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ABSTRACT

This study investigates the relevance of Pastoral Caregivers (PCGs) in the Nigerian hospital
context from a pastoral theological perspective. It argues that illness is a reality that confronts
all humanity at certain times. It brings untold pain and suffering to the afflicted, physically,
emotionally, psychologically and spiritually. As such, wholeness and health are some of the
most important concerns of Nigerians and the global community as demonstrated by the
Millennium Development Goals (MDGs) of the United Nations (UN). The Nigerian quest for
wholeness is a search for meaning, significance, and purpose in life especially in illness, pain
and suffering. This search involves questions about God’s involvement in suffering. For this
reason, illness comprises a complex reality that defies easy remedy. However, affected
persons often seek remedy in the hospital. But research shows that the medical model, despite
its benefits, has limited capacity to fulfil the human quest for meaning. Also, the Draft Health
Policy for Nigeria (DHPN) (2005:np) and National Strategic Health Development Plan
(NSHDP) 2010-2015 (2010:5) has also stated that the health system of Nigeria is poor and
Nigeria is not “on track towards significant improvement in meeting the health expectation
of its people inclusive of achieving the health MDGs” (NSHDP 2010:10). However, the
NSHDP 2010-2015 (2010:11) has also stated that a purposeful reform of the national
healthcare delivery system is necessary for strengthening the weak and fragile national health
delivery system and improving its performance towards achieving quality caregiving and
quality of life. In line with these Ministry of Health reform plans, this study argues that such
healthcare reforms should necessarily include pastoral caregivers (PCGs) as valuable and a
necessary human resource for health, partnership for health and research. Religion and
spirituality (the domain of pastoral care) have been put forward as best responding to many

people’s quest for meaning.

Consequently, this research has employed a practical theological methodology. Within this
methodology a postfoundationalist paradigm according to Park (2010) has been utilised. In
this regard, the structure of the chapters is aligned with the four tasks of practical theology as
proposed by Osmer (2008). It further utilised relevant literature in the fields of theology,
medicine and other social sciences from within Nigeria, Africa and beyond. It has been
argued that the absence of meaningful pastoral care dimension is a significant weakness of
the medical model as practised in Nigeria. It is inconsistent with the promotion of the health

of patients and the community which the Nigerian Code of Medical Ethics (2004) articulates

il
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as the goal of medicine in Nigeria. It is also inconsistent with the holistic view of Nigerians
on illness. Additionally, it is not consistent with the National Policy on Private Partnership
for Health in Nigeria (NPPPHN) (2005) declaration that “alternative health providers, whose
practices are of proven value, shall be encouraged and supported as frontline of health care
provision for many people”. As the above Nigerian policies on health suggest — and this is
also the position of this study — illness demands a holistic and multidisciplinary approach to
combat it. This study has established that pastoral care embodies a vision of wholeness which
resonates with the Nigerian holistic view of life whose practices are of proven value.
Therefore, the inclusion of the PCG with a holistic theological approach into Nigerian
hospital care could contribute to holistic and quality care of patients in hospitals. They could

contribute towards the implantation of the NSHDP 2010-2015.

This study is strongly motivated by the fact that human beings are made in the image of God
and deserve love, respect for their values and desires, and dignity especially in the face of
illness and suffering. Therefore, it recommends that hospitals and clinics in Nigeria should of
necessity include PCGs in their hospitals and on their clinical team, as well as provide basic

training for all members of the medical team in the pastoral assessment of patients.

il
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OPSOMMING

Hierdie studie ondersoek die relevansie van pastorale versorgers (PV’s) in die Nigeriese
hospitaalkonteks vanuit ’n pastoraal-teologiese perspektief. Daar word geargumenteer dat
siekte 'n realiteit is wat die hele mensdom op bepaalde tye affekteer. Dit veroorsaak
ongekende pyn en lyding vir die sieke, hetsy fisies, emosioneel, sielkundig of geestelik.
Gevolglik is heelheid en gesondheid van die belangrikste oorwegings vir Nigeriérs, asook die
globale gemeenskap, soos duidelik blyk uit die Verenigde Nasies se Millennium-
ontwikkelingsdoelwitte. Die Nigeriese strewe na heelheid is 'n soeke na betekenis,
belangrikheid en sin in die lewe, veral in tye van siekte, pyn en lyding. Hierdie soeke betrek
ook vrae oor God se rol in lyding. Om hierdie rede behels siekte 'n komplekse realiteit
waarvoor daar geen maklike oplossing is nie. Siekes soek egter oplossings in die hospitaal.
Navorsing bewys desnieteenstaande dat die mediese model, ten spyte van die voordele
daarvan, beperkte kapasiteit het om die menslike soeke na betekenis te vervul. Nigerié se
konsep-gesondheidsbeleid, die Draft Health Policy for Nigeria, of DHPN, (2005) en
strategiese gesondheidsontwikkelingsplan, die National Strategic Health Development Plan,
of NSHDP 2010-2015, (2010:5) stel dit verder dat die gesondheidstelsel in Nigeri€ swak is en
dat die land nie op koers is na beduidende verbeterings in die voldoening aan die
gesondheidsvereistes van sy mense gedagtig aan die gesondheidsbepalings van die
Millennium-ontwikkelingsdoelwitte nie (NSHDP 2010:10). Die NSHDP 2010-2015
(2010:11) stel dit ook dat ’n doelmatige hervorming van die nasionale
gesondheidsorgvoorsieningstelsel nodig is om die swak en breekbare nasionale
gesondheidsvoorsieningstelsel te versterk en die werking daarvan te verbeter ten einde
gehaltesorg en lewensgehalte te verseker. In lyn met die hervormingsplanne van die
gesondheidsministerie, stel hierdie studie dit dat sodanige gesondheidsorghervormings
noodwendig PV’s moet insluit as waardevolle en noodsaaklike menslike hulpbron vir
gesondheid en vennootskap vir gesondheid en navorsing. Religie en spiritualiteit (die domein

van pastorale sorg) is al gestel as uiters geskikte respons op mense se soeke na betekenis.

Gevolglik het die navorsing ’n praktiese teologiese metodologie gebruik. Binne hierdie
metodologie is gebruik gemaak van ’n post-fondamentalistiese paradigma volgens Park
(2010). In hierdie verband is die struktuur van die hoofstukke belyn met die vier take van
praktiese teologie soos voorgestel deur Osmer (2009). Verder word gebruik gemaak van
relevante literatuur in die teologie, mediese wetenskap en sosiale wetenskappe van binne

Nigerié, Afrika en verder. Dit word gestel dat die afwesigheid van ’n betekenisvolle

iv
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pastoralesorgdimensie ’n beduidende swakheid is van die heersende mediese model wat in
Nigerié¢ geld. Dit is nie in pas met die bevordering van die gesondheid van pasiénte en die
gemeenskap wat gestel word as die doel van die mediese wetenskap in Nigeri€ volgens die
Nigeriese kode vir mediese etiek (2004) nie. Dit is ook nie in pas met Nigeriérs se holistiese
beskouing van siekte nie. Verder is dit nie in pas met die nasionale beleid oor privaat
gesonheidsvennootskappe in Nigeri€, die National Policy on Private Partnership for Health in
Nigeria, of NPPPHN (2005) nie, waarin dit gestel word dat alternatiewe
gesondheidsverskaffers wie se praktyke as waardevol bewys is, aangemoedig en ondersteun
sal word as voorste linie van gesondheidsorgverskaffing aan baie mense. Soos die
bogenoemde Nigeriese beleide oor gesondheid voorhou — en dit is ook die posisie van hierdie
studie — vereis siekte 'n holistiese en multidissiplinére benadering om dit te beveg. Hierdie
studie het bevestig dat pastorale sorg 'n visie van heelheid vergestalt wat resoneer met die
Nigeriese holistiese siening van die lewe, waarvan die praktyke se waarde reeds bewys is.
Die insluiting van die PV met ’n holistiese teologiese benadering by Nigeriese hospitaalsorg
kan bydra tot holistiese en gehaltesorg vir pasiénte in hospitale. Dit kan bydra tot die

vestiging van die NSHDP 2010-2015.

Die studie word sterk gemotiveer deur die feit dat mense in die beeld van God gemaak is en
liefde, respek vir hulle waardes en behoeftes en waardigheid verdien, veral in die aangesig
van siekte en lyding. Hier word dus voorgestel dat hospitale en klinieke in Nigerié
noodwendig PV’s in hulle hospitale en by hulle kliniese spanne moet insluit, en verder
basiese opleiding in die pastorale assessering van pasiénte vir alle lede van die mediese span

moet verskaf.
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CHAPTER ONE

INTRODUCTION
1.1  Background

This study is entitled Pastoral Caregivers (PCGs) in the Nigerian hospital context: a
pastoral theological study. It suggests a responsible corporate ministry of PCGs with other
health care practitioners as a way forward to a more significant holistic caregiving within the
Nigerian hospital context. Health and wholeness are among the most important concerns not
only of Nigerians as demonstrated in the vision statement for health sector reforms (Draft
Health Promotion Policy 2005), but also of the global community as demonstrated by the
Millennium  Development Goals (MDGs) of the United Nations (UN)
(http://milleniumindicators.un.org/unsd/mdg/data.aspx). The quest of Nigerians is a search
for life and restoration to wholeness. This is demonstrated in the fact that household out-of-
pocket expenditure on health (69%) remains the largest source of health expenditure in
Nigeria (NSHDP 2010-2015) (2010:34). However, the health indicators for Nigeria do not
seem to reflect this concern as the country is ranked among the worst in the world (National
Strategic Health Development Plan (NSHDP) 2010-2015 (2010:11). In any case, hospitals
constitute a healing environment where ill persons seek relief, intervention, cure, care and
healing. Corresponding to the poor health status, the Draft Health Policy for Nigeria (DHPN)
(2005:1-2) and the NSHDP 2010-2015 (2010:5) have also stated that the health system of
Nigeria is poor as Nigeria bears about 10% of the global disease burden. “Preventable
diseases account for most of Nigeria’s disease burden and poverty is a major cause for all
these problems” (DHPN 2005:1). The overall health system performance was ranked at 187%
of the 199 member states in 2000 (DHPN, 2005). More disturbing is the admission by the
NSHDP that “Nigeria is not on track towards significant improvement in meeting the health
expectation of its people inclusive of achieving the health MDGs” (NSHDP, 2010:10).
However, the NSHDP (2010:11) has realised that a purposeful reform of the national
healthcare delivery system is necessary for strengthening the weak and fragile National
Health Delivery System and improving its performance. The NSHDP has therefore
formulated 8 strategic development areas, including leadership and governance for health,
health service delivery, human resources for health, financing for health, national health

management information system, Partnership for health, community partnership and
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research towards achieving the said goals. Three of these areas — human resources for health,

partnership for health and research — have a direct bearing on this study.

The above background suggests that sickness, pain and suffering are the experience of many
Nigerians as a result of poverty, underdevelopment and misrule, and as a natural human
experience. This raises questions of meaning, significance and purpose in life and these
questions are of spiritual and religious significance in the process of recovery. With regard to
the above areas, studies have shown that religious faith and practices have a central role in
the lives of many people, especially during illness (Stefanek, McDonald & Hess, 2005:450-
463; Hirsto & Tirri, 2009:93; Acevado, 2010:188-206; Driskell & Lyon, 2011:386-404;
Piderman et al., 2011:1-11). Similarly, many Nigerians take religion very seriously as is
demonstrated by the government-sponsored pilgrimages to Mecca and Jerusalem, and daily
worship (Dukor, 2010: 129; Falola, 1999:6; Kalu, 2010). These religious practices have been
shown to be significant to health and healing. Harold George Koenig (2004:554-564),
renowned medical practitioner and researcher in the USA, argues in his research report that
religion and spirituality promote better psychological health of the patient. Besides promoting
mental health, some studies have established the fact that religion plays a significant role in
patients’ choice of hospital (Ogunjobi, 1983:585-589), and in their ability to cope during
illness (Peach, 2003:414; Koenig, 2003a:415-416; Koenig, 2003b:51-52; William, 2008a:9-
14; Syed 2003:45-49; Sengers 2003:4-56). Van Uden, Pieper, Eersel, Smeets and Van
Laarhoven (2009:195-215) define coping as “constantly changing cognitive and behavioural
efforts to manage specific external and/or internal demands that are appraised as taxing or
exceeding the resources of the person”. Illness, pain and suffering constitute such stressful
conditions because they exert a demand for change and adjustment (Barnes, 2010:2;
Piderman et al., 2011:7). Religious coping (e.g. prayer) is one of the ways that patients
respond to the stressful event of disease, illness and sickness. Recent studies have identified a
connection between religion, spirituality and health (Koenig, King and Carson, 2012; Cob,
Pulchalski, Rumbold, 2012; De Vries-Schot, Van Uden, Heitink & Pieper, 2008; Moreira-
Almeida, Neto & Koenig, 2006:242-250). Koenig, King and Carson’s (2012) Handbook of

Religion and Health covers over 3 000 studies on the connection between religion and health.

The connection between religion, spirituality and health, and the multifaceted nature of
illness (medical, social, psychological and religious/spiritual) make it impossible to address
healing from one perspective only. According to the WHO (1998:7), “the medical model

which seeks to treat patients by focusing on medicine and surgery and gives less importance
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to belief and to faith in healing ... is no longer satisfactory”. According to Peter Barnes
(2010:1) “[i]n the strict medical model (cf. 1.8.1) of care, there seems to be little room for
spirituality”. Therefore the medical model, which may be effective in treating certain
diseases, is deficient when it does not integrate all dimensions of sickness, including the
spiritual (Hill & Smith, 2010:171). Consequently, Winter-Pfandler, Flannelly and
Morgenthanler (2011:31) and Tarpley and Tarpley (2011:311), US medical professionals, as
well as Afolayan and Okpemuza (2011:32), Nigerian sociologists, Antai (2009:57-76) Eaten
and Agomoh (2008:553) and Okafor (2000:189-202), Nigerian health and medical
researchers, among others, have argued that the medical model of health and hospital care has
to integrate the religious/spiritual aspects, because cultural values and beliefs which are often
embedded in religion and spirituality influence patients’ perception of illness and their

decisions for or against medical treatment.

The observations of WHO and the scholars mentioned above regarding the place of religion
and spirituality in the lives of patients indicate an increasing recognition that healthcare
should take into account the entire human person, which suggests that sickness in its many
forms requires an approach of healing which takes all the intricacies of disease and illness
into consideration. In other words, a more holistic approach ought to be followed in health
care that includes the religious and spiritual elements of recovery/healing. In this regard, the
WHO (1998:7) has also advised that medicine must “realize the values elements such as
faith, hope and compassion in the healing process. The value of such spiritual elements in
health and quality of life” demands a move “towards a more holistic view of health that
includes the nonmaterial dimension”. Similarly, Afolayan and Okpemuza (2011:31-40),
Nigerian scholars from the nursing profession, have argued that it is imperative for health
care providers to take into consideration the socio-cultural and belief factors while assessing
and providing health care to patients. Afolayan and Okpemuza’s observations are indicative
of the absence of significant religious and spiritual components in Nigerian hospital
caregiving. Such religious/spiritual omission also may be considered to be inconsistent with
the average Nigerian’s worldview regarding illness and healing. As is typical of Africans,
most Nigerians are religious, and their religious beliefs and practices are inseparable from

their daily lives and experiences (Oluwabamide & Umoh, 2011:48; Dukor, 2010:111).

Interestingly, there are on-going debates about the role of PCGs in hospital caregiving in
contexts such as Europe, USA and Australia. For instance, published works from leading

medical scholars and theologians in the field of spirituality and health care such as Ignatiew
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(2003:132), VandeCreek and Burton (2002), Williams (2008a: 9-14), Hanzo and Koenig,
(2004a:1242-1244) have all argued about the unique role that PCGs play in hospital
caregiving. Unfortunately, within the Nigerian context there is no significant conversation
regarding the role of PCGs in Nigerian hospitals. However, in their studies Oluwabamide and
Umoh (2011:47-52) have to some extent pointed out the relevance of religion to health care
delivery in Akwa Ibom state. Diddy Antai (2009:57-76) has also noted the influence of
religion on child immunisation in Nigeria. Despite such endeavours which could be
considered relevant, it is pertinent to observe that such attempts are narrow and very limited.
A broader and deeper engagement of spiritual and religious care that can be brought to bear
by PCGs within the Nigerian hospital context, as is being presumed by this study, could bring

better results in hospital care to hospitalised Nigerian patients and their relatives.

The inclusion of the PCGs in Nigerian hospital caregiving could therefore be of great benefit
in alleviating the suffering of many Nigerians. Such endeavours could further assist the
patients and families to cope with their health challenges by offering pastoral support to the
care seekers in striving towards possible recovery from illness or grief that may be a result of
the death of a loved one. In this light it is assumed that the inclusion of the PCG in the
Nigerian hospital caregiving for Pastoral Care, which entails attending to the spiritual and

religious needs of patients, could improve the quality of patients’ care.

This study is therefore an attempt to engage the modern Nigerian health and hospital care
delivery system, the Nigerian government, the Nigerian public and churches on the need to
include PCGs in the Nigerian hospital caregiving for patients, family and staff for more

holistic care of the sick in the hospital context.
1.2 Motivation for the study

The Nigerian medical sociologist Amaghionyeodiwe (2008:215) has argued that, although
there is a steady growth of health facilities in Nigeria, there is no corresponding increase in
coverage or quality of health and hospital care. Consequently the quality of health and
hospital care provided by the government still remains poor (NSHDP 2010-2015). This poor
quality results in the poor performance of the Nigerian health economy, leaving the needs of
many Nigerians — especially the rural and urban poor — unmet, thereby reducing their quality
of life (NSHDP 2010-2015) (2010:24-25). Nigerian sociologists Oluwabamide and Umoh
(2011:48) also assert that scientific medicine as the core of health care in Nigeria can hardly

attain true success, if alternative sources of care such as religion are not incorporated into its
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modern health care delivery system. Thus Afolayan and Okpemuza (2011:37) argue that
certain factors such as religion, gender and the status of the health service provider can affect
the quality of health services and by implication hospital care rendered. Consequently Aja,
Modeste and Montegomery (2012:1-15) report from their empirical findings in their research
project entitled Qualitative Inquiry into Church-based Assets for Prevention and Control that
faith community assets (which may also include PCGs) are alternatives through which health
care, including HIV and AIDS prevention and control, can be engaged. Therefore this study
on the mediation of Pastoral Care in Nigerian health care institutions, with particular
reference to the Nigerian hospital context, proposes that a more holistic approach should be
followed in health and hospital care delivery in Nigeria for a more holistic hospital care
delivery. The plea for the exploration and inclusion of religion and faith community assets in
Nigerian health and hospital care as enunciated by Nigerian scholars such as Oluwabamide
and Umoh (2011) and Afolayan and Okpemuza (2011) cannot be divorced from the
understanding that the resources of religion and faith communities include pastoral care
elements of healing and recovery, among other resources. Therefore as a pastor and pastoral
theologian, I am motivated to investigate the relevance of PCGs in the care and recovery
process of patients, especially in the Nigerian hospital, and establish whether PCGs can have

any significant impact on the quality of hospital care within the Nigerian hospital context.

The second motivation for this study stems from some deep personal questions that have
cropped up in course of my involvement in the ministry of the sick and studies in pastoral
care. At a personal level I have experienced illness and suffering both as a child and an adult.
I have nursed sick and terminally ill close family members. I have also been involved in
counselling of family, friends and neighbours. On a professional and academic level, I am an
ordained minister who has been involved at various levels with the sick and suffering, and a
trained PCG who has been involved in Pastoral Care and counselling in churches and in
hospitals. I obtained a Postgraduate Diploma and an MTh in clinical Pastoral Care in 2008
and 2009 respectively. My experiences at these levels have ignited within me deep searching
questions that relate to the possible role of religious or spiritual care for hospitalised patients.
Also, the quest for answers to questions asked by those who are going through challenges of
suffering and ill health, and the feeling of inadequacy in handling those situations, have
inspired the inquiry into the dynamics of sickness and its relation to the spirituality of the sick

person.
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Thirdly, the search for meaning, significance and purpose of life involves questions about
God and his involvement in suffering. These questions are vital to the recovery of the
afflicted. For instance, there have been spates of ethnic, religious, domestic and sexual
violence in Nigeria in recent times!. Quite a number of the survivors of this violence end up
in the hospital for treatment. Violence brings untold pains and suffering to the survivors;
physically, emotionally, psychologically and spiritually. This study hopes to provide a means
through which such questions about God, His involvement in suffering and the mediation of

spirituality in suffering can be attended to while the patient is in the hospital environment.

Fourthly, as one of the Nigerian clergy and a clinical pastoral theologian, I hope that this
study of the ministry of healing in the hospital context will contribute to the realisation of the
need for holistic healing of the suffering in Nigeria. In this light, this study is intended to
motivate the faith community and health professionals to harness their resources by seeking
better collaboration between themselves in hospitals (and health institutions in general)

towards harnessing resources for the benefit of the suffering in Nigeria.

Fifthly, based on current practices in Nigerian health and hospital care which are devoid of
spiritual and religious care, as substantiated by Oluwabamide and Umoh (2011:48), Afolayan
and Okpemuza (2011:37) and Aja, Modeste and Montegomery (2012:1-15), there is an
apparent gap” between the healthcare professionals and PCGs in the Nigerian hospital context
that could hinder the inclusion of PCGs in hospital care and collaboration, should PCGs
eventually be given space in the hospital context. This gap may lead to confusion or
ignorance on the part of health care workers on the possible contributions of PCGs to the
healing environment of the hospital setting. This study therefore hopes to initiate a dialogue
between the PCGs and healthcare professionals as co-labourers. If such a dialogue is
necessary to addressing the suffering of patients, then this study, attempts to clear the
confusion and possibly create an awareness that could lead to meaningful cooperation among
PCGs and healthcare professionals and thereby awaken the interest of the religious
community and Nigerian society in the sense of devoting attention to Pastoral Care in a more

meaningful way that could improve the quality of care in Nigerian hospitals. In this way, this

! Violence, especially religious violence, has characterised most of the communities and states in Nigeria in the
recent years. These crisis have left communities with orphans, widows and widowers. The most recent incidents
are the Jos crises of January and March 2010, which are prime examples of mostly religious crises but which
also have political and economic undertones (cf Taye Obateru, 2010).

2 For example, Aja, Modeste and Montgomery (2012:2) report various obstacles to engaging faith communities’
assets, which results in lack of collaboration and understanding of the experience that churches have to offer,
which in turn means that such resources not being used by Nigerian health care systems.
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study may also contribute towards the enrichment of the body of literature on the subject of
Pastoral Care and hospital care from the Nigerian perspective, thereby providing data that
could be useful for policy making and promoting further research towards meaningful
integration of hospital care and religious resources (for the scope of this literatures see

Chapter 3-6).

Lastly, this study is motivated by the fact that human beings are made in the image of God
and deserve love, care, respect and dignity in an all-embracing manner even when they are in
difficult times as a result of ill health and other challenges of life, and so deserve to be heard,
receive attention and be given a voice (this point will be taken up in Chapters 2.3 and 3.5).
Miller-McLemore (2004:57) comments that “Pastoral theology as a public theology must
give public voice to the least heard ... it must challenge public ideals and structures, listen to
those publicly silenced, and reconstruct religious beliefs and practices that perpetuate major
social problems”. Undoubtedly, our view of human beings will invariably affect the way we
recognise their state as one of vulnerability and how we then care for patients in their
vulnerable state. Is it, then, acceptable to view a human being as an integrated being of body
and soul or spirit, or should one rather adhere to a fragmented view of the person as body
apart from a soul — a view which mostly dominates the medical model of hospital care? Or
does Jesus’ model of a holistic healing ministry — a healing and wellness which addresses the
physical, mental, rational, and spiritual dimensions of the human person — promise total
wellness of the human person (cf. Luke 5:17-26; 3 John 2)? Would the latter view not help
both the medical personnel and PCGs to collaborate in their quest to assist people to be more

human in their time of suffering?
1.3  Problem statement

The Public Health and Policy researchers Kruk and Freedman (2008:263-276) have observed
a growing interest in assessing the performance of health systems in developing countries,
including Nigeria. They propose that success in assessing the performance of such health
systems should be measured in terms of effectiveness (which comprises health status, patient
satisfaction), access and quality of care, equity (which involves equitable access, fair
financing and risk protection) and efficiency (which involves skilled resources, adequacy of
funding, cost and productivity and administrative effectiveness). In terms of these three
variables, studies on Nigerian health care systems which also include Nigerian hospitals have

indicated that Nigerian healthcare systems are ineffective, inequitable and inefficient (Guerin,
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Guerin & Aquarelle, 2007, Amaghionyeodiwe, 2009 & Alubo, 2001). The quest for such
performance assessment has led to research into factors that influence hospital care and
choice of hospitals by Nigerian patients. Subsequently, Eaton and Agomoh (2008:552- 558)
and Antai (2009:57-76) have located the success of health care performance in the patient’s
belief system. They argue that belief systems are important components of health and illness
behaviour and influence the choices that Nigerians have when they fall ill and should be
considered in the care and healing process. On a similar note, Olusanya, Roberts, Olufunlayo
and Inem (2010:210-216) have identified religion as a source of influence in patient’s choice
of health facility. Afolayan and Okpemuza (2011:31-40) have not only identified religion as a
crucial determinant of the health caregivers’ and providers’ delivery services to the patients,
they argue that religion and spirituality should be taken into account in quality care, besides

other issues such as socio-economic factors, which include family and social support systems.

Moreso (WHO, 1998:7) has stated that medicine must realise the value elements of faith,
hope and compassion in the healing process. Furthermore, empirical research undertaken by
Oluwabamide and Umoh (2011) in Akwa Ibom state of Nigeria assessed the relevance of
religion in health care delivery in Nigeria and recommended that pastors be recruited to
Nigerian hospitals as patient counsellors. However Oluwabamide and Umoh’s research,
although very commendable, has a number of limitations. First, their research was restricted
to Christian patients only. Secondly, they have neither stated nor defined what types of
pastors may be required for such services within the specialised context of the hospital.
Thirdly, their research has also not indicated how these pastors will operate in the hospital
context. Based on the above, this study seeks to investigate, from a practical theological
perspective, the possibility and necessity of the inclusion of professional PCGs in Nigerian
hospital care. Should such an inclusion prove to be possible and necessary, an appropriate
Pastoral Care approach will be developed through which the PCG may collaborate with
healthcare professionals within the Nigerian hospital context. As such, in investigating the
relevance of PCGs in Nigerian hospital care, the study will take into account the multi-
religious nature of the Nigerian hospital environment. Moreover, the complex nature of
illness and disease may not be comprehensively addressed by a single model. For this reason,
the Draft Health Promotion Policy (DHPP) (2005:4) has recognised that achievement of
health involves a multidisciplinary application of skills and participation. In this regard the
National Policy on Public Private Partnership on Health in Nigeria (NPPPHN) (2005) has

stated that .. .alternative healthcare providers, whose practices are of proven value, shall be
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encouraged and supported as frontline of health care provision for many people. Such
providers will be brought under regulations to ensure adherence to rules and healthcare

guidelines”.

Similarly, Ellis and Hartley (2008:119) have suggested that acknowledging an alternative
practice to the medical model of healthcare and working cooperatively with practitioners is
usually much more productive than ignoring them. Therefore, the problem this study seeks to
investigate is: Can the PCG be considered as alternative healthcare provider whose resources
and practices are recognised and valued by the Nigerian healthcare system to the extent that
they can be included in hospital care for holistic and quality care of patients? In other words

this study investigates the relevance of PCGs in the Nigerian Hospital context.
1.4  Research hypothesis

In view of the problem statement, this study is of the view that Pastoral Care resources and
practices are of recognisable value to the Nigerian Healthcare system, and as such the
inclusion of Pastoral care and professional PCGs in Nigerian hospital care could contribute to
holistic and quality hospital care for patients’ satisfaction. PCGs with their unique spiritual
and religious resources and appropriate approach can contribute towards the realisation of

more holistic care and healing in the Nigerian hospital context.
1.5  Research objectives

The main objective of this study is to ascertain whether creating a space for the inclusion of
Pastoral Care and PCGs into the Nigerian hospital context for collaboration with other health
care professionals could contribute to the more holistic care and healing of patients and
thereby enhance the quality of hospital care and patients’ satisfaction with such care in the
Nigerian health care system. This objective challenges the argument that the medical model,
which dominates the Nigerian health and hospital care system, is adequate to address the
spirituality and religious needs of patients and the complex nature of Disease, illness and

sickness. Other objectives are:

e To explore the historical, socio-political, religious and hospital context in Nigeria, so
as to understand the factors that inform the context in which Pastoral Care may be
required;

e To explore the theories of Pastoral Care with regard to health care in the hospital in

order to understand the meaning and nature of Pastoral Care;
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e To present the theological resources that the PCG can bring to the Nigerian hospital
context for a more holistic health and hospital care delivery system in Nigeria;

e To discuss how the PCG can collaborate with the health care professionals within the
hospital context using an appropriate Pastoral Care approach;

e To explore an appropriate approach which the PCG could utilise to function in the

hospital context.
1.6 Research methodology and design

Contemporary research specialists such as Paul Leedy and Jeanne Ormrod (2010:6) and
Diana Ridley (2009:33) point out that a research methodology directs the study and dictates
how data are acquired and organised. In other words the nature of the research question and
the data determines the methodological approach. Thus, the aim of this study is to find out
how the inclusion of the PCG into the Nigerian hospital context and the collaboration of the
PCG with health care professionals within the Nigerian hospital space can improve the
quality of health care in Nigeria. In this process this study will attempt to develop an
approach to Pastoral Care that could be relevant to the PCG’s ministry as he or she functions

within the Nigerian hospital context.

This research will include a literature study in the field of Pastoral Care and its relationship,
relevance and contribution to hospital care. This research approach is so chosen because the
literature surveyed revealed that no significant studies have been conducted on PCGs in the
hospital context in Nigeria specifically or sub-Saharan Africa in general to generate a theory
of Pastoral Care to be provided in hospital care based on empirical research. Time and space
do not permit a combination of theory development and empirical validation of such theory in
the same study. As such, the study will engage with the available relevant literature to
present its argument. Thus, analysis will be based mainly on available literature such as
books, journals, conference proceedings, leaflets, reports, internet sources, etc. Such literature
will provide the grounds for the theoretical analysis and will connect the outcomes to broader
discussions about the role and importance of the PCG in hospital care. Furthermore, it should
also assist to show the benefits of a collaborative approach to health care delivery and an
appropriate Pastoral Care approach that can meet the needs of the PCG within the Nigerian

hospital context as may be relevant to practical theological methodology.

10



Stellenbosch University http://scholar.sun.ac.za

1.6.1 Practical theological methodology

Theology as defined by Conde-Frazier (2012:234) is “always shaped by and embodied in the
practices of historical, cultural and linguistic communities” and deals with the praxis of
everyday living. This research is rooted in the field of Pastoral Care and counselling.
Pastoral Care as both faith care and life care is rooted in pastoral and practical theology. The
theological discipline of pastoral and practical theology “is a field of theological inquiry and
practice that seeks critically to discern and respond to the transforming activity of God within

the living text of human action” (Brown, 2012:112).

Although pastoral theology and practical theology are sometimes seen as separate terms in
the sense that pastoral theology is understood to focus on concerns with the practical and
theological questions arising from the pastoral practice of care. On the other hand, practical
theology is considered to be wider in focus beyond persons to deal with issues of social and
political systems, formation and discipline (Miller-McLemore, 2012:6; Cahalan, 2010). For
instance, Miller-McLemore insists that the terms (pastoral theology and practical theology)
should be distinguished so as not to risk losing the distinctiveness of practical theology’s
contribution to the discipline of theology in academic settings. However, this study agrees
with Stephen Pattison and Gordon Lynch (2006:410), who consider the terms to be
synonymous. This is because this study is not only concerned with caring for sick and
suffering patients, but also understands that the illness, pain and sufferings of many of such
patients are connected with issues of power and unjust social-economic, political and cultural

systems.

Therefore, this study understands that while there might be a slight difference between the
two concepts, pastoral and practical theologies are not mutually exclusive. All the same,
Miller-McLemore’s definition of practical theology is valuable for this study: “Practical
theology refers to an activity of believers seeking to sustain a life of reflective faith in the
everyday, a method or way of understanding or analysing theology in practice used by
religious leaders and by teachers and students across the theological curriculum, a curricular
area in theological education focused on ministerial practice and subspecialties, and finally an
academic discipline pursued by a smaller subset of scholars to support and sustain these first
three enterprises” (Miller-McLemore, 2012:4). Miller-McLemore shows that practical
theology is not an elitist theology removed from the ordinary people who constantly engage

in practical issues through their normal daily living. The implication of this definition is that
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practical theology is a way of life, method, a curriculum and a discipline (Miller-McLemore,
2012:6). Although this study identifies with all of the above in this section, practical theology

1s used as a method to achieve the task at hand.

