4 Doxycycline 100mg tablets 16 

56 3 Amoxicillin- clavulanic 
acid  500mg-125mg box x 12 tab. 12 

57 4 Metronidazole 125mg/5ml Oral solution 16 
58 4 Metronidazole 500mg tablets 16 
59 2 Metronidazole 500mg óvulos 8 
60 40 Albendazole 400mg  Jar Sol x 5cc 160 
61 1 Ketoconazole 200mg box 4 

62 2 Metronidazole 100ml / 500mg blisters 
Intravenosas 3 

63 5 Ferrous fumarate 300mg Soliución oral 16 
64 4 Ferrous fumarate 300mg tablets 16 
65 3 Clotrimazole vaginal cream 2% tube 12 
66 4 Folic acid 5mg tablets 16 
67 1 Epamin 2mlx100mg blisters 6 
68 2 Polio solution jar  8 

 
 
Material medical supplies: 
  
Surgical: 
  
Item Amount Total  
Syringes: 3cc, 5cc, 10cc and 20cc  10 units for each group 360 
Elastic bandages: 3 units for each group  36 of each: 8cm, 10cm, 15cm and 20cm 432 
Plaster: 3 units for each group  36 of each, 8cm, 10cm, 15cm and 20cm 432 
Wadding: 3 units for each group  36 of each: 8cm, 10cm, 15cm and 20cm 432 
Suture 1-0 catgut 25 units 75 
Suture 3-0 straight needle, curved needle, 
nylon 

50 units 150 

Suture 4-0 straight and curve needle, nylon 50 units 150 
Suture 6-0 straight needle, nylon 50 units 150 
Scalpel blades 50 units 150 



Sterile gauze 20 boxes 60 
Sterile gloves 6 1/2 6 boxes 18 
Sterile gloves 7 1/2 6 boxes 18 
Non-sterile gloves size M 10 boxes  30 
Non-sterile gloves size L 10 boxes  30 
Non-sterile gloves size S 10 boxes  30 
Macro-droppers 50 units 150 
Lingual depressor 2 boxes 6 
Jelco catheter 48 of each: 18, 20, 22 and 24 576 
Scalps 60 units 180 
Medical adhesives 20 units 60 
Cotton on roll 12 units 36 
Alcohol 12 liters 36 
Peroxide 5 liters in 1 liter bottle  15 
Silver sulfadiazine 1% 4 jars 12 
Ipratropium bromide or salbutamol bromide 
in nebulizing drops 

5 jars 15 

Povidine 10 liters 30 
Equipment of minor surgery 1 3 
Equipment of ENT: ophthalmoscope, 
rhinoscope, otoscope 

1 3 

   
 
 
4. 3,000 mosquito nets impregnated with insecticide (MII): 
each unit with the following size: 160 cm x 180 cm x 150 cm, area 13.08 m2. 
Specification: Impregnated with pyrethroid and rectangular shape for hammocks. 
5. Survival tools that contribute to the daily pursuit of food for maintenance of nutritional health, 
such as: 200 knives, 50 axes, 150 machetes, 1,000 units of fishhooks (500 #20, 200 #16, 300 #12), 
500 nylon fishing line rolls, 300 small flashlights, 1000 pieces of soap.  
Additionally, the possibility to deliver the items in the three communities.   
 
Disclosure commitment. We commit to showing the results publicly and periodically, and will be 
very grateful in the name of the recipient indigenous people.  
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