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Abstract

There is wn incicasing interest amor:., feaich ~of: Ja-s (o ynders: rand e
relutionship hetween reficion and the quality of health among swomen. This
is so hecause in the African context, relivion isa pervasive phenomenon that
permeates ail aspects of hwman life. Due to the high rate of maternal
mortality in Nigeria, it is expedient to know the dvaree of influence of
religion on the health status of mothers. This puper secks to explore (his
concern. The study from which the paper is derived was carvied out to
understand and cxplain among other objectives, in what ways religion
impuacts on mothers' health-seeking hehaviowr: Data was gencrated by
quesiionnaire and in-depth intervieys while analysis vwas made by simple
percentage and content analvsis respectively. The findings were discussed
within the Health Belief Model and concluded by highlichiing the
importance of helicf o the reduction of maternal mortality in the studv arca.

Introduction

There is an increasing interest among health scholars to understand the relationship
between religion and the quality of health among wormen. This is so because in the African
context, religion 1s a pervasive phenomenon that permeates all aspects of the human life.
Due to the high rate of maternal mortality in Nigeria, 1t 1s expedient to know the degree ot
influence of religion on the health status of mothers. The health care system of a people
includes their beliefs and patterns of behaviour and those behaviours are governed by
cultural rules. This cultural iterpretation of illness has been stressed by Prins (1992),
Appiah-Kubi (1981) and Adamo (1999) who contend that healing in African indigenous
culture 1s a corporate matter and that in African societics. indicative of correct relationship
withonc's environment and the spiritual world 1s a prerequisite to achieving good health.
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Most rehgious believers emphasize the healing power in themr faith. According to Jegede
(1998). whether Christianity or Islam. beliet system is concerned with the cosmology. tha
1s, the nature of the universe, the spirit that may control it and its influence i the hfe of
mortal humans. Duecto this tact, most pregnant women seck 1o patronize mission homesin
order to be protected from all shades ot evil during preganacy and at the delivery of the
baby. According to WHO (1976) maternal health refers to preventive, curative. and
rehabilitative health-care for mothers. As stated in Umited Nation's Concise Report on
Reproductive Rights and Reproductive Health. reproductive health 1s a state of complete
physical, mental and soctal well-being and not merely the absence of disease or infirmity,
in all inatters relating to the reproductive system and to its functions and processes (United
Nations, 1996). Reproductive health theretore unplies that people are able to have g
satistying and sate sex lifc and that they have the capabulity to reproduce and the freedomto
decide if, when and how often to do so. Embedded in this definition 1s the right ot womento
be informed and to have access to safe, cffective, affordable, acceptable and appropriate:
health-care service that will enable them to go safely through pregnancy and child birth and
provide couples with the best chance of having a healthy infant. The promotion of the
responsible exercise of these nights for all people should form the fundamental basis for
government and community supported pohcies and programmes in the area of
reproductive health.

Religion and Health

Religion is a very sensitive aspect of social bchaviour; it is an important factor tha
influences various spheres of life including woman's health status even during pregnancy.
According to Babatunde (1998), religion has been acclaimed to be a significant socidl
institution with pervasive and cnduring hold on the mind and. consequently, on the
behaviour of humans in society. The World Health Organization's (WHQO's) definition of
health, although the most acceptable and widely adopted both by researchers and policy-
makers, 1s significantly inadequate in this regard. For example, Badru (2003) has noted
that there is a problem of identifying and actually observing such abstract notion like
mental and social, even 1f the physical dimension can be subjected to some measurement
Similarly, Asakitikpi (2007) has also pointed out the neglect of the spiritual dimension of
health especially as it pertains to African societies.