The practice of pastoral and practical theology differs in context, however, as suggested by
many scholars and implied in the above definition; yet there is greater consensus on the
common characteristics that unite pastoral and practical theologians from different contexts.
Pattison and Lynch (2006:410), Miller-McLemore (2012:9), Brown (2012:113), Park (2010)
and Pattison and Lynch (2006:410-412) identify the five main characteristics of practical

theology as indicated below.

1. Reflection upon lived contemporary experience: Pattison (2006:411) argues that pastoral
and practical theology privileges a methodology that reflects on the daily lives and
experiences of people in what practical theologians frequently refer to as the “living human
document” or the “living human web”. Such reflection employs a “thick description” of
issues at hand, be it persons or communities. Thick description is a term popularised by the
social anthropologist. Thick description describes a people and their intentions, thereby
providing a detailed description of lives unfamiliar or of what has been forgotten or ignored.
In this sense it contributes to understanding and eventual explanation of what is happening
(Gibbs, 2007:4, Parker, 2004:28). Such an endeavour employs a narrative approach. Park
(2010) argues that “this narrative approach is a valid form of doing theology in Africa, since

Africans experience life through stories”.

2. The critical dialogue between theological norms and contemporary experience: In
drawing from the insights of both theological and non-theological fields, practical theology
enters into dialogue with the cultural norm as well as the theological norm regarding the
human experience within its context. Therefore, the process of theological reflection and
understandings is informed not by the imposition of pre-existing theological ideas, but by the
lived experience. In a sense, therefore, pastoral and practical theology ““are interested in what
the traditional theological norm can do to help in understanding a particular experience or
issue” (Pattison & Lynch, 2006:412). It is also interested in finding ways in which
contemporary experience might lead to a revision of a theological concept or other related
practices in faith communities and public space. In essence practical theology asks what the
normative text of scripture and tradition imply for praxis. Thus there is a movement between

the theory of the normative text and praxis. Don Browning (1996:47) called this process
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“revised critical correlational theology”, based on Paul Tillich’s critical correlational
theology of practical theology. In his Fundamental Practical Theology Browning (1996:49)
proposes three processes or movements of reflection in practical theology as descriptive,
historical and systematic in its enquiry. This movement implies a hermeneutical process that
engages “the resources of human rationality in different modes of reflection” in a transversal
communication between people who have different values and cultures (Park, 2010).
Transversality necessarily allows practical theology to undertake interdisciplinary

engagement.

3. The adoption of an interdisciplinary approach: Contemporary practical theology is by
nature interdisciplinary. Critical reflection on the living human web requires a theological
tool that helps practical theologians link the human to theological traditions and perspectives.
It also provides a non-theological theoretical orientation in which such life could be
understood which includes but is not limited to psychology, sociology, anthropology and
cultural studies. Therefore three different approaches of practical theology to interdisciplinary
work can be identified: (1) the correlational approach of Paul Tillich and the revised
correlational approaches of David Tracy and Don Browning; (2) the more recent
transformational approach of James Loder and Deborah van Deusen Hunsinger; and (3) the
transversal approach of Van Huyssteen (Osmer, 2008; Park, 2010). The interdisciplinary

nature of practical and pastoral theology makes it radical rather than conservative.

4. A preference for liberal or radical models of theology: Pattison and Lynch (2006: 412)
argue that pastoral and practical theology privileges a more liberal model rather than a
conservative model of theology by virtue of giving present experience instead of tradition a
prime place in shaping theological concepts. Therefore, their interest in critical dialogue
between the theological norm and human experience within time and space makes them more

liberal and radical and transformative.

5. The need for theoretical and practical transformation: Practical theology is not just a
discipline concerned with the norms and practices of the academy, remote from the concerns
of ordinary people. Nor is it a study for its own sake. Practical theologians seek to impact on
the way things are understood and done in order to enhance wholeness and wellbeing. In
other words, they are not merely interpreting the world in different ways — they want to
transform it. Therefore, practical theology combines descriptive theology and historical

theology to systematic theology (Pattison & Lynch, 2006:412).
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The above explication of pastoral and practical theology locates this study in the field of
pastoral and practical theology. For that reason this study is not merely concerned with
undertaking academic research for the sake of obtaining a degree, but is also a reflection on
the lived experience of contemporary Nigerian patient care with a view to transforming it.
Pastoral and practical theologians such as Miller-McLemore (2012) and Sung Park (2010)
have insisted that theology must make sense to the ordinary person. “Practical theology either
has relevance for everyday faith and life or it has little meaning at all” (Miller-McLemore,
2012:7). Therefore this study attempts to make a link between the academic endeavour and
the everyday experience of Nigerians. Aligning with pastoral and practical characteristics of
theology, this study seeks to apply theological reflection to solve real-life problems. By
means of a rigorous analysis of the issue of caregiving in the hospital, its causes and possible
solutions to associated problems, this study seeks to transform the situation within the

Nigerian hospital context (Smith, 2008:204).

This study concerns the lived experiences of Nigerian patients in especially the hospital
context and their experience of religious faith, which demands a critical dialogue between the
theology of Pastoral Care, the practices of the medical profession, and Nigerian patients and
their family experience in their cultural contexts and with their unique identities. As such this
study is interdisciplinary. Osmer (2008:163) emphasises that practical theology cannot be
anything but interdisciplinary. Noting the importance of an interdisciplinary perspective,
Daisy Nwachuku (2012:523) states that practical theology is by nature collaborative,
multifaceted and correlational with elements of self-disclosure and group experiences.
Therefore the study will involve insights from cultural studies, psychology and anthropology
in the execution of this task. The understanding on which this study is based is that each
context is distinctive in its needs and conditions. Hence, a contextual analysis will be
undertaken, without ignoring the broader context. A brief historical background of Pastoral
Care and its development will be undertaken to shed more light on the profession, its work
and relationship with theology and science. This is important because, as noted by Smith
(2012:245), “attention to culture is one of the defining features of the present moment in
practical theology”. This study agrees with the notion that context and experience, as well as
the Christian text, form the primary source of Knowing. It brings a fusion between text and
context (Park, 2010). However, while it pays attention to the context of Nigeria, it is also

aware of the challenge of globalisation. “Everyday life is not a purely local affair. It is
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influenced by intricate networks of relationships, structures, multinational organizations, and
practices that span the world” (Pattison & Lynch, 2006:422); therefore the contextual
theology and practice of this study are in dialogue with the global context as well. In other

words, it is a glocal pastoral and practical theology (Pattison and Lynch, 2006:423).

The understanding of this study is that each context is distinctive in its needs and situation.
Therefore, in order to build a Pastoral Care that is sensitive to this distinctiveness, there is a
need for a hermeneutical approach which takes the issue of interculturality and interpathy
seriously. The importance of hermeneutics is that it helps this study to recognise that
interpretation which is offered in a specific context does not claim to be an absolute and final
interpretation, but invites dialogue with other minds (Joda-Mbewe, 2002:19). Such a method
of interpretation is therefore “a process of question and correction, refinement and
integration” (Brown 2012:120). Hence it has a preference for a more liberal model rather
than a conservative model. It is radical and liberationist because it takes the issues of
suffering and vulnerability seriously. Pastoral Care in the hospital, as this study envisions it,
promises to be liberative and transformative. This is because it speaks for those who are at
the margins of the society — the poor, sick, dehumanised sufferers as well as the religious
community and society as a whole. To this end Miller-McLemore’s (2012:11) assertion that a
“distinctively practical theological objective of method is to have a transforming influence on
religious faith in congregation and society” is relevant to this study. In essence this study

adopts a post-foundationalist practical theological paradigm.
1.6.2 Post-foundationalist research paradigm of practical theology

Post-foundationalism is a theological concept developed by Wentzel van Huyssteen
(1999:111) with the view to formulating the way in which theology relates to science. He
locates this relationship in rationality. He argues that all academic fields have overlapping
goals and interpretive processes to arrive at certain conclusions and judgements which exist
at an intersection between disciplines, paradigms and practices. These processes involve
presenting good reasons for one’s decisions, belief, actions and choices, and therefore have
shared resources of intelligibility (1999:128-129). In developing on his post-foundationalist
notion of rationality Huyssteen relies on the work of Harold Brown (1990), Nicholas Rescher
(1992), Jerome Stone (1992) and Calvin Shrag (1994). A post-foundationalist view of
rationality, according to Van Huyysteen (1999:144-148), has three components, namely

rational agent, responsible judgment and communal embeddedendess. Sung Park (2010)
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builds on Van Huyssteen to propose a post-foundational research paradigm for practical

theology.

The post-foundationalist research paradigm of practical theology, as argued by Sung Park
(2010), is premised on contextuality, interdisciplinarity, reason and experience. This means
that post-foundational theology fully acknowledges the role of context, interpreted experience
and tradition in shaping religious value. As such, post-foundationalist research paradigm also
allows cross-contextual and interdisciplinary conversation across communities (of faith, and
healing communities) and cultures (Western, African, Christian and medical science). Thus
the post-foundationalist approach of theological reflection engages in the process of
interpreted experience, use of rationality and transversal reasoning, interdisciplinary
conversation and contextuality. These post-foundational engagements which are
transformational, contextual, experiential, interrogative, analytical and constructive,
interdisciplinary, dialectical and disciplined are at the core of practical theology (Park, 2010).
Hence post foundational approach is rooted in practical theology. In consequence, Park
(2010) argues that “[f]or practical theology to be transformative, a post-foundational
theological framework that allows interdisciplinary work and interpretation of experience in a

given context is essential”.

According to Park, post-foundationalist research offers an alternative approach over and
against foundationalism and non-foundationalism. Generally, foundationalism according to
Park, presupposes an objective truth that is rigidly held and which must conform to the laid-
down principles. As it relates to theology it suggests biblical literalism or positivism of
revelation, which separates theology from science and rejects the crucial role of interpreted
religious experience in theological thought (Park, 2010). Thus foundationalism subjects
theology to speaking a language that maybe coherent yet not meaningful in content, because
it is removed from non-theological dialogues. On the other hand, non-foundationalism claims
that no authoritative givenness (or objective truth) exists and that everything is relative and as
such subject to one’s experience and interpretation. As Park observes, this is incompatible
with theological claims of reasoned attempts to understand the authoritative objective truth of
God’s revelation in the Scripture, or its interpretation in authorised religious traditions. The
post-foundationalist approach allows for both the authoritative truth of the scripture and
endorsed traditions as well as giving place to religious experience through rationality and
transversal reasoning. Therefore, rationality allows for an awareness of the shared cognitive,

pragmatic and evaluative dimension of a given issue. Park further argues that rationality
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offers a dynamic dialogue with different disciplines, which allows for multilevel
interpretation as one moves across borders and boundaries of different disciplines. This
rational reasoning enables a relation with people in a complex cultural structure of the
communities, and understands and integrates these multiple dimensions of people’s lives.
Thus it is based on the experience of the individual and the community in which the

individual is embedded.

Park sounds a note of warning that rationality in theology is different from rationality in
science in that there are no universal standards of rationality against which other beliefs or
competing research tradition can be measured. In any case, theological rationality has a
different object, language and method; however, the common ground of both rationalities is
that they are based in social, historical and cultural context which validates pastoral and

practical theology’s interdisciplinary engagement.

The post-foundationalist paradigm engages in critical theological reflection in order to
evaluate the roles of experience, tradition and the classical biblical text. In post-
foundationalist method beliefs are explored experientially and interpretively. It allows the
creative fusion of hermeneutics and epistemology. “Interdisciplinary discourse, then, is an
attempt to bring together disciplines or reasoning strategies that may have widely different
point of reference, different epistemological foci and different experiential resources” (Park,
2010). This discourse takes place not in the confines of any discipline but within the

transversal spaces between the disciplines.

In engaging a practical theological paradigm, Osmer’s (2008) practical theological structure
is very valuable for this study. This is because Osmer’s structure allows for the elements of a
post-foundational approach to be organised more systematically and with more clarity. An
interdisciplinary research has been identified by Hofstee (2010:130) as having a tendency of
succumbing to inappropriate borrowing. Osmer’s structure prevents this study from making
such inappropriate borrowing. Therefore this research is also designed after Osmer’s practical

theological methodology.
1.6.3 Research design

Paul Grey, John Williamson, David Karp and John Dalphin (2007: 34) define a research
design as the process of combining one’s ingenuity with scientific strategy to guide the
collection and interpretation of data. According to Kobus Marie (2010:70), “the choice of

research design is based on the researcher’s assumptions, research skills and research
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practices, and influences the way in which she collects data”. The aim of this research design

is to structure it in order to maximise the validity of this research.

Richard Osmer (2006:6-15) has developed a research design that is interdisciplinary in

perspective, which he describes as covering the four tasks of practical theology, which also

gives validity to this study.

The first task is the descriptive-empirical. It pursues the question: What is going on in
this particular social context or field of experience? It gives special attention to
religious praxis. A particular approach is chosen because it is best suited for the

purpose of a particular project.

The second task is interpretive. Research findings are not self-interpretive. Thus, the
interpretive task of practical theology seeks to place such findings in an interpretive
framework, providing an answer to the question: Why are these things going on? The
important point is that contemporary practical theologians move beyond the findings

of their empirical research and place them in an interpretive framework.

The third task is normative. Practical theology does more than investigate and
interpret contemporary forms of religious praxis. It seeks to assess such praxis
normatively from the perspective of Christian theology and ethics, with an eye to
reform when this is needed. The normative task thus pursues the question: What form

ought current religious praxis to take in this particular social context?

The fourth task of practical theology is the pragmatic. This task focuses on the
development of rules of art, a concept first introduced by Friedrich Schleiermacher in
his seminal description of practical theology. Rules of art are open-ended guidelines
that can assist those who are leading or participating in a particular form of religious
praxis. This task, thus, asks the question: How might this area of praxis be shaped to
more fully embody the normative commitments of a religious tradition in a particular

context of experience?

This research will seek to realise these dimensions to that extent that may be relevant to the

study. Chapter Two deals with the descriptive-empirical task (not in the sense of a systematic

gathering of information through field research, but will work with relevant existing

secondary empirical resources as they relate to the Nigerian context and beyond), which

addresses the question: What is going on? Chapter Three deals with the interpretive task.
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Chapters Four and Five explore the normative task: What ought to be going on? Chapter Six
takes on the pragmatic task addressing the question of how we should respond to what is

going on.

The researcher’s Christian faith serves as a foundation and background to this work. Thus,
Scriptural passages will be alluded to where necessary to support the position of this study.
In addition, as a pastor who has acquired some years of experience in ministry, and as a
clinical Pastoral Care student in various medical contexts, I will draw from my personal
experiences to drive home some arguments. Finally, this research will propose
recommendations for the Pastoral caregiving to be considered in the Nigerian health care

system.
1.7  Delimitations of the study

This study is not concerned about hospital care in a broad sense that may require detailed
discussions of the various practices and professionals involved in hospital care in Nigeria.
Rather, it is concerned with the Pastoral Care of patients in the hospital in the sense of the
mediation of religious/spiritual resources by professional PCGs for the care and healing of
hospitalised patients for a more holistic hospital care and healing approach in Akwa Ibom
State, which could lead to the enhancement of hospital care in Nigeria. Hence the focus of
this study is not on pastoral caregiving within the church context in the sense of investigating
the successes or failure or otherwise of pastoral care practices as carried out in churches and
church offices in Nigeria. This does not imply that pastoral caregiving in the church context
is not relevant; on the contrary, whereas the study recognises the traditional provision of
pastoral care in Nigeria as visitation to the sick by the representatives of the various religious
communities of Christianity and Islam, it focuses on Pastoral Care that could be carried out
within the multi-religious Nigerian hospital context through professional PCGs. As such, the
study affirms the relevance of the occasional engagement of religious persons for prayers and
other religious/spiritual resources whenever the medical personnel so desire. However,
beyond such interventions, this study argues for a more meaningful engagement of Pastoral
Care that entails professional PCGs. The study therefore envisions the intentional and
planned incorporation of pastoral caregiving and its resources through professional PCGs as
part of the intervention plan in hospital care and healing in the Nigerian hospital
environment. In this regard, there is a difference between pastoral visitation and occasional

co-optation, and pastoral caregiving and collaboration in hospital care which may involve
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creating a Pastoral Care department in each Nigerian hospital. As such this study is very
interested in seeking the creation of a space for the PCG for interdisciplinary collaboration
within the Nigerian hospital context. Thus, this research is not advocating mere
acknowledgement of the PCG, but it is recommending a policy change that will enable the
integration and collaboration of PCGs with healthcare workers in the hospital. In this regard,

the discussion of Pastoral Care is narrowed to caregiving in the hospital context.

Although this study acknowledges the relevance of empirical research, it is limited to the
literary research of published works as stated in 1.6 and could provide the grounds on which

empirical research on the subject matter of the study could be carried out in Nigeria.
1.8  Literature review

There are extensive literatures on the subject of health care, and on team and holistic
approaches to work, whether secular/physical or religious / spiritual. The debate about health,
health care or healing and questions or concerns about how best it could be attained could be
said to have been around as long as people have. Ridley (2009:2) thinks that a literature
review serves as the “driving force and jumping-off” point for one’s own research inquiries.
Therefore, it is important at this point to review some of the existing literature in order to give
a sense of the significance of the concerns of this study. Although a literature review has
various aims, in this study the purpose is to provide conceptual clarification of the concepts
used in this study. For the sake of coherence and clarity, this task will be pursued by
addressing the following questions: 1) what is health? 2) What are disease, illness and
sickness? 3) What is health care? 4) What is hospital care? 5) What are religion, spirituality
and pastoral care? 6) What does it mean to create a space for PCGs in the hospital context?
These questions and the answers to them will at the same time serve to provide conceptual

clarification of the key terminology that will be employed throughout this dissertation.
1.8.1 Conceptualising health

Depending on their interests and fields of specialisation, scholars approach the definition of
health from different perspectives, such as the medical, religious/theological, philosophical
and cultural dimensions. According to Law and Widdows (2008:304), the difficulty in
defining health arises because various groups have varying needs with respect to the concept.
Some are interested in conceptual clarity for theoretical and practical application, while
others still are “concerned with wider policy and health promotion issues and seek a concept

of health useable in a globalized context”. Consequently, the medical philosopher Per-
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Anders Tengland (2010:323) has classified the concept of health according to different
theories into three broad categories: the medical (objective) definition, the holistic
(comprehensive) definition and the subjective (a feeling) definition. Based on the numerous
reviews on the definition of health, he concludes that health is variously defined in terms of
disease prevention, ability, capacity (Law & Widdows, 2008:303-314), resource, functioning,
normality (Nordenfelt, 2003), wellbeing, absence of suffering, welfare (Tengland, 2006:155-
167), quality of life (Nordenfelt, 2007:5-10), happiness, sense of coherence, autonomy,
freedom (Alkire, 2002:1), empowerment (Tones & Green, 2004:1, Tengland, 2007:197-207),
or control, or a combination of some or all of these features (Tengland, 2010:326). Therefore,
this study will explore the understandings of health from the following three main

perspectives.
a) The medical conception of health

From a medical perspective, Tengland (2010:324) has argued that “the traditional medical
model defines health as the absence of disease, where diseases are normally seen as bodily or
mental dysfunction”. In his article “Health promotion and Disease Prevention: Logically
different conceptions?” he argues that the medical model definition is reductionist and
mechanistic, focusing on the biology of the parts of the person rather than the whole person.
David Greeves (2004:26) summarises the assumptions of the biomedical model of health in
terms of disease as a deviation from normal biological functioning, the doctrine of specific
actiology, the universality of disease and the neutrality of medicine. These assumptions are
what Nordenfelt (2007:6), a medical theorist, calls the bio-statistical theory of health.
Although Nordenfelt acknowledges some value in the medical conception, he, like many
others such as Tengland, considers this view as problematic. For Nordenfelt health, when
related to human beings, is not objective but value-laden and subjective. Therefore he opts for
what he calls a holistic theory of health (Nordenfelt, 2007:7), because it should necessarily

include bio-psycho-social dimensions.

Bircher (2005:335) argues that the conception of health should take into consideration the
bio-psycho-social nature of human existence. According to him, “[h]ealth is a dynamic state
of wellbeing characterised by a physical mental and social potential, which satisfies the

demands of a life commensurate with age, culture, and personal responsibility”. However
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Vries-Schot, Van Uden, Heintink and Pieper® (2008:104) in their article “Healthy Religiosity
and Salutary Faith: Clarification of concepts from the Perspective of Psychology, psychiatry
and of Theology” have noted that the bio-psycho-social-model is deficient in its holistic
perspective in that the spiritual/ religious dimension is absent. They argue for a bio-psycho-
social-spiritual model of health. This dimension has been incorporated into the theological

conception of health.
b) The theological conception of health

Arguing from a  theological and holistic  perspective, Robert = Munson
(2008:www.bulkalife.org) and Hamel Cook (1990:108-109) in the Dictionary of Pastoral
Care define health in terms of relationships which could be considered as vital components of
the individual’s identity. Such relationships in Munson and Cook’s view include relationships

with:

e God. Cook takes as point of capture the conviction that we are made in the image of
God to have a harmonious relationship with him. Sin destroys this harmonious
relationship. The harmony is restored through repentance from sin, personal faith in
Christ’s death on the cross, and acceptance of his lordship in our lives. This makes us

spiritually whole;

e Self. Physical disease can occur when different parts of the body fail to interrelate

properly, and psychological disease includes failure to relate healthily to oneself;

e Others. Healthy relationships are needed between individuals, in families, in

communities and in societies, both nationally and internationally;

e Environment. We should respect God’s creation for its own sake and for the benefit of

our health.

Cook’s view of health, which includes functional relationships with God, self, others and the
environment is informative and in some ways resonates with African/Nigerian views of
wellbeing (health). The resonance of Cook’s view with the latter will be discussed in Chapter

Two.

3 These are scholars from the field of psychology, psychiatry and theology. Margreet de Vries-Schot, for
instance, is a psychiatrist as well as a theologian.
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Louw (2008:43-44, 169), the South African Professor of Pastoral and Practical theology in
Stellenbosch University, in his classic book Cura Vitae: IlIness and Healing of Life, and the
Nigerian scholar Pearce (2000:4) both agree with Munson and Hamel Cook’s view. For
Pearce and Louw, this relationship is social in nature. Louw (2008: 47) concludes that health
is linked with wholeness and is part of the biblical concept of Shalom (peace) and hugies
(quality of life and soundness). He argues that hugies and shalom are experienced in the
context of good relationships with God within a community that ensures coherence and
balance of the whole person. This connotes more than a mere absence of conflicts and entails
wellness, vigour and vitality in all facets of human existence. As such, Paloutzian, Emmons
and Keortge (2010: 75) explain wellbeing as conceived both in spiritual and existential
dimensions which demonstrates the sense of purpose and satisfaction one derives from a
relationship with God. In other words, it is the integration of all dimensions of the

individual’s functioning (Ingersoll, 2010:218).
c) The cultural conception of health

Andrew Igenoza (1994:126-135) and Lartey (1994:47) in the collected works of the African
Association of Pastoral Counsellors series The Church and Healing: Echoes from Africa have
expressed their views on the African cultural conception of health. Arguing from the African
cultural and holistic perspective, they also share in this more comprehensive understanding of
health. Critiquing the definition of health by the World Health Organisation (WHO),* Igenoza
(1994:126-135) advises that any definition of health in an African context should not neglect
the spiritual dimension. This, he explains, is because Africans are fundamentally religious in
their view of life. Africans believe that spiritual realities play a significant role in the issues
of sickness and restoration to health. It could be on this basis that Lartey (1994:47) insists

that health means emotional, spiritual, social and communal wellbeing.

Speaking along the same lines as Igenoza, Louw (2008:43-44), warns that health should not
be separated from existing cultural contexts. These African scholars’ position is also affirmed
by the Swiss medical theorist Johannes Bircher (2005:335) who states that the definitions of
health are determined by cultural processes. However, Louw observes that health as a central
cultural value is in danger of being idolised. This he calls a “new religiosity” or “healthism”
(2008:43-44). According to Stephen Hunt (2003:183-184), “[h]ealthism” is “not only a near

cultural obsession with health as a matter of being free from sickness, but has come to denote

4 The World Health Organisation (WHO) defines health as a state of complete physical, mental and social
wellbeing, and not merely the absence of infirmity.

23



Stellenbosch University http://scholar.sun.ac.za

a positive and proactive attitude to health. This preoccupation is derived from a number of
wide but overlapping social developments, namely, instrumental rationalism, consumerism,
materialistic lifestyles, and the advance of medical science”. In this light, “[h]ealthism”
seems to represent an inclination to achieve maximum performance in all aspects of life
based on the human attainment of high technological and scientific competence. In
opposition to the views that have been dubbed “[h]ealthism”, the Fellows of the Calvin
Centre for Christian Scholarship argue that ““if the good of health becomes everything that is
good, health becomes a god, and the worshipful pursuit of it, like idolatries, will collapse into

a bitter disappointment” (Bouma III, Diekema, Langerak, Rottman & Verhey, 1989:51-52).

Still, on some views of health and the possibility of their leading to the disappointment of the
patient, Bouma III, Diekema, Langerak, Rottman and Verhey, (1989:51-52) are
uncomfortable with an all-inclusive (physical, psychological, social and spiritual wellbeing)
understanding of health. This understanding of health, they argue, “proposes an ideal of
health that can never be completely attained in any given individual”. In their thinking,
“seeking this kind of health for ourselves and others can lead to disappointment and failure”
(1989:51-52). They further argue that this all-inclusiveness is in danger of health being
equated with happiness as people can be functioning perfectly even though they are not
happy. Hence, they suggest that health should be thought of along the lines of “well-working”
and “well-functioning” and “accommodation” rather than wellbeing. Thus Christians should
view health as “the well-working of imagers of God in their multiple relationships, well
working that often involves accommodating themselves to problems caused by the not-yet
character of the fallen world” (1989:52-53). The idolisation of health based on the efficacy of
medical science which will eventually culminate in disappointment, as Hunt has argued is
undoubtedly being experienced in Nigeria just as it is in many other countries as medical
science and technological advancement have not successfully unravelled the mysteries
around the inability of science to discover cures for some ailments, which can lead to
disappointment among patients especially in situations where some of them are sent home to
wait for their death as their illnesses have defied all forms of medication. There are also
situations where there are no scientific explanations of some ailments. In respect of Bouma
IIT et al (1989:51-52) “well-working” and “well-functioning” and “accommodation” rather
than “wellbeing” understanding of health, there seems to be a difficulty on their part to show
how their concepts of health are at variance with wellbeing and how wellbeing excludes the

fact that wellbeing recognises the brokenness of humankind and the acceptance of the reality
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of human challenges, which include incurable ailments. A definition of health that does not
include political, psychological, medical, social and religious/spiritual dimensions is hardly
tenable, especially within the Nigerian landscape (cf. Chapter 2). Bouma III et al (1989:51-
52) views could be useful, but they cannot fully stand the test of time within the African and
especially Nigerian context. Nigerians are always optimistic about their faith in God and
expect God’s intervention by way of miracles, no matter how hopeless the situation could be.
In any case, Bouma III et al, (1989:51-52) views should be held as sounding a note of caution
on the extent to which health can be defined to avoid frustration and disappointment on the

part of the sick.

Thus, unlike Hunt (in Low, 2008:43-44) and Bouma III, et al (1989:51-52), who fear that
making health all-embracing could mean promising too much, to the extent that could lead to
idolatry and disappointment, Munson (2008), Cook (1990:108-109), Low (2008:43-44, 169),
Pearce (2000:4), Lartey (1994:47), De Vries-Schot et al. (2008: 104) and Igenoza (1994:126-
135) agree with each other when they include physical, psycho-social, spiritual and

ecological issues in notions of health and wellbeing.
d) The alternative medicine definition of health

Another divergent definition of health is that defined by homeopathic theorist Georges
Vithoulkas as adopted by Choffat (1995:315), who has defined health as “creativity”.
Choffat’s view of health is drawn from a Judeo- Christian concept of God making humankind
in God’s own image. The implication of this view is that one can be creative irrespective of
the disintegration of the body. Maintaining a balanced view of health in the sense of taking
into consideration the various components of human and environmental life is thus apparent,
especially in the Nigerian context, as it is this approach to health that adequately
accommodates the concrete realities and socio-cultural underpinnings of Nigerians, even
before the advent of Christianity and modern hospital care. It will be shown in Chapter Two
of this study that Nigerians have not abandoned their socio-cultural views that relate their
existence to physical and spiritual/religious experiences, including issues that relate to health
and wellbeing. It could be in this light that Louw suggests that a comprehensive approach to
health should include psychological, existential, functional, social, scientific medical and

religious perspectives.
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The literature review on health so far reflects a movement away from the technocratic
definition of health as “the absence of disease”, which is widely criticised as inadequate by
many scholars researching in the field of health care such as Igenoza (1994), Nordenfelt
(2007), Louw (2008) and Tengland (2010). In the view of this study, what these scholars are
bringing to the table is very interesting, as it paves way for a more and more robust debate
from an interdisciplinary angle. Whereas many of the voices so far reflected in the discussion
reflect those of non-Africans, the voices of Nigerians( except Igenoza) on such a salient issue
as the various dimensions that should constitute wellbeing or good health, including its
relatedness to spiritual/religious dimensions, is hard to detect. The issue of health care is vital
to humankind in general and Nigerians in particular, and leaving it exclusively to health
professionals may not be a very helpful approach. It could be also argued that whether an
individual or a community can realise all the varied dimensions of health, including the
spiritual, at a given time should not be the main issue, but whether such components of health
do truly reflect the demands of what should characterise health and its desirability to
humankind and the entire created order. It is such understanding that should stir humankind
to realise such a noble ambition which takes into account all aspects of human welfare. But
understanding of health in the different perspective indicated above also necessitates an

understanding of the antithesis of health, namely disease, illness and sickness.
1.8.2 The triad of disease, illness and sickness

According to Hofmann (2002:651), the differentiation between disease, illness and sickness
has become common practice in medical sociology, medical anthropology and philosophy of
medicine. Such practice is borne out of the complexity involved in conceptualising the human
predicament. While this is the case, it has also been challenged (Law and Widdow 2008,
Nordenfelt 2006). The contention represents differences in views of human ailments.
Therefore Hofmann (2002:651,567) asserts that disease, illness and sickness denote diverse
perspectives and understandings on human ailments that represent professional, personal and
social perspectives. Additionally, “they reveal epistemic and normative differences in

concepts” and concern biological, phenomenological and behavioural events respectively.
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Consequently, Hofmann (2002:651) explores the concepts of disease, illness and sickness
utilising Twaddle’s (1968)° conceptualisation. He theorises that disease is a health problem
that consists of “a physiological malfunction that results in an actual or potential reduction in
physical capacity and/or a reduced life expectancy”. It is independent of subjective
experience and social convention. In other words it is a medical condition authenticated by
qualified medical personnel. As such it is epistemically measured by objective means. It is
also an objective fact which includes physical trauma and infection (Law and Widdow

2008:307).

Illness is a subjectively interpreted undesirable state of health. As such it consists of
subjective feeling states (pains, weakness), perception of the inadequacy of bodily
functioning, and/or feelings of competence as perceived by the individual. Illness is a feeling
state ontologically referred to as symptoms. Epistemically it can only be directly observed by
the person and indirectly assessed through the person’s description. In other words, it is an
individual’s description of his suffering state. Illness, then, is a subjective experience of ill-
health. Someone who has infection but is unaware of the symptoms is diseased but not ill

(Law and Widdow 2008:307).

Correspondingly, sickness is a social identity. According to Hofmann, it is the poor health of
an individual defined by others as regards social activity of the individual. This means that
sickness is a social event constituting a new set of rights and duties such as exemptions and
permissions, in which case sickness alters one’s role in the society. “Ontologically it is an
event located in the society and defined by participation in the social system. Epistemically,
sickness is assessed by measuring the levels of performance with reference to expected social
activities when these levels fail to meet social standards” (Hofmann 2002:653). Therefore the
relationship between disease, illness and sickness is that a disease leads to illness, which in
turn results in sickness. Hofmann (2002:653) gives the relationship between the triad in the

form of overlapping spheres as represented below:

5> Twaddle is known to be the first medical philosopher to conceptualise disease, illness and sickness.
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Figure 1: The interconnectedness of disease, illness and sickness

Disease

A

Sickness Illness

Source: Adapted from Hofmann 2002.

However, Law and Widdow (2008: 307) dispute Hofmann’s triad distinction of disease,
illness and sickness. They contend that although such distinction may be useful in conceptual
terminology, it is not always helpful. They insist that “perhaps the tripartite distinction is too
neat, too clear-cut. It imposes a way of thinking even as it permits certain thoughts to be
clearly expressed ... it may be more theoretically satisfying than practically useful”. Law and
Widdow’s sentiment is noteworthy. However, for the purpose of this study, the
conceptualisation of the triad as defined by Hofmann is maintained, while recognising that

disease, illness and sickness are not mutually exclusive.
1.8.3 The concept of health care

Although the subject of health care appears in many books that treat it extensively, very few
attempt a definition of health care. Health care, like health, is a complex concept that makes
definition a difficult task, given that there may not be any universally accepted definition.
Little wonder that many writers do not bother attempting a definition. On the other hand, it
may be that this term that is often used by humans in daily discussions is assumed to be
understood by all. However, modern scholarship leaves no room for such assumptions. More
s0, a definition frequently guides the content and the process of provision and evaluation of

care (Godfrey, Harrison, Lysaght, Lamb, Graham & Oakley, 2011:12) in that it includes
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norms, values, judgments and criteria to be used to evaluate care (De Geyndt, 1995:2).

However, some scholars have attempted a definition implicitly or explicitly.

Godfrey et al. (2011:24) offer a tentative and simple definition of health care as that activity
undertaken by anybody with the purpose of improving health. However, Godfrey et al.
(2011:3-24) in their thoroughly researched article “Care of self- care by others- care of
others: the meaning of self-care from research, practice, policy and industry perspectives”
highlight the complexity of the concept of health care by demonstrating the different nuances
of the concept of health care. Their research reveals the different perspectives of health care
which can be directed towards oneself, or care given to another, or care received from others.
After analysing the content definition of 139 written works on the concept, they argue that
self-care should be considered in the most comprehensive understanding and definitions of
health care. The implication for this study is that self-care, rather than being a low-quality
and effectual behaviour, has an individual, family, community and professional level
(Godfrey, 2011:6-7). At individual level it means maintaining physical and mental health,
which includes but is not limited to self-medication and good hygiene. At the family level it
is supporting a family member who needs help. At the community level it is carried out in the
context of group support of vulnerable members, and the acquisition of required skills for
health care. At the secondary and tertiary levels it is carried out after discharge from the

secondary and tertiary health care centres.

On the other hand, the WHO uses the concept health service to denote the different
dimensions of health care. They define the health service as “all activities whose primary
purpose is to promote, restore, or maintain health” (WHO, 2010). A health service in WHO’s
(2012) view could be delivered in the home, community, workplace, or a health facility
(www. Who.int/healthsystems). The perspective on self-care posited by Godfrey et al...
Represents what the WHO calls “human resource for health” or “health workforce” or
“healthcare system” (WHO, 2010). Freedman, Waldman, De Pinho, Wirth, Chrowdhury and
Rosenfield (2005:97) have categorised health systems. In their view health systems consist of
all kinds of help rendered in households and communities as well as the organisations that
support them. As such healthcare systems include “all categories of providers — public and
private, formal and informal, for-profit and not-for-profit, allopathic and indigenous”. It also
includes insurance systems as well as the different regulatory and professional bodies that
maintain the system. A good health service, according to the WHO (2010)

(www.who.int/healthsystems/topics/delivery/en/index.html), is one that responds fairly to the
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needs and expectations of the people, in an efficient manner to achieve the best result in a

given situation and with the available resources.

Therefore, some scholars like Wim Smeet, Frank Gribnau and Johannes van der Ven
(2011:80-119) in their article “Quality assurance and spiritual care” focus their argument on
quality of care or more specifically on quality assurance in health care. They argue that
quality of health care is one of the prominent developments in recent health care (Smeet et
al., 2011:84). But what exactly does quality care or quality assurance mean? Smeet et al
acknowledge that “quality” is difficult to define; however, the term is fundamentally defined
as that which contributes to quality of care or means constantly reflecting on quality
(2011:85). Consequently they define quality of care as all-encompassing activities geared
towards systematically achieving, promoting and maintaining quality service. Quality of care
is viewed in both a narrow and broad sense. In the narrow sense it refers to the interaction
between patient and caregivers in order to have the desired impact on the patient’s health. In
the broader sense, it means reasonable, effective and substantively responsible use of
available means of care by the care providers and the insurers. Smeet et al. (2011:85) note
that quality of care can be assessed at the three levels of micro, meso and macro levels. The
micro level refers to the professional patient interaction; the meso level is the care institution
such as the hospital, while the macro level is the society. In terms of the goal of this study,
the focus is more on the micro and maso levels. In a World Bank Technical Paper “Managing
the Quality of Health care in Developing Countries” De Geyndt (1995:2) has also presented
his argument on the quality of health care. In his attempt to define quality health care, he cites
four examples of definitions. Of significance and most explanatory of the four is that “[g]ood
medical care is the kind of medicine practiced and taught by the recognised leaders of the
medical profession at a given time or period, social, cultural, and professional development in
a community or population group”. Thus for De Geyndt health care is equated with good

medical care (1995:2).

Allen (1995:70) on his part appears to have a concise understanding of health care when he
claims that “like life, health is the gift of God. It is therefore our responsibility to care for it.”
This statement implies a definition that health care is the care of life. Life, according to him,
connotes the entire human being — body, mind and spirit. Therefore, health care must cover a
person’s whole being, i.e. holistic health care. Any endeavour at delivering health care that
does not attend to the needs of the whole person is inadequate (1995:12). Allan’s opinion is

shared by some scholars such as Louw (2008:41) and Rogers (2001:32-34).

30



Stellenbosch University http://scholar.sun.ac.za

De Geyndt (1995:4) has also shown his awareness of the complexity of defining health care
or its quality. He is of the opinion that a practical way to examine health care is “to examine
the factors that influence individual health and to determine to what extent each set of factors
is measurable.” Such factors include issues such as public policy, a person’s genetic make-up,
the physical and socio-cultural environment and personal behaviour. In view of these
complexities, Louw (2008:36-41) suggests that the delivery of health care should be viewed
in terms of perspectives. Louw (2008:36-41) divides these perspectives or approaches into
two broad categories, namely “Western” biomedical approach (which include hospitals,
clinics and dispensaries) and holistic systemic approaches (i.e. the traditional medical sector
which includes spiritual or magico-religious healers, herbalists, technical specialists such as

bone-setters and traditional birth attendants).

Sherome (2001:35) and Louw (2008:36) mention the biomedical model as the most dominant
models of the approaches to health care. They acknowledge that this model has contributed to
the quality of life that people experience. Louw (2008:37), for example, argues that the
advantage of this model lies in its “accuracy in diagnosis and sophisticated method of
treatment and cure”. For Sherome (2001:35) its weakness lies in its insensitivity to people’s
needs and its inability to serve the majority of people. Sherome’s (2001:35) view on the
disadvantage of the biomedical model suggests that this model is very limited in the extent to
which it deals with the human person in the crisis of ill health and the affordability of the
services it provides. Louw (2008:38-41) classifies the weaknesses into seven categories
according to the essence of each: 1) the analytical approach that places more emphasis on
disease than the person; 2) the diagnostic approach that reduces patients to mere cases; 3) the
dualistic approach that reduces patients to mere objects; 4) the atomistic approach which
emphasises parts rather than whole persons; 5) the biological-organic approach which
emphasises the interactions of the part instead of the whole; 6) The positivistic scientific
approach that emphasises objectivity and rationality but neutral to the ethical issues; 7) the
pharmaceutical approach that treats symptoms by “prescriptions.” Thus, one finds among
scholars different ways of defining health care. Allan (1995) defines it as the care of life.
Godfrey et al. (2011) conceptualise it as “self-care”. The WHO defines it as health services or
“resources for health”. Friedman et al. discuss it in terms of health systems, while others like

De Geyndt (1995) and Smeet et al. (2011) conceptualise it in terms of quality of care.
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In as much as this study appreciates the many achievements that can be credited to the
biomedical model and its understanding of health care, it shares in the views of Louw and
Sherome that the “gaps” that are associated with such an understanding and approach to
health care should not be neglected. As such the pharmaceutical approach to health care
should not be thrown overboard, but could be made to work in tandem with or broadened to
include an approach that can give more adequate attention to more perspectives on the human
being such as the spiritual and religious, which are indispensable to the Nigerian patient

especially in the hospital.
1.8.4 The meaning of hospital care

The definition of hospital care by Saunders (2002:159-160) is relevant to this research.
Hospitals constitute part of the health care system. In The New Dictionary of Pastoral studies
Saunders (2002:159-160) defines a hospital as a “place or institution for the diagnosis,
treatment and care of the sick or injured and for the management of childbirth”. She further
explains that “hospital” derives its meaning from the Latin hospitalis (guest). This is because
historically hospitals were places of refuge for travellers and those in need. It was therefore a
place of crisis (Mills, 2005:538) largely managed by religious communities. This view on the
definition and origin of the hospital sheds more light as to why Verhay (2001:30-31) argues
that hospitals primarily originated from the Christian concern for the poor and the sick. Over
time hospitals have evolved to become places where the sick receive active intervention to
find the cause of their sickness and to provide a cure. The concern of the church (in the case
of Christianity) that led to the establishment of hospitals (and this has been the norm in most
places that Christianity made incursions, including Nigeria) may not have been void of

spiritual and theological concerns.

In the postmodern times the majority of hospitals have become government owned, while
some are still owned by voluntary organisations, churches, mosques and independent bodies
and private individuals, which maybe non-profit or business oriented (Saunders, 2002:159).
Saunders (2002:159) has divided modern hospitals into two broad groups: the general and
specialist hospitals. General hospitals address all kinds of medical or surgical cases, while
specialist hospitals provide treatment for a specific type of group of condition, e.g.
psychiatric hospitals, orthopaedic hospitals, maternity hospitals etc. General hospitals are

usually more common than specialist hospitals.
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Shasha Shepperd and Steve Iliffe (2008:3-12) have introduced another term: hospital-at-
home. They define hospital-at-home as services and treatment provided by healthcare
professionals at the home of a patient which otherwise would have required the patient’s
hospitalisation in the hospital. They further write that hospital-at-home is an alternative to
hospitalisation in response to the increasing demand for hospital beds in most countries
especially in North America and Europe, but not limited to these countries. As opposed to
hospitals which present “strange environment” for the patient, the hospital-at-home may
provide the familiar environment for patient’s satisfaction and recovery (Shepperd and Iliffe,
2008:12). The main purpose behind the concept of hospital-at-home is to reduce the duration
of admission or total avoidance of hospitalisation, which may eventually reduce costs for the
patients. The concept of hospital-at-home evolved with hospitalisation in France in 1961.
However, the forms in which this is implemented in many parts of the world differ in theory
and practice of care. For instance, in the UK hospital-at-home focuses on providing personal
services rather than technical services, while in US most of the at-home hospitals provide
technical services. According to Shepherd and Iliffe (2008:3), hospitals-at-home are either
community based or hospital resourced. In this sense Shepherd and Iliffe (2008:4) categorise
hospitals-at-home into community-based hospitals-at-home and hospital-based hospitals-at-
home. The latter provide a link between the traditional hospital and an at-home hospital. In
this sense, the hospital-at-home is equivalent to home-based Pastoral Care in Africa as
discussed in Brown (2004), Magezi, (2005) and Ndhlovu (2008). From the definition of

hospital, one can almost assume what hospital care is.

Hospital care refers to support services or care and often treatment to a person in
hospitalisation (Saunders, 2002:159). Mills (2005:538) defines hospitalisation as “the act of
being admitted to or placed in a hospital for treatment. The focus of the treatment may be
physical illness or injury, emotional or psychological distress or both”. Thus, hospital care
might be taken as a broader aspect of care, which may or may not include hospitalisation

provided by a team of hospital carers.

Consequently, Connie Evashwick (2005:4) has argued that whatever form of hospital care the
patient might choose to adopt, such care should be carried out effectively and efficiently.
Efficiency and effectiveness can only be achieved by what she calls a continuum of care.

According to Evashwick (2005:4) a continuum of care overcomes fragmented care services.
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It is a patient-focused system “composed of both services and integrating mechanism that
guides and tracks clients over time through a comprehensive array of health, mental health
and social services spanning all levels of intensity of care”.® Therefore a continuum of care
takes a holistic approach (Evashwick, 2005:5). Evashwick’s integrated services therefore
corresponds with WHO’s (2008:1-10) “integrated health service”.” Evashwick (2005:5) has
given the goals of continuum of care that this study cannot here enumerate because of lack of
space. However, the most important relevant to this study is that of enabling the patients to
have access to appropriate care services faster and efficiently. In addition, it coordinates the
care of many professionals and disciplines as well as integrating care provided in a range of
settings. Evashwichk’s continuum of care and the WHO’s (2008) integrated health service
position fit well into this study in the on-going debate of best practices for patient care. The
concern of this study is mainly with the institutional hospital, although hospital-at-home or
home-based Pastoral Care also receives some attention in the development of the training and
curriculum as developed in chapter 6. As already discussed in section 1.8.3, on the
availability of the different forms of healthcare delivery system, the concern of the church
(and also Islam) that led to the establishment of hospitals had a spiritual and theological
motivation. It is therefore worth considering why hospitals( in Nigeria) that owe their origin
to a theologically, religiously and spiritually inclined institution are devoid of such vital
components; there is still a need to find ways and means through which such vital
components can be engaged not just for the purpose of maintaining a tradition but for the
benefit of humankind. The connection between health, spirituality and religion also

necessitates attention to these concepts.
1.8.5 The concept of spirituality and religion and pastoral care

Many scholars prefer to link spirituality with religion, because in their view such terms are
not mutually exclusive and therefore comprehensive (Hirsto & Tirri 2009, Garelli, 2010:318,
VandeCreek, 2010:1-10). In the view of some scholars, spirituality is regarded as a broader
term that includes religion, while others like Fowler and Rountree (2009:1-2) distinguish

spirituality from religion. However they maintain that there is a correlation with both terms.

¢ All levels of intensity of care refer to the range of services from acute, high-technology, interventions to on-
going support services such as housekeeping, help from friends, family members and others groups in the
community. These might include Pastoral Caregiving.

7 WHO (2008:1) defines “integrated health service as “the organisation and management of health services so
that people get the care they need, when they need it, in ways that are user-friendly, achieve the desired results
and provide value for money”.
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Spirituality implies different meanings to people ranging from religion to occult, witchcratft,
to anything intangible (VandeCreek, 2010:6, Liu, Scott & Jang, 2011:139). The concept of
spirituality differs among users, context and disciplines. Therefore Hirsto and Tirri (2009:90)
argue that spirituality is contextual in nature. They argue that contextualisation of spirituality
is relevant and necessary in view of the fact of the varied perspectives and definitions due to
the different cultural approaches to human experience and the evolution of the concept over
the centuries. Giacalone and Jurkiewicz’s (cf 2010:7-8) compilation of fourteen different
definitions and ten dimensions of spirituality (yet not exhaustive) as found in the literature
supports Hirsto and Tirri’s view. In the light of Hirsto and Tirri’s view, spirituality will be

linked with religion within the theological context with reference to hospital care in Nigeria.

According to Fowler and Rountree (2009:2), spirituality “represents a way of being,
awareness of the transcendent, beliefs and practices around meaning and purpose in life, and
interacts with the higher power”. Similarly, Kotze (2005) gives the following summary of

what spirituality is, which is useful for this study. He argues that spirituality involves:

[a] feeling of connectedness and belonging in the universe. A belief in some
kind of power or spirit outside of one’s self. The belief that life has a purpose
and personal truths while experiencing transcendence and immanence. The
conviction that a person can have an internalised relationship with the divine
and through his relationship experience love and a personal wholeness

(Kotze, 2005:127).

However, Kenneth Pargament (2006:12-24), who is one of the foremost researchers in the
field of spirituality, defines spirituality as “a search for the sacred”. For him the “sacred”
refers to holy objects set apart from the ordinary and worthy of reverence and respect, which
include God and the divine. He adds that sacred objects includes time and space (e.g. church,
Sabbath), events and traditions, material and cultural items, people and social attributes
(2006:13). On the other hand, research suggests that spiritualty is an active rather than a

passive concept. Therefore it is not a static set of beliefs and practices and experiences.

In fact, there is a consensus among many scholars that the distinction between religion and
spirituality lies in the sense that religion is associated with organised religious institutions
(VandeCreek & Burton, 2001; Orton, 2008; VandeCreek, 2010). Accordingly VandeCreek
(2010:3) defines religiosity as a personal or group search for the sacred that unfolds within a

traditional sacred text and context. In the same way Fowler and Rountree (2009:1) define
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religion as that which is associated with commitment to the supernatural expressed through
ritual within the faith community. The major differentiation then is with organised religion.
In this regard Pargemant’s conception of spirituality is inclusive of religion as is defined by

many scholars.

For this study spirituality and religion are used synonymously. Prince Conteh (2011: 61) has
mentioned that religion is a way of life for the African. He/she takes his/her religion
everywhere — to the farm, parties, classroom, and politics and even to war. This is the reason
why spirituality and religion are regarded synonymously, because in Nigeria religion is not

separated from spirituality and vice versa.

Correspondingly, spiritual care in this study refers generally to the dimension of meaning
making of patients, while religious care is that aspect of care that deals with the rituals and
practices, narrative, doctrines, ethics etc. of the faith traditions and traditions that the patient
may associate with. Both dimensions of spiritual and religious care are conveyed in Pastoral
Care as a “practical embodiment of beliefs in humanity with a theological framework that is
critically sensitive to context and disciplined in his response” (Cobb, 2005:43). It follows that
the PCG, is the person rendering pastoral care. The definition of PCG will receive further

attention in 4.3.1.
1.8.6 Creating a space for PCGs within the hospital context

Caregiving constitutes human intentions, motives and action within a certain context which
includes the setting, place and space. Beyond being a human action or activity, it is praxis.
What then is praxis? According to Louw (2008b:103) in his article “Towards a praxis
theology of affirmation: the atmospheric dimension of place and space in practical
theological ecclesiology”, praxis implies more than practicalities, skills, management and
action. It refers to the human intention of the action, the meaning derived from such
involvement in life issues which consequently could affect the quality of life and dignity of
the human being in such relationship. He argues that space and place play a role in the
understanding of praxis. Therefore, praxis is related to attitudes and aptitudes within a
specific space and place. Louw’s argument is of relevance to this study, as it provides a
model for this study’s proposed Pastoral Caregiving in the hospital context. The question then

that should naturally arise is: what does Louw mean by space and place?

Place, as Louw (2008: 104) uses it, refers to location, territory, possession, occupation and

belongingness. According to Louw (2008:104), space and place are rooted in the Greek word
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Chora. This Greek word Chora, which can be interpreted as space or place, carries both a
transitive and metaphorical meaning. As a verb it means to give room and as a metaphor it
conveys the sense of intellectual and spiritual understanding that are meaning laden. “Chora
then becomes an indication of how humans fill space with values, perceptions and
associations in order to create a dynamic relational environment and systemic network of
interactions where language, symbols and metaphor shape the meaning and discourses of our
life”. Therefore, space has to do with interconnectedness, presence, values, norms, meaning,
perception and attitude. Space is created as a result of attitude and aptitude within the
network of relational encounter (Louw, 2004:344, & 2012:48). Pastorally, it is therefore an
atmospheric environment of positive self-regard and self-understanding: a relational and
systemic setting with which one feels accepted, accommodated and embraced (Heimat® (at
homeness)”. Space is created as a result of attitude and aptitude within the network of
relational encounter. Space then determines the quality of place. But space is influenced by
power dynamics. This power may be experienced with a space and evidence in various

positions as alienation/distance or acceptance/accommodation/embracement.

Although Louw (2004, 2008b, 2012) conceptualises space within the framework of care
relationship between the caregiver and the care receiver, his framework is relevant for this
study which advocates for space for PCGs in the hospital context. Therefore Louw’s
discussion of the role of space and its place in healing can be extended to Pastoral Care
relationship with healthcare professionals in the Nigerian hospital context. In that regard,
adapting Louw’s conception of space and place in this study, creating a space for PCGs in the
place of the hospital context goes beyond merely making room for PCGs. It involves making
an ontological space but beyond that a hermeneutical space of an enabling atmospheric and
emotional environment where there is a necessary interconnection with the healthcare
professionals with an appropriate attitude and aptitude within a systemic network of such
relational encounters. It is a space where PCGs can experience acceptance, dignity and
heimat to carry out their pastoral praxis of care. Louw has argued that Pastoral Care needs to
create a space wherein people can develop their courage to be and discover their human
dignity (Louw, 2004:341). These hopes may not be fully realised if PCGs experience
alienation and distance rather than acceptance, accommodation and embracement within the

hospital context.

¥ Heimat “refers to a quality of being-with and a constructive dynamics of interaction brought about
by emotions, attitudes and positions” (Louw, 2004:344).
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This argument for PCGs in the Nigerian hospital context is receiving attention globally in the
literature on Pastoral Care and from other fields of the helping professions as it relates to
different contexts. For instance, Wintrop Whitcomb and John Nelson (2000: 12) in Hospital
Medicine argue that in view of the fact that patients receive care from a number of providers
because of the complex nature of health problems and the reality of medical pluralism,

hospital physicians should coordinate closely health care delivery.

In the American or British context the argument for creating a space for the PCGs in the
hospital context is currently an urgent debate with more in favour than against. But the role or
place and identity of PCG differ from hospital to hospital and from context to context. While
some argue for inclusion into the interdisciplinary medical team (VandeCreek, 2010:1-10;
McClung, Grossoehme, & Jacobson, 2006:147-156), some have argued for collaboration and
consultation with chaplains (De Vries Schot et al., 2008). Others still have argued for health
care professionals to be aware of the potential benefit of spirituality so as to incorporate it
into the treatment procedures (Tarpley & Tarpley, 2011:305-315). Still others speak of the
experience of involvement in the team (Sakurai, 2003:26-27). For instance, De Vries Schot et
al. (2008:88-107), a group consisting of a psychologist, a psychiatrist and a theologian, have
argued in their research that the spiritual dimension should be considered in caregiving
(2008:103). In effect, they suggest that the pastor (PCG) should be involved in the healthcare
of patients and especially the mental health care of patients (2008:104). De Vries-Schot et al.
(2008) point toward the need for collaboration. Similarly, McClung, Grossoehme and
Jacobson (2006:147-156) argue for collaboration, consultation and inclusion of professional
chaplains into the team. In the same vein in an article “Defining and advocating for spiritual

care in the hospital” VandeCreek (2010:1-10) also advocates for PCGs in the hospital.

Meanwhile, Orton’s (2008) exploration of best practices in research on Pastoral Care in the
hospital in Australia, America, England and Scotland indicates that Pastoral Care in these
contexts has been characterised by change. The characterisation of such changes is that
Pastoral Care rather than being marginal, “evidence support the inclusion of Pastoral Care in

the holistic health care” in those contexts.

From the Nigerian and African contexts, the most directly relevant contributions to this
debate could be said to be that by Oluwabamide and Umoh (2011) (1.3). This study will

attend to the issues that pertain to a specialised role of PCGs who may not necessarily be
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pastors in the traditional sense, but who are trained to engage in pastoral caregiving in clinical

settings.
1.9  Chapter outline

This research consists of seven chapters. It begins with the introduction which discusses the
research focus, design, definition of some key concepts and a literature review of existing
works that relate to the study. It is followed by the exploration of the Nigerian, historical,
religious, and socio-economic and medical context and their understandings of health, and
healthcare, as represented by the Ibibios. The findings in Chapter Two on health, healthcare
and the contemporary provision of hospital care among the Ibibio in Nigeria raises the
question of whether Pastoral Care can truly and adequately provide for the spiritual and

religious needs of Nigerians especially in the hospital context.

In accordance with the hypothesis, Chapter Three then explores the meaning and nature of
Pastoral Care. It discusses the goals, functions, context of Pastoral Care. It also explores the
different approaches of Pastoral Care in the Nigerian context as well as the distinctiveness of
Pastoral Care from other helping professions. It concludes that Pastoral Care with its
distinctive character could be suited to provide spiritual needs to patients in the Nigerian

hospitals with it holistic view and approach to caring for persons.

With reference to the findings in Chapter Three, the role of the PCG in the hospital context is
explored as it could be relevant to the Nigerian context in Chapter Four. The purpose of this
chapter is to demonstrate the relevance of the PCG in the Nigerian hospital care and the
resources that the PCG can bring to the Nigerian hospital space drawing from best practices.
It demonstrates that PCGs stemming from the rich religious background have unique
resources which could benefit the patient and family, medical staff and Nigerian healthcare
institutions as a whole. However, at stake is the issue of how the PCG’s role and resources

could be harnessed with the existing hospital structure to provide continuum of care.

As a result, Chapter Five focuses on the PCG and the medical professional in the Nigerian
hospital context. It argues that collaboration is the ideal means of integrating spiritual and
religious needs of patients into their treatment plan. It discusses the ways and means through
which PCGs can collaborate with the medical professionals for holistic patient care. Chapter
Six then proposes a Pastoral Care approach that PCG could utilise to adequately function
within the medical team. Chapter Seven evaluates the research hypothesis and objectives as

well as providing the recommendations, relevance and conclusion based on the outcomes.
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CHAPTER TWO

HEALTH AND HEALTH CARE IN THE NIGERIAN HISTORICAL, SOCIO-
POLITICAL, ECONOMIC AND RELIGIOUS CONTEXT - REVIEWING THE
CAUSAL LINK

2.1 Introduction

As stated in 1.5 above, the main objective of this research is to evaluate whether creating a
space for PCGs in the Nigerian hospital environment could contribute to better quality of
hospital care and satisfaction of patients in the Nigerian health care system. This chapter is
about what is going on in the context of the Nigerian health care system and society with
particular reference to Akwa Ibom State in order to reflect on the Ibibio understanding of
health approaches to health care. It will proceed in line with a post-foundationalist paradigm
(Park, 2010) and Osmer’s (2006:6-15) practical theological design (1.6, 1.6.1, 1.6.2 and
1.6.3), address the descriptive empirical task: “What is going on in the context of Akwa Ibom
State?” In other words, the chapter addresses Osmer’s descriptive empirical task. The purpose
of attending to this task is to understand the culture, context of health and health care system
to identify the factors that may inform the relevance and provision of Pastoral Care and PCGs
in the hospital. A thorough understanding of health and health care delivery in Nigerian
society is paramount to this study because, as Abdalla (1997:15-16) observes, health care
systems do not exist in a vacuum; they are a product of both social and cultural systems.
Therefore medical care and pastoral care practices are supported by cultural beliefs and
values about what constitutes illness and health and consequently decisions concerning
treatment. It is important to note that the Akwa Ibom State (AKS) health care system is
informed by three traditions of modern health care (hospital), the African traditional and
religious (faith healing) systems. As such, the discussion in this chapter will be guided by
these broad categories of healing traditions in a Nigerian context. A practical theological
enquiry (as argued in 1.6) privileges a contextual reflection. Accordingly Sally Brown
(2012:113) rightly argues that contextual analysis should by necessity include the historical,
social, economic and political factors that characterise persons and their actions. The
contextual endeavour is motivated by, amongst other reasons, the fact that there is need to see
whether there is any interconnectedness between physical/medical and spiritual dimensions in

negotiating healing specifically within the Nigerian traditional religious worldview, and how
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is it influencing the Ibibios’ response to ill-health. In addition, different kinds of illnesses —
including HIV/AIDS, leprosy, tuberculosis and malaria — as well as persons suffering from
injuries because of domestic violence, tribal and religious feuds seem to be overtaxing the
health care systems in Nigeria in general and its modern hospitals in particular. These
challenges may require an approach to healing which takes all the intricacies of sickness into
consideration, because as stated in 1.1 the medical model may be insufficient to address the

challenge of illness among Nigerians in Akwa Ibom State.

Furthermore, the Ibibio perspective is particularly relevant here, because it is the ethnic group
of the researcher herself and is therefore the perspective with which she is most familiar. This
does of course not mean that there are no similarities between Ibibio practices and views and
those of other ethnic groups in the country. Data on health in Akwa Ibom State are very
limited; therefore data from other parts of Nigeria shall also be used. The implication is that
conditions of health and health care in different parts of Nigeria are in many respects similar.

The chapter is divided into six sections.

The first section is the introduction and will be followed by the second section which offers a
brief history background that will address the demography, politics, socio-economic and
religious context of the Ibibios. In line with the holistic concerns of this study as discussed in
Chapter One, Wimberly (1994: 249) argues that people’s desire for health and wholeness is
multidimensional as well as interrelated, and the desire is influenced by their sociocultural,
political and economic situation or context. In the light of Wimberley’s assertion, some
reflection on the political and religious history of Nigeria with particular reference to Ibibios
may bring to light the role and influence of (corporate or individual) spirituality and religion
on Nigerians. Narrating Ibibio political and socio-economic history could reveal some of the
challenges that are facing Nigerians that may also impinge on their condition of health and

the Nigerian hospital care delivery system.

The third section will present a narrative on the religio-cultural worldview of the Ibibio
people of Akwa Ibom State and how it relates to illness and health. From a social
anthropological perspective as postulated in role theory (4.2), the illness behaviour of a
person is constitutive of norms and values which are embedded in the social system of that
individual (Gordon, 1966:30-31). Thus Wimberley (1994:251) asserts that “[e]ach culture
holds to views of health and wholeness that are embodied in the cultural values and
traditional religious approaches to living” that create unique interpretative lenses for people

through which they view and critique their desire for health and wholeness, as well as the
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involvement of others in the quest for meaning and health. The intention is to come to some
understanding of the role of religion in the wholeness, health and health care of traditional
Ibibios. This is important as this research is based on the assumption that an understanding of
African spirituality in terms of Ibibio/Nigerian concepts and religious worldviews of
wholeness, health, health care and healing and Nigerian traditional healers could have some
correlation with the PCG as a spiritual caregiver. Furthermore, many African researchers
(Mabunda, 2001:11-16; Appia-Kubi, 1975:230-240; Vontress, 2001:242-250), aligning
themselves with the holistic theory, believe that although modern hospitals can often deal
quite effectively with the physical side of disease, they are inadequately equipped or inclined

to deal with the spiritual dimension of sickness. This study subscribes to this view.

Sections four and five will present the Ibibio concept of wholeness and health, and their
understanding on the concept of sickness respectively. The sixth section of this chapter will
focus on the quest for healing/caregiving within the Ibibio sociocultural context. The
discussions will reflect on some beliefs and practices of African religious faith healers of
Christian and Islamic origin for the purpose of gaining an understanding of their views on
wholeness, health, sickness or healing (health care) within this Nigerian community. Against
the backdrop of all of the above, especially the traditional and religious worldviews of the
majority of Nigerian patients in Akwa Ibom State, the contemporary Nigerian medical health

care system (hospital care) in Akwa Ibom State will then be discussed.

On the whole, this study identifies three systems of healing: traditional African healing,
spiritual/faith healing and modern medical healing. However, in the following section the
focus will first be on the Ibibio historical background for the purpose of understanding the

broader context in which the Nigerian patient, hospital and PCG function.
2.2 The Ibibios of Akwa Ibom State - historical background

This section considers the historical background of the Ibibios. Attending to the background
of this ethnic group is important because the Ibibios have been chosen as the specific context
for this study. The aim is to lend some historical depth that might assist in the understanding
of current state of affairs of health care in Nigeria with special reference to Akwa Ibom State.
Sickness is a systemic issue; therefore any consideration of care to the sick that is holistic
must take into account the context, and all the influences that impact on it including location
and the political, socio-economic, religious and cultural influences. As stated earlier (2.1), the

understanding of the sick within their peculiar context and their relationship to this context
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both past and present is a vital step towards wholeness. Therefore to understand health care in
Nigeria and especially AKS, the broader history, culture as well as healing practices need to
be considered. In this regard, Thesnaar (2010:6) has argued that any serious attempt to
provide care that is sensitive and appropriate has no option but to take the cultural and social
context of the people into consideration. This involves not only understanding the problem,
but also the people within the context and the context itself. Thus this study begins in the
following section with the historical background of the Ibibios, which includes their
geography and location. This will be followed by linking the historical background to its
impact on their health. The background issues will also include politics and health, socio-

economic development and health, among other issues.
2.2.1 Geography and location

The Ibibios are found in Akwa Ibom State (usually abbreviated as AKS). According to the
2006 census of Nigeria, AKS has a population of 4 million people with a density of 466

people per square meter (www.aksgonline.com/about_geography.aspx). Created on the 23"

of September 1987 (from Cross River State), AKS is located in the southern part of Nigeria
situated between latitude 40 32’ and 50 53’N and Longitude 70 25’ and 80 25°E. It covers
6,900 square kilometres. AKS is bordered on the north by Abia and Cross River State, on the
south by Atlantic Ocean. To the east, AKS is bordered by Cross River State and to the west
by Rivers and Abia States (Akwa Ibom State Information Handbook, 1994:12). Located at
the north of the equator, it has a tropical rain climate with a mean annual temperature that can
be as high as 29°C. Its topography is made up of an oil palm belt, tropical rain forests,
swamps and beaches (About Akwa Ibom State: Location and Geography, 2012). Its location
within the tropical zones of the globe gives AKS a climate favourable for both tourism and
agriculture. Apart from its agricultural base, it is also one of the major oil-producing states of
the federation and the major source of economic sustenance of the government. However, the
climatic conditions also provide favourable conditions for some tropical illnesses and
diseases such as cholera and malaria, and such increases the vulnerability of the inhabitants to
these diseases. Most of the Ibibios of AKS (about 90%) live in villages in the rural areas (The
Development Framework of AKS, 2005:107).