For pcople of strong faith, religious belicts and related cultural taboos can have a powerfil
impact on how they care for their health, including the medical treatments they choose te
accept. Health-seeking behaviour scholars acknowledge that health control tools, where
they exist, remained under utilized in some circumstances and the nature of the illness a
defined by the patient or health giver. Experts in health interventions and health policy
have become increasingly aware of human behavioural factors in quality health-care
provision and have attempted to isolate various variables that may be associated with
health-secking behaviour. In order to respond to community perspectives and needs
thercfore, health systems need to adapt their strategies, taking into account the findings
from behavioural studies ( Hausmann-Muela, Riberaand Nyamongo, 2003).
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al Health Status in Nigeria

.maternal'mortality is a global phenomenon, the critical issues associated with it
profound in developing countries. From recc: cwiimates, 500.000 women die
- from maternal causes; and for every woman o dies, approximaiely 20 more
uries, infection and disabilities in pregnancy « .ddbirth (UNICEF 20035, WHO
Ninety-nine per cent of these deaths occur 1 cohnologically less-developed
jties, making maternal mortality one of the sharpesi Ladicators of the disparities that
between developing and developed nations. Nigeri. = only two percent of the world's
ation but accounts for over 10% of the world": rnal deaths in childbirth, and
s second globally only to India on maternal mort. (Okonofua, 2007; '

R). A closer [ook at the statistics shows that Nigeria - the worst figures i the w orld. In
st place, if the hguces are placed in the context o+ general population, N ceria s
""felyworse oft. Niveria's population of 140 miltic ple is ondy about 10 percentot
a's over one billion people. So, 117,000 deaths out «f one billion are surely lower than
Qoutot 140mitlion

Nigeria. important mdicators show that there is need ‘o make significant advances in
alth matters. For instance, life expectancy has decreased drastically from 50 vears in
199 to 49 in 2003 and slid further to 46 i 2004 (World Health Organization, 2006). In
art, this decrease in life expectancy reflects increased maternal and infant mortality and
figh rates of infectious diseases, among other factors, [t is not that the majority of people
lived until their late 40s, rather, the large number of maternal death combined with the
hrate of infectious diseases among the middle-aged can severely depress the average
gth of life (Lauser & Lauser. 2004). It has long been recognized that the health status of
gnant women is an important indicator of the general state of health of any population.
he health of pregnant women influences the health of their babies, and fetal and infant
alth is one of the main determinants of health in childhood and adulthood. According to
10 (2008), every year, many women suffer pregnancy-related complications that lead
death while infants and children suffer as aresult of poor maternal health..

Method and Data

This study was carried out in Badagry Local Government Areca of Lagos State, between
February and November, 2008. Badagry is an emerging city. in which it will be appropriate
to study maternal welfare. The target population for the study was women of reproductive
age from 15-49. that have ever given birth in the last two years and/or pregnancy and lives
in Badagry. Existing information shows that there is one main constituency in Badagry
Local Government Area of Lagos State divided into ten (10) wards. By design, three
hundred and fifty (350) women of reproductive age of 15 to 49 years were randomly
selected as respondents, to represent seventy (70) women in each of the selected wards in
the Local Government. These comprised both educated and non literate women, who were
married or unmarried and have never given birth in the last two years and those that are

pregnant.
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From th- targeted poputauion the ong of sample of souds was o bousehold where multis

Stage sarnniing lechnigue was vawea to sclect e sample tor the study. The fiest siage was 1o

divide the Local Government into wards. The second stage was to pick five (3) wards out of
ten (Ho)and the tird stage was to divide the wards into streets and the fourth stage wasto
identity all the streets using the most current maps ol the arca. Tor every house accidental
sampling was used (1.e. choesing oniy those who arc availtable and meet the purposes of the
study and where (here is no housce hold that fits the description of the respondent, the next
unit was chosen and added at the end). Also, any household where there was more than one
woman of specified age; randoni sampling was used to select the respondent. And four (4)
respondents were systematically sclected fromeach ward for in-depth interviews.

The collection of data involved both primary and sccondary sources employing the use of
structured questionnaire and in-depth interview respectively. It 1s sometimes difficult to
obtain a sufficient number of responses from questionnaire, theretore, they are not suitable
to investigate long, intricate issues and require a supporting method as a follow up. The
sccondary source of data for the study, include the review ot books, journals, magazines,
reports from libraries, internet, dailies cte.  These provided necessary information
pertaining to the background of the study and the extent of related studies.