Akwa Ibom State has various ethnic groups and languages such as Ibibio, Anang, Oron,
Ibeno and Eket, with Ibibio being the largest ethnic group in the state and the fourth largest
ethnic group in Nigeria. The etymology of the name and origin of the Ibibios as a

homogenous entity is still a matter of speculation without consensus among scholars (Essen
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1982:4-6; Udo, 1983:1-34; Noah, 1994:26; Esema, 2002:3-9). Little wonder the Akwa Ibom
State handbook and their recent website does not include information on the origin of Ibibios
(cf. Akwa Ibom State Information Handbook, 1994, About Akwa Ibom State: Location and
Geography, 2012). Nevertheless, these scholars share the opinion that though there may be
different ethnic groups, they share similar cultures, customs and traditions with slight
variations in the language. Thus Akwa Ibom people share similar customs with regard to
language, music, values, art, styles, literature, family life, religion, rituals, food, naming,
public life, as well as common social, cultural, political and economic relationship. Hence
“little or no difference exist in the dances, songs, myths, shrine, funerals, folklore, mode of
dressing, foods, cults and monuments” (Uya, 1994:22) such as wood carving, sculpture and
pottery. The similarities are evident in their proverbs, social and cultural events and practices.
Therefore, Akwa Ibom State enjoys a relatively homogenous ethnicity (Uya, 1994:22).
According to the Akwa Ibom State Information Handbook, Akwa Ibom State is “a
homogenous group of people believed to have originated from a single ancestral stock. The
people have a common cultural identity and linguistic heritage” (Akwa lbom State
Information Handbook, 1994:12-13). Consequently, the Ibibio language is spoken and
understood by all indigenous people of Akwa Ibom State alongside the different dialects in
the state. Arguably, it could be said that the Ibibio language is the official and written
language of the people of the state. The Ibibios are endowed with a rich cultural and
traditional heritage which has distinguished them and further affirmed Akwa Ibom State as
one of the gifted states in Nigeria (Akwa Ibom State Information Handbook, 1994:12).

The Akwa Ibom State is sometimes loosely referred to as Ibibioland, the Ibibios in this sense
encompassing all the people of Akwa Ibom State (Udo, 1983: vii). In this study the terms
Ibibio, Akwa Ibom and Ibibioland shall be used interchangeably, as referring to a
homogenous unit, without minimising the differences that may exist among the people.
However, this traditional Ibibio entity and identity have from time to time been threatened,
raising the question of what kind of people the Ibibio are in what scholars like Esen (1982)
have identified as the “colonial political antecedents”. These colonial influences invariably

may also have impacted on their wellbeing.
2.2.2 Politics and health in Ibibioland: the colonial influence

The impact of the colonial regime in Nigeria had an influence on many institutions in
Ibibioland in Nigeria. Esen (19982:1) states that it created new systems that did not go well
with the Ibibios. Udo (1983:104) and Abasiattai (1994:34) corroborate Esen’s position that in
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terms of the political and socioeconomic development (such as opportunity to rule, good
roads, schools, health services etc.) of the Ibibio, the colonial government and eventually
Nigerian regional government neglected the Ibibios compared to other areas. Conversely, the
colonial presence affected the Ibibios’ traditional systems of leadership. Esen further remarks
that the colonial rulers devalued and discarded Ibibio kings, referring to them instead as
‘chiefs’, and the people as ‘natives’. In the same vein the African Gods were not spared as
they were dethroned and declared heathen along with traditional form of worship. The reason
for doing this, according to Esen (1982:4), was to destroy the identity of the Ibibios.
According to Esen, before it was realised, “the African was no longer his true self. He had
lost everything: his land, his Gods, his freedom and self-respect. When he started looking up
to the white man, the colonialism in his mind had begun”. The said challenges posed by the
colonial era did not exclude the health system. Agbali (2006:322) and Akinyemi (2006:287)
argue that the influences were due to the foundational role that the colonial government

played in many Nigerian institutions, which are still being run along similar lines today.

Thus some scholars are of the opinion that the colonial enterprise did not only affect
traditional systems of leadership, religion and moral values, but also the practice of care of
the sick, as is represented in contemporary Nigerian hospital care of the sick and will be
explained later. For instance, Abdalla (1997: 29) speaking from the experience of the Hausas
of the northern part of Nigeria, which is similar to Ibibioland, argues that some infectious
diseases such as cholera which were not prevalent to Hausaland became prominent during
colonial rule. Furthermore, diseases like measles, cerebro-spinal meningitis and malaria
became more pervasive during the colonial period as a result of faster means of

communication which facilitated the spread of diseases.

The experience of colonialism in certain parts of Nigeria such as AKS was similar to other
parts of Africa. The colonialists disregarded the African/Nigerian worldview of reality by

seeking to impose their secularised and fragmented worldview. According to Uya (1992:21),

[o]ne major characteristic of the traditional Nigerian mind was the belief in a
fundamental harmony which characterised existence, coherence or compatibility
among all disciplines — philosophy, theology, medicine, politics social theory and
land laws etc. All these were so logically concatenated, in the view of one scholar,
in a system so tight that to subtract one item from the whole was to destroy the
structure of the whole. This di-unital conception of reality made the traditional
man to frown on fragmentation between different elements of being. Life was
viewed as a totality with no distinction made between things political, economic,
social or religious.
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This means that Nigerians in pre-colonial Ibibioland had defined ideas about sickness and
mode of healing that were embedded in their understanding of the body and bodily functions
(cf. 2.4, 2.5). The colonialists’ attempt to establish a medical hegemony over
Ibibios/Africans, built on a scientific foundation based on their Western background, could be
well understood in the light of the fact that traditional Ibibios, like Africans elsewhere, were
not the primary subject and motivation for the provision of their modern hospital care. Hence
their disregard of the latter’s cultural values and beliefs in their perception of illness and
healing methods. For example, Manton argues that the colonialists’ method of treatment of
leprosy was rooted in restrictions of the affected persons to leprosoriums greatly undermined
the communalism of Nigerians, and invoked social stigma and discrimination on the lepers,
which had not been present before. Before colonialism, lepers were not feared and contact
with them was not restricted, even though the disease was believed to be a curse from the

spirit world (Manton, 2011:124-134).

However, as has been and will again be shown, ailing Nigerians including the Ibibios
(especially those who find themselves in hospitals) need holistic and unfragmented care and
support in their immediate environment; this includes the religious/spiritual dimension, while
not neglecting the psychological and existential challenges that are often accompanied by
questions concerning the place of God in their suffering or needs. This also means that the
spiritual dimension is not unconnected with the socio-economic situation of the Nigerian
people in general and the Ibibios in particular. This is because the socio-economic situation
may impact on their sense of meaning and wellbeing in the sense that poverty and social
unrest, among other things, have a direct connection with the psychological and health

dimensions of persons.
2.2.3 Socio-economic development and health of the Ibibios

One of the determinants of socio-economic development of a nation is its health (Ukpe,
2007:4; Alubo, 2006:313). According to Iwok (1994:116), it is the belief of the people and
government of Akwa Ibom State that health is wealth. Consequently, it is perceived that the
more healthy a country is, the more developed it is and vice versa. It is constantly noted that
the developed countries of the world have a longer life expectancy than developing countries.
Akwa Ibom State’s average life expectancy at birth, for example, stood at 54 years (The
Development Framework of Akwa Ibom State, 2005:106), while that of the developed world
stood at 78 years at the beginning of the new millennium (Sachs, 2005:194). Table 1 below
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shows the life expectancy indices of AKS. These indices of life expectancy correlate health

with development.

Table 1 Health and Socio-economic Indices of Akwa Ibom State

Basic Health Indicator Ratio
Average life expectancy at birth 54 years
Crude death rate 12/1000
Crude birth rate 32/1000
Infant mortality rate 67/1000
Maternal death rate 800/1000
Doctor population ratio 1:10,172
Nurse Population ratio 1:615

Source: The Development Framework of Akwa Ibom State (2005:106)

Therefore, Oluwabamide and Umoh (2011:47) in line with other social development theorists
like Schmid, Cochraine and Olivier (2010:138) argue that health should be a major
precondition for development: “Thus, a sick nation is bound to remain undeveloped. That is,
a sick people can neither develop nor be developed”. Thunna (2008:306) further stresses that
“the chronic problems of debt, poverty, and development find a point of convergence in
today’s political economy. It is therefore only proper that we should reflect on these issues in
evaluating the degree of health or sickness that affects and afflicts African states”. Akwa
Ibom as a developing state experiences slow progress in its socio-economic developments
and health conditions. According to the development framework of Akwa Ibom State
(2005:106), “it is substantially less than satisfactory”. The major reason for the slow progress
has been attributed to colonialism, poor leadership and corruption, as noted in the previous
section (2.2.2). There are, however, multiple sides to this picture therefore, one must
endeavour to look at all sides of health issues, which includes the relation of disease, poverty

and health, in order to have a good understanding of the problems for appropriate action.

It is widely believed that the poverty and suffering of Nigerians including the Ibibios is the
result of poor leadership and management of resources, which breeds poor living conditions

and disease infestations (Odunsi, 2001:66).

47




Stellenbosch University http://scholar.sun.ac.za

The renowned economist Jefferey Sachs (2005:188-206) has located an additional reason for
the slow rate of development in Africa and Nigeria in addition to the popular theories of
colonialism, poor leadership and corruption. He argues that there is yet another factor, which
seems to have eluded “both the critics of African governance and the critics of Western
violence and meddling” (Sachs, 2005:190). According to him, “politics at the end of the day,
simply cannot explain Africa’s prolonged economic crisis. The claim that Africa’s corruption
is the basic source of the problem does not withstand practical experience or serious scrutiny”
(2005:190-191). After his careful study of all the assumed factors in most African countries,
including Nigeria, for ten years (1999-2005), Sachs, strongly argues that in addition to the
other factors disease pandemics are a more plausible reason for why African countries are
poor and underdeveloped. In his careful study of malaria and HIV and AIDS in Africa, Sachs
concludes that there is a definite link between disease/sickness and poverty, and clearly
demonstrates the existence of a hunger-disease-poverty nexus.’ Poverty, he asserts, leads to

hunger and hunger breeds conditions for poor health, and vice versa (Sachs, 2005:190-191).

Ukpe (2007:4) in her evaluation of the Akwa Ibom State health status and Aluko (2006:231-
245) in his empirical research findings based on Nigerian communities as reported in Poverty
and Illness in Nigeria: A Parable of Conjoined Twins substantiate Sachs’s hunger-disease-
poverty theory of the interrelationship between poverty and illness in Africa. According to
Sachs (2005:190-191), “[t]he relationship between poverty and illness is so interrelated and
interwoven that it is sometimes difficult to determine which one is the ‘cause’ and which the
‘effect’.” With reference to the 2003 World Bank Report, Aluko (2006:235) demonstrates the

relationship of poverty to illness in Nigeria at five levels:

e Level 1: Hunger, or lack of food;

°In Sachs’s study of African mosquitoes he discovered that there are different types of mosquitoes, the harmless
and the harmful. The harmful is the genus anopheles. Among the harmful mosquitoes are the ones that prefer to
bite cattle and the ones that prefer to bite humans. The ones that prefer to bite humans are found mainly in
Africa. He discovered that there are four types of human malaria. The malaria caused by the pathogen
plasmodium falciparum is the most virulent and lethal, which accounts for the vast portion of malaria cases in
Africa. The malaria caused by plasmodium virax is less lethal and is widely prevalent in tropical and sub-
tropical regions outside of Africa. Sachs also discovered that the poor regions were more burdened with the
incidence of malaria and HIV/AIDS. This is because, despite the fact that malaria is treatable and there are low-
cost treatments, they do not reach the poor. He concluded that poor countries and households lack the means to
fight malaria and HIV/AIDS, which weakens the workforce as a result of deaths and frequent absenteeism from
work and school, and reduces productivity which in turn exacerbates hunger and poverty. He argues that
“everybody in tropical Africa contracts the illness at least once a year. In some cases the entire population lives
year-round with the malaria parasite in their bodies (although without clinical symptoms most of the time)”
(Sachs, 2005:196-197).
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e Level 2: Psychological and spiritual dimensions, such as powerlessness,
voicelessness, dependency, hopelessness, shame and humiliation (emphasis mine);
e Level 3: Lack of access to basic infrastructure, i.e. roads, transportation, clean water,
electricity and health facilities;
e Level 4: High incidence of illiteracy, schooling receives little attention or mixed
reviews;
e Level 5: Poor health and illness.
In evaluating the effect of poverty and sickness in Nigeria, Aluko underscores the fact that a
combination of poverty and sickness is Nigerians’ most powerful and massive affliction. The
above scholars’ opinion is substantiated by the Draft Health Promotion policy of Nigeria
(2005:2), which states that “[p]overty is keeping more and more people in poor health, just as
the poor health of an increasing number of Nigerians is retaining them in poverty”.
Consequently, Ukpe (2007:4), advocating for adequate health care for Akwa Ibomites, asks

“How can an individual suffering from ill health contribute to economic growth?”

Ogbu Kalu (2010a:296- 307) in turn extends the argument of poverty and sickness even
further by linking the rampant poverty in Nigeria also with the prevalence of violence in the
country. Agreeing with much of what Sachs, Ukpe and Aluko have posited above, he argues
that “violence is intricately woven to poverty”. Again poverty (and now also violence) have a
connection with health. By using the concept of “social suffering”, Kalu explains how a
distressed political and social economy exacts severe stress and health problems on the poor.
Violence becomes a channel for releasing the anger and tension and unfortunately “the poor
take it out on themselves” rather than fighting the structures that keep them poor (Kalu,
2010:307). This could possibly be one of the reasons for the perennial challenge of riots in

the Nigerian political and socio-religious landscape, including AKS.

The above illustrations from Aluko, Kalu and Ukpe show that the attainment of development
in Nigeria in general and in Akwa Ibom more specifically is inadequate. Given its abundant
resources, one may even expect that Nigeria along with her component states such as AKS,
which is an oil-producing state, should be the richest country in Africa that could well
compete with the developed countries. Unfortunately, in 2010 about 68% of its citizens were

living below the poverty line (http://milleniumindicators.un.org/unsd/mdg/data.aspx)'®. This

10 Thonvbere and Shaw (1988:141) in their book Political Economy have explained why such a high level of
poverty prevails in Nigeria. According to them, precolonial, colonial and post-colonial Nigeria until 1960
depended on agriculture as a major export and was the major profession of Nigerians (and is still the major
occupation of the rural AKS and other Nigerian communities dwellers). Agriculture (mainly subsistence)
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means that a greater number of Nigerians, including those in AKS, are living in abject
poverty — living on less than one USD per day and under conditions of severe suffering and
ill health.

This state of affairs has not gone unnoticed by other Nigerians. Ukaegbu (2007:167)
observes, for example, the deplorable state of the Nigerian educational system in general, and
by extension Akwa Ibom, which also affects its health sector and this is reflected in the
equally deplorable state of the medical education in that sector. Ibrahim (2007:905) therefore
understandably notes and decries the substandard training given to Nigerian medical doctors
in medical schools. Among the numerous inadequacies of the Nigerian medical education, he
asserts that:
Nigeria is slow to recognise the enormous changes that have taken place in the way
medicine is taught and learned over past decades... The result has been a disastrous
adherence to a traditional curriculum and archaic teaching and assessment methods in
practically all schools in the country. Medical schools in Nigeria require urgent and

immediate help from the world Federation of Medical Education, Association of
medical education Europe, Association for medical Education Africa and FAIMER.

(Ibrahim, 2007:905)
It is beyond doubt that the poor preparation of medical practitioners will have an adverse
effect on the health sector. Accordingly, Ukaegbu’s assessment, also with reference to the
socio-economic situation, argues that health care infrastructure such as equipment, medicine,
buildings and other hospital facilities as well as roads are far from adequate:
The health sector has not fared better in terms of availability of resources such as
equipment, medicine, buildings, and even environmental aesthetics. Many general
hospitals in the past were repositories of excellence and commanded public
confidence. Today, they are in a state of dilapidation because of neglect by those who
run them. Those in charge of public health institutions, in turn point fingers at federal

and state governments for not providing the fund necessary to maintain and upgrade
the health sector. The transportation sector is in equally bad condition. Roads full of

provides 60% of the labour force of AKS (www.aksgonline.com/about_geography.Aspx). The discovery of oil
in Nigeria (AKS being one of the oil-producing states) led to the abandonment of agriculture partly because of
the pollution of farmlands and water by petroleum oil spillage (Petters 1994:305) and partly because the
Nigerian elite directly classified agriculture as the profession of the illiterate. Therefore the dependence on oil
accounts for the neglect of agriculture because of absence of incentives through taxation, administrative
manipulation and the use of marketing boards to reduce their commodity pricing during the colonial and post-
colonial era, which eventually led to the decline in agricultural inputs. This also accounts for the drift of
Nigerians/Akwa Ibomites from rural to urban centres in search for jobs because they have been dispossessed of
their land for industrial and technological purposes (IThonvbere and Shaw 1988: 80). Ogbu Kalu (2010: 306) also
argues that protracted warfare, dependency on one group or one natural resource also contributes to poverty.
According to Akintunde (2009:116), on the basis of the demography and statistics on Nigerians suffering from
HIV/AIDS, it would be appropriate to deduce that HIV/AIDS also contributes to the present poverty level of
Nigerians, including AKS, as the disease mostly affects the productive groups.
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filth, potholes, crevices, swaps, and outgrowths of grass from nearby forests make
land transportation difficult and unpleasant.

(Ukaegbu, 2007:167).
The situation described by Ukaegbu underscores a point that the socio-economic situation in
Nigeria, including Akwa Ibom State, is not very favourable and as such it is taking a toll on
the daily existence of Nigerian citizens. It reflects an underdeveloped society plagued with
poverty. As has been repeatedly shown above, there is a dialectical relationship between
poverty and health, hence the lack of social and recreational facilities, low income,
unemployment, poor diet and housing all constitute health hazards and aggravate hunger and

sickness.

However, Ibibios are not as hopeless as their poor living conditions might seem to indicate.
They draw inspiration from their religious resources when they find themselves in such
precarious conditions by simply exclaiming “God dey” meaning God is alive and will see me
through this situation. According to Chinne (2008 :8), “the resilience of Nigerians to go on
living in the midst of all the deprivations, and this in the midst of plenty, while telling
themselves and whoever cares to listen, “God dey!”, is an expression of hope against hope”.
However, the story changes when they find themselves in the hospital as this hope may seem
threatened in the face of the existential suffering of hospitalisation. The expression may
change from “God dey” to the questions: “Why me, God?” “God, where are you?” “What
have I done to deserve this?” (3.4.1). These expressions taken at face value may look like
superficial common expressions in Nigeria, but in a deeper sense they represent hope that is
in search of God in the midst of suffering, a search for meaning. It is sad enough that people
suffer in situations that may be avoidable if the government was doing its part; however, it
becomes a double crisis for people when they are hospitalised, where their vulnerability is
exposed, and thus this spiritual question becomes more accentuated as does the yearning for a
spiritual response. The above discussion on the interrelationship between poverty and illness
and its impact on the socio-economic development of AKS on a macro level and the
development of families and individuals on a micro level constitute a significant point for this
study. It reveals the fact that disease and sickness are not simple physiological challenges, but
involve complex categories that cannot be combated merely by administering drugs and by
surgery, but demand a holistic approach that takes into account the intricacies of disease,
which is not devoid of a spiritual dimension, and which needs to address the structures that

perpetuate poverty and illness. This is even more the case with the socio-economic, cultural,
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gender and moral and spiritual factors attached to some diseases such as leprosy, HIV and
AIDS, tuberculosis (TB)!'! etc., which demands nothing less than a holistic approach to
illness, care and healing. In this regard Luedke, Jeater and Schumaker’s regret expressed in
the following remark is understandable, namely that “the definition of disease in biomedical
terms has long been rejected especially after the WHO Alma Ata Declaration of 1978 ...
however most medical practices are still more or less focused on this reductionist approach to
illness” (2007:707). Consequently, Kalu (2010b: 70) insightfully asserts that in Africa
“political instability, economic disaster, upsurge in mortality rate, increase in robbery and
other unwholesome social facts are regarded as disease requiring divinatory diagnosis and

spiritual cure”, which does not invalidate the need for biomedicine.

This is the context of Nigeria and in which Akwa Ibom people live, especially with reference
to the current Nigerian health sector. One of the questions that now needs an answer is what
are the religious implications of the impact of poverty on illness and vice versa within the
AKS environment? The implication could be sought in the notion that Ibibios are resilient
and hopeful. In the light of the link between health, poverty, development and violence,
religion has provided a source of strength for Nigerians. In the present Akwa Ibom State,
religious bodies are not only playing supportive roles, they are also advocates for changes in
socio-economic conditions, most especially in the area of health and education (CAN,
2010:11-12). In consideration of the multidimensional factors of disease and illness, scholars
such as Schmid, Cochrane, Oliver (2010:139-149), Swart (2005:21) and Garner (2000:310-
312) have all observed that religion and their religious groups are sources of socio-economic
change in most countries, including Nigeria. Therefore they are obligated to move beyond
just providing support and stand against unjust social structures, which militate against the
wellbeing of especially the marginalised groups of society as well as participating in the
formulation of policies. However the focus of this dissertation is on the relationship between
two variables: religion and health. Therefore, attention will be narrowed to the area of health
and the role of religion and religious bodies in the provision of medical care in Ibibioland of

Akwa Ibom State.

""HIV and AIDS, TB and leprosy are diseases associated with the poor living conditions of the people living
with these diseases. Hence the diseases are more prevalent in the poor regions where there are inadequate
facilities. HIV and AIDS, for instance, is a behavioural condition which is related to sexual behaviour which
may be related to some cultural mores about sexuality. For instance, African women have been reported to be
more affected than men because they have limited choices about their sexuality because of cultural norms that
may not favor them.

52



Stellenbosch University http://scholar.sun.ac.za

2.2.4 Religion and health in Ibibio
This section deals with the three religions in Nigeria that have exerted much influence on
healing methods among the inhabitants of Akwa Ibom State. In assessing what is going on in
Nigeria, it is impossible to sidestep the religions which inform the worldview of most
Nigerians. The three religions, namely African Traditional Religion (ATR), Islam and
Christianity, will inform the discussion on religious healing in Nigeria. According to
Archbishop John Onaiyekan, the President of the Christian Association of Nigeria (CAN) in
his article “Dividends of Religion in Nigeria”,
[alny casual look at our country (Nigeria) shows the all-pervading presence of religion. We
only note, for example, the number of places of worship, the volume of holy noises that are

emitted everywhere, the array of religious leaders with various titles and robes and the fervour
with which we not only practice our faith but at times violently confront one another.

(Onaiyekan, 2010:2)
Contemporary Ibibio communities are dominated to a greater extent by Christianity. Thus the
Ibibios are “predominantly of the Christian faith although some forms of traditional African
Religion (in its pure form) are practised by a negligible minority” (Akwa Ibom State
Information Handbook, 1993). Islam is hardly practised by the indigenous people of Akwa
Ibom State. The Hausa settlers within the state, who migrated from the north to the south for
business purposes, brought with them their religion and constitute the Islamic fold within the

state. Hence, Islam has a small presence in the region (Esen, 1982:6, Iwok, 1994:115).
2.2.4.1 African Traditional Religion (ATR)

ATR is the oldest and the primary religion of traditional Ibibio society. ATR is an embodied
religion that is often passed on from one generation to another. Until recently, it had no
written literature, though ATR is always evident within its cosmologies in practice (Mbiti,
1999:3, Agbiji, 2001: 26, Esema, 2002:108). ATR thrives in people’s myths and folk tales,
proverbs, songs and dances, liturgies, shrines, rituals and religious personages such as the
priests, rainmakers, officiating elders and even kings (Mbiti, 1999:3, Esema, 2002:107). It
does not claim universality or compete for converts. Individuals, families and communities
have their own deities as well as venerated ancestors. Hence, as will be evident in the sections
that follow, African traditional healing methods were the only healing system that catered for
the health of the Ibibios in traditional Nigerian society before the advent of Christianity and

Islam. African traditional health care practices were the indigenous health care system of
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Nigerians and traditional Ibibios will receive more attention in the subsequent sections (2.4,

2.5 and 2.6.1).
2.2.4.2 Islam

Islam came in as a conquering missionary religion through the caravan route between the 6™
and 11" centuries. It came as a part of the trans-Saharan religious movement, which
developed in contemporary Nigeria, after Islam “captured the Maghrib in the seventh century
... thus by the ninth century, northern Nigeria was woven into the tapestry” (Kalu, 2004: 244-
245). Islam was firmly established in contemporary northern Nigeria between the 13" and
15" centuries. It came through the Arab and Berber races of North Africa. Briefly, Islam was
common in the North as well as among some communities in Yoruba land in western Nigeria
and Igboland in the east (Metuonu, 1995:103-111). Today it is also making inroads in other
parts of contemporary Nigeria, including Akwa Ibom state. The word Islam means
“commitment” or “surrender” or “obedience to God” (Rassool 2000:1478; Schirrmacher,
2008:11; Wehbe-Alamah 2008:85). Hence Islamic missionaries felt committed to establish
Islam in Nigeria through various means. According to Abdalla (1997:77), one of the
instruments contributing to the spread of Islam in Nigeria generally was Islamic medicine.'?
As a major historian of Islamic medicine in Nigeria, Abdalla argues that Western medicine
was only lately introduced to the Moslem Hausa in the northern part of the country. Abdalla
(1997: 29) explains that this was the result of the problem of distribution of medical resources
such as physicians and drugs. Hence, “Islamic medicine was accepted among Muslim and
many non-Muslim Hausa as a norm, natural and in time even indigenous” (Abdalla,
1997:103). However, Islamic scholars believe that Islam as the religion of the book had made
important contributions to the development and preservation of Western scientific medicine
through the works of the early Islamic physicians such as Abu Ali al-Husayn ibn Abdallah
ibn Sina (Nagamia, 2003:27) and Abu Bakr Muhammad Ibn Sakariyya al-Razi (865-925 CE;
251-313AH) (Tibi, 2006:206). Nagamia (2003:24) asserts that during the FEuropean
Renaissance the works of these Islamic scholars “formed the basis on which the European
authors gained insight into the medicine of the ‘ancient’ or early Greek authors whose works

were preserved in Arabic”. Islamic medicine, as the authors have identified it, has two forms

12 Islamic medicine is defined by Husain Nagamia (2003:20) as “a body of Knowledge of Medicine that was
inherited by the Muslims in the early phase of Islamic history (40-247 AH/661-861 AD) from mostly Greek
sources, but to which became added medical knowledge from Persia, Syria, India and Byzantine”. This medical
knowledge was eventually translated into Arabic, codified and Islamicised.

54



Stellenbosch University http://scholar.sun.ac.za

— scientific medicine which incorporates materia medica (the herbal medicine) and prophetic

medicine (faith healing).

Materia medica is Islamic scientific medicine (Tibi, 2006:206). Islamic scholars on Islamic
medicine such as Abdalla (1997:77), Nagamia (2003:25), Al Binali (2003:5-7) and Sengers
(2003:55) assert that Islamic medicine has its roots in Greek medicine and Greek philosophy
of the Galenic and Hippocratic schools of medicine. As Abdalla (1997: 56) points out, the
early Islamic physicians were so influenced by the Greek writers so much that they believed
there was no authentic source of medicine outside of the Greek sources. The emphasis on
materia medica was on the general maintenance of health through a disciplined life, moderate
diet and the avoidance of sources of sickness and injury. The general approach to illness was
through utilisation of herbs and honey, and secondly religious therapy in the case of
supernatural illness caused by the evil eye, magic, etc. (Senger, 2003:55). In Senger’s view a
conflict arose with the passage of time, between the principles of scientific medicine and
those of religion. “This came about both through a denial of natural cause and effect and
through the fact that professional medicine was practiced primarily by non-Muslims and had
strong ties to Greek philosophy” (Senger, 2003:56). Subsequently prophetic medicine gained

prominence over scientific medicine.

The prophetic medicine consists largely of a collection of hadiths, which relates not so much
to what the prophet used to do with regards to illness, but to the Muslim lawyers’ views on
health and illness. Abdalla (1997: 77) points out that prophetic medicine was the medicine of
preference for the jihadists who brought Islam to Nigeria. Only later was materia medica
considered in the Nigerian Islamic development. The prophetic medicine, or spiritual
medicine as Syed (2003:48) calls, is believed to cure sickness, infertility, problems with one’s
job, alleviate fear of failure in an examination, demonic possession and mental sickness

(Syed, 2003:48).

Islamic medicine, although it had its root in the Greek philosophy of medicine, separated
from Western medicine in the late 16™ and 17" centuries as a result of the development of
European civilisation and the concomitant decline of the Islamic civilisation (Nagamia,
2003:30; Abdalla, 1997:69). According to Abdalla (1997:69), at the time of its arrival in
Nigeria, Islamic medicine had lost its vigour and vitality in institutions, practice and
orientation. “The hospitals that once were the centres of medical activity and innovation

were rapidly falling into disuse, the lecture halls were deserted, the pharmacies were empty,
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and the library collection disappeared” (Abdalla, 1997:69). The supernatural approach to

disease, diagnosis and treatment had replaced the scientific approach to disease and cure.

Christianity, on the other hand, arrived with the Portuguese sailors and missionaries between
the 15 and 16" centuries. These missionaries brought with them scientific medicines and
hospitals. Successful growth and expansion, however, came with the arrival of the Protestant

missionaries in the 19" century, through the South.
2.2.4.3 Christianity

Christianity eventually arrived and survived in Nigeria in general and in AKS through the
efforts of the Protestant missionaries in the early 19" century. A former Portuguese Roman
Catholic mission in the 15" century was abortive. Its first converts in Nigeria were mainly
slaves, women, the poor of the society and very few wealthy chiefs. Christianity was often in
tension with the traditional cultures such as the indigenous practices of health care. Hence,
the missionaries were often accused of upsetting the traditional structures of its host
communities. In spite of this persecution, the Christian faith survived basically through the

activities of missionaries.

First from the Calabar axis, the open invitation of Kings Eyo Honesty II of Creek Town and
Eyamba V of Duke Town to the missionaries to trade, educate as well as spread the Christian
faith was of great advantage. The abolition of the slave trade had affected them adversely, so
they had to seek for new ways of utilising slaves lest they become a nuisance to the kingdom
(Aye, 1996: 2). This great invitation enabled education and health care through the
establishment of schools and hospitals to play a vital role in the expansion of Christianity.
The desire for knowledge and to be healthy attracted the indigenous people to the schools and
hospitals and invariably to the church (Aye, 1987: 117). In this sense there was a healthy
interaction between religion and medicine as the missionaries strove to care for the body and

the soul in a holistic vision.

Thus religion plays significant roles in the resilience of Nigerians, including the Ibibios.
Many of them resort to religious spiritual resources for their survival in adverse conditions.
The concerns raised by Ukaegbu (2007:167) and others touching on issues such as insecurity,
crime rates, joblessness and poor health are addressed by spiritual means. Ibibios and other
Nigerians as typical Africans have a spiritual interpretation for every physical problem (e.g.
illness, joblessness, death). The various religious groups are means by which these concrete

situations are addressed.
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Given the centrality of religion to the Ibibios, it is pertinent that religion be given its
prominent place in the state’s public arena, which includes the hospitals. The health of the
Ibibios could be said to be dependent on the political viability and freedom of the citizens.
Such health cannot be achieved without consideration of the role that religion plays in the life
of the people. Although sometimes religion could be used by some Nigerians in negative
ways, such as the use of religion to settle political or ethnic scores,'? its importance cannot be
overlooked. Conscious of how religion has sometimes been negatively used, Sunday Oluniyi
(2006:95), in his book The Council of ULAMA and Peaceful Co-existence in Nigeria, argues
for a responsible engagement of religion in the public arena. According to Oluniyi (2006:95),

[g]iven that politics and religion are both constitutive of human nature, and indeed

that the two have been described as two interpretations of the human conditions;

religion cannot be dislodged from the public arena. However, its role does not lie in

the exhibition of sectarian language or the promotion of exclusive symbols or in the

display of perfunctory piety. Rather religion by its very nature translates into
integrity, transparency, and accountability in the public arena and public affairs.

(Oluniyi, 2006:95)
Onaiyekan’s (2010: 1-35) article “Dividends of Religion in Nigeria” argues that religion
plays an important role in the Nigerian environment and should be seen as providing
important resources for the management of people. Onaiyekan substantiates the role of
religion in many areas, including the provision of chaplains as well as places of worship and

pilgrimage.

1. Chaplaincies: the government has a history of sponsoring chaplaincies within its
institutions such as the military, police, university and college chaplaincies, which dates back

to the colonial era. These chaplaincies represent the two dominant religions in contemporary

1 For example the polio controversy of 2003 in the northern part of Nigeria which broke out between the
Islamic religious leaders and the government (although no such incident was reported within AKS). As part of a
global polio eradication drive, the WHO quick started “to kick polio out of Africa” in 2003. In July 2003 the
Supreme Council for Islamic Affairs (SCIA), an Islamic religious body in Nigeria, claimed that the said
vaccines were contaminated with anti-fertility and AIDS-inducing agents. They therefore advised the Moslems
not to participate in the exercise as it is a calculated attempt by the Western world to eradicate them. Following
these statements, some northern governors embarked on a campaign to stop Muslims from participating in the
event According to Obadare (2005:266,274), the claims should be seen in the background of the politics of
suspicion of the colonialist conception of disease against the traditional beliefs and a suspicion of the Western
world’s attempt to depopulate Africa, on the one hand. On the other hand, it demonstrates the mistrust of the
government by the people whom they suspect are tools of Western rulers for their selfish ends (Obadare,
2005:279). For Obadare (2005:274) the point is not whether the suspicion that the polio vaccines were
contaminated was founded, but a particular history of politics and especially health politics that it invoked. Thus
Obadare blames the WHO and the United Nations Children’s Emergency Fund (UNICEF) for their disregard of
the social embeddedness of medicine in Africa, which resulted in the crisis and the Nigerian state and the
Ministry of Health, which failed to provide the socio-legal climate for an adequate operation by relating to the
people in order to mitigate their distrust. It should also be noted that it was mostly the religious leaders who
resolved the problem.
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Nigeria: Islam and Christianity. “They have been carrying out their duties in such a way that
religion is properly integrated into the lives of those public institutions” (Onaiyekan,
2010:22). In the recent times, during President Obasanjo’s administration (1999-2007),
religious chaplains were assigned to Aso Rock (Presidential Residence) with Rev. William
Okoye as the first chaplain to the president (Kunhiyop, 2008:173). These are laudable
achievements. However, there is still an important sector that needs to be attended to by the
government and health institutions. As will be further argued in (2.6), religions have played
significant roles in the establishment of hospitals and health institutions as well as providing

moral and ethical values that instil wholeness through places of worship.

2. Places of worship: the Nigerian federal government is known to have allocated land as
well as financial resources for ecumenical centres for Muslims and Christians (Onaiyekan,
2010:24). Places of worship are also allocated to various religious bodies in educational

institutions, market places, government offices and other public places.

3. Pilgrimage: the government sponsors both Muslims and Christians on pilgrimages to
Mecca and Jerusalem respectively, although some Nigerians do not see the rationale for the
government’s spending on pilgrimages.'* Many people say this money should rather be used

for health care.

The above perspectives on the role of and relationship between religion and the socio-
political wellbeing of Ibibios underscores the fact that religion, rather than merely being a
personal and private affair, is a major determinant in the AKS/Nigerian public arena. Besides
the government patronage and sponsorship of religious bodies, religious groups have
collaborated with government in the provision of health services for Akwa Ibom State and
other Nigerian communities in search of health and wellbeing. In other words, the religious
institutions, rather than being mere recipients of support, are contributing tangibly to the

holistic wellbeing of Nigerians in a number of areas including health.

In memoranda to the Federal Government religious organisations such as CAN, for instance,

affirmed their commitment to ensuring that Nigerians have sound minds and bodies.

14 Onaiyekan (2010: 23) observes that the government sponsorship on pilgrimage has become more political
than religious. He therefore argues that pilgrimage should be left in the hands of the religious bodies, as he
believes “that in no religion is pilgrimage an obligation that must be fulfilled”. Some Nigerians like Onaiyekan
are of the opinion that the funds spent on pilgrimage should rather be directed to more pressing areas of social
welfare. This study contends that since religion is known to be an integral part of Nigerians’ lives and a number
of institutions in Nigeria, it should be given a place within the public health arena and other significant
institutions where it could make significant contributions to the wellbeing of Nigerians and Nigerian
institutions.
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Similarly the Islamic Network for Development (IND) has also pledged the same. The
position of religious bodies on health is further strengthened by the realisation that some
hospitals in AKS and Nigeria as a whole are owned and sponsored by Christian and Muslim

organisations.

More specifically, HIV and AIDS is one of the diseases that is ravaging Nigeria’s population
currently;'® this generates much concern among both the leaders and the citizenry, the poor
and the rich. To this end religious groups, faith-based organisations, churches and Muslim
organisations such as Islamic Network for Development are responding to the pandemic,

through seminars and sensitisation of people within the state and in Nigeria as a whole.

Accordingly, the Muslim community has also been holding its own against the HIV and
AIDS pandemic by holding workshops for youths and women in Nigeria. For instance, the
IND has organised programmes on HIV and AIDS sensitisation (Ahonsi, 2008; Oshodi,
2008:2-4; Olurode, 2008:5-7). Lai Olurode (2008:5-7), in his seminar paper entitled
“Leadership and Reproductive Health in Islam”, argues that religious leaders have a stake in
the promotion of the health of Nigerians through their privileged position of being in close
and regular contact with the majority of Nigerians. According to them, all Nigerians profess
Islam or Christianity and respect the opinion of their religious leaders; the Islamic leaders are
thus able to shape the norms, morality and beliefs of their adherents through the teaching of
their faith (Ahonso, 2008:19; Olurode, 2008:5). They argue that religious leaders are also
easily able to mobilise volunteers to respond to HIV and AIDS. These responses include
prevention, care and support, treatment and impact mitigation (Ahonsi, 2008:20-21). The
issue of the important role of Islamic leaders in mitigation of health problems in Nigeria as
raised by the Islamic leaders show agreement with the Christian and the traditional leaders.
In this regard religious leaders (including CAN, faith-based organisations, and representatives
of the Nigerian Supreme Council for Islamic Affairs and women Muslim organisations) in
AKS have been called upon to partner with health institutions to curb the menace of various
diseases (Akwa Ibom State Government 2011. Prevention and Control in AKS Churches

Mosques Advocated as Channel of Information in Malaria).

In this regard, the religious bodies and FBOs could take advantage of the invitation to

collaborate and complement their provision of health facilities with actual involvement in the

15 According to the National HIV Seroprevalence Sentinel Survey, Federal Ministry of Health 2006, about 4.4%
of youths aged 15-49 were infected with HIV and there were about 2 million maternal orphans in Nigeria in the
same year. This age range is the reproductive age group in Nigeria (Federal Ministry of health Policy Project,
2005).
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health care of the sick and suffering in Nigerian hospitals in general and in AKS in particular.
They should also create platforms for dialogue with the various health institutions on more
appropriate and meaningful ways of harnessing both medical and religious/spiritual resources
for the greater good of the people. But a more meaningful involvement of the religious
organisations and institutions will involve an in-depth understanding of the worldview of
Nigerians regarding illness and health. Without understanding the cultural context, providing
care for Nigerian patients might be off target in terms of their expectations which are often
culturally laden.'® This endeavour is important because, as Thesnaar (s.a:10) has suggested, a
lack of sensitivity (due to ignorance) can render the best intentions in intercultural caregiving
ineffective. For this reason James Corkery (2005:27) argues that there is a reciprocal
relationship between culture and religion/ spirituality. This is a mutual interconnectedness
which involves reflecting, challenging, enhancing and transforming one another. Therefore
both cultural and religious worldviews could be said to shape the illness and health-seeking
behaviours of Nigerians. Hence As already indicated in 1.6.1, it is an imperative and not an
optional extra to attend to issues of culture and worldview. At this point it might be pertinent
to assess the Nigerian religio-cultural worldview to gain a better understanding of Nigerians
through the lens of the Ibibios’ perception of the illness-health continuum and the meaning it
elicits for the sick in their context. It is religio-cultural in the sense that Dukor (2010:164)
argues that the African cultural world view is essentially a religious one. Therefore

everything is explained in terms of religion (Dukor, 2010:214).
2.3 The Ibibio religio-cultural worldview and sickness and health

A good number of scholars have accused Western missionaries and colonialists of a poor
approach to health care, which undermined the African culture and worldview. Some of these
scholars include Pobee (2002:60), Lwanda (2006:20), Obadare (2005), Hokkanen (2007),
Schumaker, Jeater and Luedke (2007:713) and Kalu (2010b:67). For instance Obadare
(2005:276) tell us that “the colonial administration basically denied the essential humanity of
the people it dominated; it also could not bring itself to recognise the presence, to say nothing
of the validity, of the medical knowledge at the disposal of the local cultures”. Worldview is
an aspect of culture which elicits the behavioural pattern and experience of a people. Kalu
(2010b:66) provides a conception of worldview which is relevant to this study. According to

him,

16 Amagihionyeodiwe (2008:215) argues that patients judge the quality of care of an health institution based on
societal and subcultural expectations of the role of the health care institutions as regards their illness, as well as
on the basis of the perceptions formed through their previous use and experience of the health care facility.
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[w]orld view is a picture which points to the deep-level assumption and values on the
basis of which people generate surface-level behaviour; it provides the motivation for
behaviour and gives meaning to the environment. Like the rest of culture, it is
inherited unconsciously but deliberately transmitted. It could be encrusted in customs,
myths, proverbs and folk-lore, music and dances

(Kalu, 2010b:66).

Culture and religion/spirituality are intrinsic to the African worldview. In fact Oluwabamide
and Umoh (2011:48) point out that “[r]eligion is a non-material aspect of culture” and a
universal occurrence which is depicted by its universality, rituals, sacredness and persistence
as well as offering answers to ultimate questions. Therefore, the cultural values and beliefs of
a Nigerian patient are strong factors in her perception of illness (Pearce, 2000:4-8;
maghionyeodiwe, 2008:215-216). A consideration of the self-understanding of the Ibibios,
their environment and relationships in times of sickness and good health is paramount. In
essence there is no worldview and culture without a people. Therefore engaging with the
worldview of Ibibios entails a critical reflection on who they perceive themselves to be and
on their understanding of the world around them. Understanding a people’s worldview
proceeds from who they understand themselves to be and what constitutes meaning to them.
The people’s worldview is embedded in their understanding, which could be gleaned through
their proverbs, folklore, songs etc. In other words, it touches on their understanding of life
(Esen, 1982:64; Nwachuku, 2012:517). Louw (2012:25-26,113) argues that an understanding
of life is a search for meaning and a search for meaning is a quest for identity. However, the
human search for identity directly influences their understanding of God. Therefore, a search
for God as it is connected to the issue of health also raises the issue of the concept of God
within one’s belief system. In this regard the following section will deal with the
anthropological dimension of Ibibio concept of personhood, followed by their concept of God
and their view of good and evil. The question of ill-health and suffering raises a question of
meaning which touches on the patient’s understanding of the concept of good and evil as

regards its nature and source.
2.3.1 The Ibibio understanding of personhood “owo” and its relationship to health

Different theories of human personhood have been put forward from different fields and
disciplines of enquiry to answer the question: what is human personhood? The medical
theory, for instance, views human beings as distinct from things and animals. But
psychological theory posits that it is not enough to merely distinguish humans from things

and animals. Therefore psychology conceives humans as having self-awareness (Evans,
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1999:861). The view of personhood will be discussed from the perspective of African
spirituality as understood by the Ibibio/Nigerians. The Ibibio understanding of personhood is
at least informed by psychology, Christianity or Islam and African Traditional Religion. In
African anthropology the position of persons in the community is very important as
Ibibios/Nigerians understand life in holistic terms (Esen, 1982:50-60; Bujo, 2001:112;
Esema, 2002:111). As stated earlier in Chapter One, one’s anthropology guides one’s method
of care. In other words, one’s way of being with people and the method or therapy he/she
engages to care for fellow humans depends on one’s view of human beings, which in turn is
affected by one’s religious convictions, and one’s beliefs regarding who human beings are
and what makes one human (Louw, 2008:42). Therefore, it is pertinent that human beings are
understood in the light of the religious traditions, which, as was mentioned, is one of the
factors shaping the Ibibio understanding of personhood. The purpose of this section is
therefore to explore the different understandings of the human person from the perspective of
the Ibibios that can provide a deeper understanding of their worldview regarding illness and
health. Several theologians have undertaken this task from different perspectives; Louw
(2008:41-42; 2012:37), for instance, approaches it from the perspective of a relationship with

God within a systemic network.!”

Ahmad (1997:7-25) has written from the perspective of Islamic morality, Dukor (2010:149)
from the perspective of community and Metuh (1999:113-116) from the perspective of
personality. Anderson (2003:29) has written from the perspective of the human person in
relationship to self, while Benner (1998:52) approaches the issue in terms of the composition
of the human person as perceived by different theologians over the years. Although all argue
from different perspectives, there is a common vision among them. This vision is that they all
portray a holistic view of the human person and together they discard the
compartmentalisation of human beings into body, brain, tissue, mind, and soul or spirit,

which in turn affects the quality of care.

This is evident among the Christian theologians even though they do admit that the Bible
mentions the different components of the body — as body, soul and spirit, and sometimes,
heart. However, they are in agreement that these seeming demarcations should not be taken

as contrasting parts functioning apart from the others, but should be seen as different aspects

7 He argues that a person should be regarded as a social being acting within a cultural context. Therefore the
human person should be understood as a qualitative concept determined by the circumstances of life and the
quality of relationships which directs his/her attitude, aptitude, habitus and position within relationships (Louw,
2012:37).
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of one vital and integral wholeness of personality. In other words, the “components”
(mentioned in the Bible) should be seen as different ways of describing the whole person
(Louw, 2008; Benner, 1998:53). Benner argues that to ask how many parts there are to a
person is asking the wrong question, as the quest for parts of personhood becomes frustrating

and inconclusive, since the Bible’s intention was not to analyse the human person.

Anderson’s (2003:29) argument seems to be in agreement with Benner’s position that the

aspects are functional rather than hierarchical. According to Anderson (2003:29),

the relations of body, soul and spirit denote a unified, yet differentiated, whole rather
than a tri-partite view of the self.... The biblical terms nephesh, psyche (soul) and
ruach, pneuma (spirit) are primarily functional rather than denoting discrete
substances or entities. As such, while there are distinctive patterns of use, the words
used by the Bible to denote aspects of human life are not analytical and precise in the
philosophical or semantic sense.

(Anderson, 2003:29)
A simple analogy to describe the different aspects as a whole person could be the names
given to individuals. In all cultures of the world people are identified by names. One person
could bear at least two or three names. The three names do not describe the different parts of
the person but the whole person, even though the names are distinct and cannot be taken for

another; neither do they mean the same.

Within the traditional African and Ibibio worldview the unity of the human person was never
in question but taken for granted. In the contemporary Nigerian understanding, this has
become blurred due to the fact that traditional concepts are not static but are constantly
reinterpreted as the people interact with other cultures. Many Ibibio communities are no
longer homogenous but exhibit cultural and religious diversity. Among the Ibibios their
world view is juxtaposed with traditional beliefs, religious and Western ideologies of the
human self as they interact with Western sources such as books, music, videos as well as
persons. The Ibibio/Nigerian understanding of personhood could therefore be likened to a
person with a double personality. Sometimes he/she takes on the Western worldview and
another time it is his/her African view which takes precedence or combines both. As Metuh
(1999:77) and Burinyuu (1988:45) observe, many Africans live in a dualistic world. The
reason as Nwachukwu (1994:68-69) explains is because Africa is experiencing a force of
social change factors that propels it towards modernism. Africans therefore become
sandwiched between the two worlds. As a result “there is much Western influence of the

Western trichotomy of person as consisting of soul, psyche, and the flesh...” (Berinyuu,
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1989:28). But Metuh (1999:115-117) contests that the African’s (which also includes the
Ibibios’) concept of personhood does not accept the dualism characteristics of the western

psychological and religious culture.

The fact that a preoccupation with the composition of the individualistic human person is a
post-Christian engagement is substantiated by the fact that the Ibibio/Efik Bible does not
have a word for “spirit”, although they have Ukpong (soul). The English version “Spirit” is
maintained (Udo, 1996:37). Berinyuu’s suspicion could be substantiated in Metuh’s
(1999:115-117) and Dukor’s (2010:214-215) doctrine of the human person in Igbo culture of
Nigeria. According to Metuh (1999:115-117), Igbo conceives man in various terms such as
Obi (heart, breath), chi (destiny), eke (ancestral guardian), mmuuo (spirit or shadow) as
principles not parts. Likewise, Dukor’s (2010:214-215) preoccupation with the concepts of
body, shadow, heart, soul, brain, spirit, breath, god and blood in his attempt to conceptualise
personhood in the African worldview. The preoccupation is premised on the fact that he tries
to bring the Western philosophical perspective to correlate with his African philosophy. In
the end he struggles to maintain a balance between the holistic understanding of persons in
African thought and the above-mentioned categories person, man (sic) and destiny. However,
Metuh acknowledges elsewhere (1999:77) that this view is juxtaposed with the Christian and
traditional understanding. Thus it is not a pure traditional understanding of the human person
because the Igbo culture (and also that of the Ibibios) is not static. However, Dukor
(2010:214-215) makes important and valid points about African personhood worth
consideration. They draw attention to the fact that conceptualising human personhood is a
complex task that defies easy reductionism. Therefore, Evans' (1999:861) advises that such
differing views should be regarded as complementary perspectives rather than rivals, since all

these characteristics are significant elements of personhood that are important points to note.

As such, the question of how many parts a human being has becomes unnecessary. However,
among the Ibibio as well as many Africans, the human person is believed to be a creation of
God (Ukpong, 1982:162; Mbiti 1975:13; Ahmad 1997:7). The human person is not isolated
but integrated into his/her world. Furthermore, from the Islamic point of view, human
personhood is conceived from the perspective of morality. According to Hazrat Mirsa
Ghulam Ahmad (1997:15), one is not considered a true person if one’s true morals (khulq)
are subject to natural impulse like animals, or if one lives more or less like an animal.
Morality, according to Ahmad, signifies an inner birth which is different from khalq the

physical birth. Therefore persons are understood by their inner moral quality. Such moral
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quality could be courtesy, modesty, integrity, benevolence, jealousy, sympathy, generosity,
endurance etc. Ahmad (1997:15) suggests that morals grow with time. That is a person attains
true morals when he is mature, suggesting that persons grow in their moral quality by their
relationship with God. The Islamic understanding of persons, according to Ahmad, may have
some similarity with the psychological perspective of personhood which views human
persons as self-aware and morally significant persons with rationality. However, the point
where this Islamic understanding differs from the psychological understanding may be found
in the source of morality. For Islam morality is derived from God, whereas the psychological
conception of morality sees humans as ends in themselves with the potential for fulfilling

rights and obligations (Evans, 1999:861).

From the perspective of communality, Maduabuchi Dukor (2010:149), speaking of the Igbo
worldview, which is also representative of the views of most ethnic groups in Nigeria
including Ibibio, argues that a person is understood not only as an individual but as a social
being who interrelates with the community of relatives, ancestors, spirit and nature. Hence, a
person is “identified with community of other beings, the living, the death and the unborn”.
His understanding may represent the general view of personhood in Africa, as Bujo
(2001:117) asserts that the human person from Africa is a network of relationships that
constitute his inalienable dignity. Therefore given the importance of community to Ibibio and
Nigerians in general, life is embedded in the community. As such good life or health
constitutes maintaining a good relationship with important relationships. In this regard Bujo
(2001:117) and Dukor (2010:226-236) have argued that in Africa one becomes a person not
through the ontological act of birth nor self-realisation, but personhood has already been
established before one is born. Hence, human personhood is not about flesh and bones.
Understandings of personhood in Ibibio are never that it is a static category or a finished
state, but a process which continues even after death. However, the fact that personhood can
be threatened, affected and could perish when the individual is denied a place in the
community (0bio or idung) “to become a person” is hardly in doubt in the African and Ibibio
worldview (Bujo, 2001:119). Hence, the individual becomes a person through participation in
the life of the community and this is a daily process (Esen, 1982:115-153; Bujo, 2001:115).
There is therefore little wonder that being severed from the community for whatever reason

poses a serious crisis of meaning and identity that threatens the identity of an Ibibio.

In the light of this background, sickness and hospitalisation could pose serious challenges not

only on the physical, but on the emotional, psychological and spiritual perspective. However,
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Bujo and Udo (1988:144) argue that the individuality of persons is not denied, but persons
can only become persons through community. Likewise, the community forms an important
aspect through which Ibibios derive their identity. Thus the Ibibio proverb “Eto isidaha
ikpong ikapa akai” (a tree does not stand alone to become a forest). A forest (akai) is equated
with community. This is why Udo (1988:144) states: “There is no private self as such. It is
always self in relations”. He further argues that “this is not a devaluation of individual traits
and talents”, but that through “the process of belonging and the act of participating in social
drama, the self becomes more aware of its potentials and responsibilities” (Udo, 1988:144).
The far-reaching implication is that the health of an individual will affect the community and
vice versa as is discussed in 2.3. It means that through community the person can receive the
nurture, enrichment, solidarity and mutual help necessary to maintain a balance of wellbeing

and good health or coping during trying times.

Therefore, in the Ibibio traditional understanding personhood is viewed from different
perspectives. According to Turaki (1999:220), ATR sees humankind from three perspectives:
one’s human nature, one’s network of relationships in the community and one’s cosmic
spiritual and mystical relationships. Therefore, the African understanding of human
personhood is holistic, in that it maintains a balance between the personal, the moral, the
social and the spiritual/mystical relationships. In other words, in the Ibibio/African traditional
understanding, a person is integrated into his/her environment. Hence, Berinyuu (1989:28-34)
later proposes a so-called unitary concept'® of personhood. “A unitary person tries to
recognise all aspects of humans or personhood as attempts to serve all dimensions in any one
act” (1989:29). This means that the human person in Ibibios’ view is an embodied soul
created by God'®. He/she is a person with moral values that are embedded in his religious,
social and cultural world which yearns for acknowledgement and interconnectedness with the
physical, spiritual and metaphysical realities in meaningful relationships. Therefore all these
dimensions receive adequate attention in the traditional Ibibio/Nigerian practice of care and

healing, as will be discussed in 2.4.

'8 The unitary concept proposed by Berrinyuu is different from the concept of monism in Western psychology.
The monists believe that a person is purely spiritual and thus deny that a person has two distinct substances of
body and soul/mind/spirit. In monist interpretation the body (the physical material) is regarded as spiritual in
some sense (Evans, 1999:862).

19 The the Ibibio proverb uyo owo edi uyo Abasi, (the voice of man is the voice of God), carries the meaning that
owo comes from Abasi Ibom. The purpose for which Abasi created owo is to enable him to participate in life
(Udo, 1983:258). He participates in life as a response to the wishes of the gods under the supreme rule of God
(Abasi Ibom) as they affect the human person.
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One of the significant relationships and an important component of the community as it
concerns maintaining a balance in health are the spiritual beings. This includes the ancestors,
spirits and the Supreme Being. Daisy Nwachuku (2012:517) reiterates that “the African
worldview is grounded in a pervasive sense of God-consciousness”. In this regard, Dukor
(2010:214) rightly argues that any understanding of personhood in African worldview will
never be complete without a discussion of the theistic and humanistic associations. The
different expressions of African/Nigerian personhood within his/her environment are further
discussed below, beginning with the Nigerian and indeed the Ibibio personhood in

relationship with God.
2.3.2 The concept of God in Ibibio and its relationship to health

African concepts of God have received a lot of attention from scholars of African Traditional
Religion such as Mbiti (1999), Udo (1988), Berinyuu (1988), Turaki (1999) and Munyika
(2004). These scholars have approached the concept of God also from different perspectives
depending on their methodologies and theological traditions. Common to all the scholars is
that God is not a foreigner to Nigeria and Ibibioland in particular and Africa in general in the
sense that God was not introduced to them by the missionaries. Dukor (2010:155) and Mbiti
(1999:30) argue that African knowledge of God is expressed in proverbs, short statements,
songs, prayers, names, proverbs, myths, stories and religious ceremonies. Hence, Dukor
asserts that Nigerians have a clear conception of God which is usually reflected in the names
they bear, proverbs, myths and folklore. God is the creator and controller of life (Dukor,
2010:155). The Ibibio name for God is “Abasi”. Esen (1982:38), Ukpong (1982:162) and
Esema (2002:98-111) state that there are many gods “mme ndem”, which also include the

ancestors “‘ikaan’’; among the Ibibio the greatest being is ““Abasi Ibom”.

The simple expression of the Ibibios “Abasi do” (God is alive) attests to this view that God is
the creator and controller of life and that there is a deep consciousness of His existence
among the Ibibios. Such is also true among other Nigerian ethnic groups. This expression
“Abasi do” is normally expressed in a situation where one feels cheated, threatened,
oppressed or insecure. In this context, the person simply says that God who is more powerful
than the threatening factor will act on his behalf. In other words; the expression “Abasi do”
expresses resignation of one’s fate to God. The existence of God is taken for granted without
questions. As a result, it is held that there is no atheist among the Ibibios. What concerns
Ibibios as Africans is how this God can become involved with them in their daily struggles

against the tides and waves of life. That God is the creator and source of everything and
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therefore a great One is substantiated by his name “Akwa Abasi Ibom”, meaning “Great and
Mighty God” in Ibibio. The Ibibio believe that God is the benevolent giver who does not
discriminate and is impartial. Ibibio names like “Eno-Abasi”” (God’s Gift), “Mfon-Abasi”
(God’s mercy), Emem-Abasi (God’s Peace), “Aniekan-Abasi” (who is greater than God?)
portray this idea. Esema (2002:99) argues that the Ibibios believe that God is great and has
full knowledge of whatever befalls them. As such, whenever they could not explain any
happening, they attributed it to God. Therefore, the question may be asked if this God image

is of any meaning and significance to the Ibibios in particular and Nigerians in general.

Dukor has argued that the Nigerian and in particular Ibibio concept of God is a solace to the
personhood of many Nigerians in the face of threats to life such as disease and illness and
strife. God is seen as the source and controller of life. He is the giver of good health. This
God is very much involved in their existential realities. Therefore the Ibibio like other
Nigerians look up to God in times of sickness and health (Dukor, 2010:149). Thus God
influences every aspect of their life through the activities of the lesser gods, called “ndem” in
Ibibio; the Igbo call them ‘“amadioha” and also known as “orisha” in Yoruba. Dukor
believes that although many Africans believe in the remoteness of God, Africans and
Nigerians also believe that God is ever present with them. According to some African
scholars, His remoteness makes a space for the divinities, spirits and ancestors in African
cosmology to be worshiped as gods in themselves or as means of getting to God as
messengers or intermediaries®® (Esema, 2002:98; Metuh, 1999:82). According to Metuh
(1999:82), these intermediaries exist in the form of a hierarchy depending on the power they
possess and their role in the cosmological order. Furthermore, these intermediaries are
deemed to possess spiritual powers and forces (delegated to them by the Supreme Being) that
give them such prominence in traditional religious practices to attend to the needs of humans.
For Metuh (1999:61) the unicity of God which is evident in the belief in one God and many

deities is not contradictory but indicates complementarity.

Accordingly, Dukor (2010:190-194) terms this God-concept “polymonothesim”.?! He argues

that a monotheistic conception of God is only “useful in providing an explanation of the

20 There are divergent views among African scholars as to whether the spirits and divinities are worshipped as a
Supreme God or they are merely a means to reach out to the supreme God.

2l Dukor (2010:190-192) seeks to reconcile the African belief in a supreme being as well as their belief in
spirits, divinities and ancestors as “polymonotheism. As the term suggests, it is a combination of monotheism
and polytheism. He argues that Africans believe in a supreme being who created all things to whom there is no
equal. However, they also believe in the plurality of gods whom they worship during times of crisis.
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creation of the world”, after which he is dismissed as meaningless to their existential realities.
The polytheistic conception is an existential pragmatic approach, where the immanence of the
gods who mingle with the life of the Ibibio as other Nigerians and Africans is an important
aspect of their faith. Therefore, a polymonotheistic god-human relationship, according to
Dukor (2010:149-196), is a symbiotic, reciprocal and mutual one, whereby humans feed the
gods and the gods in turn provide health and fertility. Therefore during threats of illness an
appeal is made to God directly or indirectly through the divinities. This understanding is so
pervasive in the traditional Ibibio/Nigerian worldview that almost everything or action or
occurrence is interpreted to have spiritual connotation. In other words, an appeal is made to

God or gods in almost everything.

Thus beyond the rational and physical explanation of an event, they seek for a spiritual
explanation (Esema, 2002:99). If Dukor’s argument is taken seriously, it might provide an
explanation of the health-seeking behaviour of Ibibio/Nigerians who will visit a pastor/imam,
a traditional healer and medical doctor for the same problem (Abdalla, 1997:30). This
pervasiveness shows an interplay between their God concept (God-image) and healthiness. At
stake therefore is a quest for a God concept or God image that can hold meaning for them.
Turaki (1999:149) gives a helpful hint that the understanding of God in Africa is a
comprehensive one as it is a holistic/organic, spiritual, power-conscious and communal
worldview. It means that the patient’s image of God is vital to his recovery process. As
Dukor (2010:233) further argues, the realisation of an individual (patient) goal and aspiration
(e.g. health) and equilibrium depends on God. In the light of this research objective,
providing care to the sick in the Nigerian context has to address the God image of the patient.
It calls for an appropriate approach to caring for the Nigerian patient. Given this
understanding, omitting this aspect might make care unsatisfactory to the patient. Therefore
the Nigerian patient’s search for wellbeing might not be unconnected to a search for a God
who can be trusted to be pragmatically involved to restore health and wellbeing to him/her. It
could be for this reason that Dukor (2010:187) asserts that the “African God is everywhere.
He is omnipotent”. However, the link of an all-powerful God-concept with health raises
another set of problematic “why?”, “what?” questions. What is the link between God and
suffering and illness? Where did evil come from? In other words, how do Africans in general

and Nigerians like the Ibibios in particular relate God with Good and evil?
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2.3.3 Ibibio view of good and evil

Good and evil as a theme is of universal concern to all human society. The question of how a
world created by a good God could become infested with evil becomes a question of the
goodness, the all-knowingness and all-powerfulness of God and the validity of such claims
by all religions. This question becomes more pronounced in the face of suffering and adverse
conditions of life. Thus, the understanding of God is a quest for meaning which is influenced
culturally and contextually (Dau, 2000:6). Theodicy is a western theological construct and it
attempts to explicate and justify the goodness of God in the mist of sin, suffering and evil.
This implies that the question of good and evil is a question of the meaning and purpose of
one’s life in the created world. Although this is a universal concern within the various
traditions, religions and cultures, their approaches vary according to their ideologies,
cosmologies understanding and experience of God (Dukor, 2010:241). The problem of the
existence of good and evil as frequently discussed in Western philosophy and Christian
theology is not an issue in the African concept of God. In addition, many Africans including
Ibibio, while recognising the existence of evil in the world, do not believe that it is
inconsistent with the belief that God is omnipotent and good (Metuh, 1999:134). According
to Metuh, God is not responsible for the presence of evil in the world, but He is given credit
for all the good there is in the world. Dukor (2010: 149-196) further explains that the
polymonotheistic belief of the African allows God to be exonerated from evil, while the

blame is placed elsewhere, namely the divinities, spirits, ancestors etc.

Consequently, the balance of good and evil is linked to the account of creation. As mentioned
earlier, the Ibibio/African cosmology life is organised into categories of God, gods, spirits,
divinities and ancestors as well as living persons and inanimate objects. Constant harmony
and balance is maintained among these categories that ensures the good and peaceful
existence of all categories. Evil results when there is a disturbance in this natural order of
harmony and balance. Thus, most Ibibio communities perceive good or evil to be caused by
actions and activities of either of these cosmological categories. This implies that good and
evil are not absolute, but are dual elements that are located within humans and non-humans
who do good (i.e. good persons/spirit), humans, and non-humans who do evil (i.e. evil
persons/spirit). These persons could be individuals who usurp powers to do evil, such as
witches and sorcerers or evil spirits. Good in this sense could be conforming to the customs
and norms of behaviour in the relationship, family and community. This does not mean that a

person is inherently good or bad, but his goodness or evilness is determined by his/her moral
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conduct (Ajibade, 2006:195). Consequently, Ibibio/Africans “perceive a causal link between
disturbed social relations and disease or misfortune” (Dukor, 2010:198). For the Africans it is
explained in terms of cause and effect. As such, something or somebody must always be
responsible for his or her ill-health. Therefore, as it relates to this study, attending to issues of
evil becomes a necessary imperative for the hospital care of patients. As such, suffering can
be reduced through the loving and intentional act of caregiving. However, in the Nigerian

worldview, such as among the Ibibio, witchcraft is often the embodiment of evil.
2.3.3.1 Witchcraft (Ifut)

Fiscarra’s definition of evil resonates with what some African authors and scholars describe
as witchcraft. The phenomenon of witchcraft is varied, complex and ambiguous. Various
authors define it differently. Elias Bongmba (2007:113) defines it “as a special ability that
some people possess and which enables them to accomplish certain things”. Ter Haar
(2007:8) and Akrong (2007:56) describe it as a concrete manifestation of evil that disrupts the
life processes believed to come from a human source. The life processes disrupted are what
Van Wyk (2009:23), Dovlo (2007:68) and Akrong (2007:56) call inter alia the breaking of
accepted norms, destroying the normal and the good of the society, harming close relations,
eating of human flesh, causing barrenness, exam failure, acting in secrecy, and displaying
loathsome behaviours. This implies that witchcraft is linked to the social and communal
relations of African people. Ter Haar (2007:11) believes that witchcraft and evil spirits are
two different forms of evil. While witchcraft powers represent a type of evil that is
considered inherent, voluntary and permanent, evil spirits are believed to be external forces
that enter a person involuntarily and take up temporary residence in the person. Bongmba,
Dovlo and Akrong remark that in Cameroon and Ghana the powers of witchcraft can
sometimes be utilised for good, such as an ability to see things that happen in the future and
protection of the community. Van Wyk (2009:23), Hinfelaar (2007:232), Nyaka (2007:258),
Van Beek (2007:294) observe that desires and actions of witches and sorcerers are opposed to
African social values such as helpfulness and solidarity. For this reason, they are the worst
enemies of the society. They must not be tolerated but have to be cured, purged, beaten,
exiled or killed. In other words, many African communities believe that whatever good
witchcraft may bring to the community, its evil renders them insignificant, that is its evil

surpasses its good, hence it is not desirable.