The quantitative data gathered was analyzed for them and relationship using content
analysis. First, characteristics of the study sample were described, and then frequency
distributions werc used to highlight the socio-demographic status of respondents.
Secondly. simple percentage was used to detect statistically significant proportions of
people i relation to the overall objective of the study. This entails an examination of the
patterns of association between the dependent and some selected independent variables.
The tape and notes from the In-depth Interview were analyzed with the use of content
analysis. After discussions conducted in the local language had been translated and
transcribed. Common responsces within and between groups were identified for each topic
included in the interview guide. In addition, divergent responses were identified to
determine the range of beliefs. opinions, knowledge, attitude and behaviours among
participants. Responses to cach topic were summarized and important quotations are
reported verbatim to highlight common individual views.

RESULT
Socio-demographic Characteristics of Respondents

This section presents the data on age, marital status, religion and educational qualification
of the respondents. As shown in table 1, 42% of the respondents were currently above 30
years old, with a corresponding low level of educational background, which has a
significant consequence on the age at first marriage and age at first pregnancy. The
dominant religion was Christianity, with only 28.3% and 2.3% of the respondents
representing the Islamic and Traditional religions respectively. This is not surprising
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the people of Badagry have been known with their indigenous religion which ts
racterized by the worship of the supreme God but serviced by numerous
lled Vodun, and ancestors, even though they still claim to be either Christians
sand see Vodun as traditional. (Asiwajuand Owonikin. 1994; Simpson. 2001).

:Socio-demographic characteristics of respondents

Frequency %o
24 6.9
44 12.6
128.2 37.7
85 24.3
37 10.5
15 4.3
16.8 A7
350 100
9 2.6
330 94.3
6 1.7
5 1.4
350 100
ducational Qualification
55 15.7
90 25.7
22 6.3
95 27.1
88 25.2
350 100
243 64.9
99 28.3
8 2.8
350 100
180 51.4
31 8.9
1 Civil Scrvant 56 16
|Housc Wife 30 8.6
|Artisan 53 15.1
| Total 350 100
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Socio-demographic characteristics of respondents’ cont.

Income
Below 10,000 99 28.3
10.000-15,000 145 | 414 |
| 16.000-20.000 e | 189 |
Above20.000 0 | 14
[__Total ] 350 100 |
Spouse’s Educational Qualification
| No Formal Schooling 23 ] 94
Primary 26 | 74
Junior Secondary School S0 143
Senior Secondary Schoo! 100 | 286 |
Fertiary Education REY 403
Total 350 | 100

Source: Ficld Survey, October, 2008.

The pereeption of iHness 1s influenced by different religious beliefs in socicties. T
are many different behiets towards prenatal care. To understand how these bell
determince heulthy choices among pregnant women, questions were asked in relatiol

respondents' belief.

Table 2: Cross tabulation of respondents’ religion and choice of antenatal care |

|| Religion | | Total®%
Place of Anmtenatal Chunistianity | lstam j Traditional |
““““ Healthcemter | 190 | & | - | 254(725)
Traditional BA 8 15 - 23 (6.5)
Mission home 28 - - 28(8.3)
- b (2.2}

Haome sell =

Both TBA/Health Center - 18 - 18¢5.1)
Health/Misston Home a7 2 - 19(5.4)
Totat 243 99 a 350

Table3 Cross tabulation of respondents’ religion and place of delivery

i Religion | Towt%
Place of Antenatal Christiamity [slam Traditional
Health (“chcT'Lns(mE_‘ 78(30.8) | - Rt 253(72.2)
Traditional B A 15 2 e 44(12.5)
Mission Home 49 - - 49(14)
Home : - - 4(1.3)
Total 243 99 8 350

Source: Field Survey, October, 2008.
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e3above shows that 72.2 of the respondents delivered in health centers irrespective
religion. 39 respondents delivered with TBA, 40 respondents dclivered in
sionhome, and only 3 respondents delivered at home.

m the above tables it can be deduced that rcligion does not really affect cither the
endance of antenatal or the place of delivery. As it ¢learly shows, a significant number
the respondents attend health center irrespective of their religious leaning. This
ther established the conclusion by Izugbara and Ukwayi (2004); Ibch (2008); and
gbbock and Stephenson (2008). This level of utilization may be duc to awarceness
mpaigns cfforts of the government and as noted by onc of the respondents: **/ go to
wpital because the nurse said we should come, and [ use to go, by my self to meet the
rse to check me up”. This result also shows the impact of government cffort in
mpaigns to enlightcn women in the arca on the need to patronize government health
Lenters.