These views are representative of Ibibio traditional beliefs in witchcraft (ifut). Ifut is one of

the many and dangerous forms of evil. Among the Ibibios people refer to evil action as Ifut
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(witch or witchcraft). In contemporary Nigeria witchcraft is used both in a general and
specific sense to refer to different ideas and practices of the manipulation of powers and
people. Often in general communication among Christians, it is common to hear of
“charismatic witchcraft” meaning that one manipulates the emotions or situation of another to
ones’ advantage. Statements such as “His anger burns like a witch” are common. Such usage
is different from references to actual witchcraft, which is believed to be inherent in the
person, who uses it to cause severe harm to the community or family and other relationships.
This is the idea that Danfulani (2007:152) in his article “Anger as a metaphor of witchcraft”
seeks to communicate when he writes, “Sot, (witchcraft) is a term used both popularly and
loosely among the Mupun to describe all sorts of evil and secret employment of spiritual
forces, mystical powers, or life-forces to destroy other persons’ life force.” Danfulani’s
linking of anger with witchcraft also expresses the general notion of witchcraft in Ibibio

understanding.

The effect and consequence of witchcraft believed, imagined or experienced are inimical and
debilitating to the wellbeing of the Ibibios. The pervasiveness of the belief in witchcraft
operations in Nigeria is evidenced in the attention that the Nigerian Home Video industry
gives to the phenomenon in many of its films as well as the attention it receives from the
Pentecostal, AIC and some mission churches in the country. Therefore Kalu (2010a:72)
observes that the major contribution of the Pentecostals “is how they address the continued
reality of the forces expressed in African cultural forms”. The quest for the solution is what
has given rise to many prayer fellowships and pseudo-prayer houses in many Nigerian
communities. In the light of the issue under discussion in this research, the prevalence of
perceptions of witchcraft is of great importance. This pervasive belief in Nigeria in general
and Ibibios in particular calls for all caregivers to devise an appropriate way of responding to
it without either fostering or ignoring it in their vision of holistic wellbeing. The
understanding of Ibibios and other Nigerians as well as many Africans regarding the origin of
evil also influences the way they respond to situations that depict the presence of evil such as
illness. As such, the concepts of good and evil make manifest the underlying theory of human
suffering. In dealing with ailing Nigerians, including Ibibios, it is therefore important to
understand this theory of sickness, because each theory of sickness suggests a distinct mode
of healing practices. The belief in witchcraft as the source of some sickness will require a
spiritual rather than a medical approach. The presence of evil in its varied forms also raises

the question of its origin.
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2.3.3.2 Origin of evil

As aspect of the concept of evil is the origin of evil. The concept of evil is central to the
religious beliefs of most Africans and their understanding of the causes of ill health.
Although many Nigerians are more concerned with the effect of evil on people’s lives rather
than its origin, a concern about its origin is gradually emerging. This may be because of
interactions and the influence of Western worldviews. Thus in ATR evil is attributed to evil
spirits and evil persons who are driven by envy, anger, jealousy and hatred, as in the case of
witchcraft (Kgatla, 2007:269). According to Kgatla, witchcraft answers the ‘why’ of the
mishap, not the ‘how’, but the ‘how’ is implicated in the ‘why’. The ‘why’ is a question of
causality, which means that nothing happens by chance or coincidence; it is caused by
something. That something is located in the other — persons, spirit or God (2007:269). Mbiti
asserts that in many African societies, God is never directly implicated in evil, but evil is
understood to originate from other spiritual beings or their human agents whom they possess
(Mbiti, 1999:199-200). He illustrates this with a Vugusu tribal myth, which tells of the
existence of a divinity that God created to be good, but which later turned against God to
become evil. The divinity, which became evil, is the source of evil. Contrary to Mbiti’s view,
Van Wyk (2009:25-26) argues that the notion of cosmic dualism such as implied by a devil
that causes evil problems is strange to traditional African beliefs. According to him, witches
and sorcerers are the source of evil. Nevertheless, he does not also deny that God or the
ancestors may be responsible for some occurrences, but they are certainly not evil. It is for
this reason that he asserts that

[iln ATR, evil can only be attributed to human beings. The origin of evil and the

reason for its continued existence are human beings. The question about evil as such

(as something that exists separate from human beings) is senseless to the traditional

African. ATR is only interested in the practical fight against evil. To fight evil the

cause must be known. The cause for evil in ATR is always the other one not God or
the ancestors. The other responsible are the witches

(Van Wyk, 2009:25-26).
Van Wyks’s view resonates with most Ibibio/Nigerian views about the origin of evil. Humans
not spirits are responsible, not an evil force, for people would not themselves have been
available to be used by evil forces. Evil as such does not simply perpetuate itself, but it only

happens through the action of human beings.

Thus Dau (2000:164) may be right when he concludes that in many African beliefs “God

may be exonerated of the responsibility for evil and yet at the same time implicated. There is
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hardly any doubt that traditional Africans will never reject God because evil, suffering and
misfortune afflict them, rather they will cling to God even more in spite of evil and
suffering”. Dau further asserts that “people may, however, complain to God and ancestors for
the suffering or evil that befall them, but they will never accuse them of any moral or evil
wrongdoing” (2000:164). Dau’s observation summarises the experiences of most Ibibio

communities about God and evil.

Good and evil are connected to the values and practices of persons within a culture. The
notion of witchcraft in African cosmology implies a personalistic view of evil in that
someone (witches, sorcerers, and evil spirits) will always be responsible for every misfortune.
Hence, there is no such thing as a natural disaster or an accident, as someone will always be
implicated in the crises. Superstition> abounds within the Ibibio/Nigerian environment to
such an extent that chance plays little role in the occurrence of events. This makes it very

difficult to differentiate between natural and unnatural events.

On the other hand, some Nigerians demand responsibility from those who are engaged in acts
of evil without attributing them to something or someone else. A drunken person should not
blame his violence on the alcohol, for the alcohol will only bring out that which is in him/her.
Responsibility and control in Pastoral Care are issues of self-care and locus of control. In
contemporary Ibibio/Nigerian society (especially among Christians and Muslims) there are
social taboos such as “don’t drink too much or don’t drink at all” or “don’t smoke” that if
violated result in problems or evil. Evil can occur because one has not maintained a level of
responsibility in self-care. Good and evil then are connected to the moral values and practices
of the person within the culture. Therefore adhering to social taboos, customs, traditions,
rituals and avoiding negative influences can help one to counteract the force of evil and
enforce goodness and wholeness, health and healing, which are legitimate concerns of
Ibibios. In the light of this research it is important to attend to the Ibibio understanding of

health and wholeness.
24 Understanding the concepts of wholeness and health in Ibibio

Ibibios, like other Nigerians, are more concerned with life than anything else. God is the

creator and source of life, as discussed earlier. Life for the Ibibios, as for many Nigerians, is a

22 Superstition in the context of this study is understood as “beleifs and practices that presuppose a faulty
understanding about cause and effect, usually by assuming notions of causality that have been rejected by
modern science but may represent longstanding popular belief or practices” ( Martin 2004:10).
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paradox of good and evil. Evil is a distortion of the good creation, which results in
disharmony among the creations of God. Most Ibibios, rather apathetically accepting the
inevitable, will engage with the forces against life to restore it to normal to sustain their
perception of wholeness and health. In the light of the research hypothesis that Pastoral Care
can contribute towards the holistic care of patients as well as improve the quality of care and
patients’ level of satisfaction, it is important to understand what wholeness and health really
mean to Nigerians and especially the sick in the hospital. Therefore, this section addresses
the understanding of the Nigerian concept of wholeness, health, sickness and healing in the

light of the research objective.

Wholeness and health are rich and complicated concepts, which assume different meaning
and understandings within a variety of contexts and fields of research. They are concepts that
help us avoid the pitfalls of postmodern reductionism and compartmentalisation, which are
evident in their simple answers to the complex issues of life. Nevertheless, the different
understandings of wholeness and health open up channels for continuous engagement and
reflection on life as a whole. Wholeness and health will be discussed first from the medical

perspective, but also related to the Ibibio and Nigerian environment as to other places.

According to Winifred and Thomson (2001: 60), wholeness suggests comprehensiveness and
integration. It suggests that the whole is more than the sum of its parts. Wholeness as
“comprehensiveness” and “integration” assumes different understandings, connotations and
meanings in medical, religious, political and traditional contexts. Hence, like many
contemporary concepts, its meaning can only be understood within the context in which it is
used. From the medical perspective, the term “integration” is more in fashion. It is mostly
used to qualify a certain practice of medicine (integrative medicine) which is emerging within
the medical field. Integrative suggests a combination of two or more different methods or
views which are distinct from one another, in this case complementary and alternative
medicine or therapy (CAM) and traditional therapy. CAM includes nutrition, spirituality
(which includes prayer and meditation) and stress management (Koopsen & Young, 2009:
xvi-xx). From the US context, Koopsen and Young (2009: xx) argue for a holistic and
integrative approach to health care. They explain that ‘integrative medicine’ involves “the
concept of communication among all health providers who share the responsibility in
coordinating the best possible treatment plan for a client, including the client’s choices of
care providers’ expertise in understanding and managing the complexities of conventional-

complementing treatment interactions” (Koopsen & Young, 2009:xx). The overall goal of
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integrative medicine is the healing of the patient and the overall improvement of his/her
health by charging him/her with responsibility over his/her situation while the carers/healers
maintain a supportive role. The healers/carers are therefore intended to support the healing
process and not to suppress it; they do this by removing the obstacles to health and wholeness
(Van Wyk, 2009:1-2). Healing therefore means to make whole (Ballentine, 1999:4).
Consequently, integrative medicine is holistic medicine and is concerned with healing as
wholeness rather than with disease (Koopsen & Young, 2009: xx). Wholeness is related not
only to a person’s physical wellbeing as it is reflected in the actual wellness of the body, but

also in the caring relationships and connectedness with oneself, others and the environment.

From the African religious point of view, Archbishop Desmond Tutu, the African icon and
renowned theologian, and Mpho Tutu capture the concepts of health and healing very
interestingly. They propose that “[i]n a life of wholeness we may face brokenness and endure
woundedness, but our suffering will not be meaningless. Meaningless suffering is soul
destroying” (Tutu & Tutu, 2010: 49). In their book Made for Goodness the Tutus provide a
dimension of wholeness, which is paradoxical. For them wholeness is God’s invitation to
perfection. “Be perfect as your father in heaven is perfect”. Godly perfection, according to
them, is not flawlessness but an invitation to beauty that embodies a sense of wellbeing and
wholeness irrespective of the circumstances that may confront one’s life. Stressing the point

further, they argue that

[a] life of wholeness does not depend on what we experience. Wholeness depends on
how we experience our life. In a life of wholeness we still confront the death grief,
and pain that are part of human reality but they will not destroy us. A life of
wholeness can accept, even embrace, death, grief and pain. They are essentially part
of the human life. They lend texture to life

(Tutu & Tutu, 2010: 43-48).
Besides the Tutus’ connection of wholeness with perfection and beauty, they also interpret
wholeness to include the life of community and interconnectedness with others represented in
the concept of ubuntu: “I am because you are” (2010:43-48). Pobee (2002:60) agrees with
this view of wholeness and health when he states that communal wellbeing is a result of
mutual participation in community and ability to tap into the resources that give impetus to
their values and sense of belonging as human beings. Pobee (2002:60) says that “a person’s
worth is measured in his or her social relationship, which assures him or her of success in
life, good health, and potency of fertility. This means that we are whole when we connect to

our community, family, friends and relations. This dimension of wholeness as reflected by
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the Tutus mirrors the understanding of wholeness and health by most African communities in
general and Ibibio in particular. That wholeness is beauty is well captured by the Ibibio
saying that “Nsong idem edi uyai” meaning “Good health or wholeness is beauty”. Thus,
Nigerians experience wholeness as a quality (blessings and all that is positively valued in life)
of daily living. The ultimate goal of many Ibibio/Nigerians is wholeness and health. Thus,
they consult every avenue that is within their physical and spiritual reach to ensure that they
are in good health. This idea is expressed in the Yoruba proverb “llera loro” (Ajibade,
2007:193-194) and the Ibibio’s “Nsong idem edi imo” both meaning “health is wealth”.
Although Ibibios seek good health, they also understand that wholeness does not necessarily
mean being well as being well is often associated with absence of illness. The Ibibio proverb
“Anana ibout anana udongo” (it is only a headless person who has no sickness) is an
expression of the understanding that there can be wellbeing in the midst of suffering and

difficult situations of life.

The Islamic understanding of wholeness, according to Rassool (2000:1476), is connected to
the ‘oneness of Allah’ as stipulated in the Qur’an. This implies the unity of God in all spheres
of life, death and the hereafter, which suggests a holistic understanding in meeting the
physical, psychological, psychosocial and spiritual needs of the care seeker. Consequently,
Pulchalski, Dorff and Hendi (2004:694) remark that the Qur’an attempts to deal with the
human being as a whole. Thus Johnson (2001:39) states that a contemporary Muslim
understands health as a state of complete physical, psychological, social and spiritual
wellbeing. Similarly, the World Council of Churches (WCC) suggests that ‘wholeness’
means the unity of body soul and spirit. The WCC’s definition of wholeness suggests an
intertwined connection between wholeness and health, and the two concepts could be used
interchangeably and simultaneously. The earlier World Health Organisation (WHO, 1948)
definition of health as “the perfect state of physical, psychological and social well-being” was
widely criticised by scholars. For example, Louw (2008:43-48) views such a definition as
incomplete because some significant aspects of the human person such as the spiritual
category, which actually defines human personhood, is not included. Louw (2008:43-48)
further remarks that healing should cover all seven perspectives that are crucial to the human
person, namely the psychological, existential, functional/pragmatic, social, scientific, medical
and spiritual. Any consideration of health in an African perspective must incorporate the
spiritual dimension in addition to other dimensions (Igenosa, 1994: 126). Igenosa’s

observation is noteworthy and very relevant to this study, as health in the African spiritual
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perspective involves living in a sound relationship with God. In awareness of the complexity
of the concept of health in different contexts, and in response to some criticisms as mentioned
earlier, the WCC has reformulated a definition of health. According to the WCC, health is “a
dynamic state of wellbeing of the individual in society: a physical, mental, spiritual,
economic, political and social wellbeing, of being in harmony with each other, with the
material environment and with God” (Benn & Senturias, 2002:20). From the WWC’s point of
view, health as a dynamic state implies that persons cannot possess all these dimensions at a
given time, as a person is never completely sick nor completely healthy, but is always in a

dynamic process of experiencing more or less health or disease (Benn & Senturias, 2002:20).

The introduction of this dynamic into the definition of health adds a unique dimension to the
understanding of health, as it makes it more realistic. Secondly, it brings a shift from the
individualistic focus on health to a community focus, which addresses individuals within the
structure of society as they are impacted upon directly or indirectly, positively or negatively.
It also provides for a holistic and/or comprehensive model of restoring one to wholeness and
health, and mirrors the African concept of wholeness, health and healing. Nevertheless, does
this view truly incorporate an African understanding of what it means to be sick and what is
involved in restoring balance or healing? An assessment of the African understanding of
sickness and healing through the lens of an African society such as the Ibibio might be
necessary in order to gain an in-depth understanding of the sickness-health continuum within
an Ibibio/African environment. Such an understanding might benefit an intercultural and
contextual approach to health and wholeness which focuses on the meaning of health within
cultures and religion as well as a mutual sharing within the space of the hospital that may

empower the patient in caring relationships in hospital care (Cilliers, 2007:7; Thesnaar, s.a:6).
2.5  Understanding the concept of sickness in Ibibio

Karen Flint (2008:19) claims that disease, illness and sickness are concepts that depict crisis
situations and are culturally constructed. They are informed by the experiences of a people as
they perceive them within the period in which they live (2008:19). Generally Ibibios, as with
many Nigerians irrespective of the religious inclination, perceive sickness as an abnormality
and a disruption in the harmony that an individual enjoys with himself, others and the
environment (Abdalla, 1997:117; Berinyuu, 1988). From traditional clichés, proverbs or
sayings in Ibibio communities, it does appear that Ibibios worry more about sickness than
death. For example, the Ibibio saying “Kukere mkpa nte udongo” (Do not be worried about

death as you should be worried about sickness) vividly portrays the concern of the Ibibios
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and to some extent Nigerians about sickness above that which they have concerning death.
Udo (1988) has argued that the reason why illness is so feared by Nigerians may be because
of the debilitating and lingering effects of pain and suffering on the human body, mind and
spirit, whereas death terminates the pain and suffering of humankind as it often follows a sigh
of relief from the ill patient. Kalu (2010: 209) argues that for Africans disease is not restricted
to this Western construct, but is culturally construed to be all that and above all it includes

economic, social and spiritual aspects.

According to Kubukeli (1999:24) and Dukor (2010:198), sickness is consequential in African
context. In other words, sickness does not just happen; something causes it to happen.
Kubukeli (1999:24) argues that in African worldview and philosophy, identifying the cause
or the source of the sickness is often more important than knowing or gaining insight into the
nature of the sickness. Thus the question “Why am I sick?” is more important than “What is
the nature of my sickness?”” This implies that a detailed explanation of disease based on germ
theory is not only foreign but also inadequate to African concept of illness. He concludes that
“[to] understand the African traditional healer and the whole traditional process,>* one needs
to understand African religion. The whole African belief system is so fundamental that any
form of healing process that ignores these beliefs is psychologically unsatisfactory and in
some cases unaccountable” (Kubukeli, 1999:24). Pobee (2002:60) agrees with Kubukeli
when he argues that in the African worldview sickness, whether physical or mental, beyond
being understood as biological is more appropriately interpreted as psychosocial both in its

cause and treatment.

The views above resonate with the Ibibio concept of sickness. In the traditional as well as
contemporary Ibibio communities the causes of illness are known to be multifaceted (Abia-
Williams, 1994:224-225). They can be personal, natural or supernatural/spiritual/religious in
nature. Often the beginning points of diagnoses are in that order. When one is ill, he will first
seek for the cause and solution in himself. For example when one experiences diarrhoea, one
will ask: Have I eaten anything my stomach does not tolerate? If the person thinks it is food
poisoning, he/she will take some herbs or medicine. If the problem does not go at the normal
time it should go, he or she will seek the cause in the supernatural and thus will resort to the
religious or spiritual approach. Ajibade (2006:195) substantiates this view which is common

to Nigerian communities including Ibibios, using the Yoruba of Nigeria as a typical example:

23 Contemporary African cultures are not homogenous but are alloys of traditional value system, beliefs and
practices of new value system, assimilated from foreign cultures. This is because traditional African cultures and
religion are not exclusive but accommodative of other religions, Christianity inclusive (Pobee, 2002:56).
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Among the Yoruba, major illnesses and diseases are seen as religious experiences. Minor
ailments are treated with medicine- herbs, charms and all forms of medicine but when they are
chronic, the religious cause must be sought... [W]hen a sickness persists after the application of
medicine prepared to cure such sickness, they inquire from Ifa priest or any other diviner to
know the cause of the illness. At times, an individual, lineage or a whole community can suffer
from a disease or epidemics due to their failure to perform certain religious rites or performing
it wrongly.

(Ajibade, 2006:195)
He further argues that in an instance that a person is afflicted with sickness from the
“powerful people” (witches and wisards), the remedy lies in the spiritual or religious
approach (Ajibade, 2006:197). Thus, sickness in the Ibibio culture is divided into three broad

categories, namely natural, supernatural or religious or spiritual, and personal.
2.5.1 Natural cause

Ajibade (2006:197), Mulaudzi (2009:33) and Kalu (2010d: 207) report that many Africans
also belief that ill-health is a “result of some ‘natural’ cause” such as infections, bad weather,
flu, headache, and stomach ache, cold, excessive heat, dampness etc. In other words they
acknowledge and subscribe to the germ theory, among other factors (Abia-Williams,
1994:225). For example, the Ibibio perceive certain sicknesses as seasonal or relating to
certain weather conditions or changing weather. To suffer from catarrh or cold in the rainy

season is normal and natural.

2.5.2  Supernatural/spiritual/religious cause

These are deemed to proceed from witchcraft, sorcery, wrath of ancestors, breaking of taboos

and generational curses (Abia-Williams, 1994:225).

Witchcraft: Sickness and calamity are often attributed to evil spirits like witches. When this is
the case, the patient’s health can only be restored by identifying the witch or wizard by means

of sorcery or divination.

Sorcery: Kalu (2010b: 69) defines sorcery as the employment of “magical incantations,
implements, objects, medicine and their paraphernalia” to do evil. This may involve “the use
of poisonous ingredients put into the food or drink of someone” (Mbiti, 1999:194). Persons
who engage in such acts are called sorcerers. Stephen Nyaka (2007:258) explains that
sorcerers are commonly associated with the misuse of mystical powers to cause death or
adversity to fellow human beings. 1. W. C. Van Wyk (2009: 22) states that, unlike witches

who are mostly women and whose activities are often in the night, sorcerers are mostly men
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who carry out their intentional wicked acts during the day. However, some ethnic groups like
the Ibibio in Nigeria do not restrict sorcery or witchcraft to a specific gender. Witches or
sorcerers can be men, women or even children, and they are the cause of varied forms of
sickness. Ajibade (2006:198) shares this view: “witches [and sorcerers] are also believed to
cause sterility to women by turning their wombs upside-down; they can cause abortion by
removing the child from a pregnant woman’s womb, and taking it to their nocturnal meetings
to feast upon. They can similarly cause impotence in men by removing their testicles”. This is
arguably the reason why many pregnant Nigerian women believe that during pregnancy they

are more susceptible to the activities of wicked powers.

Wrath of ancestors: Disease is also attributed to the anger of the ancestors (Abia-Williams,
1994:225). For example, traditional Africans identify what is diagnosed as epilepsy by
Western medicine as anger from the gods for refusing to carry out certain sacrifices
(Mulaudzi, 2009:33) such as refusing to give one’s father a second burial, as in the Ibo
culture of Nigeria. It could also be as a result of refusing to heed to the call of ancestors to
fulfil a particular role in the community such as a diviner. The symptoms may include body
pains, severe headache or “an accident that defies all possible explanations” (Bojuwoye,
2005:65). In extreme situations the ancestors may punish the members of a whole family or
community by epidemics. Ajibade (2006:201) draws attention to the usual precautions that
should be maintained in order to avoid such wrath of the ancestors: “People must not disobey
their deities. They must offer quality sacrifice at the appropriate time. Failure to adhere to this
will incur the wrath of Esu — ‘the trickster god’, who will visit the victim with disease,
sickness, affliction and untimely death”. Where such afflictions occur, healing can only be

effected by appeasing the gods through sacrifices or heeding to the call of the ancestors.

Breaking of taboos: Among the Ibibios there are many laws, customs and observances and
regulations of behaviour of its people (Esema, 2002:109). Breaking of taboos (Uduo obom)
relates to the contravening of the moral code of the society as well as those codes related to
the worship of a deity. Taboos were meant to preserve peace, harmony, happiness and life.
Hence Abia-Wiliams (1994:225) argues that a taboo in Ibibio traditional society “is more
sensitive than other [causes of sickness] as it promotes abstention from food, occasions and
streams unless carefully atoned for”. To put this differently, taboos were meant to prevent
misfortunes and a means of ensuring wellbeing. Within the varied ethnic groups of Nigeria
taboos are common. The social, ethical and religious life of the people is safe-guarded by the

institution of various forms of taboos. Turaki (1999:212) emphasises that “[a] taboo can be
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seen as a moral tool for socio-cultural and religious conditioning, maintaining the social
order, harmony and structures of meaning and worldviews”. However, in most cases no
attempt is made to make a distinction between religious and moral law or taboo as with the
Ibibios. Sometimes the social or moral law is not different from the religious law, as moral
and religious values are the same as the Ibibios believe that some of the laws were established
by the gods (Esema, 2002:109). The entire community is entrusted with the responsibility of
instructing the younger people (Ajibade, 2006:199). For instance, Ajibade (2006:201) argues
that the devotees of Obatala are forbidden to drink palm wine because of the effect it has on
the deity. The breaking of such taboo may result in sickness. This taboo also corresponds
with the prohibition from taking alcohol by some Nigerian Christian churches. In the case of
Obatala’s devotees, however, their action has a direct consequence on the deity. The
breaking of the moral code in the case of the Christians has a direct consequence on the
violator, not God. Such consequence may be intoxication, an accident, injury or pain. What
Munyika says of the Owambo of Namibia is also valid for the Ibibio, namely that apart from
safeguarding moral values and maintaining order in the community, taboos are meant to
protect people from many manifestations of sacredness, spirits, witches, things, places, and

deformity ( Munyika, 1999:233).

Generational curse: Sickness could be a result of a curse handed down from generation to
generation. For example, in Ibibio mental sickness is seen to be a general sickness as a result
of the sin or wicked act of one member of the family in the past which was not mediated
(Abia-Williams, 1994:225). Thus, members of that family are seen as cursed and anyone who
associates with that family either by marriage or by birth inherits the sickness. Freedom from
such curses and their effects can only be obtained by breaking the curse. For the African
Christian the means of breaking the curse is prayer and deliverance, both of which are often
accompanied with fasting, while the traditional African worshiper breaks the curse and
acquires deliverance through spiritual sacrifices to the gods. Speaking on the African
Christian response to his experience of evil, Asamoah-Gyadu (2004:389, states that “[t]hese
are new ways of dealing with the challenges of life ... through which supernatural evil is
confronted in order that Christians may be freed to enjoy the abundant provisions of God in

Christ”.
2.5.3 Personal sin

According to this view, ill health could be the result of the individual’s violation of the

society’s norms and values. For example, Esema (2002:110-111) states that the Ibibio people
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perceive illness to be associated with wrong living and choices. Wrongdoing can lead to
sickness, calamity or even death. The popular Ibibio saying “Owo odok se oto” (a
man/woman reaps what he or she sows) attests to the fact that some illnesses are connected to
the deviation of an individual from socially accepted behaviour and character in the society;
hence, sickness is associated with some personal sin. Esema (2002:110-111) argues that
among the Ibibio sexual immorality was forbidden. Thus “[i]f a housewife committed
adultery, the husband would be attacked by ekpo nka owo (that is the avenging spirit which
was against adultery). He would fall sick until the appropriate cleansing was performed. The
woman, even the children could also fall sick”. In another instance, a woman in one of the
churches where 1 was pastor was accused of having an affair with another man during
pregnancy. She had a difficult delivery and eventually gave birth through a caesarean section.
Unfortunately, the child died after few days. The people concluded that her misfortune was a
result of her infidelity to her husband while pregnant. This belief is not only prevalent in the
African traditional societies, but is also held by some contemporary African Christians.
Doctors Michael Aziken, Lawrence Omo-Aghaja, and Friday Okonofua (2007:45), who
conducted research on pregnant women in one of the teaching hospitals in Nigeria, wrote a
paper entitled “Perceptions and Attitudes of Pregnant Women towards Caesarean Section
(CS) in Urban Nigeria”, in which they report a pervasive belief that women who undergo CS

are accused of marital unfaithfulness to their husbands.

Although most Ibibios, like many Nigerians, recognise the multifaceted cause of sickness, the
challenge is identifying or diagnosing the particular cause appropriately. Diagnosis is the
process of identifying the cause of sickness. Understanding the underlying cause of sickness
is important, because each assumption of sickness implies a different method of healing. It
also explains why one method of healing may be preferred over another. However,
identification and diagnosis do not mean compartmentalising the patient. It could be for this
reason that Kalu (2010:209) has argued that Africans perceive sickness holistically. In other
words, the different dimensions of sickness are interrelated. It means that a lack of physical
health is understood as symptomatic of spiritual, emotional or moral sickness. Conversely, a
person who has conflict with his family, neighbour or community is regarded as sick even
though he may be physically well. Such a person, he argues, is termed a “working corpse”
meaning that he is psychosocially and spiritually sick though he is physiologically well. The
poor condition of the body also affects the soul and vice versa (Dukor, 2010:218). The point

that this research is trying to emphasise is that sickness for the Nigerian patient is part of an
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interrelated whole. For this reason Louw (2008:42) has advised that all network of caregiving
to patients must understand sickness in a systemic and holistic perspective. There can be no

doubt that Louw’s advice also applies to healing/cargiving in Nigeria.
2.6 The quest for healing/caregiving in the Ibibio sociocultural context

Thesnaar (s.a: 6) has argued that within the African context healing is the process of
restoring harmony within the community. For Nigerians, healing is the process of becoming
whole, through the process of connection and reconnection to significant relationships within
the community. It is maintaining and/or restoring the balance of the cosmic world. This is a
dynamic process of evolving into something new rather than returning to the old state before
the onset of sickness (Kalu, 2010:208). Three major traditions of healing can be identified in
both traditional Ibibio society and in the present-day Akwa Ibom state, as in many Nigerian
communities. The three traditions are traditional healing, spiritual or faith healing, and

biomedicine.

2.6.1 Traditional caregiving (healing) in Ibibio

The traditional method of healing is the most pervasive and widely used by contemporary
African societies. Particularly in most rural areas it is the main means of healing and therapy,
as most people do not have access to hospitals and clinics (Kubukeli, 1999:24). Secondly, it
is considerably cheaper than some other available healing methods. The traditional method,
as the name implies, has its origin in the traditional societies’ practice of healing before the
advent of the Western method of healing. Traditional healing takes many forms in the
Ibibio/Nigerian culture just as sicknesses take many forms. The method of healing chosen
will depend on the causative agents as well as the nature of the illness as explained above. In

other words, there are different types of traditional healing.

Within the traditional Ibibio environment traditional healing practices can be broadly grouped
into traditional medicine, which consists of the utilisation of herbs, and traditional religious
activities, which comprises such practices as confession, sacrifices, prayer, cult dances and

music.
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2.6.1.1 Herbal treatment/medication “lbok’?*

Kubukeli (1999:24) aptly states that “[t]he medicinal use of herbs is as old as mankind itself”.
This makes use of herbs, roots, leaves and animal substances associated with the curing of
diseases and sicknesses as well as oral medicine, which makes use of divination and
incantations. Although many forms of healing methods abound in contemporary African
societies, this method enjoys a high level of patronage because Ibibios (especially in the rural
areas) seem to have more confidence in its potency and positive healing results. This
phenomenon is in fact not peculiar to African societies but also to other traditional societies.
The WHO estimates that herbalism is three to four times more commonly practised

worldwide than conventional medicine (Kubukeli, 1999:24).

Herbal or medicinal treatment (known as ““ibok™ in Ibibio) is utilised when the source of
treatment is diagnosed to be physical or natural in nature (Esema, 2002:113). The medication
takes the form of a concoction. Just as in Western medicine, a concoction is made by mixing
the ingredients together with water or local gin to form a syrup, or by crushing the ingredients
into a powdery form or paste. The method of application ranges from drinking to rubbing of
the herbs on the body. However, this is where the similarities between Western medicine and
traditional herbal medicine end. Herbal medicine has been criticised for its lack of precise
dosage as a result of the difficulties in measurement (Hokkanen, 2007:748). Its validity has
come under serious attack, first by the colonial masters and the missionaries, and
subsequently by the Western-trained Nigerian physicians. Although some of the writers on
African religion such as Hokkanen (2007:748), Obadare (2005:276) and Kalu (2010b:67)
believe that some of the criticisms were based on a misunderstanding of African culture,
religion and tradition, the major difficulty with traditional medicine is its secretive nature,
which is largely responsible for its minimal contribution to research in the field of healing.
However, this medication (ibok) is normally considered sufficient to cure the ailment,
especially if supernatural forces are not implicated in the diagnosis. It must be said here that
almost every family within Ibibio culture has knowledge of certain herbs for treatment of
certain sicknesses such as Dogonyaro, “mfang Awolowo” (Eupatorium Odoratum) for

malaria, Mfang ntong or “mfang Awolowo” for stoppage of bleeding of wounds and malaria.