be respondents were asked if they go to religious homes during the period of their
egnancy. Majority of them representing 55.1% said that they do while less than half of
he sampled population do not patronize such homes. Most ot the respondents said that
they patronize these mission homes because of reducing the risk of death during the
geriod of the pregnancy and during delivery.

ssion

{iwo important obscrvations arc made in rclation to the results obtained. First, 1s the
gcretism that scems to be associated with health care 1ssues among Badagry women.
ereligion in the carly 1980s which witnessed a great influx of religious activitics and
movements in Nigeria, the medical centers today face a similar trend whereby the
dwindling fortunc ot the government and the unprecedented harsh cconomic climate is
wereasingly influencing an cclectic practice of health-secking behaviour. In the first
stance, the sheer dearth of medical personnel and the exorbitant rates of medical
srvices arc an important push-factor that may cxplain this new trend. Sccondly, the
mereasing loss of pregnancy, high still-birth and infant mortality as a result of the above,
geencouraging pregnant women to scck solace in the supernatural as a result of the fear
ifthe unknown. The fear of the unknown, although may have a scientific explanation is
gvertheless an important source of great anxicty among pregnant women who define
deirstate as delicate and therefore, most vulnerable to the evil machinations of witches
mdsorcerers. The pervasiveness of spirttuality in the lives of an average Nigerian and
ficbelief that the supernatural has profound influcncee on the physical is therefore, of
gime importancc in explaining the findings of this study.

Scondly, the material dimension that is associated with health care delivery in Nigeriais
ymajor factor for the trend that was observed in the course of the study. The exorbitant
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cost of obtaining medical services owmg 1o the fact that over 75% of the respondes
carn less than twenty-five thousand naira per month is a push factor for the patronage
spiritual homes during the period of pregnancies and even during delivery of bahics
these unspecialized homes. The high maternal and child mortality rates in the count
may therefore be partly understood from this perspective. Obviously, the spirituatho
do have some benefits to their clients at least from an cthnic perspective. Howewt
hecause there is no form of regulation or a national board to coordinate the activities
these homes, negligence may be a daily occurrence associated with them while proj
referrals will be completely absent.

Rosenstock and Becker (1988) developed the HBM to explain preventive heal
behaviour of individuals and graups. The HBM assunies that people's actions towd
health preventive measures arc based on their belicfs and attitudes. But it 4l
acknowledges that beliets and attitudes are not spontanecus rather they are a function
processual experience of the individual. Hence, tn a general sense. the model does
only look at the individual as a unit of apalysis but also considers the socto-cultug
environment. which conditions the individual to adhere to certain beliets. Central to
HBM arc four scts of variablies that may intluence the health behaviour of the individu
The first is the individual's pereeption of her vulnerability to illness and 1t attempts
explain how the individual defines self as a biological being. The second variable ist
individual's perception of the iliness in terms of its severity to the person's survival
how it can impede her role in the society. The individual's judgement of the advantag
that may accrue from taken an action to minimize the level of severity or vulnerabil
serves as the third variable. The last set of variable 1s an assessment of the costs (be
physical and psychological) thatinay be incurred in achieving the proposed action.

[Tuman behaviours that may be rational or nrational (depending on the context) a
believed to be influenced by these sets of variables. Particularly, a carctaker's actionse
imbibed through the mechanisms of the learning process that arc available to
individual. The theory assumes the principal mechanisms to include the knowledget
the individual regarding her immunity toward certain ailments (which is a function oft
individual's experience); the definition of the discase (which is culturally detined); ar
the cognitive pereeption of the consequence of the ailment (which is socialf
influenced). These mechanisms present favourable or untavourable contexts whig
function as diseriminative (cuc) stimuli tor health secking behaviour.

The principal behavioural effects according to the theory come from interaction ing
under the influence of those groups with whom one is associated in the communi
These groups control the sources of behavioural patterns, provide normative definitio
and cxposc onc to behavioural models and cognition. In other words when peop
believe that they can be spiritually attacked by forces or other jealous human beings th
there 1s recourse for them to take some preventive measures that arc available in




fer scholars have built on the model to also explain illness behaviour. The most
gportant of thesce is Tgun's (1982) modificd version of the HBM. The socio-cultural
Vironment in which the HBM was originally formulated though has the framework,
otmake room for alternative means ofaddressing health problem. In North America
where this theory originated, health-secking behaviour is predominantly left at the
Seretion of the individual and her physician. This sctting is not cxactly replicated
iong other peoples in other continents. lgun's (1982) revised version of the model s
ificant not only to the theorcetical development of the model but for its relevance to
vstudy. This version recognizes the availability of other forms of treatments that arc
able to the caregiver and the role of significant others to the caregiver or the patient.
the very nature of Nigerian groups, which is both diversc and eclectic, the treatment
sice of the individual is not unidirectional but i1s based on rational evaluation and on
individual's cultural conditioning of treatment options that arc available (Owumi
89). The cultural background of the individual is also reinforced by significant
mbers of the houschold or community in taking a decision on treatment pattern
mi, 1996).

Onthe whole, there 1s a connection to the fact that religious acuvity during pregnancy is
ed as a solace to antenatal carc and to a large extent may not have a negative cffect on
regnancy cven though this has not been fully researched. However, similar findings by
Jegede (1998) buttressed that whether Christianity or Islam, belief system 1s concerned
with the cosmology, that s, the nature of the universe, and the spirit that inhabit and
control 1t, and so on. Due to this fact, most pregnant women seck to patronize mission
homes in order to be protected from evil and the uncertainty of life at the time of delivery.

Asnarrated by one of the respondents during the ficldwork, she noted that:

Atfive months, | was very sick, I had threatening abortion. They told me
it was because L have not been resting well. I go to the hospital because
onc of my sisters-in-law 1s a nurse. Immediately [ saw blood I call her. |
don't hike to sit at home. [ don't go to TBA, but they brought herbal
concoction for me and I take it. My child was born prematurely because
of that sickness. The sickness was not “ordinary™ “it has a hand in it”
(that s, itis spiritual) because after treatment it still come back, then I go
to church for anointing.

The sickness “1s not ordinary™ is an indication that for most of these local folks, illncss
transcends the physical and like other aspects of life, health, illness and discascs arc all
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under the directinfluence of the suparnatural. I'rom this ortentation. itis notawkward o
find pregnant women soliciting the assistance ol spiritual leaders in their quest {or safe
delivery. However, despite this pervasive belief in the supernatural in relation to health,
1t 1s not uncommon to find the same category ot people who scramble to patronize
modern health centers - addition to the spiritual homes they attend. As one of the
respondents explained: [/ go to hospital because, even my husband will be shouting go o,
don't implicate me. He will give me money to go (to the hospital). However contradictory
it may sound that these people patronize spirttual homes and at the same time attend
modcrn health centers only goes to retlect the great dilemma they find themselves in the
bid to cnsurc that they have safe delivery. The extent to which they go 1s indicative of the
fact that they will be willing to support government cfforts in providing appropriate
health-care delivery to the grassroots.

As has been presented above it is clear that there 1s a need for the government and other
stake holders in the health industry to censure that appropriate policies arc not just
formulated but they also drive them to a logical conclusion. Consequently, there will be
neced for the government to rccognize the contributions of other allied sources in the
provision of hcalth care scrvices in the country. The traditional birth attendants (TBAs)
arc a repository of knowledge and expertence from which the government can harness
for the overall development ot the health sector in the country. Spiritual homes as a
source of succor for pregnant women) may also be harnessed in providing a holistic
health-care system to the generality ot'the citizenry.

Conclusion

Understanding the link between health and health-secking behaviour is crucial towards
the reduction of maternal and child mortality in Nigeria. This awarencss 1s particularly
relevant given the overriding influence of religion on the social fabric of Nigerians and
the high level of maternal mortality in the whole of the country.

To a large extent, religious belicfs do not in actual fact affect the decision of women in
patronizing antenatal care as well as the place of delivery. This is basically because the
primary consideration is bascd on the adequate and proper care they need during the
period of pregnancy. From this study, 1t 1s clear that religion and maternal health are
related within the large social support framework. In this light. both rchgious and
cultural practices can increase the mvolvement boih in the enlightenment of women in
relation to health matters and alse vn the importance of niaternal health-care in geroral,
Health-care policy makers will therefore, need to consider the role of rehigion in the
overall delivery ot health-care services in the country.
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