24 1bok is the Ibibio word for medicine. It is often used to refer to all forms of medication, concoctions and
charms.
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According to Ajibesin et al. (2008:388), 75% of the people of Akwa Ibom State rely on
traditional medicine and herbs for health care delivery; this covers ailments such as skin
diseases, malaria, gonorrhoea, and haemorrhoids, which are mostly treated with the medicinal
plants. Inyang (1994:230) states that the medicine man is held in high esteem in AKS. This is
true of many tribes in Nigeria as some of these herbs are also used among them, though they
may have different names. In the event that the sickness is not cured at the stipulated time,
the sickness might be suspected to have a supernatural cause. If this is confirmed through
divination, rituals in the form of sacrifices may be carried out. Here the family of the victim
might seek the help of a traditional healer. This is where the openness and secrecy of
traditional medicine ends and begins respectively. Traditional healing often will incorporate

the ritual of sacrifices as its form of healing.
2.6.1.2 Traditional religious [activities of] healing

Confession: According to Offiong (s.a: 121), confession is a vital process in Ibibio traditional
healing practices. It involves the patient revealing any act of wrongdoing or evil against
another person or community such as telling lies, or bearing false witness against another, or
committing a taboo or abomination (adultery), stealing and so on. Where the patient is too ill
to talk, the relative or friend or the closest person to the patient may be asked to confess on
behalf of the patient. Offiong (s.a: 121-122) asserts that “once a patient is taken to a
traditional healer, one of the first things done is to ask the person if he or she has ever tried to
harm anybody in any way.... After the confession has been made, the traditional healer then
seeks out those people named by the patient and assists in making peace with them”. Offiong
further states that healing through confession is concluded with some sacrifice and libation.
In the traditional Ibibio belief confession is the bedrock on which other healing practices such
as sacrifices may work, because if a person does not confess, the medicine employed may not
be effective. Thus, it is important that hospital care practices do not ignore the need of
patients to confess, as this relieves the patient from guilt and shame, which places an

emotional burden on the patient that cannot be relieved by medication.

Sacrifices and offerings “Eno-Uwa’: Turaki argues that offerings are believed to be gifts
offered to the deity or spirit as a mark of hospitality without constraint from the offerer.

Contrary to this assumed notion of what sacrifices are believed to be, sacrifices are rather

2 Ajibesin et al. (2008) in their ethnobotanical survey of Akwa Ibom state identify 114 medicinal plants used
among the Ibibio people in particular and Akwa Ibom people in general for the treatment of diseases and
sickness known to have a natural cause.

86



Stellenbosch University http://scholar.sun.ac.za

rituals required for atonement or propitiation for infractions, normally offered under
constraint from the offerer (Turaki, 1999:206). Sacrifices show similarities and differences

between the ATR and the Bible. The major difference is in the essence, purpose and meaning.

Sacrificial offerings or sacrifices in the Ibibio dialect are called “Eno-uwa”, or “uwa” in
short form. Uwa serves different purposes. Uwa forms part of the Ibibios’ daily life activities.
For example, the Ibibio people offer sacrifices to the ancestors to procure blessings from
them and be saved from trouble. However, when trouble does come in the form of sickness
because of personal or other evil, the sacrifices take a different tone. They vary according to
the kind of disease, the cause, the victim’s age and the social status of the sufferer (Munyika,
2004:192). Items of sacrifice in the Ibibio culture as well as some other tribes of Nigeria
include yam, palm oil, palm kernel, salt, goats, sheep, chickens and cows. For the Yoruba
almost all types of food and drinks and living things (even human beings) are used for

sacrifices (Mbiti, 1999:60).

In the case of sickness arising from a spiritual or metaphysical cause as mentioned above, the
victim will usually be required to carry out certain rituals apart from providing these items of
sacrifice. This takes place after the traditional healer must have identified the cause of the
sickness. Normally the victim is not left alone in this period; the family members may
delegate a person or persons to be with him/her, or they may be accompanied by a friend who
will stay with the patient until the end of the treatment or sacrifice. Implicit in sacrifice is the
notion of projection of one’s illness, cause and effect to another (the scapegoat). The animal
is usually killed. While the blood is shed to appease the gods, the flesh is eaten by all present
during the sacrifice. The fact of the family involvement in the process of healing underscores
the importance of involving the patient’s family in the treatment and healing, which many

t.26

hospitals are incorporating to a certain exten Sacrifices in the Ibibio cultures are

meaningless and worthless without the ritual of prayer.

Prayer: prayer is the essential part of the healing process. There can be no sacrifice without
prayer, although prayer can be said without sacrifice. Prayers, like sacrifices, have different
purposes. Prayers for healing will normally be directed to the spirit, ancestors or God, as the
case may be. The name of the supernatural agent assumed to be responsible for the affliction
is called and appeased through symbolic sacrifice. He is then asked to forgive the offender.

The healer will normally face the direction where he/she believes is the abode of the spirit or

2 There are some hospitals in Nigeria that do not allow the family member, especially husbands, into the
birthing room, which some women complain about.
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ancestor or God. In the case of God, they pray looking upwards; in the case of ancestors,
they pray pouring the sacrifice to the ground. In the case of the spirits, they go to the shrine of
that particular spirit. This is true of the Yoruba, Efik/Ibibio, etc. Mbiti (1999:60) asserts that
for the Yoruba prayers are said at any time and at any place. Prayers in the Ibibio culture may
also be followed by word-magic or incantations to exorcise the evil spirit that may be
responsible for the illness. According to Dukor (2010:162), prayer could be mediated with a

t>7 as a celebration of life invoking the will of God or the gods to be

symbol such as kolanu
done. Unlike the Christian ritual of prayer, which is addressed only to God through Jesus
Christ, the traditional prayer may be offered to God or the spirits. The relevance of prayer to
this study is that to the Nigerian patient prayer would form one of the vital components of
caregiving towards recovery, healing or the process of dying. Besides prayers, music and cult

dances are also forms of traditional healing.

Cult dances and music: Apart from symbolising the act of worship to the Supreme Being,
music and dances also have healing effects. It is for this reason that the traditional healer
prescribes ritual and symbolic dances as part of the healing process. According to Vontress
(2001:246), music and dance provide a form of group healing to draw psychological support
for the illness through the collaboration of the healer, the patient’s supporters and family
members present. The healing effect stems from the mystical spiritual aspect of the
ceremonies, which are often ecstatic in nature that engenders hope as well as providing the

psychological support of the therapeutic community of healer and patient’s family.

Healing of illness in the various cults depends on the supernatural being responsible for the
illness as well as the religious group of the patient (Awanbor, 1982: 209). The duration of the
cult ceremonies also varies. According to Awanbor, duration is given in symbolic numbers of
three, seven and multiples of seven. Interestingly, Wing’s (1998:145-50) analysis of the folk
healing concepts theorises that regardless of geography, cultural origin or religious beliefs,
there are certain healing concepts (such as symbols, colours, numbers, etc.) that traditional
cultures share which are similar to many contemporary concepts. She notes that although the
meanings attached to them may vary from one patient to the other, symbols, colours and
numbers are universal and important sources of expression of meaning and healing for

patients. Symbols, colours and numbers can also elicit fear. Therefore they deserve respect

27 Kolanut is celebrated as a divine fruit that brings and sustains life among many tribes of Nigeria, including the
Ibibio, Igbos, Yorubas, Hausa etc. There is even a saying among the Igbo that “he who brings kola brings life”
(Dukor, 2010:162).
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and understanding to appreciate and appropriate their power to heal. It is interesting to
observe that in most Nigerian cultures numbers have symbolic connotations of events, ideas
and emotions. Some numbers like three and seven are associated with good luck and elicit a
sense of comfort, while some numbers are rarely used in healing practice. Thus, it might be
necessary for caregivers to use number symbols, which provides comfort, as symbols are
very powerful representations of ideas and beliefs. Admittedly there is some evidence
concerning the utilisation of traditional healing symbols by modern medicine;*® however, a
conscious, deliberate and sensitive approach ensures that the needs of the patient are

responded to adequately and wholly.

Although different types of healing could be identified in ways which sharply differentiate
one from the other, yet in practice these are often blurred. The diverse nature of traditional
healing means that no one healer can adequately handle the various dimensions of illness.
Different healers administer the healing process. They are known by different names

according to their functions and roles in the different Nigerian communities.
2.6.1.3 Types of traditional caregivers (healing practitioners) in Ibibio

The classification of traditional healers in this study is done for the sake of clarity and
precision. In actual practice there are no clear boundaries, as most of these groups overlap in
terms of functions, roles and skills because of mutual influence and interactions among the
practitioners. That is to say, there is a potential for diffusion, adoption and appropriation of
other ideas, practices and artefacts (Flint, 2008:16). In most Nigerian languages there is only
one general name for the different types and role functions of traditional healers. For
instance, the Ibibio general name for traditional healers is “Abia ibok”; “Obos” in Edo;
“Babalawo” in Yoruba; and “Dibia” in Igbo. The Ibibio know that “Abia ibok™ are divided
into categories and no two “Abia ibok” are the same. The type of illness and the skill of the
healer are what determine their choice by the ill person when they do need a healer. Some
traditional healers are skilled in more than one area of classification. Given that there are
common trends that are identified with traditional healers, discussing the traditional healers in

this way affords this study the opportunity to take into account the slight differences and

28 Some hospitals in Nigeria make use of symbols like the cross, the crucifix as well as giving doses in numbers
of 1, 2, 3, 4. However, no matter whether these practices are performed with sensitivity to the patient or are
merely following the laid down Western procedures (as in the doses) which may accidentally coincide with the
patient’s symbolic meaning, it should be appreciated that numbers and objects are powerful symbols in the
healing context of Africans.
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uniqueness of each healer that would have been lost if the study were to regard them in a

general sense.

a) Herbalist/doctor (Abia 1bok): Arguably, almost every Ibibio is a herbalist in the general
sense of the term. This is because most Ibibios know of herbs, roots and tree barks that can
cure some common natural and physical sicknesses such as malaria, fever, stopping of
haemorrhaging as well as healing of minor wounds. Many Ibibios/Nigerians will try to heal
themselves first of their ailment with the herbs around them. If he/she has no idea of what
herb or medicine to use, he/she will normally complain to a family member, neighbour or
friend to seek advice on what to do. In this sense, the whole community acts as doctors for
the ill. This attitude might resonate with what Koopman and Young (2009: xviii) enumerate
as the key philosophy of CAM such as the emphasis on self-healing and the use of nutrition
and natural products as essentials for health and wholeness (2.4). Hence Vontress’s
(2001:243) assertion that “Africans have a long history of using plants for almost every
condition that ails them and that [e]ach home has its storeroom or special place for them” is
very true of the Ibibios.?’ In spite of the fact that Western doctors sometimes frown at self-
medication, because sicknesses which would have been easily treated may become
complicated, many Nigerians are still steeped in the practice of self-medication. Beyond the
dangers of self-medication, could this not also underscore the point that many Nigerians are
ready to assume responsibility and a participatory role, given their inner resources for their
health needs? N.C. Van Wyk’s (2009:2) assertion that in holistic (integrative) health care “the
responsibility remains with patients to address their needs while the healer fulfils a

supporting role in order to reach shared health care goals” is of note to Nigerians.

However, many Ibibios seek professional advice when the ailment becomes severe or does
not respond to the normal remedy. In traditional Ibibio society these professionals are the
herbalists. They are the first port of call by the natives. Like Western doctors, traditional
doctors have areas of specialisation; they are not all general practitioners (Mulaudzi,
2009:37). For example, in Ibibio some of the specialists are diviners, bone setters, traditional
birth attendants etc. Herbalists in contemporary Nigeria are breaking with stereotypical
practices and are practising in ways that makes them more acceptable than before. Some of
their medicines are now bottled and put on shelves like Western medicines for anybody to

walk in and buy. Many assume that such herbs are free from fetishism and ritual practices

%% The Ethnobotanical Survey of Akwa Ibom State of Nigeria carried out by Ajibesina et al. (2008) in 930 homes
attests to this claim.
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that Christianity is averse to, but more importantly they are more hygienic than those from
especially the rural areas. A typical example of this group is YEM-KEM International and
Ayodele, both in Lagos state of south-west Nigeria. Consequently Schumaker, Jeater and
Luedke (2007:708) recognise the often open and adaptive nature of African healing and its
ability to absorb and transform their practices and practitioners. While “herbalist” as a name
implies mainly the use of herbs and an extensive knowledge of their use in the treatment of
illness, they do not exclude spiritual resources especially when they diagnose the sickness as
having a supernatural origin. Where there is a case that is beyond his expertise, he might refer

the ill person to a diviner to uncover the cause of the illness.

b) Diviners (“Mbia Idiong™): According to Berinyuu (1988:37), “a diviner is a person who
discloses the causes of misfortune or death” rather than foretells the future. Diviners are
mediums who link human beings with the living dead and spirits. They act as intermediaries
to those seeking help from the gods. The position of “Mbia idiong” is important for this
study, first, because it reveals the traditional and religious Ibibio’s attachment to the mediums
through which they can access the spiritual realm to find solutions in moments of crisis such
as illness. Secondly, it shows the interrelatedness of the spiritual and material, and the key
roles of certain individuals in mediating these realms through symbols, objects and other
materials for the benefit of individuals and the community. The functions of diviners are to
diagnose illnesses, reveal the causes of illness and provide spiritually and socially acceptable
solutions. They make use of fetishes for divining the cause of peoples’ illnesses. A “fetish” is
“any object, animate or inanimate, natural or artificial, thought to possess mysterious powers
or to be the residence of a deity” (Vontress, 2001:243). In Ibibio the fetish objects are tombs,
cowries, coins, stones, bones, lotions, beads etc. In addition, diviners make use of common
sense, intuitive knowledge, insight and dreams. According to Mbiti, the role of diviners
encompasses that of counsellor, judge, comforter, adviser, pastor, priest, solver of problems
and revealer of secrets. Thus, Berinyuu (1988:37) likens the roles of the diviner to that of the
PCG as mediator of God’s presence and as spiritual healer. So on the surface one might
conclude that the functions of the diviner are holistic and represent hope for the society as
he/she tries to meet the needs of the people, especially the sick. It is in this respect that many
Ibibios would consult an “abia idiong” (diviner) or spiritual healer or pastor especially in
cases that Western medicine was unable to cure. Unfortunately, in some instances these
hopes are dashed, especially when these persons who are consulted to mediate God’s

presence misuse the opportunity for selfish and wicked purposes.
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C) Spiritual healers: With the advent of Christianity many spiritual healers have emerged in
prayer houses (Ufok akam). Spiritual healers are those who use prayer as their main healing
method. Abia-Williams (1994:224) remarks that “they are trained to use spiritual powers,
exorcism, supernatural forces, to treat all forms of ailments”. Their activities resemble those
of the traditional diviner in terms of the use of certain fetishes such as holy water,
handkerchief etc. There are many healing homes in Ibibio, especially in the rural areas. In
Ibibio land almost every community has these ufok akam which people visit in great
numbers. The reasons are not far to seek. There are few psychiatrists in Nigeria relative to the
population. It is also cheaper and easier to access spiritual healers than psychiatrists because
of the usual hospital protocols and bottlenecks, which are not usually applicable to the
spiritual healers. As long as people relate some illnesses such as mental illness and others to
supernatural causation, spiritual healers will always be patronised. In this sense, Vontress
(2001:244) notes that “[a]lthough modern hospitals deal effectively with the physical side of
disease, they are usually unable to do much to relieve spiritually related suffering”. The logic
of many of such patients, their close associates and a number of Ibibios is that what is
spiritual cannot be healed by physical means. Hence the need for health care in the Nigerian
hospital context to meet these spiritual needs of Nigerians. Spiritual healers, especially from

the Christian and Islamic perspective, will receive more attention in 2.6.2 below.

d) Traditional surgeons: Mulaudzi (2009:38), drawing from the South African Traditional
Health Practitioners Act 22 of 2007, defines a traditional surgeon as ““a traditional healer or
traditional health practitioner who performs circumcisions as part of a cultural initiation
process and includes any person who has been trained to perform such circumcisions and
meets with the requirements for performing circumcision”. Circumcision is the removal of a
section of a male or female sex organ. Going by Mulaudzi’s definition of a traditional
surgeon with reference to circumcision, many Nigerian communities have these groups of
people, especially in the rural communities, where health centres are few and are often far
removed from the people. Yet many of these traditional surgeons perform their role not as
part of cultural initiation or rite of adulthood, but also as a cultural and medical necessity for
babies. The Ibibio and many other Nigerian communities carry out the circumcision of their
male babies on the eighth day after birth, while the female circumcision is carried out at
puberty. While circumcision is known to be beneficial to males, female circumcision in
Nigeria today is widely criticised because it constitutes a health hazard for females. Although

traditional surgeons are losing relevance in urban areas because the hospitals are handling
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these aspects more satisfactorily, traditional surgeons are strongly present in the rural areas.
As long as these healers are fulfilling the health needs of Nigerians in some ways, they will

continue to exist.

e) Traditional bone setters (TBS) (““Abia Okpo”): TBS in Ibibio language is known as abia
okpo (singular) or mbia okpo (plural). TBS as the name implies are traditional healers who
specialise in the treatment of broken bones (fractures). In contemporary Ibibio this set of
traditional healers is still valued and respected in most cases above the Western medical form
of healing bone fractures by orthopaedic surgeons. Some Nigerians who have bone fractures
are usually advised by family and friends to utilise a TBS for fast and satisfactory results
(Inyang, 1994:232). Udoh (1988:101) also records similar experiences in his work Guest
Christology. Although for some observers, their means of healing completely shattered bones
with mere leaves or herbs is difficult to grasp, yet the relevance of TBS grows by the day as

people are finding their services efficient and effective.

f) Traditional birth attendants (TBA) ““Abia uman™: In Ibibio TBAs*® are found in almost
every community including the cities. Bassey et al. (2007:355) report that over 60% of
pregnant women in Nigeria utilise TBAs. While TBAs are usually women, a few men have
also been known to perform this role among the Ibibio. Bassey et al. (2007) in their research
on TBAs in Cross River State of Nigeria also report 19 males out of 140 TBAs in five rural
areas of Cross River State. TBA’s role and functions are similar to those of an obstetrician or
birthing nurse in the hospitals or clinics. While most of them are not formally trained and
have no form of education! at all, like the hospital medical staff they are knowledgeable
about women physiology and some clinical conditions of women and children. They could
detect a pregnant woman whom they have never met by merely looking at her physical
appearance. Their functions include educating pregnant women on issues of health, nutrition
and family planning (Bassey et al., 2007:355 & Apantaku, 2005:257). For example, they

advise on the kind of food or drink to take or abstain from during pregnancy.*?

30 According to Mulaudzi (2009:38), “traditional birth attendants (usually women) assist other women during
antenatal care, labour and afterbirth. Traditional birth attendants do not have formal training. They learn the
skills from their elders through observation and mentoring... [T]he conditions for becoming a traditional birth
attendant include having had at least two babies of your own and an apprenticeship lasting up to 20 years”.

3 Bassey, Elemuwa and Anukam (2007: 354-358) in their research carried out on TBAs in rural communities
of CRS of Nigeria reports that out of 140 TBAs interviewed 62 (44%) were illiterate, while 19 only had
secondary education as the highest level of education attained.

32 For example, in Ibibio land they advise women not to eat too many oily and fatty foods and to periodically
take a shot of “ufofop” (local gin) to prevent the child from becoming big. They routinely check on them to
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Some TBAs also double as traditional surgeons who also carry out circumcisions on male
children. The community-based approach® offered by TBAs makes some Ibibios revere
them. However, the TBAs are limited and handicapped when labour becomes complicated
and a Caesarean section (CS) needs to be carried out by the more professionally trained
hospital personnel. Yet it will seem that this skill in handling complications like CS, which
would have underscored the importance of professional medical personnel above the TBAs,
instead reinforces the admiration of the locals for the TBAs because of cultural mores that
teach that CS is unnatural birth and therefore abnormal and unacceptable. Aziken et al.
(2007:42-47) in their research reports state that some Nigerian women would not accept CS
under any circumstances, because their culture and traditions are averse to it. Secondly, it
leaves scars on their abdomen, which would not allow them to tie their abdomen to ensure a
flat abdomen as they would traditionally do. Thirdly, women who consult faith healers for
prayers or rituals to be performed will have normal delivery. For these women when there are
complications in labour, “reliance on faith and the supernatural is the solution not CS”. For
this category of women, the TBAs will combine these resources to address the situation.
Aziken et al. (2007:46) therefore recommend the “need for specific health education of
women and the community to reduce the level of beliefs and superstition as causes of adverse
pregnancy and labour outcomes”. Such recommendation requires collaborative service from

all helping professions, including PCG.

In all, the question of why traditional healing and healers continue to gain popularity; about
80% of patients in Africa utilise traditional healing methods (Mulaudzi, 2009:31) despite the
shortcomings and criticisms first from the colonialists, missionaries, and now from the
medical profession and some medical groups in Nigeria. Several reasons have been advanced
to explain the persistent patronage of traditional healing and healers. Vontress (2001:243)
finds the reasons in a shortage of trained physicians, poor access to rural areas by modern
hospitals, and the relation of sickness to spiritual causes. Akinyemi (2006:287-288) suggests
the cultural belief practices of the people and the popularity that is given to them in the media

are responsible for the trend. These answers may provide some reasons for the phenomenon,

monitor their progress. They also assist in the delivery of babies. They advise the mother and family on what to
eat and how to care for their body, such as drinking hot water for 2 to 3 months, hot drinks, pepper soup (a kind
of watery soup that has much pepper in it). Every morning and evening hot water will be used on the birthing
passage as well as abdomen to heal any laceration and to assist the womb to return to normal respectively.

33 Some TBAs may have a room or rooms provided by the community or their own home where they attend to

women and families who seek their services, or they may attend to the women at their homes, in which case a
particular room is set apart for such services for the period.
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but they do not necessarily represent the entire situation. According to Apia-Kubi
(1975:237), a close scrutiny of healers reveals that not all herbs users are rural dwellers,
neither is traditional medicine given more prominence in the media than modern medicine.
What is responsible for the trend is the traditional healer’s holistic approach to healing, which
gives dignity and identity to the users, and the readiness of the healers to adapt to the
changing socio-cultural and religious context. Second, they give the sense of treating the
whole person. In this regard Apia-Kubi (1975:237) notes that “[o]ne of the chief complaints
in modern church hospitals is that the doctors speak about them, look at their charts and take
their temperature but do not touch them as persons”. Bujo (2001:163) laments that the
medical model of health has tended to reduce many African practices of healing to the
biological and medical dimension, overlooking the elements that made them socially and
psychologically meaningful. This means that the healing model of traditional healers
possesses resources which can be engaged with and possibly transformed to meet the needs
of the patients in the hospital. Nevertheless, it would seem that the traditional approach to
sickness and healing is conceived in terms of the cause and effect paradigm. This approach,
which might provide pragmatic relief to the patient, may not be helpful in some instance,
such as in a case of the patient blaming himself or herself for the illness. Furthermore, it
might result in the desire to cure at all cost, and the failure to do so disappoints the patient. In
this regard Louw (2008:24) has argued that patients need to be helped to shift from a cause-
and-effect attitude and disposition towards dealing with illness. He argues that such change
depends on, among other things, reframing their normative frame of reference, the support
system as well as the networking that exist among the caregivers. It would therefore be
necessary in the light of the concern of this study to look at the training of the traditional

caregivers.
2.6.1.4 Selection and training of traditional caregivers (healers)

Traditional caregivers are popularly known as healers, but in this study they will be referred
to as caregivers. This is to avoid the misconception that attends the concept of healing,
especially in Nigerian society. In Ibibioland, traditional caregivers assume their role by
calling and training. The training differs from one community to another and from one cult
group to another. The call can come to a family that has been chosen by the ancestors to
produce traditional healers. This means that at any point in time somebody from that family
might be chosen to fulfil the role of the diviner. Alternatively, he or she might simply assume

the role of his/her father’s (or mother’s) trade by choice of association. According to Udoh
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(1988:95), “[almong the Ibibio of Nigeria, prolonged sickness, incessant accidents, unusual
luck as well as the presence of vultures, certain insects or bees in a home may be interpreted
as signs that one of its members might be endowed”. Other signs of a calling could include
severe psychotic behaviours and a change in mood. Apart from the calling by affliction, some
may receive their calling through visions and dreams. “However, the final verdict has to
come from an expert ‘abia’ who declares whether or not a candidate is eligible” (1988:95).

The confirmation is the first step in the series of training.

The training of the caregiver varies according to the field he/she wishes to engage in and the
community’s requirements of the caregiver. Most significantly, it depends on the wealth of
knowledge, intelligence, disposition, age, psychological maturity and spiritual awareness of
the apprentice before the call. For example, the Yoruba diviners train from 3 to 7 years,
although the training tends towards informal practice by observation and mimicking rather
than formal schooling (Mbiti, 1999:173). Vontress (2001:247) asserts that the components of

the training include:

¢ Knowledge in medicinal value, quality and use of herbs, leaves, roots etc.;

e The causes, cures, and prevention of disease and other forms of suffering;

e Magic, witchcraft and sorcery and how to combat them;

e Techniques of communication with spirits;

e Various secrets some of which cannot be divulged to outsiders;

e A vast body of literature, mythology and associated rituals;

e Specific healing procedures and the language of healing;

¢ Interview techniques and the method of divination.
Berinyuu (1988:40) and Udoh (1988:98) stress the necessity of the trainer to maintain a
personal quality of uprightness, friendliness, trustworthiness and readiness to serve, as there
may be dire consequences if this is violated. In other words improper training and misconduct
can turn trainees “into ‘Ifut uduag’ or ‘destructive witches’ because they lack the will power
which goes with a call” and because they violated the rules governing the practice. Among
the Ibibio the period of training culminates in ritual burial and cleansing (Udoh, 1988:96).
There is also a social celebration during which the trainee is ushered into the market place to
present himself to the community as a qualified healer. “The purpose is to avail oneself to
public examination that he has successfully completed his training and that he is alright. It

also means he is not a quack. As a friend, he is qualified to listen to any problems and to help.
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It is a way of soliciting trust, respect and social approval” (Udoh, 1988:97). This insistence

on proficiency and professionalism signals a warning against mediocrity in his practice.

So far there is evidence of a correlation between culture, religion, and health and healing.
Many medical professionals and researchers agree that religion, and most specifically faith or
spirituality, plays a significant role in the understanding of concepts of sickness, health and
healing, and the processes of healing (Koopsen & Young, 2009:39, Van Wyk, 2009:28,
Maier-Lorentz, 2004:24, Piderman & Johnson, 2009). Religion also influences the diagnosis
and the process of healing. Van Wyk’s conclusion with reference to South Africa, namely
that “Christianity may be the dominant religion, but the influence of ATR is unquestionably
strong” (Van Wyk, 2009:28), is also true of Nigeria and AKS in particular. The African
Independent/Pentecostal churches and Islamic prophetic healing could provide a window
through which the role of religion can be viewed more fully, with particular reference to
African spirituality and faith healing and their influence on the Ibibio and Nigerian health
care delivery system. Such observation could also reflect on questions such as: Is there an
incorporation of traditional African spirituality into the healing practices of African
Independent and Pentecostal churches? Does such inclusion not benefit the Nigerian patient
and may it not be a pointer to the need for the incorporation of spiritual care in healing
contexts such as the hospital? We now turn to religion and faith healing in Akwa Ibom state
as practised in African Independent/ Pentecostal churches and how they reflect the Ibibio and

Nigerian perception of healing.

2.6.2 Faith healing in Akwa Ibom State: The African Initiatives in Christianity (AICs)

and the Islamic prophetic healing

Faith healing is a popular concept in contemporary Nigeria. In the popular and scientific
sources the term faith healing is applied in a diversity of contexts. Psychic healing,
chiropractic, folk medicine and shamanism, as well as religious or sacramental healing, have
all been referred to as faith healing. However, the common perception of faith healing is
associated with miracles and religion (Van Bragt, 1999:429). Faith healing as used in this
study refers more specifically to religious healing and less generally to non-medical healing.
Although there are divergent views on what constitutes faith healing and the validity of faith
healing, what cannot be denied is that faith healing is real and works (Inyang, 1994:230; Van
Bragt, 1999:429). The belief in faith healing is fast gaining ground in Nigeria, including
AKS, partly as a result of the factors we highlighted in the socio-political and religious

situation in Nigeria (2.2). The African traditional religious worldview is also impinging on
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the citizen’s understanding of sickness and negotiation of their healing, including Christianity

and medicine (2.3).

In AKS traditional medicine exists side by side with modern biomedicine and religion®*
(Inyang, 1994:229-234). The three are complementary to one another with the sick selecting
eclectically whichever is available and necessary to them.*> However, the negative perception
of traditional healing by the Christian missionaries and the Islamic Jihadists and their
teaching that traditional healing is tantamount to heathenism, as well as the prohibition of
church members by the missionaries from utilising them (in the case of Christianity), created
a new identity challenge. This meant that the new converts who were not totally convinced of
the position of the missionaries or Jihadhists would evolve new ways of dealing with their
problems so as not to lose their new Christian or Islamic identity and a part of their culture
(cf. Inyang, 1994:230; Abdalla, 1997:20-22). The incorporation of some of the ritual and
spiritual practices, which had similarities with biblical symbols (in the case of Christianity)
and practices would form their new vision of spiritual healing. Thus, this approach seems to
be appealing to many Akwa Ibomites in their search for meaning. It is therefore not
surprising that American magazine tell of some African priests, religious and lay Catholics
resorting to becoming diviner-healers to call on the ancestors for faith healing (African Priest
Told to Stop Traditional Healing (2006). However, the preoccupation of these African priests
is regarded as unacceptable practices by some Christian groups. Kalu (2010d: 201) writes that
there is a contention against faith healing or divine healing or spiritual healing on three levels.
First is the suspicion and negative stance adopted by medical science towards faith healing
that is rooted in their naturalistic orientation. The second level arises from the disciplines of
psychology and psychiatry, which are embedded in their Enlightenment worldview; and
thirdly the rejection of faith healing by some Christian groups is grounded in the

34 Medical practitioners in Nigeria often report that some of their patients see either a traditional healer or
spiritual leader or both before consulting them. For instance, Unuhu, Ebiti, Oju and Aremu ( 2009:24) note
with seeming disapproval that their anorexic patients had visited both before consulting them. Orji, Dare,
Makinde and Fasuba (2001:483) also report similar practices. These reports reinforce what has become the
popular approach among many Nigerians, and of addressing their existential problems especially in the matters
of health and life.

35 It appears that this way by which some patients deal with their illness was not peculiar to Nigerians as Davids
(1997:436) also describes the same thing occurring in the ancient Mediterranean Greek and Jewish worlds,
which belies the Old and New Testament writings in respect of healing. “In the ancient world there were various
means of seeking healing. There were the healing cults ( involving the gods) like Asclepsis and Isis, magical
means such as spells, amulets special oils and sacred inscriptions as well as various physicians trained to a
certain degree in combination of healing arts of Greek (Hypocrate) or Roman (Celcus De Medicina). In other
words 3 types of healing existed involving the gods (miracle), Magic and Medicine. The lines were blurred with
practitioners using a variety of means and ill individuals selecting eclectically from whatever practitioners were
available...”
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Enlightenment worldview. Despite such contention, there is a growing impact of sects and
prayer houses because of some existential needs that arise as the negative impacts of
globalisation and industrialisation weigh on the daily lives of Ibibios. Like many other
African scholars, Kalu argues that health and healing are important concepts and central
themes in Nigeria (2010d: 201). These scholars therefore state that healing is important to
Africans because they are conscious of the fact that hospitals are concerned with disease and
not their person or value, and they are therefore alienated. The AIC becomes an avenue to

recreate African life where the human person is of supreme worth (Kruss, 1985:233).

Given the factors as enumerated above, spiritual healing constitutes an important dimension
of restoration to wholeness in the Nigerian worldview regarding healing. In contemporary
Ibibio society faith healing is strongly represented by the church’s model of healing in the
case of Christianity and to a lesser extent Islamic prophetic medicine. Therefore this section
of healing practices will first of all consider the African Independent Churches and secondly

Islamic prophetic medicine or healing.
2.6.2.1 The African Initiatives in Christianity (AICs), Pentecostals and prayer houses

This section explores the health and healing concepts of AICs, Pentecostals and prayer
houses so as to ascertain if the AICs, Pentecostals and other African Christian healing
groups’ practices are holistic, sensitive to the Nigerian patient’s worldview and relevant to
the caregiving of the Nigerian patient. They have been chosen over and above other religious
or Christian denominational traditions, because they are regarded as the vanguard of African
traditional religious practices (Kruss, 1985:28, Majoga, 2000:193; Kalu, 2010:70). An
encyclopaedia of missions and missionaries defines African independent churches as
churches “founded in Africa, by Africans for Africans” (Bonk, 2007:7). However, this
simplistic definition is problematic as AICs are found not only in Africa and membership of
contemporary AICs goes beyond Africans. Hence some have tended to talk about an African
International Church or African Instituted Churches or better still African Initiatives in
Christianity®’. The contemporary form of AICs in Nigeria are better known as Pentecostals
and Charismatic movements, although some older forms of AICs, e.g. the Aladuras and

prayer houses, still exist. The AICs emerged during the times of acute health crises in

36 In this study, “African Initiatives in Christianity” is prefered to “African Indepent Churches” because the
nomenclature “African Initiatives in christianity”’allows for the different variants of the churches established by
Africans irrespective of the context of worship or composition of its membership. Thus the name emphasises the
point that these churches are founded mainly by Africans in response to the contextual need of the people.
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Nigeria, when the existing missionary churches were either ignorant or passive, and hence
could not rise to meet the existential challenges of the people. “Healing and protection from
evil are the most prominent practices in the liturgy of many African independent churches
and are probably the most important elements in their evangelism and church recruitment”

(Jenkin, 2008:60).

The AICs’ great emphasis is on prayer, spiritual experience, prophecy, visions and healing.
“With their strict focus on healing , the believers received an enormous boost during the great
epidemics that swept West Africa during and after World War 1” (Jenkin, 2008:60). The
AICs maintain a theology and belief of sickness as having three forms of causality, but they
place greater emphasis on sin, punishment from God, a test of faith and the work of the devil
as the causes. Therefore for the AICs sickness could be physical, psychological and socio-
economic, political and spiritual. In this regard, they also perceive a causal link between sin,
either personal or of the fathers (ancestors), and the health of the patient’s family and
community. Consequently, health is not merely physical but incorporates inner peace,
contentment and social relationships. Hence, AICs share the same conception of health and
healing with the African indigenous worldview and cosmologies, while utilising Christian
resources to address health and healing issues (Kalu, 2010d: 201-223; Ayegboyin, 2005:238).
Asamoah-Gyadu (2004:390), in his article “Mission to ‘Set the Captives Free’: Healing,
Deliverance, and Generational Curses in Ghanaian Pentecostalism” comments that
[clentral to the healing ministry of the church in Africa [are] the causal factors
involved in evil and suffering, and how they are interpreted. In addition to the
recognition of natural causes, African traditions also generally acknowledge that
personal sin, curses, demons, and other forms of supernatural evil could be
responsible for illness or misfortune.... [The] effects of suffering, whether caused

naturally or supernaturally, can be dealt with through the power of the Holy Spirit
often working through the specially anointed people of God.

(Asamoah-Gyadu 2004:390)
The major emphasis of the AIC is on faith, although others like the Aladura may incorporate
herbs. Music and dances form part of their approach to healing (Owoeye, 2007:294,298,
Isichie, 2003:38; Adedeji, 2008:145). Kalu (2010d: 209) further argues that the AICs’
theology of healing is not simply a physical cure, but is holistic in orientation. Their
diagnosis and healing methods place the emphasis on spirituality, deliverance and prayers,
and utilise the diagnostic tools of gifts of knowledge and discernment, tongues and prophesy.
This is commonly called faith healing. Healing is therefore an act of the Holy Spirit through

the faith of the patient or others. This faith is not merely believing but acting on the word of
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God, which premises a manifestation in the physical realm. Healing for the AICs is a sign of
the kingdom that announces the reign and power of God to the patient to save and to deliver.
In response to the problem of evil perceived to be perpetuated by these forces, the
Pentecostals carry out deliverances and healing rituals which have to be preceded by
confession, repentance and salvation (Asamoah-Gyadu, 2004:392). Thus, the AICs take
seriously into account the African worldview of sickness, diseases and the reality of demons

and witchcraft.

Although the practices are sometimes not successful, as with all human endeavours, because
of poor discernment, denial of limitations and timely referrals (cf. Orji et al., 2001), their
view of illness is considered by many Ibibios, as with many Nigerians, to be much broader

than the medical model, which maintains a mainly pathological view.

While Pentecostals have received much criticism from some quarters of the Ibibio/Nigerian
church and society in terms of their materialism, radical positions on some doctrinal issues
and lack of theological training (Materialism, Heresy, 1999; Fatokun, 2009:51), their role in
the political, socio-economic and religious contexts in Nigerian society is phenomenal. This
is evident in the millions of people who turn out to attend their miracle, deliverance and
healing services. Testimonies of the attendees at each service tend to attract even greater
crowds. Their teachings of abstinence from drugs, alcohol, cigarettes and premarital sex have
helped to foster more responsible living and better health among youths and other age
categories in Nigerian society. Their message of hope and possibility in the mist of
impossibilities, suffering and difficulty in life is probably what has contributed most to
Nigerians being viewed as among the happiest people in the world. Their message of
assurance of a restored relationship in Christ, protection from robbery and accident and a
prolonged life addresses the contextual reality of suffering, joblessness, poverty and incurable
sicknesses, including HIV and AIDS and cancer, in Nigeria. In addition, their model of
healing which takes into account the totality of the patient is very much associated with the
popular African belief that “the whole person is ill” during illness or other challenges of life.

Similarly, Islamic prophetic healing has also impacted on the Muslim community.
2.6.2.2 Islamic prophetic medicine

According to Abdalla, faith healing receives a lot of attention from Muslim adherents. He
asserts that the form of medicine that was brought to the Muslim community (Umar) was the

prophetic or Islamic faith healing. It is so-called prophetic medicine or medicine of the
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prophet because the Muslims believe that the prophet Mohammed was a great physician
(Abdalla, 1997:96). The Islamic faith healers also stressed the importance of prayer as a
means of cure. Prayer is combined with the recitation of Quranic verses and the name of
Allah. Thus Abdalla (1997:104) concludes that “whether it be the recitation of the verses of
the Quran, as the prophet did, or the names of Allah and other mystical formulae... prayer is
considered adequate for the achievement of whatever goal man desires”. Accordingly Syed
(2003:48) writes that most prayers and amulets contain verses from the Quran, which has
curative power. The only reason why this healing approach will not work, according to the
faith healers, is because the people lack faith when they pray (1997:106). Thus Abdalla
(1997:29) and Senger (2003:56) assert that though the Muslims recognise the natural causes
of sickness, Allah or his agents are still believed to be the cause of major illnesses and
misfortunes. Therefore at the core of Islamic faith healing is prayer and its efficacy is
unparalleled. Consequently, Islamic prophetic healing relies on two sources as its authority:

the hadith (the sayings of the prophet Mohammed) and the Quran.

Islamic prophetic healing differs a great deal from Christian faith healing. However, the
common denominator for both healing practices is the emphasis on belief (faith) and an
appeal to authoritative writing of the community (Quran and hadith) as well as the emphasis
on prayer as the sole means of treating sickness, helping realise various goals or alleviating

hardship (Abdalla,1997:103). Abdalla (1997:104) argues that

[i]n the Sufis [Muslim] worldview all health and illness depend on Allah alone and
the right prayer done in the proper fashion always achieves results no matter what
obstacle stand in the way. In this respect they are not dissimilar from the Aladura
prophets who appeared in Nigeria after the 1918 influenza epidemic and who
emphasised prayer for healing, which is also the case one may add, among many
independent African churches.

(Abdalla, 1997:104)
Abdalla (1997:94) identified three Hausa Muslims as Muhammed Bello, Muhammed Tukor
and Abdullahi dan Fodio. Their medical treatise touches on different aspects such as medical
hygiene and related topics (1997:94). Abdalla (1997:95) also asserts that many Nigerian
Muslims rely on the medicine of the prophet. They are constantly exhorted to accept the

efficacy of the medicine of the prophet and its religious value.

In conclusion, the faith healing traditions of the Ibibios as with many Nigerians, have
contributed to the sense of healing and wholeness as they take into consideration their

worldview on sickness and healing. This approach by prophet-healers (both of Christians and
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Muslims) to sickness is viewed by some persons (Aygboyin, 2005:243 & Abdalla, 1997:17)
to be superior to that of the traditional healers and medical practitioners as they often heal
sicknesses that traditional healers and Western medicine consider to be hopeless or incurable.
In arguing for faith healing (in the case of AICs), Ayegboyin (2005:243) states that
traditional medicine and Western medicine cannot heal demonic cases by incantation (if the
power involved is stronger than that of the traditional healer) or drug administration
respectively. Therefore, Hunt (2002: 188) may be right when he remarked that the AICs
“mark a response to the ever-changing difficulties, demands, and constraints of everyday
existence not only those engendered by political state but the broader economic and social
restrictions of everyday urban life”. “It follows that the recent movement in Pentecostalism
involves theology and practices that address issues related to the family, sexuality, health,
wealth, and justice, as well as the economy, government and the entrenchment of powerful

social and political elite” (Ayegboyin, 2005: 243).

As such faith healers represent a holistic and transformative group in their concept of
healing. It might be necessary to note that many writings on AICs come not from these
groups themselves but from outsiders who observe their lived practices. This confirms Apia
Kubi’s (1975:237) assertion that “in many African countries religion is not merely talked
about but lived”. Thus Nwachuku (2012:517) asserts that to understand the African religious
inclination is to focus on the rites rather than on the belief. The AICs’ and Islamic prophetic
healing practices reflect a holistic standpoint that demonstrates sensitivity to the context in
which they operate. These strengths could account for their resilience and growth (especially
of AICs) despite criticisms of some of their practices. Admittedly, some of their practices fall
short of being professional and sometimes their healing homes do not live up to the ideal.
These limitations draw attention to the essence of acknowledging boundaries of competence
and creating space for collaborative practices. As Ayegboyin (2005:244) rightly remarks,
“shared concern calls for welding of combined skills of physicians, psychologists and
pastors/prophets. All these professions with their different competences can serve as God’s
healing team”. However, AICs and Islamic prophetic healing represent the volume of
evidence on the significant role of religion in negotiating the wholeness, health and healing of
the Nigerian people and the Ibibios in particular. Among other resources, the hospital can
stand to benefit through the inclusion of religious and spiritual care in hospital care based on
the great trust and confidence that Nigerians have in religious leaders as the bearers of hope,

despite some of their weaknesses. Weaknesses are part of the human endeavour as fallible
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beings, just as it relates to the practitioners of biomedicine. The third healing tradition that is

worth the attention of this study is modern medical care in Nigeria and especially AKS.

2.6.3 Modern medical care in AKS

The study of the modern medical care tradition in AKS is aimed at understanding the origin,
strengths and possible gaps as they relate to mediating healing to the Nigerian patient and
sensitivity to the socio-cultural and religious contexts of the patient. As already evident from
our discussion, Ibibios had ways of dealing with their health needs and challenges before the
advent of modern health care practice. Although their approaches were not without flaws,
they nevertheless satisfied their health needs. The coming of the missionaries ushered in
another era of health management in Akwa Ibom State by their introduction of education and
modern hospitals. This section will consider the history of the development of hospitals. In
assessing their development, the different types of hospitals will be discussed to assess the
structural development of hospitals since their first introduction into Nigeria. This will be
followed by a discussion on the health care professionals. The goal of the medical profession

will be discussed as well as health care policies and limitations of medicine.
2.6.3.1 The development of hospitals in AKS

According to R. Schram (1971), the foundation for medical care in Nigeria was laid by the
European navy surgeons and the army medical officers. According to Obadare (2005:276),
“the earliest medical interventions by the colonisers were targeted, not at their newly
conquered territories and ‘subjects’, but the bureaucracy that was to supervise the process of
imperial domination”. However, it was the missionary doctors who brought medical services
to the natives, including the Ibibios who were not in immediate contact with the colonial
government centres. Some of the pioneering missionaries were Dr Hitchcock, Hope
Masterton Waddell, Mary Slessor and others in the southern part of the nation (Schram, 1971;
Owoeye, 2007:291). The first medical centre was established at Badagery in 1845. In 1886
the first true missionary hospital was established at Abeokuta. This was followed by Illesha
hospital in 1912 and Uburu Hospital in 1915. By 1940 there were only 62 trained Nigerian
doctors, many of whom were given basic training and thus were considered inferior to the

missionary doctors.
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In addition, the missionaries established leper colonies at Itu, Obubra, Ozuakoli and other
places. The missionaries also encouraged and assisted the government to establish and to run

hospitals and medical centres in Nigeria.

Table 2 AKS Early Hospitals and Founding Agencies

Location Date Founded Founding Organisation
Itu Hospital 1906 Presbyterian Mission
Opobo General Hospital 1906 Government

Ikot Ekepene Hospital 1926-59 Methodist

Ituk Mbang 1922 Methodist Mission
Etinan General Hospital 1927 Qua Iboe Mission

Itu Leper Settlement 1928 Presbyterian Mission
Ekpene Obom Leper | 1928 Qua Iboe Mission
settlement

Oron (Iquita) Hospital 1934 Methodist Mission
Anua Hospital 1937 Roman Catholic

Eket General Hospital 1951 Lutheran

Urua Akpan Hospital 1952 Roman Catholic

Ikot Okoro 1958 Qua Iboe Mission

Uyo 1963 Mennonite/Presbyterian

Source: Priorities for the Development of AKS (1991:30)

The table above shows that modern medical care in many parts of Akwa Ibom State owes its
presence to the Christian missionaries who established many hospitals in the region. Being an
establishment of the colonial and missionary era, hospital care in Akwa Ibom State is
modelled after the Western model of healing. This model follows an empirical and scientific
yardstick for determining what is abnormal and the process of restoring what is abnormal to
normalcy (Inyang, 1994:230-231). In other words, it is based on facts that must be verified.

Hence, healing must be quantified in one form or the other, otherwise it is not healing. Louw
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(2008:36) remarks that the medical model relies on advanced knowledge of the functionality
of the human body in relation to disease and factors both internal and external that influences
the course of the disease. Thus the medical model emphasises skills and accuracy, and applies
analytical and diagnostic principles. As a result, it makes use of relevant apparatus,
instruments and medication. Subsequently, they prefer the terms “cure” and “treatment” to

“healing” since healing relates more to metaphysical and spiritual categories.

Several reasons led the Christian missionaries to engage in health care. First, the health of the
missionaries themselves as they were being attacked by the tropical diseases (Benn &
Senturias, 2002:8). Second, hospitals were established as a form of Christian charity and
social action to help people in need. Third, “Western Christian missionaries were faithful to
Jesus Christ’s compassion to preach the Good News, teach and heal the sick. The
Commission was fulfilled through the establishment of missions. The success of Christianity
in Africa just as in the ancient world was in part due to the preaching of a Healer-Saviour
who redeemed humankind from sin and other dehumanising conditions” (Mwaura, 2000: 80-

81).

Although it seems that the early missionaries’ practice of medical care did not separate care
of the body from cure of the soul/life. They combined preaching with social responsibilities
such as education, skill acquisition and medicine as well as sports (Aye, 1987: 169-170). In
the missionary team were doctors as well as preachers. For instance, the Hope Waddell-led
team of Presbyterian missionaries, which operated from Calabar, also included doctors and
clergy. The missionaries’ approach to care was holistic at least in principle. They integrated
Pastoral Care with medical care. Most of the missionary pastors had basic training in
community medicine and first aid. For instance, Rev. Samuel Edgerly opened a clinic and
dispensary at Creek Town. Another missionary, Rev. Baillie, also opened a dispensary at
Duke Town with government approval (Ecoma, 1996: 170). The doctors combined preaching
with medical practice. This practice attained great results. “Diseases such as small pox,
dysentery, malaria, hookworm, yaws, jaundice, hernia and many more yielded to the

missionary doctor” (1987:117).

However, the missionaries, whose personal health concerns motivated the medical care
practice in AKS and other parts of Nigeria, did not hide their rejection of African healing
practices and worldview on sickness in its totality, and so their motivation to build a healthy
Christian community based on modern Western medicine soon fell short of meeting their

goal of reaching the totality of the patient in reality. In other words, although these doctors
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could be said to have adequately understood that the religious as well as the physical
dimension of sickness and its importance to the understanding of Nigerians and Ibibios in
particular in the treatment of their illnesses through their incorporation of pastors into their
team of medical practice, in fact they failed to do so. Consequently, the jettisoning of the
important aspect of African healing became the bane of medicine in Nigeria. Hence,
scientific medicine eventually took the centre stage and religious practices of healing fell to
the domain of the church and traditional healing; the two categories would become “strange
bed- fellows” and operated in separate spheres (Aye, 1987:143). Consequently, the vision of
a holistic healing of the human person began to drift into oblivion. Contemporary theories
and practice of medical care became almost confined to the dictates of scientific and

technological advancement.

However, in contemporary Akwa Ibom society the medical model is steadily gaining much
popularity and acceptance because of its accuracy in diagnosis and sophistication in the
method of healing and/or treatment and cure. This seems to make contemporary medical
theory and praxis proceed in such a way that it seems to ignore the need to respond to the
religio-social worldview and challenges of Ibibios in the condition of illness and healing in
the hospital context. Ugeux (2006:133) argues that the medical model assumes the “illusion
of omnipotence” that has led medical staff to believe in their ability to cure all sicknesses to
the exclusion of other perspectives. For instance, in a number of research projects carried out
by the Nigerian medical personnel on the perception and attitude of Nigerians towards certain
illnesses and diseases, a significant percentage mentioned the spiritual and supernatural
dimensions as the cause of and remedy for those sicknesses by both patients and medical
personnel. Yet such ratios are merely acknowledged without concrete steps being taken to
incorporate such areas in health care delivery (cf. Akinyemi, et al., 2009; Ibrahim &
Odusanya, 2009; Obiechina, Diwe & Ikpeze, 2002; Aziken, Omo-Aghoja & Okonofua,
2007; Orji, Dare, Makinde & Fasubaa, 2001; Adewuya & Oguntade, 2007).%

37 In research carried out among hospitals on knowledge of risk factors, belief and practices by Ibrahim et al.,
half of the participant indicated prayer as the cure for cancer. Orji et al. mention that mission house delivery
“should be seriously addressed. They help people cope with the stresses of everyday life but they drive women
away from orthodox maternity care by encouraging unsafe delivery in mission houses” (Orji et al. 2001:483).
Aziken et al. report that 13.8% of 370 participants identified evil spirits and witchcraft as the cause of strokes
among hospital staff. Obiechina, Diwe and Ikpeze (2002) report that 175 of 983 participants or 17.8% believed
that poison or witchcraft caused STD in the research on knowledge and perceptions of STDs among Nigerian
adolescent girls. Adewuya and Oguntade (2007:933) reveal that 53.8% (168) of doctors believed that mental
sickness was caused by evil spirits, witches and wizards. The researchers, rather than acknowledge this spiritual
dimension as a concrete reality, berated these doctors as superstitious and inadequately trained (in Western
psychiatry).
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Interestingly, Ibrahim (2007:901-905),% has a lot to say about the inadequacy of medical
practice and training in Nigeria.*® Poor training will inadvertently affect the quality of patient
care in this enormous country. It also reveals the need to educate Nigerian citizens on the
importance of religious and spiritual care, their role and distinctiveness from other forms of

care such as medical care.

However, a recent study from Oluwabamide and Umoh (2011:49) shows that medical
personnel in AKS are beginning to show a positive attitude to religious representatives and
faith healing. According to Oluwabamide and Umoh, “some doctors and nurses ... said that
illnesses, especially those without hope of any cure by orthodox medicine, would need God’s
intervention. According to them, such conditions require words of encouragement,
exhortation and prayers”. Some of the doctors would even refer patients to churches for

prayers (Oluwabamide & Umoh, 2011:49).

It should be stressed again that an African holistic concept of religion and life makes no
distinction between the sacred and the secular. In this light, the contemporary practice of
medical care-giving needs to reflect on the African spirituality and religiosity which takes
into consideration all dimensions of human and cosmic life. Such caregiving should factor in
spiritual, social, economic and political concerns, if health and wholeness are to be achieved.
Contemporary health challenges in the state (as already discussed above) make it
indispensable for the practice of health care to retrieve its religio-cultural and social
responsibility in order to acquire significant meaning within the Nigerian and indeed AKS

context.
2.6.3.2 Modern health care structure in AKS

The health care system in AKS in 2001 had about 479 hospitals and clinics of different
categories (The Development Framework of AKS, 2005:106).*° These health care services

are provided by the federal, state and local government as well as private non-governmental

38 Muuta Ibrahim is a medical doctor at Bayero University, kano, Nigeria.

39 Some of the problems of medical training outlined by Ibrahim are: curriculum overload, curriculum atrophy,
absence of staff training programmes, lack of awareness of global change, lack of exposure to current trends in
medical education with little or no opportunity to travel and learn, inertia and reluctance to accept changes by
leadership in the Nigerian medical schools etc.

40 However, the recent website of the Ministry of Health AKS stipulates that AKS has 42 health institutions,
meaning that between 2001 and 2012 the number of health institutions had significantly decreased instead of
increasing. Although the reason for this is not apparent, it could be assumed that some of these institutions have
ceased operations, or merged or metamorphosed into another health institution as in the case of the medical
center that is now the University of Uyo Teaching Hospital.
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institutions (profit and non-profit) (The Development Framework of AKS, 2005:106;
Amaghionyeodiwe, 2008:215-216). Therefore, the Nigerian modern health care system can
be classified into primary health care, secondary health care and tertiary health care. Most of
the health facilities, including the private ones, are located in the urban centres with a total
bed capacity of 5,420. It is clear that the health care facilities in AKS are not evenly
distributed (NSHDP 2010-2015 (2010:38).

Figure 2 AKS Modern Health care System
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Source of Data: The Development Framework of AKS (2005:106)

The primary health care system: The primary health care delivery system is made up of the
community health centres, dispensaries, maternity clinics and clinics. The Nigerian Code of
Medical Ethics 2004 Part A, No. 12, under the section classification and nomenclature, refers
to primary health centres as institutions where only consultation and out-patient treatment are
carried out. They also include such programmes as health education, maternal and child
health, family planning, nutrition education, immunisation, diagnosis and treatment of
common ailments etc. These clinics have wider coverage into remote areas and villages
(about 65% of all existing hospitals) and serve about 70% of the Nigerian population
(NSHDP 2010:39). Conversely, the personnel are mostly nurses and some of whose
qualifications are lower than the standard of registered nurses, with little or no presence of a
physician (Adebayo & Oladeji, 2006:389). These services are mostly funded by the local

government, which explains the inadequate provision of health care services at this level
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(Adebayo & Oladeji, 2006:389; Amaghionyeodiwe, 2008:215-216). AKS has a total of 414

of these institutions, as indicated in Figure 2.

The secondary health care system: The Nigerian Code of Medical Ethics 2004 Part A, No.
12, under the section on classification and nomenclature, defines a secondary health care
centre as “an institution in which a full complement of curative care is provided” (2004:23).
According to the code of medical ethics, such institution should include units such as an
accident and emergency unit, a diagnostic unit, out-patient consultation, wards (surgical,
medical, pediatric, ante-natal, labour, post-natal) and treatment facilities (consisting of
operating theatre, pharmacy department, physiotherapy and diet kitchen). The Code of
Medical Ethics (2004:23) also stipulates that there should be at least three doctors who should
be able to offer surgical, medical, gynaecological and pediatric care. The secondary health
system consists of the general hospitals. According to the Developmental Framework of
Akwa Ibom State, there were 35 general hospitals in 2001. While this figure is more than a
decade old, it is worth noting that there may have been an increase in the number of hospitals
since the last recorded statistics; thus this figure might have changed significantly as more
hospitals (mostly privately and religiously owned hospitals) have been established, including
the recent establishment of a specialist hospital in the state capital by the state governor
(Giant stride in the health sub-sector by the Akwa Ibom State government, Health News,
2007: 27). Most of the hospitals in the state, including the private hospitals, are found in the
urban centres. Also the distribution of the health staff is greater in the secondary health care
system than in the primary health care system, and there are better facilities and funding.
General hospitals had 102 out of 137 doctors in the state in 2001. Most of the general
hospitals are state owned and funded (The Development Framework of Akwa Ibom State,

2005:107-108; Adebayo & Oladeji, 2006:387).

The tertiary health care system: The tertiary health care delivery system is comprised of the
teaching hospitals. These hospitals have medical schools attached to them, although some
general hospitals in Nigeria offer some training opportunities especially to nurses and other
disciplines at a range of levels. Teaching hospitals are specialist hospitals in the tertiary
category which concentrate their practice on one or more specific disciplines such as
psychiatry, orthopaedics etc. (Nigerian Code of Medical Ethics, 1990:23-24). These hospitals
are very few in number compared to the other two levels of hospitals. At present there is only
one teaching hospital in Akwa Ibom State. These hospitals are the best funded and have the

highest numbers of health care personnel and specialisations. They also have the highest
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number of specialist physicians and professionals. In addition, this level of hospital has a
referral facility where patients are referred from the general hospitals to have access to
special technical skills and equipment of the expert professionals for their treatment (Nigerian
Code of Medical Ethics, 2004:24). However, in practice some patients and family members
make it their first port of call for any suspected illness without any referrals. For example,
Akande (2004:130-133), in his research on the referral system of a tertiary health facility in
Nigeria, reports that about 93% of patients report directly to the hospital without referral from
doctors. Thus, it appears that the tertiary hospitals enjoy more patronage from Nigerian
patients. Akande (2004:133) reasoned that the phenomenon persists because “people have
little confidence in the care they would receive outside of the hospital”. Such usage may be
due the fact that they are mostly staffed with specialist health care professionals and so enjoy
patients’ confidence in their quality of service. As a result, the facilities and staff of these
hospitals often experience intense pressure and stress from the patients and vice versa, as
there are often long queues and frustratingly long hours of waiting before they can be
diagnosed. This situation may also indirectly affect the quality of services provided in this
sector. The Development Framework of Akwa Ibom State mentions that the only teaching
hospital in the state “is yet to provide a full complement of the services expected of a hospital
of that nature” (2005:107). Against this background Aluko (2006:234) and Gesler (1984:26)
argue that the health care system in Nigeria (including AKS) is not well developed according
to international standards and cannot truly be called a system, because there is no proper

coordination among the various levels of hospitals and their practitioners.

Consequently, it can be concluded that religious/spiritual care is not the only field that is still
under-developed; medical care as well as clinical pharmacy in Nigeria have not achieved an
international standard (Augustus, 2006:262). Yet a good professional standard is the goal
which all professions in health care and helping professions strive to attain. Consequently
Amaghionyeodiwe (2008:215) and NSHDP 2010-2015 (2010:10-11) argues that the quality
of health services provided in Nigeria as a whole is poor. He argues that quality of care is one
of the determinants of health care choice in addition to cost, distance, income and technical

facilities.*! It could therefore be argued that pastoral care could add to the health resources of

4 Amaghionyeodiwe’s research utilized quantitative closed-ended questionnaires that do not allow room for
participants to give their views. His result showed that the factor of distance was the highest percentile of 33%
followed by better treatment (quality of service) 30.8%; the third was price of treatment 14.2%, time factor was
4.2% and the least significant factor was income at 3.2%. His findings also indicated that the private hospitals
(which in his categorization included the mission hospitals) were more preferred to the government hospital
(39.6% to 32.6% of the government facilities), traditional medicine (13.6%) and no response (2.3%). It is worth
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the hospital, thereby improving the quality of care in such a health care facility. Therefore,
creating a space for PCGs who have the potential and capability to contribute to the spiritual
needs of patients could contribute to quality of health care in the hospital. The classification
of Akwa Ibom State hospitals and some challenges in their functionality as it relates to
hospital care offered to the patients that patronise those hospitals have implications for
Pastoral Care in the Nigerian hospital context. It suggests the need for Pastoral Caregiving in
this space that could provide some form of cushioning, especially as it relates to
religious/spiritual care for the patient, family and staff, as indicated in the previous chapter,
as well as to the pattern of involvement of the PCG in such a scenario. The aspect of pastoral
care in the Nigerian health care system could form part of the policy revision of the health

care system related to the structure and quality delivery of care in the hospital.
2.6.3.3 AKS health care policy

The health care delivery system in Akwa Ibom State is somewhere between that of Europe’s
centralised system of control and funding (e.g. England) and the North American
decentralised system of multiple players (D’Emilia 2001:178; National Policy on Public
Private Partnership for Health in Nigeria 2005) (cf. 4.6). Thus health care policies of Akwa
Ibom state are geared towards provision of health care services, infrastructure, practice of
medicine to its citizens with the goal to save or prolong lives and improve the general
wellness of the people. These services include hospital services and provision of health
infrastructure (Akwa Ibom State Government, 2011). Hence, the AKS health care system is
funded by the government and managed by the Ministry of Health, in addition to privately
owned for-profit and the not-for-profit hospitals owned by religious institutions. The three
tiers of government (federal, state and local) fund the hospitals at the three levels
(Amaghionyeodiwe, 2008:215). Such sponsorship has implications for the Nigerian health
care delivery system, which includes poor funding. Aluko (2006:234) remarks that funding
by the government is inadequate, as the government allocates only 0.2% of its GDP to the
health sector. He further remarks: “As a result of underfunding, health institutions are unable
to pay the salaries of workers regularly. The consequence of this is the incessant strikes often
witnessed in the health sector. Shortage of funds also results in an acute shortage of

equipment and inability to maintain the existing facilities”. According to Adebayo and

noting that Amaghionyeodiwe’s reasons or factors of choice of health care facility omitted the religious factor.
This is inconsistent with the Nigerian worldview, which is religiously loaded in all aspects and situations of life
as discussed in Chapter Two. This study argues that religious affiliation or provision of religious care in a
hospital could also affect the choice of the hospital.
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Oladeji (2006:390), statistics of government budgeting on health from 1990-2001 seems
significantly higher, i.e. between 2.2% and 12.2%, with the actual spending being 1.4%. This,
they explain, is because health care services are grouped with social and community services.
In 2006 the statistics of government expenditure on health as compared to the total
government expenditure was 3.5%, of which only 30% was expended (Reading, 2010:374-
375).

However, in its efforts towards the provision of health care services, the federal government
of Nigeria had implemented some policies* with some level of success in some respects and
total failure in others. One of the unsuccessful policies was the introduction of Structural
Adjustment Programme (SAP) in 1986, whereby the government reduced spending on
several sectors including the ill-funded health sector (Pearce, 2000:18-19). With regard to
health care delivery, SAP took the shape of the introduction of user-fee charges (Uzochukwu
& Onwujekwe, 2005:1-8). Adebayo and Oladeji (2006:390) explain that the fee was intended
for cost recovery in part or whole of government spending on health. Such user fees were
charged on consultation, drugs and medical consumables. It was also hoped that the
introduction of fees would improve the level of health care delivery, augment the government
spending and increase the availability of drugs in the hospitals and other health care centres
(Adebayo & Oladeji, 2006:389-390). Adebayo and Oladeji (2006:390) have analysed the
policy and comment as follows:

Assessment of the introduction of the user fee charges on health delivery service in

Ghana, Uganda and Nigeria appears to show that the policy is being pursued beyond

reasonable expectation. In the case of Nigeria, CASSAD indicates that fees were

introduced for various health services, including consultation, drugs and medical

consumables. Consequently, irrespective of the condition of patients (whether

emergency or outpatient) health facilities had to demand fees from users for any

service to be performed or consumables to be used to obtain attention. Due to the

high rate of poverty, the development reduced the utilisation of the PHC, general

hospitals and teaching Hospitals. It however substantially increased the patronage of

private hospitals, mission clinics, NGO health care centres and traditional healers,

which are less equipped for proper management of health problems than government-
owned facilities.

Adebayo and Oladeji, 2006:390)
Similarly, Uzochukwu and Onwujekwe (2005:5), from their empirical studies carried out in

the primary health centres in one of the states in Nigeria, report that the failure of this policy

42 Some of the policies include the National Policy on Public Private Partnership (2005), Draft Health Promotion
Policy (2005), National Strategic Health Development Plan (NSHDP) 2010-2015; Draft National Health
Equipment Policy for Nigeria (2005), etc.

113



Stellenbosch University http://scholar.sun.ac.za

(user fee charges) was a result of patients’ discouragement from using the facilities. Thus,
Adebayo and Oladeji’s assertion as to why the policy of user fee charges failed and the
attendant consequence is an age-old sentiment raised by concerned Nigerians in the health
sector that the high cost of hospital fees have become an important deterrent to hospital use

among the poor (Pearce, 2000:20).

The Akwa Ibom State government has made an attempt to reverse the situation and improve
funding on health by introducing other policies. Such policies include free health care,
universal access to primary care, building and strengthening the existing hospitals etc.
(www.aksgonline.com). There was an improvement in the budgetary allocation to the health
sector in Akwa Ibom State and Nigeria in general. Adebayo and Oladeji (2006:391) argue
that in the year 2002, in Nigeria generally, there were more health care reforms, which
included the intensified campaigns and immunisation against polio and deadly diseases.
There was also the intensified effort of the National Agency for Food, Drug Administration
and Control (NAFDAC) to fight against fake, subs-standard and expired drugs and other
consumable products. Most striking was the introduction of the National Health Insurance
Scheme (NHIS) in 2007 in Akwa Ibom State that covered in- and outpatient care, provision
of certain categories of drugs and maternity care for four live 